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ACADEMIC SUPPORT PROGRAMS

DISABILITY ACCOMMODATION REQUEST FORM

The Academic Support Program is committed to serving the needs of students with disabilities.

This form must be completed by the student who is requesting accommodations.

Attach supporting documentation from a professional licensed and certified to diagnose your disability.  Complete form and sign the verification statement below.  Return completed forms to the Academic Support Coordinator in Room 307.

STUDENT INFORMATION

Your Name: ___________________________________________________________  Date of Birth: __________________


        Last (please print)


First


M.I.

Social Security Number: ___ ___ ___ - ___ ___ - ___ ___ ___ ___
Sex:
(  Male

(  Female

Day phone # (Voice/TTY): __________________________ Evening phone # (Voice/TTY): __________________________

Fax # _________________________________________ E-Mail Address: ________________________________________

Nature of your disability (Check all that apply):

(  1  ADD/ADHD

(  5  Deaf


(  8  Physical disability (Please describe): _________

(  2  Learning disability

(  6  Hard-of-hearing

___________________________________________

(  3  Blind


(  7  Psychiatric disability

(  9  Other (Please describe): ___________________

(  4  Visually impaired





___________________________________________

When was your disability first diagnosed? ________________________________

Date of professional’s most recent evaluation:  Month _____________ Year ______________

Accommodations Requested: ____________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

Requested accommodations must be supported by documentation from a professional who is licensed and certified to diagnose your disability.  All requests for accommodations are subject to approval by the Academic Support Center.

VERIFICATION STATEMENT

I attest to the fact that the information recorded on this form is true.  I acknowledge that the Academic Support Program reserves the right to make final determination as to whether any requested accommodation is warranted and appropriate, that information will be used for research purposes only, and that in no case, will an individual be identified by name in research studies.  I give the Academic Support Program, or its representative, the right to contact any professional or agency presenting documentation on my behalf for the purpose of verifying any information pertaining to my request for accommodation.

_________________________________________________________________
____________________________

Signature (Do not print)







Date

