
Verification of Disability

The student named below is requesting accommodations due to the impact of a disability. To evaluate that request, the 
Disability Services staff in the Academic Support Center is requesting that the following form be completed by a qualified 
professional who has first-hand knowledge of the student's condition and is an impartial individual not related to the 
student. 

The provision of reasonable accommodations is based on documentation reports and the current impact of the disability 
on academic performance or experience outside of the classroom. Please be aware that accommodations are made to 
ensure access to educational opportunities for students with disabilities, not to make adjustments that would lower 
standards or fundamentally alter the nature of academic courses or program.  _____ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ Date: _____ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

Certifying Professional (this section to be filled out by a qualified professional) 

Provider Name: _________________________________________________________________________________  

Professional Title: ________________________________________________________________________________  

License/Certification Number and Issuing State:________________________________________________________  

Agency: ________________________________________________________________________________________  

Address: _______________________________________________________________________________________  

City: _________________________________________ State: ______________ Zip: __________________________  

Phone: _______________________________________ Fax: _____________________________________________  



Diagnosis/es: ___________________________________________________________________________________  

 ______________________________________________________________________________________________  

 ____________________________________________________________________________________________________________________________________________ 

*Please attach any assessment reports that were used to support this diagnosis. 

Date of Diagnosis:_____/_____/_____ 

Initial Contact with Student:_____/_____/_____ Last Contact with Student_____/_____/_____ 

Level of Severity of the Condition (check one): �� Mild ��Moderate ��Severe  

Expected Duration (check one): ��Permanent ��Chronic/Recurring ��Temporary  

Description of symptoms: 

How does this condition currently limit this student's ability to learn or meet the expectations of a college environment? 

Please provide any additional information you believe would be helpful so that we can provide effective service (e.g. 
history of hospitalizations, any known effective academic interventions). Attach additional sheets as necessary and 
include results of related assessments. 

Certifying Professional Signature: _____________________________________ Date: ________________________  


