SIU SCHOOL
of MEDICINE

Absence Request — Graduate Student/Assistant

NAME MAJOR PROFESSOR’S NAME
Numbers of days Beginning Date Ending Date Reason for Absence
Comments:
Graduate Student Signature: Date:
Approvals: Approve Disapprove
Major Professor: Date:
Department Chair: Date:
Journal Club Coordinator: Date:
Fridays Seminar Coordinator: Date:

For International Students: If you are leaving Springfield, Illinois, please provide the location/address
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