
 
 

 

Academic  advisor ’s  sea l      

Request for Permission to Resume studies 
                             Date:          
To President  of  Kumamoto Univers ity 

Name                        (Signature)               Sex:  Male /  Female 

Student  No.                    

Enrol led in fiscal  20   

Category:  Faculty s tudent  /  Graduate school student  /  Research s tudent  (Ci rc le  the  one  
tha t  app l ies  to  yo u. )  

Facul ty  o f              Depar tment  o f  
Major  in          in  20    

Graduate  school  o f                      Course  

Pos ta l  code :  

Contact  address:                                     Phone:                    

Name of  guarantor:                               (Signature)                   

Pos ta l  code :  

Contact  address:                                     Phone:                     

Under  joint  s ignature  with my guarantor,  I request  permission to resume s tudies  from 
the univers ity as  follows.  

Desired date  to  resume s tudies  f rom the university:           

Detai ls :                                                                     

                                                                           

                                                                           

                                                                           

*Per iod  o f  leave  o f  absence :  Fro m Year  Month Day to  Year  Month Day 

Remarks:  1 .  S igna turs  must  be  provided  b y the  re levant  person.  

 
 
* To  be  entered  
by univers i ty  s ta f f   

Academic  da ta  
 Entered  

 


