UNIVERSITY of ST. AUGUSTINE
for HEALTH SCIENCES

Program Readmission Request

Name: ID:
USAHS Email: Outside Email:
Signature: Date:

Campus: OSt. Augustine, FL 8 Miami, FL OAustin, X O Dallas, TX

OSan Marcos, CA Distance

Program Specialty
Circle one: Residential Flex Hybrid NA

Effective Trimester of Return: Fall Spring Summer
(year) (year) (year)

Registrar Review O

Is the student on hold? Yes NOQ Holds:

Is the student on Academic Warning/Probation? Yes No

Notes:

Admissions O O
Does the student meet requirements for the program selected? Yes No

Print Name Signature Date

Financial Aid (Bursar if Self-Pay)
Student counselled on costs/ FA? Yes O NOQ

Print Name Signature Date
Program Direcﬁ

Approved? Yes NOQ Expected Grad Year/Term

Print Name Signature Date

Registrar Final Review

Re-entry date

Print Name Signature Date

Certified

®

I
Corporation
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