Emerson

COLLEGE Health Readiness to Return Form

In addition to submitting the Online Request for Readmission available on Emerson’s website, students who wish to
return to the College from a Health Leave of Absence must have this form completed by a licensed health provider
who has provided treatment during the leave. The completed form will be reviewed by Emerson Counseling and
Psychological Services (ECAPS) or Emerson’s Center for Health and Wellness (CHW). The provider cannot be a
family member or legal guardian of the student. The clinician should return the form directly to the Emerson
College Office of the Registrar, 180 Tremont Street, Boston, MA 02116 or registrar@emerson.edu.

Student’s Name:

Student ID: Undergraduate or Graduate student?

Which semester do you wish return? To which campus would you be returning? (check one)

Boston (downtown urban campus)

Kasteel Well (communal residential educational program in the rural town of Well, The Netherlands,
housed in a 14" century multi-story castle with no elevator, gravel and cobblestone walkways, and
limited food service options, that includes significant cross-border travel in Europe)

Los Angeles (communal residential educational program in Hollywood that includes both academic study
and business/industry internships) Will you be operating a vehicle in LA? Yes _ No

Online only (summer sessions)

| HEREBY AUTHORIZE the health provider below to complete the Attending Clinician’s Statement and to release this
and other information to Emerson College for its use in evaluating my request to return to the College. | understand
that this statement will be reviewed by Emerson’s CHW or/and ECAPS, among others, and | authorize this provider to
speak with CHW/ECAPS.

Date: Student’s Signature:

ATTENDING CLINICIAN’S STATEMENT

| HEREBY CERTIFY that the above-named student has been a patient under my care for the following condition(s):

ICD 10 Code # or DSM Code #
First consulted for this issue: Last consulted for this issue:
Number of professional visits for this issue: Is student still under your care for this issue?

If referred to another clinician, please provide the name and contact information:

Was the student admitted to a hospital for this issue? (Yes/No)
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If yes, please provide dates of inpatient hospitalization along with hospital name and contact information:

Hospitalized from through at

What were your treatment recommendations, including, but not limited to, medical/surgical, psychological,
holistic, procedures, medication, self-care, follow-up?

Has the student complied with treatment recommendations fully, in part, or not at all? Please describe:

What is the current status and prognosis of the medical issue that necessitated a leave of absence?

Considering the student’s 1) current health, 2) ability to manage any needed continuing treatment, 3) ability to
actively participate in, and benefit from, a full-time, degree-seeking course of study, and 4) ability to function safely
on the campus indicated on page one, is it your professional opinion that this student is currently ready to return to
Emerson College? Please indicate any reservations.

Recommendations for continued treatment and/or self-care:

Has a plan been established or referral made to a local (Boston, Los Angeles, or the Netherlands) clinician for ongoing
treatment? If yes, name and contact info:

Signature of Clinician: Certification:
Print name: License #:
Email: Phone: Date:

Print address:
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