
COLLEGE OF EDUCATION & INTEGRATIVE STUDIES

CREDENTIAL SERVICES OFFICE

3801 West Temple Avenue, Pomona, CA 91768

(909) 869-4400

REQUEST TO WITHDRAW FROM CLINICAL PRACTICE
	Name
	
	Date
	

	Bronco ID
	
	CPP Email
	


I am officially withdrawing from Clinical Practice for the following semester:
 FORMCHECKBOX 
 Fall




 FORMCHECKBOX 
 Spring


Year:
Reason for Withdrawal: 
 FORMCHECKBOX 
 Accepted an Intern Teaching Position
 FORMCHECKBOX 
 Leave of Absence

 FORMCHECKBOX 
 Other: 






I understand that in order to reapply to Clinical Practice, I must complete and re-submit a new Clinical Practice Application. I also understand the application must be submitted to the Credential Analyst before the deadline for the requested semester.
Student Signature
___________________________________________________
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