Verification of Disability
Disability Support Services                                           				Clark College

Student Name:  ________________________________	Date of Birth: __________________

This student is requesting disability accommodations from Clark College. Eligibility determination for such services is based on verification of disability which indicates functional limitations in an academic setting. Please complete this form in its entirety and attach any relevant diagnostic reports.  This form is to be completed by an appropriate licensed professional and not by the student.

Diagnosis(es):___________________________________________________________________________

Date of Diagnosis: ______________________________	Date of last visit: __________________________

DSM-V-code(s) (if applicable):    				Level of Severity:
_________________________________			 Mild
_________________________________			 Moderate
_________________________________			 Severe     
_________________________________			 Partial Remission      
_________________________________			 Other: ________________

Duration:  Permanent   Fluctuating (date of next evaluation) _________   Temporary (estimated duration) __________

Symptoms: Please describe the symptoms related to the student’s diagnosis:  _________________________

________________________________________________________________________________________

________________________________________________________________________________________

Functional Limitations: Please describe how this student’s condition affects a major life activity within an academic environment (e.g.: memory, concentration, mobility, writing, etc…)

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________


	Prescribed Medication
	Effects or Side Effects

	
	

	
	

	
	

	
	



Additional Relevant Information:  ___________________________________________________________

________________________________________________________________________________________

Certifying Professional:
Printed Name:  __________________________________	Title: ____________________________________

License/Certification #:  ___________________________	Phone:  __________________________________

Signature: __________________________________________________	Date:  ________________________
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