 SEQ CHAPTER \h \r 1DISABILITY SERVICES for STUDENTS


UNIVERSITY OF NORTH DAKOTA
2891 2ND Ave. N., Stop  9040, Grand Forks, ND 58202-9040
(701) 777-3425, Voice or TTY; Fax: (701) 777-4170

REQUEST FOR DOCUMENTATION

The student named below has requested accommodations at the University of North Dakota.  In order to be eligible to use accommodations, the student must have a documented disability which substantially limits one or more major life activities as outlined in Section 504 of the Rehabilitation Act and the Americans with Disabilities Act. 

Disability Services for Students will use this information to determine reasonable accommodations for this student at the University of North Dakota.

Student’s Name: 

 Date of Birth: 


Diagnosis (i.e. DSM IV or Medical):  _________________________________


Date of Most Recent Evaluation: 

Name and Title of Evaluator: _______________________________________


List diagnostic protocol used:  ______________________________________


______________________________________________________________

How does this student’s disability limit her/him academically?


______________________________________________________________                                                            

                                                                                                       continued                                                                    

If this student’s disability limits her/him in any other facet of campus life, please explain: 


Will the student’s limitations change over time?   _​​​__No     ___Yes, please explain:

Disability Services for Students will consider your recommendations for accommodations when determining the specific accommodations for this student.  List any recommendations below and explain how each minimizes or compensates for the functional limitations of the student’s disability.
 ACCOMMODATION                              HOW IT COMPENSATES FOR THE LIMITATION


I certify that the information submitted represents this student’s present level of functioning.


_____

________________    ____

     Signature of Professional        Print Name and Title
     Date
Organization and Address                                                                             DSS 8-10
If this student has a learning disability, attach the current psycho-educational evaluation and any other current test results that verify the functional limits of the learning disability.























