
STUDENT HEALTH AND COUNSELING CENTER
MEDICAL LEAVE REQUEST FORM

This form is to be completed by all students who wish to request a Medical Leave of Absence for
one semester. Please read Important Information section included with this form.
Please complete all information below:

Name_________________________________________________Student I.D. #_____________________
(Last) (First)

Local Mailing Address:____________________________________________________________________
(Street or Residence Hall P.O.)

_______________________________________________________________________________________
(City) (State) (Zip)

Telephone: (HOME):________________________________(CELL): ______________________________
(Area Code) (Number) (Area Code) (Number)

Graduate � Undergraduate - Fresh. � Soph. � Jr. � Sr. �

If you entered C.W. Post as a transfer student give date: ________________________________

Semester and year for which you are requesting a Medical Leave of Absence (in addition to
this statement, this form must be accompanied by supporting medical documentation –
(See Important Information section in instructions).

Semester________________________ Year_______________________

Last date you attended classes for semester above (this date will be verified):________________
During the semester listed above, were you: (check all that are appropriate)

YES NO
Resident Student ____ ____
Commuter Student ____ ____
International Student ____ ____
On a Meal Plan ____ ____
Participating in Work Study ____ ____
Enrolled in H.E.O.P. ____ ____

Please state below your reason for requesting a Medical Leave of Absence (in addition to this statement,
this form must be accompanied by supporting medical documentation – see Important Information section
in instructions).

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________



Do you authorize the Student Health and Counseling Center to release relevant information regarding your
medical condition to the Bursar, which may affect a decision having to do with your financial liability?

YES________ NO________

Student’s Signature__________________________________________________________________________

If any information provided above is found to contradict the Medical Leave date requested by the student,
the Medical Leave may be rescinded.

By signing this form you are requesting to be officially withdrawn from any classes for which you have registered
for during the semester in which you have requested the Medical Leave. This means you will not receive any
grades for any classes taken during the semester for which you are requesting a Medical Leave of Absence. In
addition, any classes for which you have registered for the subsequent semester will be cancelled pending
evaluation for return to the Campus.

Signed: ___________________________________________________________________________________
(Student’s Signature) (Signature of Parent or Guardian

if student is incapable of signing,
medical documentation to this
effect must be attached)

Today’s Date:_____________________________
(Day, Month & Year)

ALL STUDENTS MUST CONTACT
the following departments regarding financial liability:

Bursar – 516-299-2253 & Financial Assistance Office – 516-299-2338

OFFICE USE ONLY: REGISTRAR

Health and Counseling _____________ Last Day of class attendance _____________

Student Affairs _____________ Financial Assistance _____________

Academic Standing _____________ Bursar _____________




