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3. Total number of sessions / appointments: Scheduled: Attended: 

4. Current diagnoses (if any) relevant to the MW: 

5. Medications prescribed (if any) relevant to the MW: 

6. Prognosis (check one): Excellent Good Fair Poor 

7. Will you continue to provide services for this student? yes no 

8. If not, to whom will the student’s care be transferred? 

9. Other recommendations for follow up that you have communicated to the student: 

Part B: Your assessment of the student 
1. Do you believe that this student is currently a danger to themselves?  yes no 

Please explain: 

2. Do you believe that this student is currently a danger to others? yes no 
Please explain: 

Part C: Your recommendation 
1. Based on your current evaluation, do you believe that the student is now able to meet the expectations of a 

student and engage in the rigors of academic and campus life? yes no 
Comments: 

Signature of the provider: Date: 

Please complete in full and submit to: 
O
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