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Berkeley College Medical Withdrawal Request
Health Care Provider Form

Student Name: _____________________ Student ID: _______________ DOB: __________

ALL QUESTIONS BELOW MUST BE COMPLETED BY A
QUALIFIED HEALTH CARE PROVIDER

Health care Provider’s Name: ____________________________________________________
Health care Provider Address and Phone Number:
____________________________________________________________________________
Credentials and State License #: __________________________________________________ 

1. What dates have you been providing care to this student for this condition? ______________
2. Date of most recent office visit: ______________________ 
3. Date of onset of current episode: _______________________ 
4. ICD-9, ICD-10 or DSM-5 primary diagnoses: ____________________________________________________________________________ 
____________________________________________________________________________
____________________________________________________________________________ 
5. Current medications (include dosages) and treatments: ____________________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 
6. What is the severity of the condition on the impact of the student’s daily functioning?
 _____ Mild _____ Moderate _____ Severe 
Please describe the symptoms or the general nature of the medical condition ___________________________________________________________________________ 
____________________________________________________________________________
____________________________________________________________________________ 
____________________________________________________________________________
____________________________________________________________________________ 
7. Please describe how the student is unable to learn or function in college successfully at this time.  ____________________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 

8. If the student had this condition prior to the start of the current academic semester, please explain how the medical condition has worsened and has further impacted the students’ ability to function. (The Fall Semester begins 1st week of September. The Winter Semester begins 1st week of January. The Spring Semester begins last week of April.)
____________________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________

9. Do you recommend that the student withdraw from college at this time?
 _____ Yes _____No 

10. Around what time do you anticipate the medical/psychological condition will be successfully resolved so that the student can return to functioning effectively in an academic environment? 
____________________________________________________________________________
11. When was the last date the student was able to attend class? _______________ or 
DO NOT KNOW.

Health care Provider Signature: _____________________________________ Date: ________
Stamp:



