


_____________________________________________________________________________________  
_____________________________________________________________________________________  
 
Will the functional limitations described above change over time?_____If yes, please explain:  
__________________________________________________________________________________  
__________________________________________________________________________________  
__________________________________________________________________________________  
__________________________________________________________________________________  
 
If appropriate, list the treatments, medications, assistive devices, accommodations or services 
currently prescribed or in use and describe their impact or expected impact:  
__________________________________________________________________________________  
__________________________________________________________________________________  
__________________________________________________________________________________  
__________________________________________________________________________________  
 
Recommendations from professionals who have worked with this person provide valuable 
information we can use when determining the specific accommodations and/or disability-related 
services for this individual. Please list any suggestions for accommodations/services you wish to 
make.  
___________________________________________________________________________________  
___________________________________________________________________________________  
___________________________________________________________________________________  
_



____________________________________________________________________________________  
Organization and Address  
Please mail, fax or scan and email completed form to the campus identified by the student at the top of 
this form. Thank you. 


