


Please describe the current impact that the disability will have on the student’s ability to attend and/or 
participate in class:  
 
 
 
 
 
 
Identify any accommodations you believe may be necessary in order for the student to participate in the 
University’s programs, activities and services:  
 
 
 
 
Anticipated duration of need for accommodation:  
 
 
 
 
Additional information:  
 
 
 
 
 
Name of Medical Professional:  
 
 
License #:  
 
 
Please indicate State:  
 
 
Address:  
 
 
Telephone:  
 
 
Signature (verifying that you are not related to the student by blood or marriage):  
 

Date: 

 

11/17 


