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Consent for Release of Information
This form is to be completed by a qualified professional, who should not be a relative 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 need for academic adjustments, auxiliary aids, and services. The information you provide will become a part of your patient’s Disability Services file and may be utilized by Disability Services in accommodating your patient’s needs.
Consent for Release of Information: I, __________________________________________, give








Student Name

______________________________________ permission to provide the information requested 



Medical 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)

Please respond to the following items regarding the student named above (please print clearly)
1. Date of Diagnosis: ______________________________________________

2. Date student was last seen: _______________________________________

3. DSM-IV Diagnosis

a. Axis I: _____________________________________________________

b. Axis II: _____________________________________________________


c. Axis III: _____________________________________________________

d. Axis IV: _____________________________________________________

e. Axis V (GAF Score): ___________________________________________

4. In addition to the DSM-IV criteria, how did you arrive at your diagnosis?

· Structured or unstructured interviews with the student

· Interviews with other persons

· Behavioral observations

· Developmental history

· Educational history

· Medical history

· Neuro-psychological testing. Date of testing: _______________________

· Psycho-educational testing. Date of testing: ________________________

· Standardized or non-standardized rating scales

· Other: ______________________________________________________

Please attach any relevant documentation.

5. What is the severity of the condition? Please check one:

· Mild 
· Moderate 

· Severe

Explain severity:

___________________________________________________________________________________
___________________________________________________________________________________
6. What is the expected duration of this disability?

______________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

7.  Please describe the student’s symptoms relating to this diagnosis.

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________
8. What specific symptoms does the student have that might affect the student’s academic

performance?

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

9. Describe any situations or other conditions that might lead to an exacerbation of the

aymptoms.

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

10. Is the student currently receiving therapy or counseling?

_________________________________________________________________________________

_________________________________________________________________________________

11. What medications is the student currently taking? How effective is the medication? How might

side effects, if any, affect the student’s academic performance or behavior?

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

12. Please provide specific recommendations regarding academic accommodations for this student and a rationale as to why these accommodations/services are reasonable (e.g. if a note taker is suggested, state the reasons for this request related to the functional limitations).

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

14. Are there other associated disabilities? If so, what are they? Please describe these conditions and

any functional limitations.

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________
Provider Information

Provider Signature:__________________________________________
Date:__________________

Provider Name (print):________________________________________________________________

Title:_______________________________________________________________________________

License or Certification #: _____________________________________________________________

Address:____________________________________________________________________________

Phone: (_____) ____________________________

Fax: (______) _______________________
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