
Provider Report Form 
OHIO UNIVERSITY 

Counseling & Psychological Services 
Hudson Health Center, 3rd Floor 

2 Health Center Drive, Athens, Ohio 45701 
Phone: (740) 593-1616   Fax: (740) 593-0091 

 
This form is to be completed by the student’s community mental health clinician/service provider and can be faxed to  
(740) 593-0091 or mailed by the provider to Ohio University Counseling & Psychological Services, Hudson Health Center,  
3rd Floor, 2 Health Center Drive, Athens, Ohio 45701

 

Clinician Name:____________________________ 

Licensed as:_______________________________ 

License #:_________________________________ 

State of Licensure:__________________________ 

Contact Information:_________________________ 
_________________________________________ 

Initial DSM Diagnosis:_______________________ 
__________________________________________
__________________________________________  

 

Current DSM Diagnosis:______________________ 
__________________________________________ 
__________________________________________ 

 
 

Student Name: _____________________________ 
 

Date of First Session:_________________________ 

Date of Most recent Session:___________________ 

Total # of Treatment Sessions:_________________ 

GAF score at start of treatment:_________________ 

Current GAF score:__________________________ 

 

Please Provide your professional judgment in response to the following questions regarding the student named above. 
 
___Yes    ___No    Has there been a substantial amelioration of the student’s original medical/psychological condition?  
 
                If yes, please check all of the following that you  have observed a marked reduction of in this student:  
    ___Number of symptoms 
    ___Severity of symptoms 
    ___Persistence of symptoms 
    ___Functional impairment 
    ___Subjective level of client distress 
 
 
___Yes    ___No   Once achieved, does this person seem to have the ability to maintain this progress? 
 
 
Has there been a substantial reduction of any of the following safety related behaviors the student may have been 
engaging in? 
___Yes    ___No   ___N/A   Suicidal behaviors 
___Yes    ___No   ___N/A   Self injury behaviors 
___Yes    ___No   ___N/A   Substance abuse behaviors 
___Yes    ___No   ___N/A   Other:________________________________________________________ 
 
 
__________________________________________              _________________________ 
Clinician Signature     Date 
 
Please use the back of this page or attach additional documentation if you wish to expand on your responses to the 
questions above and/or to record any other comments or observations you may wish to make regarding the student and 
his or her ability to function safely, stably, and successfully as a full time university student at this time. 


