LI AL ETITUTE

REQUEST FOR WITHDRAWAL

Per the student’s request, the “Request for Withdrawal” form is initiated and
submitted by the student to the admissions office.

Start Date :

Withdrawal Date:

Program:

Student Name:

Mailing Address:

Phone Number:

Do you plan to return to CNU Medical?

Reason for Withdrawal:

5855 Jimmy Carter Blvd suite 190, Norcross GA 30071 (ph) 678-879-0721(fax) 678-983-0942
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