
 
 
 
 
 

Student Data 
Student 
Name: ___________________________________ ______________________________ ________ 
 Last First M.I. 

Student ID: ________________ ______________________________ ________________________________ 
 SSN/ SSI Student E-Mail Student Phone Number 
Student 
Address: ___________________________________ __________________________ ___________ 
 Street  City State/ Zip 

        

I am requesting to voluntarily withdraw from Xavier University School of Medicine Aruba, effective immediately, 
                             

for the following reason(s): 

 Academic Performance 

 Financial Hardships 

 Other (explain):______________________________________________________________________ 

______________________________________________________________________________________________ 

 

_______________________________________________                   _______________________ 
Student Signature (REQUIRED) Date (REQUIRED) 
 

For Xavier University Administration Use Only 

ACCEPTED 
Status 

of 
Request 

 
DECLINED 

  ____________________________________________________ 

______________________________ 
Dean’s Signature                          Date                   

Reason for Decline 
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