PART B of Return Application
Medical Documents
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Duke Kunshan University
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HEALTH Recommendation for Return from Leave of
Absence/Reinstatement
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(Please make as many copies as you need of this sheet.) G4 75 2 EI Rk . )

TO THE APPLICANT: Fill in your name and forward a copy of this form to each of your health care providers. This
form must be completed and submitted by your health care provider(s).
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RECOMMENDATION ON BEHALF OF:
AT AR

Student’s Name /24 1 44

APPLICANT’S WAIVER OF RIGHT OF ACCESS TO CONFIDENTIAL STATEMENT: | hereby voluntarily
waive my right of access to any information contained on the recommendation form and agree that the statement will
remain confidential. Falsification of any information or materials submitted with your application is a violation of the
code of conduct at Duke Kunshan University. Any concerns regarding misleading or false information will be
forwarded to the Dean of Academic Services and/or Dean of Student Experience for additional inquiry. If appropriate,
the matter will result in administrative adjustment of my return approval.
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(student signature/ 5242 &%) (date/ F7H))

Please notify your health care provider(s) that staff from the university campus clinic and/or CAWS may contact them

to verify certain conditions, and advise them to be prepared to respond to such inquiries. If the health care provider(s)

have any questions or concerns regarding the questionnaire, please encourage them to reach out directly to the campus

clinic for physical health (campushealth@dukekunshan.edu.cn) or CAWS for mental health

(caws@dukekunshan.edu.cn).
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Duke Kunshan University
COVER LETTER TO THE HEALTH PROFESSIONAL.:

You are currently treating a Duke Kunshan University student who wishes to return from a Medical Leave of
Absence. We are asking you to write a letter to the student’s review committee and provide the information
requested below, so that we can determine if the student has recovered sufficiently to resume academic
responsibilities at DKU, in accordance with the attached Description of Certain Essential Requirements and
Expectations. We also ask that you fill out the attached brief questionnaire regarding your treatment of the student
and any continued care recommendations. Please DO NOT RETURN your completed recommendation TO THE
APPLICANT.
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Please return your letter and questionnaire to:
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For physical health treatment/S44I857 For mental health treatment/.C>BEI&YT
Please send the document via email directly to Please send the document via email directly to
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Email: campushealth@dukekunshan.edu.cn
BT HEF8: campushealth@dukekunshan.edu.cn

Email: caws@dukekunshan.edu.cn
B FHB48: caws@dukekunshan.edu.cn

The deadline for receipt of this letter is 5:00 p.m. China time May 1 for Fall Term and October 15 for

Spring Term.
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TREATING DOCTOR’S RE-ENTRY QUESTIONNAIRE
FHBRKRAE (RTEAEES)

Instructions: This form is to be completed by the treating physician, other M.D., or licensed mental health
provider. It will be reviewed by the appropriate licensed DKU Health professional. Your assessment is
important. The student’s application will not be reviewed without your submitted materials. Please
respond to the questions listed below and attach a brief statement of recommendation for re-entry and a
treatment summary on your office letterhead. See cover page for address of recipient of this document. Please
refer to the attached document, Student Readiness to Return to Duke Kunshan: Descriptions of Certain
Essential Requirements and Expectations.
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This form must be submitted by the health care provider directly to Duke Kunshan University

Please Respond to All Questions
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Full name of patient H#& 44

Are you a #&/2&:___ Psychiatrist ¥ #fFHEE_ Other M.D. H ARl = &4

Licensed Mental Health Provider:Co 32 4 7 i 5O B 453 Iifi

7|

Did you provide treatment for the above named Patientf& & 75 45 UL I B3 2 (697 /% 7 Yesi& _ No

Please list the particular health conditions/concerns you diagnosed in your assessment of the patient
along with treatment start date, end date, completion status and total treatment sessions.
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Total Treatment Treatment Ended
Start Date End Date  Treatment Combpleted? With Your
Sessions P ' Permission?
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If you referred the patient for continuing treatment for any diagnosis, to whom did you make the referral?
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Referred to %12 %]

provider name /&4 #t#  professional Z7y/  title/position 2/ address #4141/

DiagnosisiZ b #2

Referred to 412 %

provider name &4 #£+%  professional 77/ title/position 27/ address #41/

DiagnosisiZ ¥ #3

Referred to %12 31

provider name /&4 #£%  professional Zy//  title/position 2/ address #.11f



Please indicate any specific intensive treatment program in which student participated while on leave.
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If the patient has not completed treatment for the any diagnosis/condition listed above and a referral was not made, are
you continuing to provide treatment? Yes No.
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If the patient has not completed treatment, how frequently will the patient need to see you?

IR EFIERFTRINTT, BERTELERIFRL?

What are the continued care needs for this patient?
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If the patient is continuing treatment with you or someone else, do you believe he/she would be able to function
appropriately as a student at this University with continued treatment?
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In your assessment, do you believe he/she would be able to function appropriately as a student at this University without
that continued treatment?
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In your care of this student, do you consider there to be any safety concerns?
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If yes, under what conditions could this be foreseeable?
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To your knowledge, are the parents and/or legal guardian(s) of the patient aware of the problem(s) for which you have
provided treatment? Yes No
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Has the patient signed the enclosed “Authorization to Disclose Health Information” granting DKU’s Student Health
Services (SHS) and/or Counseling and Psychological Services (CAPS) permission to disclose health care information to
you and you, in turn, to them for the purpose of determining the student’s readiness to return to DKU and continuity of
care? Yes No
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Has the student signed, and placed on file in your home office, a “release of information” to allow you to speak directly
with the review committee and/or DKU medical or counseling staff regarding the student’s readiness to return to DKU
and continuity of care, should a conversation be requested? Yes No
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Other comments (Feel free to attach additional information):
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Signature of Treating Professional Date
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Name of Treating Professional (please printor type) Phone Number
T EAL S e i

Hospital Name and Address of Treating Professional
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In accordance to Chinese law, if treating doctor/professional works for a hospital, that hospital must be above county
level. Is your hospital considered county level?___Yes_No
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DKU’s Student Health Services and Counseling and Psychological Services
(CAPS) AUTHORIZATION TO DISCLOSE HEALTH INFORMATION

Client Name Date of Birth__ / /SIS ID

I hereby authorize Student Health Services (SHS) and/or Counseling and
Psychological Services (CAPS) of Duke Kunshan University to disclose specific health information from the records of the above
named client to:

1) DKU Reinstatement Committee.

2)

3)

4)

for the specific purpose(s) of: Determining my readiness to return to DKU and establishing an appropriate treatment plan or health
care expectations should | be approved to return.

Specific information to be disclosed by Student Health Services and/or Counseling and Psychological Services

Furthermore, | request and authorize the above named provider/agency to release the following information back to Student Health
Services and/or Counseling and Psychological Services in order to assess my readiness to return to DKU and facilitate continuity of
care:

I understand that this authorization will expire on the following date, event or condition:

I understand that if | fail to specify an expiration date, event or condition, this authorization is valid for the period of time needed to
fulfill its purpose for up to one year. | also understand that | may revoke this authorization at any time except to the extent that action
has been taken in reliance on it. To revoke this authorization, I must do so in writing by signing the Revocation Section on the back of
this form. Requests to revoke this authorization should be directed to the Student Health Services and/or Counseling and
Psychological Services.

I also understand that I may refuse to sign this authorization and that my refusal to sign will not affect my eligibility for services at
Student Health Services and/or Counseling and Psychological Services.

| further understand that | may request a copy of this signed authorization.

(Signature of Student/Client) (Date)

(Parent/Guardian if under 18) (Date)



REVOCATION SECTION
DKU’s Student Health Services and Counseling and Psychological Services
AUTHORIZATION TO DISCLOSE HEALTH INFORMATION

Please Keep This Portion for Your Records

Please keep a copy of this sheet for your personal files. Complete it only when you are revoking your authorization
to disclose health information. If you should misplace this sheet, you may request another one from the DKU’s
Student Health Services or Counseling and Psychological Services at (+86) 0512-36657211.

I do hereby request that this authorization to disclose health information of

signed by on

be rescinded, effective . I understand that any action taken on this authorization prior

to therescinded date is legal and binding.

(Signature of Student/Client) (Date)

(Parent/Guardian if under 18) (Date)

VERBAL REVOCATION SECTION

I do hereby attest to the verbal request for revocation of this authorization by

on . The client or her/his personal representative has been informed that any

action takenon this authorization prior to the rescinded date is legal and binding.

(Signature of Staff) (Date) (Signature of Witness) (Date)

Requests to revoke authorization should be directed to DKU’s Student Health Services or Counseling and Wellness
Services at (+86) 0512-36657211.
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