
MEDICAL WITHDRAWAL DOCUMENTATION FORM 

Please complete the top portion of this form then forward to your treatment provider. 

Student Name:__________________________________ �d�}�����Ç�[�•�������š���W�z�z�z�z�z�z�z�z�z�z�z�z�z�z�z___ 

Date of last class attendance:_______________________ Student ID#___________________ 


