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This form is to be completed by a qualified professional, who should not be a relative or friend of the student, only if the student has a documented disability that requires special accommodations. Please complete the following information to assist Elizabethtown College in determining the student’s eligibility for academic adjustments. The information you provide will become a part of your client’s Disability Services file. 


Consent for Release of Information: I, __________________________________________, give
							Student Name
______________________________________ permission to provide the information requested 
		 Provider
below to the Director of Disability Services.  I understand the information to be released includes any confidential information to further understanding of the request for academic accommodations, up to and including medical and psychological information and records. This information is used for the purpose of determining reasonable accommodations while in attendance at Elizabethtown College.

___________________________________________		________________________
		       Student Signature 					     Date
                 (To be signed by parent if student is under age 18)



Provider Information

Provider Signature:__________________________________________	Date:__________________

Provider Name (print):________________________________________________________________

Title:_____________________________	License or Certification #: _________________________

Address:____________________________________________________________________________

Phone: (_____) ____________________________		Fax: (______) _______________________



*Please provide a statement describing your professional training in neuropsychological assessment.
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