
  
  

Verification of Disability  

  

Physician/Licensed Provider:  Please see second page for information on how to 
complete this form.  

  

Student Name: ________________________________________________________  

            (First)  (middle initial)                            (Last)  

  

Student ID Number_______________________ Birth date _______________________  

Physician/Provider Name __________________________________Title___________  

  

Address ______________________________________City/State_________________  

  

Zip Code ____________________ Phone Number ____________________________  

  

1. Diagnosis __________________________________________________________  

a. Diagnosis (es) Date(s) ____________________________________________  

b. Level of severity    □Mild  □ Moderate    □ Severe  

c. Duration    □ Permanent  □ Chronic/recurring  □ Temporary  

  

2. Please explain how the condition limits the student’s ability to learn in the classroom 

environment.  

______________________________________________________________________  

______________________________________________________________________ 

______________________________________________________________________  

  

3. Please provide recommendations for reasonable, college-level academic 

accommodations for this student.  

______________________________________________________________________  

______________________________________________________________________ 

______________________________________________________________________  

  
The provided information is current and accurate to the best of my knowledge based on my 
recent evaluation of this patient or a review of records from a recent evaluation by a qualified 
professional.   



Provider’s signature ____________________________________ Date ____________ 

Educational  

Credential/Licensure/Certification(s):_________________________________________ 

______________________________________________________________________ 

Licensed Provider:  

  

The student/applicant whose name appears on the front of this form is seeking 

accommodation(s) for a disability during his/her study at Sullivan University.  In order to 

make a determination about the appropriateness of any requested accommodations, 

and, to comply with Section 504 of the Rehabilitation Act of 1973 and the Americans 

with Disabilities Act (ADA) of 1990, Sullivan University requests your assistance in 

completing this form and attaching to it any additional information that might be helpful 

in determining appropriate accommodations.  Please note any expenses incurred as a 

result of evaluative services are the responsibility of the student/applicant.  Sullivan 

University is not responsible for payment of testing and verification services. To process 

this student’s request as quickly as possible, the following information is needed.   The 

information may be given directly to the student/applicant who is personally responsible 

for submitting this information to University officials.  Please make certain the following 

information is provided either on the front of this form or in an attachment:  

  

1.) The credentials of the evaluator to indicate he/she has undergone appropriate 

and comprehensive training in the area of the diagnosis (es) and subsequent 

recommendations.  

2.) A diagnostic statement identifying the disability.  Please be thorough with a full 

clinical description.  Please define any codes used from the Diagnostic Statistical  

Manual of the American Psychiatric Association (DSM), the International 

Classification of Functioning, Disability and Health (ICF) of the World Health 

Organization, etc.  

3.) A description of the diagnostic methodology used.  

4.) A description of the current functional limitation.  The optimal information here is 

thorough enough to demonstrate whether and how a major life activity is 

substantially limited.  While pre-existing documentation is not time-bound, 

awareness of one’s changing conditions and/or growth and development may 

warrant a more recent update depending on the professional judgment of the 

evaluator(s).    

5.) A description of the expected progression or stability of the disability.  If unstable, 

recommended timelines for re-evaluation are very helpful.  

6.) A description of current and past accommodations, services and/or medications.  



7.) Recommendations for accommodations, adaptive devices, assistive services, 

compensatory strategies and or other support services.    

  


