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Readiness to Return Form 
TKLV IRUP LV UHTXLUHG ZKHQ a VWXGHQW ZaQWV WR UHWXUQ WR GRXFKHU CROOHJH aIWHU a KRVSLWaOL]aWLRQ, aQ RIILFLaO PHGLFaO 
ZLWKGUaZaO, PHGLFaO OHaYH RI aEVHQFH, RU UHLQVWaWHPHQW ZLWK a DHaQ RI SWXGHQWV¶ KROG. TKH IRUP PXVW EH FRPSOHWHG 
E\ WKH VWXGHQW aQG WKH VWXGHQW¶V KHaOWKFaUH SURYLGHU. TKH SURYLGHU SULPaULO\ UHVSRQVLEOH IRU WUHaWLQJ WKH LVVXH WKaW 
OHG WR WKH VWXGHQW¶V KRVSLWaOL]aWLRQ RU PHGLFaO OHaYH PXVW FRPSOHWH WKH IRUP. ³HHaOWKFaUH PURYLGHU´ PHaQV LLFHQVHG 
HHaOWKFaUH PURYLGHU (H.J., MD, DO, PV\FKRORJLVW, LLFHQVHG COLQLFaO SRFLaO WRUNHU, HWF.) 

 
Student Instructions (Sections 1 & 2) 

1. Complete Section 1 of this form ± an incomplete form Zill be returned to \ou for completion Zithout reYieZ. 
2. Sign the form in Section 2. 
3. DeliYer this form to \our Healthcare ProYider at least si[ Zeeks before \our planned return to the College. 
 
SHFWLRQ 1: SWXGHQW IQIRUPaWLRQ (SOHaVH SULQW) 
 
Name:          
 Last First  Pronouns Goucher ID 
 
Mailing Address:             
                                                Street Cit\ State Zip Code 
 
Phone:    Email address:    
 

I am completing this form due to (choose one):   �  Hospitali]ation     �  Medical WithdraZal     �  Medical LeaYe of Absence         

 
SHFWLRQ 2: SWXGHQW SWaWHPHQW aQG VLJQaWXUH: 
�  I certif\ that the information proYided aboYe is true and correct. 
 
Student¶s signature:     Date:   

 
Healthcare Provider Instructions (Sections 3, 4, 5, & 6) 

HHaOWKFaUH SURYLGHU PXVW SURYLGH WKLV IRUP GLUHFWO\ WR WKH aGGUHVV EHORZ. IW ZLOO QRW EH aFFHSWHG IURP WKH VWXGHQW. 
 
1. Complete Sections 3 and 4 for RETURN TO CAMPUS AFTER HOSPITALIZATION  
2. Complete Sections 3, 4, and 5 for RETURN TO CAMPUS AFTER MEDICAL WITHDRAWAL  
3. Sign the form in Section 6 ± an unsigned form Zill not be accepted. 
4. Return this form directl\ to the address beloZ Yia mail, fa[, or email Zithin four Zeeks of the student¶s planned return to the College. 

 
IPSRUWaQW NRWH: All questions on this form are limited in scope to the conditions, diagnoses, and s\mptoms that 
necessitated the student¶s current hospitali]ation and medical leaYe and/or affect the student¶s qualifications to return to 
academic and residential life at Goucher College. 
 
SHFWLRQ 3: LLFHQVHG HHaOWKFaUH PURYLGHU IQIRUPaWLRQ (SOHaVH SULQW) 
 
Name:       
   
License and State:   Email address:   
 
Licensed as:  Clinic/Hospital Name:   
 
Mailing Address:      
                                         Street  Cit\ State                   Zip Code 
 

Phone:   Fa[:   
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SHFWLRQ 4: LLFHQVHG HHaOWKFaUH PURYLGHU RHSRUW (SOHaVH SULQW) 
 
In \our professional judgment, can the student manage a full course load (12 or more credits, nine credits for a graduate student)? 

�  YES     �  NO     � UNSURE  
 
Please elaborate on \our ansZer: ______________________________________________________________________________  
 
 ________________________________________________________________________________________________________  
 
What are \our recommendations for continued treatment? ___________________________________________________________  
 
 ________________________________________________________________________________________________________  
 
 ________________________________________________________________________________________________________  
 
 
Current Medications: ________________________________________________________________________________________  
 

Will the student haYe a Healthcare proYider in place in the ToZson, Mar\land area?     �  YES     �  NO     
 
If \es, please identif\ the proYider: _____________________________________________________________________________  
 
If no, Zho Zill proYide treatment? ______________________________________________________________________________  
 
If no, please e[plain: ________________________________________________________________________________________     
 
 ________________________________________________________________________________________________________  
 
Please proYide details of the established plan in the eYent of Zorsening s\mptoms or crisis: _________________________________  
 
 ________________________________________________________________________________________________________  
 
 ________________________________________________________________________________________________________  
 

Will the student haYe these recommendations in place b\ the time of potential return to campus?     �  YES     �  NO     
 
Please use the space proYided if \ou Zould like to e[pand on \our responses to the questions, record an\ other comments or 
obserYations \ou ma\ Zant to make regarding the student and their abilit\ to function safel\ and successfull\ as a student at Goucher 
College, or include an attachment on letterhead:  ___________________________________________________________________  
 
 _________________________________________________________________________________________________________  
 
 _________________________________________________________________________________________________________  
 
 _________________________________________________________________________________________________________  
 
 
SHFWLRQ 5: LLFHQVHG HHaOWKFaUH PURYLGHU RHSRUW: RHWXUQ WR CaPSXV AFTER MEDICAL WITHDRAWAL 
 
POHaVH OHW XV NQRZ ZKaW aFWLRQV \RX¶YH WaNHQ: 

�  Prior to completing this form, I spoke Zith the medical proYider, Zho recommended that the student take medical leaYe.  

�  Prior to completing this form, I reYieZed the Medical LeaYe Recommendation form filled out b\ the student¶s proYider at the time 
of ZithdraZal or communicated Zith them directl\.  

 
 
Date of first treatment contact:   Date of most recent treatment contact:  _________________________  
 
Frequenc\ of Meetings: _______________________________________________________________________________________  
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Diagnosis of Student (i.e., description) ___________________________________________________________________________  
 
 _________________________________________________________________________________________________________  
 

Has the medical condition that Zarranted the initial medical ZithdraZal been sufficientl\ managed?     �  YES     �  NO     
 
POHaVH SURYLGH \RXU SURIHVVLRQaO MXGJPHQW LQ UHVSRQVH WR WKH IROORZLQJ TXHVWLRQV UHJaUGLQJ WKH aERYH VWXGHQW. 
 

Has there been a substantial improYement of the student¶s original medical/ps\chological condition?     �  YES     �  NO     
 
If \es, please check all the folloZing that \ou haYe obserYed a marked reduction of in this student: 

 � Number of S\mptoms � SeYerit\ of S\mptoms � Persistence of S\mptoms  

 � Functional Impairment  � SubjectiYe LeYel of Client Distress  
 
 
Please proYide treatment plan: _________________________________________________________________________________  
 
 _________________________________________________________________________________________________________  
 
 _________________________________________________________________________________________________________   
 
 _________________________________________________________________________________________________________  
 
 
For hoZ long has the improYed condition been maintained? ___________________________________________________________  
 
 _________________________________________________________________________________________________________  
 
 
What eYidence is demonstrated to suggest that the student has increased abilit\ to manage academic life and liYe independentl\ in the 
residence halls? Failure to proYide details ma\ result in a dela\ in the reYieZ and decision to return to campus. __________________   
 
 _________________________________________________________________________________________________________  
 
 _________________________________________________________________________________________________________  
 
 _________________________________________________________________________________________________________  
 
 _________________________________________________________________________________________________________  
 
 
What responsibilities has the student maintained during their time aZa\ from the College that suggests the\ are read\ to return to 
academic rigors (e.g., emplo\ment, Yolunteerism, etc.) ______________________________________________________________  
 
 _________________________________________________________________________________________________________  
 
 _________________________________________________________________________________________________________  
 
 _________________________________________________________________________________________________________  
 
 
SHFWLRQ 6:  HHaOWKFaUH PURYLGHU¶V SLJQaWXUH 
 
 
Healthcare ProYider¶s Name / Signature: _________________________________________ Date: ____________________________   


