
Fachbereich Politik- und Sozialwissenschaften 
Prüfungsbüro  
Ihnestr. 21 14195 Berlin   

Extensions due to temporary acute illness (§19 RSPO)

Please complete in block letters! 
matriculation number: 

family name, first name of the student:

adress: 

e-mail:

program: 

original deadline: 

Explanations for the doctor:
If a student has been prevented from working on his or her Bachelor's / Master's thesis due to an acute temporary illness, 
the Examination Board may, upon request, extend the write-up period by the period of the proven inability to take part in 
the examination. The reason for the inability to take the examination must be reported in writing to the examination 
board immediately and must be supported by a medical certificate. A medical certificate is a certificate stating why the 
student is unable to study or take part in an examination. Please note, neither a certificate of incapacity to work nor the 
simple indication of a doctor that the student was unable to take an exam is sufficient. Instead, the medical certificate 
must describe the health impairment and symptoms and give an indication of the impact on the performance of the 
student. Please be aware that an extension may be granted for less than the period indicated in your doctors certificate. 
The final decision over the inability to take part in an examination rests with the Examination Board.

Date, stamp and Doctor's signature 

Completed by the chair of the examination board only!

  approved; extension until: ____________________ 

_______________________________________________

Date, Signature of Chair         

Notes: 

To be completed by the doctor only:

Impairment/Symptoms:

Impacts:   
The patient is 
(presumably) not 
eligible for examination 
from a medical point of 
view from ..... until .....   
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