Department of Physics

UNIVERSITY OF WISCONSIN-MADISON

LEAVE OF ABSENCE FORM

Student Name:

Faculty Advisor Name:

| am requesting a leave of absence effective: (semester/year)

Reason:

| expect to return to the program: (semester/year)

] lunderstand that | will need to request re-entry with the Graduate School by completing
a re-entry application which must be approved by the Physics Ph.D. Program. | will
contact the Graduate Program Manager at least 6 weeks before the beginning of the
semester of re-entry to initiate the process of returning to the Ph.D. program.

Comments:
Student Signature: Date:
Faculty Advisor Signature: Date:
Director of Graduate Study Signature: Date:
Department Chair Signature: Date:
Department of Physics
2320 Chamberlin Hall 1150 University Avenue Madison, Wisconsin 53706-1390

Telephone: (608) 262-4526 http://www.physics.wisc.edu/ Fax: (608) 263-0800



