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Name:_____________________________________________________________________________
Birth date: _______/________/__________

Gender:    Male _________
Female__________

Year in School: __________________________

Home Phone: ___________________________

Cell Phone:_________________________
Address:____________________________________________________________________________

1. Provide a description of your diagnosis. What symptoms do you experience?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. What types of accommodations/services have you used in the past and were they helpful?

	Services
	Used?
	Helpful?
	Comments

	Alternate form/Extended time on exams
	
	
	

	Assistive Technology (screen reader, screen magnifier)
	
	
	

	Note takers
	
	
	

	Other (please specify)
	
	
	


3. What are your academic strengths? __________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________

4. What are your academic challenges? _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________

5. How does your disability impact you in a classroom setting (i.e. accessing printed course material, note-taking, writing, communication, computer skills, attendance)?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

6. How does your disability impact you on evaluations (i.e. tests, papers, oral reports, etc.)?

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________

7. How does your disability impact you when doing out-of-class assignments (i.e. reading, writing, typing, and calculating)?

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________

8. What will impact your success in college? What barriers do you see in you being successful? (i.e. skills, goal-setting, confidence, outside commitments, etc.)?

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________

9. List the accommodations you are requesting in an academic setting, if applicable.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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