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Student Section:
Name Student S#

FRCC Campus Location Affectedsemester(s) Fall Spring____Summer Year(s)

“I authorizemy health care provider to copfete and release information to Front Range Community Cdllege

Student Signature Date:

Health Care Professional Section:
(To be completed by a medical/mental health practitioner)

Health Care Professional Name (please print) Title:

Address: Phone Number

License # andate issuing license

What datesdid the student’s condition preventethem from attendng cdlege'completing class work

From To

Did the student’sconditionnegativelyaffect their academic performance and/or ability to pursue normal activities

Yes
No

Hasthe student’s condition improved enough to allaglem to return to FRCC and successfatiynplete collegdevel
coursework?

Yeslf yes, please indicate as of what date:
No Ido notrecommend the student return to college at this time and should withdraw from
_altourses

Additional Comments:

ProfessionaPractitioner Signature Date:

Please return formto: Front Range Community College
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4616 South Shields $1A150

Fort Collins, CO 80526






