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THE UNIVERSITY OF THE WEST INDIES

ST. AUGUSTINE, TRINIDAD AND TOBAGO, WEST INDIES

OFFICE OF THE CAMPUS REGISTRAR

  OFFICE OF GRADUATE STUDIES & RESEARCH

VOLUNTARY WITHDRAWAL FORM

	
	
	
	
	
	
	
	
	


From:  ________________________________


NAME (PLEASE PRINT)




             STUDENT IDENTIFICATION NUMBER
Mailing  :  _____________________________   

Address    _____________________________


    _____________________________

    _____________________________
To     : 
SAR, Office of Graduate Studies and Research

___________________________________________________________________

SURNAME 



     FIRST NAME 


      
OTHER NAMES 

____________________________________________     
   ___________________
DEGREE OR DIPLOMA 






               STUDENT PHONE CONTACT
________________________________________        _______________________

FACULTY 







            
                STUDENT EMAIL ADDRESS
Voluntary Withdrawal with effect from :        
       
     Semester 1
  Semester 2
20__/20__
Reason for request :
  Personal             Work-Related             Medical              Applied for another programme
  Other: _________________________________________________________________
_________________________



Approved:   _____________________
               STUDENT SIGNATURE




             SENIOR ASSISTANT REGISTRAR
Date:
____________________



Date:  
         ____________________

                 DD/MM/YYYY






       DD/MM/YYYY
cc: Head of Department
_____________________________________________________________________________________________
** Your caution money will be refunded as soon as clearances are received from the relevant Department and the Library.

*** Please note that if you wish to re-enter the University in the future you will be required to apply before January 31 preceding the academic year in which you wish to commence studies.
_____________________________________________________________________________________________
