
Student Information 
Student Name: 

Student University ID 
Number: 

This section must be completed by a U.S. licensed medical doctor, 
doctor of osteopathy, or licensed clinical psychologist. 

Semester/Term for re-
duced course load: 

Fall 20____             Spring 20____              Summer 20____ 

A new recommendation is needed every semester 
Due to illness/medical 

condition, I recommend: 
(please check only one) 

Reduced academic course load 

      Total Withdrawal / no enrollment 

Healthcare provider’s 
name and title: 

         US Licensed Medical Doctor  Doctor of Osteopathy               Licensed Clinical Psychologist 

Signature: 

Date: 

**************Please attach a business card for the medical provider completing this form.************** 

Address and Phone Number: 

Additional comments: 

Recommendation for a Reduced Course Load 

Due to an Illness or Medical Condition 

Background: Government regulations require F-1 and J-1 international students to be registered full-time for each fall and spring se-
mester (full-time generally means 12 credits hours for undergraduate and 8 credit hours for graduate students). A student may be au-
thorized to enroll in fewer credits for up to 12 months due to illness or a medical condition that precludes full-time course loads. Gov-
ernment regulations require documentation (i.e., this form) from a U.S. licensed medical doctor, doctor of osteopathy, or licensed 
clinical psychologist. 

Note: We do not need to know the details of the health issue only that a doctor recommends a reduced academic load. Please feel 
free to contact our office if you have questions or concerns. 

902 W. New York St, ES 2126 

Indianapolis, IN 46202 

phone 317-274-7000 | fax 317-278-2213 

iadvisor@iu.edu | international.indianapolis.iu.edu 

https://international.indianapolis.iu.edu
mailto:iadvisor@iu.edu
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