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 Center for Accessibility and Learning Services
Chestnut Hill College
Room 240 St. Joseph Hall
Phone: 215-242-7738
Fax: 215-248-7019
CALS@chc.edu
      Statement of Disability Documentation Form
The Center for Accessibility and Learning Services (CALS) has established a verification form to obtain current information from a qualified treating or diagnosing practitioner (e.g. Licensed psychiatrist, psychologist/ state certified psychologist, neuropsychologist, therapist, social worker, medical doctor, optometrist, audiologist, speech-language pathologist, health care provider, trained professional, etc.) regarding a student’s disability, associated symptoms, related medications and their impact on the student and the need for accommodations. This form must be signed by the licensed treating medical/clinical professional and sent to the Center for Accessibility and Learning Services.
          This form serves as one option (not the only option) for providing disability    		documentation. Please see the College’s documentation guidelines if submitting   	alternative forms of documentation.
A.  Student Information- to be completed by the student (please print or type neatly):
[bookmark: Text1]Student’s Full Name:      
Date of Birth: Click or tap to enter a date.
[bookmark: Text2]CHC # ID Number:      
[bookmark: Text43]Cell Phone #:      
[bookmark: Text3]CHC e-mail address:      
Please specify the disability requiring accommodations and whether the requested accommodations are temporary or permanent:


Please describe the accommodations that you are requesting:

What barrier does your disability/condition present that you believe will be lessened if your request is approved. Explain in detail please:


Student Release of Medical Information:
Completing this section will authorize the Center for Accessibility and Learning Services or their designee(s) to contact your diagnosing/treating professionals to discuss any questions or clarification. I authorize my physician or other professional treatment provider to release all relevant information regarding my diagnosis, daily functions, participation limitations, accommodation needs, treatment history and /or prognosis, and any other pertinent material to the designated representative at Chestnut Hill College.

_________________________________                	 	__________________
Student Signature                                      			Date
To be signed by the student, if 18 years of age or older. To be signed by the parent/legal guardian if the student is not yet 18 years old.
_______________________________                                       ___________________
Parent/Legal Guardian Signature                                                 Date





Please note that the CHC Nurse is not present 24/7. Any medical emergencies will resolve in Security calling an ambulance to clear the student to stay on campus or go to the hospital.





B. Provider Information: To be completed by a Licensed Medical or Mental Health Professional (please print or type neatly):
Student’s Name: ______________________________________
To ensure that the Center for Accessibility and Learning Services can make an informed decision on the above student’s request for accommodations, CALS requires documentation from a licensed medical or mental health professional who is currently treating the requesting student. Please answer the following questions as completely as possible:
1. [bookmark: Text4]Write a clear statement of the medical or mental health diagnosis of this student:      


a. [bookmark: _Int_o5EtgNLH][bookmark: Text5]What was the original date of the diagnosis/diagnoses?      
b. Is the student currently being treated for this diagnosis?_______
c. [bookmark: _Int_qKrhGV1f][bookmark: Text6]Date of initial contact with student?      
d. [bookmark: Text7]Date of last contact with student?      
e. [bookmark: Text8]Frequency of appointments with student during this past year e.g., once a week, once a month, etc.):      
f. Can you characterize the severity of the disability (if not appropriate, please skip)?  	
[bookmark: Check1][bookmark: Check2][bookmark: Check3]____Mild |_|	____Moderate |_|	_____Severe |_|
g. [bookmark: Text9]If Temporary, what is the expected frequency, duration, or recovery period?        


h. If Progressive, please describe in detail:


i. For Episodic conditions, how frequently are the episodes, and what is their duration and severity?

 
[bookmark: Text10]            j. Other relevant diagnoses:      


2. [bookmark: Text11]What procedures or assessments were used to diagnosis the condition and assess the functionality limiting manifestations of the condition(s) for which accommodations are needed?  Attach copies of evaluations or test scores used to make the diagnosis, if relevant:      
 
3. [bookmark: Text12] Please provide information regarding the student’s current presenting symptoms that  are manifested by the condition that may impact participation:      

[bookmark: Text13] 4.    Are there any triggers to the symptoms?      If yes, please describe:

 5.    In what settings are these symptoms most evident?

Is the student able to manage their symptoms in other areas of the college 	         such as the library,  classrooms, cafeteria, etc?  ____Yes   ____No.  
              If Yes, why?

             If No, why not?

            6.   Do you expect these symptoms to continue for the foreseeable future? 	_		__Yes ___No
                           If not, when do you expect the symptoms to abate?





[bookmark: _Int_AwGKDzLX][bookmark: Text14]7.    Accommodations are not granted based on diagnosis. Please describe how    and   to  what extent the student’s disability impacts the student and interferes with, reduces, or substantially limits the quality of at least one or more “major life activities.”      


 8.    Please describe any factors that improve the condition:

	 9.     How many days did the disability affect major life activities this past year? ____
           10.    How can the functional limitations resulting from the student’s health condition be 	            reduced or eliminated?

[bookmark: Check4][bookmark: Check5]          11.    Is the student currently taking any medications for symptoms associated with the 	         disorder?|_|	           _____Yes		|_|_____No
12.   If yes, please provide information below for each medication the student is 	       currently prescribed: 

	Medication
	Dosage
	Frequency
	Date Prescribed
	Side Effects that may impact functioning (concentration, sleep, thinking, eating, etc.)

	[bookmark: Text15]     
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	[bookmark: Text20]     
	     
	     

	     
	     
	     
	     
	     




[bookmark: Text21]13.     Please provide information on any other forms of treatment in which the student 	is currently participating (e.g., counseling, occupational therapy, vision therapy, 	mobility therapy, etc.):      
    
14.    Please list the student’s current limitation(s) associated with the diagnosis. 	       	Indicate  what reasonable accommodations would mitigate the limitation(s) 	listed:

	Limitation(s)

	Recommended Reasonable Accommodations

	[bookmark: Text22]     
	[bookmark: Text23]     

	[bookmark: Text24]     
	[bookmark: Text25]     

	[bookmark: Text26]     
	[bookmark: Text27]     

	[bookmark: Text28]     
	[bookmark: Text29]     

	[bookmark: Text30]     
	[bookmark: Text31]     

	[bookmark: Text32]     
	[bookmark: Text33]     




15.   Can the student’s needs be met with another/alternate accommodation(s) in addition to or in lieu of the above listed accommodations that would address the limitations of the   student’s disability thereby allowing the student to successful at Chestnut Hill College?  	___Yes   ___No.  	
If not, please explain:


          If yes, what would the other or alternate accommodation(s) be?

16.   If the requested accommodations are denied, what are some potential harmful effects that could occur that may be permanent if not provided?  Describe:



17. If the student has a problem in or our of class or during evenings when staff are not present, what steps should be taken to support the student, if applicable? Please provide a medical plan.


18.   Please provide any additional information or consideration that may aid in the   determination of reasonable or academic accommodations or help to identify barriers that need to be addressed in the college setting:


Please note that the CHC Nurse is not present 24/7. Any medical emergencies will resolve in Security calling an ambulance to clear the student to stay on campus or go to the hospital.








Signature of Licensed Medical or Mental Health Provider:
 _________________________________Date: _______________________
[bookmark: Text34]Print Name:      
[bookmark: Text35]Title/Credentials:      
[bookmark: Text36][bookmark: _Int_gT8yYJqV]License #:                                               State of License:________
[bookmark: Text37]Address:      
[bookmark: Text38][bookmark: Text39]City:      			State:      
[bookmark: Text40][bookmark: Text41]Phone:      			Fax:      
[bookmark: Text42]E-mail:      
[bookmark: Check6][bookmark: Check7]Can this completed Statement of Disability be released to the student? 		____|_|Yes	|_|_____No
 
*Designated Major Life Activities  
[bookmark: _Int_cqIFrpkm][bookmark: _Int_gkn00ZE3]In conjunction with the broadening of what constitutes a disability, the ADAAA adds a non-exhaustive list of “major life activities.” The list is expansive and includes, but is not limited to, the activities of “caring for oneself, performing manual tasks, seeing, hearing, eating, sleeping, walking, standing, lifting, bending, speaking, breathing, learning, reading, concentrating, thinking, communicating and working.” The Act also provides that a major life activity includes the operation of a “major bodily function.” The new law expressly includes the functions of the immune system, normal cell growth, digestive, bowel, bladder, neurological, brain, respiratory, circulatory, endocrine, and reproductive functions as major bodily functions. The list is not exhaustive. Any of these bodily functions and possibly others, if substantially limited, will bring an individual within coverage of the law.   

Please return this form to one of the following:
a.  E-mail: CALS@chc.edu
b.  Fax:  215-248-7019
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