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Dear student:

The University is extremely concerned about you and the recent health issues you have experienced. My hope is that with the treatment and support recommendations that you have received you will be able to remain successful at Duke University, without the need for a leave of absence.

In order for the University to ensure that you are receiving appropriate care, we will need to have a strong awareness of how your treatment is progressing. Our goal in follow-up is to support your continued success at Duke as well as maintain a safe environment for the Duke community. Towards this end, you are expected to complete the following by the designated dates. If the requested actions are not completed by the designated dates, it is expected that you will contact  me (Amy Powell, Assistant Dean of Students,) to let me know when the actions will be completed.


1. Mental health counseling with a licensed treatment provider. It is currently 
understood that you will be continuing treatment with XXX. Until this office 
receives notice from your provider that it is their opinion that you no longer need 
treatment, you are expected to fulfill this requirement.


2. In order for initiation of treatment participation to be verified, you need to 
provide 
the date of your first/next meeting with your treatment provider(s) as well as contact 
information for those providers to Amy Powell,  Assistant Dean of Students, by 
_________.  


3. Sign authorization permitting Assistant Dean of Students to regularly 
communicate with your treatment providers regarding your progress. Your treatment 
provider can review confidentiality procedures with you. The signed authorization 
will allow me to verify appointment attendance and treatment 
recommendations. 


4. Follow-up with the Assistant Dean of Students periodically, at a minimum, once 
per month through the end of the semester. 


5. Meet TBD with your Residence Coordinator, XXX.


6. OTHER MEETINGS AS INDICATED.

STUDENT, it is clear to me from our meeting that you truly wish to continue at Duke and

be successful with your studies. I hope the treatment you are seeking allows this to

happen and we wish to support you in this effort. Failure to abide by the terms of this agreement may result in further action from university housing and the university.  Please understand that the treatment plan outlined above is an on-going plan and therefore, this office may impose other requirements in addition to the plan above should we feel further supports are necessary.  If you feel further supports and/or resources would promote your success at Duke, please do not hesitate to let me know.

There are several resources that remain available to you through Duke. These include (but are not limited to):

a. Dean on-Call (24/7) pager: (919) 970-4169

b. CAPS (8-5 pm weekdays): (919) 660-1000

c. Student Health (8:30-7 pm weekdays): (919) 681-9355

d. Duke University Police (24/7): 911 (on-campus only), (919) 684-2444

e. Alcohol and Substance Abuse Prevention Center (919) 681-8421

f. Sexual Assault Support Services: (919) 684-3897 or (919) 681-6882

g. Academic Advising: (919) 684-6217

h. DukeReach web site: http://dukereach.studentaffairs.duke.edu

Sincerely,

Amy Powell, MSW

Assistant Dean of Students

Dean of Students Office

I have read this agreement and agree to fulfill the outlined terms.

____________________________________     
 ____________________

STUDENT 



   
 
Date

cc:  
XXX,Assistant Dean for XX Campus


XXX, Residence Coordinator


Joe Gonzalez, Associate Dean Residence Life and Housing Services


Sue Wasiolek, Dean of Students

