STUDENT COUNSELING FORM
NAME:                                                                               

DATE: ______________
SEX:
Male:            
Female: ______        
RIN#: _______________________ 


SS:  ____________________________                                                    
DATE OF BIRTH:                                       

AGE: ___________________
PLACE OF BIRTH:  __________________________________________________                                                                                                            
ADDRESS:

(LOCAL)



(PERMANENT)
________________________________


____________________________
________________________________


_____________________________
_________________________________

_____________________________                                                                                                                          
Campus Phone:                                        

Home Phone:  ________________                                        
E-MAIL ADDRESS: ________________________________                                                             
With whom do you live while at Rensselaer?  ______________________________________________                                                                                            
Describe your family of origin with names, ages, and occupations (or levels in school) of parents and siblings.    __________________________________________________________________________________                                                                                                                  
___________________________________________________________________________________                                                                                                                                                         
MARITAL STATUS:




CLASS STANDING
Single            





Freshman    _____       
Engaged          





Sophomore  _____        
Married         





Junior  _____             
Separated         




Senior   _____             
Divorced            




Graduate
Domestic Partnership           

 

Master’s Level  _____          
Ph.D. Level   _____       
EXPECTED YEAR OF GRADUATION:   _____________                                           
If married give Spouse's name, age, and occupation.  Give names and ages of any children. 
  _____________________________________________________________________________________
_____________________________________________________________________________________
If Graduate Student did you pay the Health Fee?   Yes               No   _____           
Name:  ______________________________________

Date: __________________
RACE:  Caucasian                Black/Non-Hispanic                 Hispanic  ______           
           Asian          
Indian (India)                Other  _____                           
INTERNATIONAL STUDENT:  No            Yes        (where from?)  _______________                             
TRANSFER STUDENT:
No            Yes          (where from?) _________________                              
FIELD OF STUDY:                                   _____                      OVERALL  GPA:  _________                 
Please describe what problems bring you to the Counseling Center:
___________________________________________________________________________________                                                                       
____________________________________________________________________________________
How severe would you rate your difficulties to be?
1            2            3           4            5            6          7          8          9          10 

(Mild)


          (Moderate)


         (Severe)
(good functioning in

(Moderate impairment in

(inability to function in 
wide range of activities)

social and/or academic


daily activities, danger 




functioning



to self or others

Who referred you to the Counseling Center at this time?  ______________________
What situations or factors have RECENTLY triggered your problems or symptoms? Where did they occur?    ____________________________________________________________________________________                                                                                                                                                  
____________________________________________________________________________________     
Are you presently receiving counseling or have you received counseling in the past (or other   type of service from a mental health practitioner)?   Yes                 No                 If so, where and for what reason?                                                                                                                                  
Are you presently taking any medication related to a psychological disorder?   
Yes           
No                If yes, name of medication   ______________________________                                       
Name: ___________________________________

Date: _______________________
POLICY ON CONFIDENTIALITY
All staff members are expected to abide by the American Psychological Association’s standard of ethical principles.  Copies of the APA principles are available on request.  Both the law and the ethics of professional practice in psychology require that information discussed during counseling sessions must be kept strictly confidential.  No information about students seen at the Counseling Center can be shared with anyone outside of Rensselaer Health Services without the student's written consent.  When necessary, staff members at the Counseling Center may discuss cases with each other or with other staff of the Rensselaer Health Services.  
There are exceptions to the confidentiality policy including:
1.
When a student presents a clear and present danger to him/herself or to another person.
2.
When there is suspicion of child abuse.
3.
In the event of a lawsuit in which records are subpoenaed.
4.
If you are under age 18 (see exception below)
If you have any questions about confidentiality, please feel free to discuss this issue with our staff.

I have read and understand the above statement on confidentiality.





__________________________________________








Please sign
A. If you are under the age of 18, please sign below to indicate that you are voluntarily seeking services at the Counseling Center:
___________________________________________








Signed






B.  If you are under the age of 18 and do not want your parents informed that you are obtaining counseling services, please indicate and sign below
 I do not wish my parents informed that I am obtaining counseling at the Rensselaer Counseling Center
_______________________



____________________________________                                                                                           
            Date






Signed
C.  I                                                                    (Counselor) believe it would be detrimental to the counseling process to inform the parents of   _______________________________________                                                                                       that he/she is receiving counseling at the Rensselaer Counseling Center with the reasons being documented in the intake.
______________________


_______________________________________                                                                                                             
           Date






Signed
Is there anyone you would like the Counseling Center staff to tell about your psychological status? 
        Yes               No      If you answered “yes” please indicate who you would like information shared with, and sign below.

Name:  ___________________________________________________________                                                                                         

Address:___________________________________________________________                                                                                        
Phone #:___________________________________                                                                                         







_______________________________________

CC 7/02  rev






Please sign

NAME:                                                                                    
DATE:  ______________________                                     
PROBLEM CHECKLIST
All of the following information will be kept strictly confidential
Please endorse the following items in terms of your experience in
the past six months:
Yes
No
 1.
Are you experiencing academic difficulties such as failing grades or                                  



significant underachievement?
Yes
No
2.
Are you experiencing significant relationship/marital difficulties?
Yes
No
 3.
Are you experiencing significant conflict or difficulty with your parent(s)               other relative?
Yes
No
 4.
Do you feel uncertain about your career choice?
Yes
No
 5.
Do you have severe financial difficulties?
Yes
No
 6.
Have you experienced a major stressor in the last 3-6 months (e.g., relationship break-up, major illness/accident in self/family member, severe financial problems, death of close friend/relative?
Yes
No
 7.
Do you worry excessively?
Yes 
No
 8.
Do you experience nightmares?
Yes
No
 9.
Are you often nervous or uncomfortable in social situations?


10.
Please indicate if you have experienced any of the following symptoms?


      
Shortness of breath          Dizziness         Perspiring/clammy hands _____     
      
Nausea or abdominal distress        Fear of dying          Muscle tension, aches ___           Heart palpitations         Trembling, shaking        Choking sensations ____        Trouble swallowing         Numbness or tingling sensations           Fear of going crazy or doing something uncontrolled      .
Yes
No
11.
Are you afraid to be in places or situations from which escape might be                  difficult or embarrassing?
Yes
No      
12.
Do you have a debilitating fear of heights, blood, water, animals, insects,                closed spaces, air travel, germs, or some other thing or situation?
Yes
No      
13.  
Do you frequently have unwanted thoughts that you can’t get out of your                mind?
Yes
No    
14.
Do you frequently engage in repetitive behaviors that are time consuming               and unwanted (e.g., hand washing, organizing papers, pencils, etc.                          checking things)
Yes
No
15.
Do you frequently feel detached or cut off from your own thoughts or feelings?        
Name: ______________________________________________

Date: ________________
Yes
No
16.
Have you ever experienced what was thought to be a stress-related illness               such as chronic backache, tension headaches, asthma, hypertension, or ulcer?
Yes
No
17.
Have you experienced a loss of interest in all or almost all activities you                  normally find pleasurable?
Yes
No
18.
Do you have frequent crying spells?
Yes
No      
19.
Have you lost a significant (i.e., more than 10 lbs.) amount of weight                      recently (without dieting?)
Yes
No      
20.
Do you often sleep more than you need?
Yes
No      
21.
Do you have significant trouble falling asleep or staying asleep?
Yes
No      
22.
Do you often feel fatigued or experience loss of energy?
Yes
No      
23.
Do you often feel worthless or guilty about something?
Yes
No      
24.
Do you have thoughts that life is not worth living?
Yes
No
25     
Do you have thoughts that you want to harm yourself?
Yes
No      
26.
Do you have plans to take your life?
Yes
No      
27.
Have you threatened, attempted or considered suicide in the past 6 months?
Yes
No      
28.  
Do you have a poor appetite or overeat?
Yes
No      
29.   
Do you often have difficulty making decisions?
Yes
No      
30.   
Do you often feel hopeless?
Yes
No      
31.   
Are there times when you have a decreased need for sleep (e.g., feel rested             after only 3 or 4 hours of sleep)?
Yes
No      
32.   
Do you often engage in impulsive or risky behaviors (e.g., buying sprees,               sexual indiscretions)?
Yes
No      
33.   
Do you often feel that your thoughts are difficult to control?
Yes
No      
34.   
Do your moods shift rapidly - feeling very happy and then very sad?
Yes
No      
35.   
Do you often have trouble concentrating or feel easily distracted?
Yes
No      
36.   
Do you hear or see things that are not really present?
Yes
No      
37.   
Do you think that others can read your mind or hear your thoughts?
Yes
No
38.  
Do you believe you’re being followed or that someone is trying to harm                 you?
Name: __________________________________________

Date: _________________
Yes
No
39.
Do you believe you have paranormal powers or abilities?
Yes
No
40.
Do you have the urge to break things?
Yes
No      
41.   
Do you often experience anger outbursts?
Yes
No      
42.   
Do you have thoughts of hurting others?

Yes
No      
43.   
Do you find yourself thinking about food or your weight much of the                      time?

           
44.   
How often do you “binge” (eat a large quantity of food in a short period of              time).
                                   Never         Used to           Monthly        Weekly          A few times a week ____                                                   


___ Daily ____     
45.       Do you engage in any of the following to prevent weight gain?   
Self induced vomiting   Yes       No      ,   Laxative use - Yes       No      , 
Diuretic use -  
Yes       No ___        Fasting - Yes       No      .


46.
How often do you drink alcoholic beverages?



Never            Used to             Monthly             Weekly           
A few times a week           Daily _____         


47.
Please indicate the frequency with which you use the following:


Daily
Weekly           Monthly
          Less than Monthly           Used to
           Never
Marijuana
____
____

____


____

____

____ 
Cocaine

____
____

____


____

____

____ 
Amphetamines
____
____

____


____

____

____ 
Sedatives
____
____

____


____

____

____ 
Hallucinogens
____
____

____


____

____

____ 
Heroin

____
____

____


____

____

____
Inhalants
____
____

____


____

____

____       
Yes
No
48.
Is your present sex life satisfactory to you?
Yes
No
49.
Are you comfortable with your sexual orientation?
Yes
No
50.
Do you find yourself repeatedly having problems that you don’t                                          

understand in your interpersonal relationships?
Yes
No
51.
Have you had problems with the law (such as an arrest or conviction)?
Yes
No
52.
Have you engaged in self-destructive behaviors such as self-cutting or                                             


other forms of self-mutilation?
Yes
No
53.
Do you find yourself volunteering to do things you don’t want to do in                                            
                       order to get others to like you?
Yes
No
54.
Do you currently have access to fire arms?



If yes,    hand gun _____    other _____
Name: ____________________________________________

Date: ____________________
Please endorse the following items in terms of your experience 
at any time in your life
Yes
No
55.
Have you ever experienced panic attacks?
Yes
No
56.
Have you ever experienced an extremely traumatic event such as a serious                                      


threat to your life or health (e.g., rape, assault, natural disaster), seeing                                            


another person who is/has been seriously injured or killed as a result of an                                       


accident or physical violence?
57.      Please indicate if you have ever been a victim of:  
Rape -Yes       No     ,     
Childhood physical abuse - Yes      No     ,    
Childhood sexual abuse/ molestation - Yes      No     ,   
Physical abuse by a partner -Yes      No     ,   
Sexual abuse by a partner - Yes      No      .
Yes
No
58.
Has drinking ever created problems for you with your family, friends, job,                                       


school, or physical health, or the law?

Yes
No
59.
Have you ever experienced a period of time you don’t remember after                                             


drinking?
Yes
No
60.        Have you ever engaged in self-destructive behaviors such as self-cutting or                                           



 other forms of self mutilation?
Yes
No
61.
Have you ever threatened, attempted or considered suicide?
Yes
No
62.
Have you ever physically assaulted another person?
Yes
No
63.
Have you ever deliberately harmed an animal?
CC 7/02 rev.
STAFF INTAKE FORM
STAFF MEMBER: ______________________________  DATE:  __________________                               
STUDENT’S NAME:  ____________________________________________________
REFERRED BY:

Self           


Friend  ____         



Parents           


Public Safety _____          



Return from LOA _____

Faculty  _____         
 



Student Health           

Career Center _____           



Learning Center           

Academic Advising  _____          



OMSA           


DOSO   _____        



ISS           


Chaplains  _____          



Res. Life           

Other  ____                                             
STUDENT’S PRIMARY REASONS FOR SEEKING COUNSELING AT THIS TIME:
GENERAL DIFFICULTIES:
Social   _____        
Academic      _____     
Motivational/Procrastination   _____




Career choice _____




Transfer _____         




Disciplinary _____          




Sleep  _____         
SKILLS DEFICITS:
Study Habits _____          



Time Management _____          



Stress Management ______          



Interpersonal Skills:  Assertion               Shyness  _____        
RELATIONSHIP ISSUES:
   Couple’s Problems                  Family Problems _____           



   Roommate Problems              Other Peer Problems _____        
SELF-ESTEEM ISSUES:    _____
GUILT RELATED CONCERNS:   _____        
DISABILITY:
Attention Deficit           

Learning  _____


Physical           


Chronic Pain   _____      
ANXIETY:   
Generalized          
Panic  _____         


Social           

Obsessive-Compulsive   _____


Academic           
PTSD   _____  


Phobia _____ 

NOS ______          
DEPRESSION:

General Feelings of   _____        



Dysthymic   ____        
Major Depression   _____        



Bipolar  _____  



NOS _____       
Name: _______________________________________

Date: __________________________
ADJUSTMENT DISORDER:
Anxiety _____

Depression ______
Both _______
GRIEF: 
Death           
Relationship Break-up  _____         
EATING DISORDER:
Anorexia           
Bulimia           
Obesity   _____        
IMPULSE CONTROL:     Anger Control(non assaultive)             Money   ____        


           Assaultive Behavior            
        Sexual  _____         


           Computer Use           

        Gambling  _____         
SUBSTANCE ABUSE: 
Alcohol           
Drugs            (Specify)                        
SEXUAL DIFFICULTIES:
  Paraphilia           
Sexual Dysfunction  _____   



  Sexual Orientation _______          
PREGNANCY             
ABORTION   ______        
ABUSE RELATED DIFFICULTIES:
Physical                Sexual                Verbal                Neglect                Rape _____            
SLEEP DISORDER _____
PERSONALITY DISORDER  ____         
DISSOCIATIVE FEATURES   ____         
SUICIDAL:





HOMICIDAL:

Ideation           




Ideation  _____          

Intent           




Intent   _____        
Plan         




Plan  _____         
PSYCHOTIC SYMPTOMS:
Paranoia/Suspiciousness           
Unusual Thought Content/Delusions  _____          
Unusual Thought Form (e.g., loose, tangential)                  Hallucinations  _____          
OTHER  _____                                                                                                                 
SEVERITY:

1
  2
    3   
      4
      5
      6
      7
      8
      9
      10  
     

Mild


Moderate


Severe

(good functioning
      (moderate impairment      

(inability to 
             in wide range of 
       in social and/or 
      

function in daily
            activities)
                academic functioning)                 activities, danger to self









or others)                       
CC 7/02 rev. 
INTAKE REPORT
Name: 
RIN#: 







SS#:                                                                                                                                      
Date of Interview: 
Counselor:
Client Date of Birth:



Age:




Sex:
PRESENTING PROBLEM:
MENTAL STATUS:
1. Appearance and behavior:
2. Thought Content:
3. Orientation and Perceptions:
4. Thought Characteristics:
5. Judgment and Insight:
6. Mood:
7. Affect:
8. Attitude during interview:
BACKGROUND INFORMATION:
1. History of the problem:
2. Prior treatment:
3. Family Background:
4. Medical History:
Page 2







Date:
PROVISIONAL DIAGNOSTIC IMPRESSIONS:
Axis I: Clinical Disorders

Other conditions that may be a focus of clinical attention

Diagnostic Code:

DSM-IV Name:

1.

2.
Axis II: Personality Disorders

Diagnostic Code:

DSM-IV Name:

1.

2.
Axis III: General Medical Conditions

ICD-9-CM Code:

ICD-9-CM Name:

1.
Axis IV: Psychosocial and Environmental Problems:

     Problems with primary support group (specify):

     Problems related to the social environment (specify):

     Educational problems (specify):

     Occupational problems (specify):

     Housing problems (specify):

     Economic problems (specify):

     Problems with access to health care services (specify):

     Problems related to interaction with the legal system/crime (specify):

     Other psychosocial and environmental problems (specify):
Axis V: Global assessment of Functioning Scale

Current GAF:

Highest GAF past year:
TREATMENT RECOMMENDATIONS:
1.  Goals of treatment:
2.  Methods of treatment:
3.  Referral elsewhere, with reason given:
4.  No further evaluation or treatment, with reason given:
Psychologist

Effective 7/1/02
SUICIDE ASSESSMENT
Student’s Name: 




Date:
Staff Member:
Primary concern for this student’s suicide potential is based on (check all that apply)
          
Student expresses or appears to be moderately to severely depressed
          
Student indicated, on Student Information Form, that their primary concern is 



feelings of depression
           
They indicate a history of suicide attempts
          
Student has marked “yes” to one or more related questions on the Problem 


Checklist  (please circle all that apply) #24, #25, #26, #27
Specificity of Current Plan:
Lethality of their Current Plan:
Availability of their Current Plan:
Access to fire arm:
Previous History:
Proximity of Support:
Perceived Impact on others if kills self:
Belief in what happens after death:
Page 2








Date:
Reasons student can give for not killing self:
Students subjective estimate of probability of harming (killing) self on a scale of 1 (low) to 10 (high):
Willingness to contract to call us when feels urge to harm self:
Presence of other high risk indicators:








Yes


No
Severe anxiety and/or panic




___


___
Depressed mood





___


___
Recent loss/disruption of close personal relationship

___


___
Alcohol/substance abuse




___


___
Feelings of

Hopelessness





___


___

Helplessness





___


___

Worthlessness





___


___
Insomnia (global or partial)




___


___
Chronic, deteriorating medical illness



___


___
Inability to function as student




___


___
Recent onset of impulsive behavior



___


___
Recent diagnosis of life threatening illness


___


___
Action taken:
Staff Member

CC   7/02 rev.
DIAGNOSIS
NAME:
RIN#:






SS#:
DATE:






COUNSELOR:
DIAGNOSTIC IMPRESSIONS:
Axis I: Clinical Disorders

Other conditions that may be a focus of clinical attention

Diagnostic Code:

DSM-IV Name:

1.

2.
Axis II: Personality Disorders

Mental Retardation

Diagnostic Code:

DSM-IV Name:

1.
Axis III: General Medical Conditions

ICD-9-CM Code:

ICD-9-CM Name:

1.
Axis IV: Psychosocial and Environmental Problems:

1.
Axis V: Global Assessment of Functioning Scale

Current GAF:

Highest GAF past year:
Treatment:
Medications:


Dosage:

Date:
Counselor

Effective 7/1/02
RENSSELAER POLYTECHNIC INSTITUTE
COUNSELING CENTER
REFERRAL FOR PSYCHIATRIC MEDICATION EVALUATION
STUDENT NAME:




DATE:

RIN #:






SS #:
DATE OF BIRTH:
REFERRING COUNSELOR:



REFERRED TO:
Degree of Urgency:

____ Emergency

____ Urgent 

___ Routine
PRESENTING PROBLEM:
SYMPTOMS NEEDING RELIEF:
SIGNIFICANT SYMPTOMS THAT ARE ABSENT:
PROVISIONAL DIAGNOSIS:
Axis I:

Axis II:
Axis III:
Axis IV:
Axis V:    Current GAF:

    Highest GAF past year:
RELEVANT LAB/TEST DATA PENDING OR DONE:
Counselor
Effective 7/1/02
COUNSELING CENTER
Release of Information
Name:   _____________________________________________________________________                                                                                                                                                                    
RIN#:  __________________________                                  SS#: _____________________

DOB:  ____________________________                                                               
Furnish to: ________________________________________________________________                                                                                                                                                        
Address:  ___________________________________________________________________                                                                                                                                                            
THE FOLLOWING INFORMATION: (Check where applicable)
(   ) Treatment Summary
(   )  Psychological Evaluation
(   )  Complete Test Protocol  ___________________________________________________________
                                                                                    Date/test
(   )  Counseling Record (complete)
(   )  Other  _________________________________________________________________________ 
                                                                        Please specify                                                                                                                                                                    
(   )  
Permission to release information to parents/guardian regarding my mental health status.  (I realize that in any situation determined by a counselor to be a psychological emergency, my parents may be notified without my consent.)
The Rensselaer Counseling Center and its employees are hereby released from all legal responsibility or liability for the release of the records to the extent indicated and authorized herein.  I understand that by sending information by facsimile it is subject to viewing by unauthorized parties.
I further represent and warrant that I have full and legal authority to give this permission.
                                                                                                 Date: _____________________  
Signature of counselee or legal representative
___________________________________________________________                                                                                                                      
Witness
___________________________________________________________                                                                                                                      
Person releasing information
Information released by mail:                       /given to counselee                              / given over phone  ____________                                  
                                   date



   date


               date
Information released by fax:                          / Information released via e-mail: ____________________                                        



      date




              date
Counseling Center, Gallagher Student Health Center
Effective 7/1/02
REQUEST FOR INFORMATION
COUNSELING CENTER
I                                                                                 request  ___________________________                                                             
to send copies of all psychological/psychiatric evaluations and/or treatment summaries from    
                                _______________________ to ___________________           



                                                                      (dates)                                 
to the Counseling Center, Gallagher Student Health Center, Rensselaer Polytechnic Institute,
110 Eighth Street, Troy, NY 12180.
__________________________________________
______________________                                                                                                                    


Signed






Date
                                                                       
__
______________________                                                    


Witness





           Date
Effective 7/1/02
INFORMATION SHEET FOR
REFERRALS TO PSYCHIATRIC CONSULTANT
If you have paid for the Rensselaer Health Insurance policy and want to have the policy pay for your evaluation you need to give to the doctor at the time of the appointment a referral form made out by the Counseling Center.
If you do not give this form to the doctor, the insurance can not be billed and you will be held responsible to pay for the evaluation.
Referrals will be made for a limited number of sessions or for a limited amount of time.  If follow up sessions are needed to renew your prescriptions you may need to obtain another referral form for each session.  
You will also be held financially responsible for appointments not kept unless you call the doctor to cancel the appointment with sufficient notice in accordance with the doctor’s billing policy.
You will also need to sign permission forms enabling the doctor and the Counseling Center to share information.
                                                                


Date: ________________
                                      

          Student








________________________________ 



Date: ________________


Witness                                                                                                                                           
Effective 7/1/02
CANCELLATION POLICY
PSCHIATRIC CONSULTANT
PLEASE BE ADVISED THAT IF YOU DO NOT SHOW UP FOR YOUR APPOINTMENT WITH OUR PSYCHIATRIC CONSULTANT, OR IF YOU CANCEL YOUR APPOINTMENT WITH LESS THAN 24 HOURS NOTICE, YOUR STUDENT ACCOUNT WILL BE BILLED FOR THE TOTAL CHARGE FOR THE APPOINTMENT!!
TO CANCEL YOUR APPOINTMENT CALL DR. PADI AT 782-3820
Or Ethel at the Counseling Center at 276-6479

_______________________________________


_______________
Signature of counselee





Date
_______________________________________

Witness
Effective 7/1/02
REFERRAL TO PSYCHIATRIC CONSULTANT
Name:  ________________________________________________________________________
S.S.#: ___________________________________________  D.O.B. _______________________
Address: _______________________________________________________________________
_______________________________________________________________________________
Phone: ___________________________________
E-mail ____________________________
I _______________________________________ give permission for the Counseling Center at Rensselaer 
Polytechnic Institute and ______________________________ to exchange information regarding my 
treatment by the above parties.
_____________________________________________

_______________________
Signature of counselee




      Date
______________________________________________

_____________________
Witness






     Date
Effective 7/1/02
POLICY REGARDING REQUIRED COUNSELING
The following criteria are designed to facilitate and monitor your adjustment to Rensselaer.
I understand that my continuing at Rensselaer is contingent upon the following criteria
      
Making and keeping regular therapy appointments at the Counseling Center (or with a private therapist who is in regular contact with a therapist at the Counseling Center).
     
Making and keeping regular appointments at the Student Health Center or with a psychiatric consultant if medication is part of my treatment
     
If required, keeping regular sessions at the Learning Center as long as necessary
Failure to make and keep appointments at the Counseling Center and the Student Health Center (if indicated) may result in a return to leave of absence status.
I also understand that if I do not make and keep appointments at the Counseling Center as required, the Counseling Center will not intervene on my behalf if I have academic difficulties.  Further, if I do not make and keep appointments as required and face the possibility of academic dismissal, I will not be placed on a leave of absence in lieu of dismissal.
Student:                                                                     

Date: _____________________                                            
Counselor:                                                                  
Date:  _____________________                                            
Effective 7/17/98
END OF SEMESTER NOTES
Date:





Counselor:
Student’s Name:


Date of initial contact with Counseling Center:



Previous counseling at our Center:




Date of last intake:
Number of sessions:


Cancellations:
          


No-shows:
Date of termination:





Referral source:
Presenting problem:
Counseling process:
Counseling outcome:
Circumstances of termination:
Recommendations for future counseling:
Diagnosis:
Axis I:

1.




2.


Axis II:

1.


Axis III:

1.


Axis IV:
1.


Axis V:

Current GAF:




Highest GAF past year:
Treatment:

Medications:



Counselor
TO:  DEAN OF STUDENTS OFFICE



DATE:
FROM:
 
RE:






RIN#:
DEPT:  


Year of Expected Graduation:
******************************************************************************************************
Submitted By:
     X       COUNSELING CENTER

_____  STUDENT HEALTH CENTER
ABSENT FROM CLASS:

FROM ____________  TO  ____________
       (Due to Illness)
LEAVE OF ABSENCE:


SEMESTER:  
  ____Medical
    X    Psychological
EARLIEST RETURN TO CAMPUS:

*************************************************************************************************************
BURSAR CLEARED:

__X__ YES
_____ NO

COMMENTS 
-------------------------------------------------------------------------------------------------------------------------------
*************************************************************************************************************
PLEASE SIGNIFY SPECIAL CONDITIONS BEFORE STUDENT MAY RETURN TO RENSSELAER:
PLEASE STATE YOUR SPECIFIC REQUEST FOR THIS STUDENT:
************************************************************************************************************************
[X ]  STUDENT ADVISED OF OPTIONAL CONTINUATION OF STUDENT HEALTH INSURANCE FOR AN ADDITIONAL SEMESTER.


[ ]  Insurance declined


[ ] Insurance requested  (student advised to make insurance premium check payable to: Reliance National Insurance Company and to mail it directly to Special Risk Consultants)
TERMINATION INSTRUCTION SHEET
COUNSELING CENTER
For Psychological Leave of Absence
     
a) Engage in on-going psychotherapy for at least one full semester (3-4 months) with a licensed mental health professional/psychiatrist
     
b) Have therapist send a letter to the Counseling Center summarizing treatment in sufficient detail to document that you came in regularly, worked on the issues leading to the leave of absence and are now ready to resume full time study
     
c) Take at least         courses comparable to Rensselaer and get grades of        or better
     
d) Have a re-admission evaluation at the Counseling Center after they have received the treatment summary from your therapist
      
e) Eligible to be evaluated to return                                                                (date)
     
f) Student Advised of optional continuation of Student Health insurance for an additional semester

      
Insurance declined

      
Insurance requested (student advised to make insurance premium check payable to: Reliance National Insurance Company (policy #NUH0138017) and to mail it directly to Special Risk Consultants, Inc., 172 Bechtel Road, Collegeville, PA 19426)
____
g)  Note:  You must get your paperwork for re-admission into the Advising & Learning Assistance Center NO LATER THAN ONE MONTH BEFORE THE SEMESTER YOU PLAN TO RETURN.  The form can be downloaded from their website:  http/www.rpi.edu/dept/advising/answers.html and fax it to them at 518-276-4074.
I have read and understand the instructions indicated above and received a copy.
Student’s signature:  ______________________________     Date:   _________________                              
Witness:                                                                    ____   Date:  __________________                               
COUNSELING CONTRACT
I hereby agree that I will make and keep regular appointments at the Counseling Center.
I also agree that I will contact a Counseling Center staff member in the event that I am considering harming myself.  I agree that I will take whatever steps necessary to contact Counseling Center staff including Public Safety or any other means necessary.
I understand that failure to keep appointments or contact the Counseling Center in an emergency may result in being placed on a leave of absence.
                                                                     

            _____________                     

Student





    Date
                                                                      

____________________                                           

Counselor





    Date
POLICY REGARDING REQUIRED COUNSELING
UPON RETURN FROM LEAVE OF ABSENCE
The following criteria are designed to facilitate and monitor your adjustment to Rensselaer.
I understand that my continuing at Rensselaer is contingent upon the following criteria
      
Making and keeping regular therapy appointments at the Counseling Center (or with a private therapist who is in regular contact with a therapist at the Counseling Center).
     
Making and keeping regular appointments at the Student Health Center or with a psychiatric consultant if medication is part of my treatment
     
If required, keeping regular sessions at the Learning Center as long as necessary
Failure to make and keep appointments at the Counseling Center and the Student Health Center (if indicated) may result in a return to leave of absence status.
I also understand that if I do not make and keep appointments at the Counseling Center as required, the Counseling Center will not intervene on my behalf if I have academic difficulties.  Further, if I do not make and keep appointments as required and face the possibility of academic dismissal, I will not be placed on a leave of absence in lieu of dismissal.
Student:                                                                     

Date: _____________________                                            
Counselor:                                                                  
Date:  _____________________                                            
Effective 7/17/98
SELF HARM CONTRACT 
I,                                                                    do hereby affirm and agree that I will contact a Counseling Center staff member, or my therapist, in the event that I am considering harming myself.  I agree that I will take whatever steps necessary to contact Counseling Center staff ,or my therapist, including calling Public Safety or any other means necessary.  
I understand that if I do anything to harm myself, I may be placed on leave of absence from Rensselaer.
_____________________________


________________                                                                                                                            


Signed





Date
                                                           

________________                                                              


Witness




Date
REQUEST FOR INFORMATION
COUNSELING CENTER
I __________________________give permission for my therapist, _____________________, to inform the Counseling Center, (Gallagher Student Health Center, Rensselaer Polytechnic Institute, 110 Eighth Street, Troy, NY 12180) that I am keeping my regularly scheduled therapy sessions whenever the Counseling Center seeks this information.   If, for some reason I change therapists this permission will transfer to the new therapist.
I further understand that failure to keep my regularly scheduled appointments with my therapist may result in my being placed on a leave of absence from Rensselaer.
_______________________________


____________________                                                                                                               


Signed






Date
_________________________
    


_____________________                 


Witness





Date
CONTRACTURAL AGREEMENT FOR SUPPORT
FOR SPECIAL ACADEMIC CONSIDERATION
I                                                                                           Understand that as a condition of my 
receiving support from the counseling Center for my request to                                                   
I am expected to make and keep regularly scheduled appointments at the Counseling Center.
I also understand that if I do not make and keep appointments at the Counseling Center as required, the Counseling Center will not intervene on my behalf if I have academic difficulties.  Further, if I do not make and keep appointments as required and face the possibility of academic dismissal, I will not be placed on a leave of absence in lieu of dismissal.
Student:                                                                               
Date:                                        
Counselor:                                                                           
Date:                                         
Eff. 4/12/99
Permission to Exchange Information
Name:____________________________________________________________________
RIN#: _______________________________ 
         D.O.B. _______________________
Address:__________________________________________________________________
_________________________________________________________________________
Phone: __________________________

           E-mail  _____________________
I _______________________________________ give permission for the Counseling 
Center at Rensselaer Polytechnic Institute and ______________________________ to 
exchange information regarding my treatment by the above parties.
______________________________________

_______________________
Signature of counselee



        Date
______________________________________

_____________________
Witness





        Date
Effective 2/1/03

