
 

  WITHDRAWAL FORM 
 

 

STUDENT INFORMATION 

NAME:  ________________________________________________________________________ 

ADDRESS: ________________________________________________________________________ 

PHONE:  ________________________________________________________________________ 

EMAIL:  ________________________________________________________________________ 

 

ENROLLMENT INFORMATION 

CLASS:  ________________________________________________________________________ 

START DATE: ________________________________________________________________________ 

 

REASON FOR WITHDRAWAL 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

I have read and understand Bay Area Medical Academy’s cancellation/withdrawal and refund 
policies, as outlined in the School Catalog. 

 

_______________________________________________ ________________________________ 

STUDENT SIGNATURE      DATE 

PLEASE SUBMIT THIS COMPLETED FORM TO STUDENT SERVICES 

EMAIL: INFO@BAMASF.COM 
 

FAX TO: 415-358-5997 
ATTENTION: STUDENT SERVICES 

mailto:INFO@BAMASF.COM

