Re-Admission Provider Report Form
Counseling Center
514 University Ave,
Susquehanna University
Selinsgrove, PA 17870
570-372-4751 - Fax 570-372-2776

NOTE: This form is to be completed by the student’s communRy mental health
cliniclan/service provider and mailed by the provider directly to the Counseling Center at the
address indicated above. This form must be received no later than two weeks prior to a

planned return.

“Cliniclan Name: “Student Name:
Cliniclan Phone #: L
Licensed as: Date of First Session:
License #: Q_ate of Most recent Session:
State of Licensure: Total # of Treatment Sesslons:
Inttlal DSM Diagnosis: GAF score at start of treatment:
Current DSM Diagnosis: Current GAF score;

Please provide your professional Judgment in response to the foliowing questlons regarding
the student named above.

—_Yes ___No Has there been a substantial amelloration of the student's originai

medical/psychological condltion? _
if yes, please check all applicable markers of substantial amelloration:

— Number of symptoms — Functional impairment
-— Severity of symptoms — Subjective level of cllent
— Persistence of symptoms distress

—_Yes ___No Once achleved, the substantially improved condition has been maintained
stably for days/weeks/months (circle one).

Has there been a substantia! reduction of any of the following safety related behaviors the
student may have been engaging in?

__Yes__No__ N/A Suicidal ideatlon

__Yes__ No__ N/A Sulcldal behaviors

Yes ___No__ N/A Self injury behaviors

__Yes__ No__ N/A Substance abuse behaviors

—Yes __No___N/A Faiiure to maintaln weight at mInimum of 90% of Ideal Body Weight
for height

—_Yes___No___N/A Food binging or restricting

—.Yes___No__ N/A Food purging or any other potentially harmful compensatory
behaviors used for weight management {e.g., use of laxatives,
excessive exercise, ete.)

—_Yes__ No___N/A Behaviors that threaten others (e.g. violence, stalking)

__Yes___No__ N/A Other

—_Yes___No Once achleved, the substantlal reduction In the above behaviors has been
malntained stabiy for days/weeks/months (circle one).




What has been the focus of treatment with you? (Please note any compliance concerns.)

What changes have you noticed that demonstrate that the student has increased abllity to
manage stress and cope with life demands?

What are your recommendatlons for further treatment, if any? Please comment on focus of
future treatment, recommendations regarding medicatlon, etc.

What specific plans regarding the prevention of relapse of recurrence of similar problems

has the student discussed with you regarding
» Managing academic stress and academic rigors

e Self~care (e.g. adequate sleep, time management, nutrition, exercise)

* Managing symptoms

¢ Managing the soclal demands of coliege fife

What risks do you foresee regarding the abllity of this student to functlon safely, stably, and
successfully as a full-time university student in a resldential setting?

Clinlcian Signature Date

Thank you for your time in completing this report. If you have ary questions, please contact
the Counseling Center at 570-372-4751.

Stacey Pearson-Wharton, Ph.D.
Director, Counseling Center &
Assistant Dean of Student Life
pearsonwharton@suscgu.edu



