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Documentation of Diagnosis:

To initiate a request for reasonable and appropriate accommodations, the parent / guardian of the student must provide the AHEC with current documentation of the disability.  The Americans with Disabilities Act as Amended defines a disability as a physical or mental impairment that substantially limits one or more major life activities, a record of such an impairment, or being regarded as having such an impairment. The parent / guardian is required to fully complete all sections of this form and submit along with medical documentation of the participant’s diagnosed disability. 

Program Participant Information
 
Participant’s Name _________________________________________________________________________
Parent/Guardian____________________________________________________________________________
Email Address ___________________________________________@___________________.____________
Telephone Number (_______)____________________-_____________________

  Diagnosis Information (Please attach test results, e.g. audiology report, PT/OT evaluation,  
  neuropsychological report, etc., and any  additional information as necessary.)

  Diagnosing Practitioner’s Name ______________________________________________________________
  Credentials	 [  ] Physician   [  ] Nurse Practitioner  [  ] Physician Assistant  [  ] Psychologist  
                         [  ] Other ________________________________________________________

  Office Telephone Number (_______)____________________-_____________________
  Primary Diagnosis _________________________________________________________________________
  Date of Diagnosis __________________________________________________________________________
  Describe the nature and severity of the impairment _______________________________________________
  _________________________________________________________________________________________
  _________________________________________________________________________________________

  Is this condition persistent and long-term? [  ] Yes     [  ] No
  
  If temporary, what is the expected duration? _____________________________________________________

  Medications and/or Corrective Measures list any prescription medications and/or corrective measures that   
  your child is using to  correct or improve the impairment.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Continued on Next Page

Substantial Functional Limitations Definition: Participant is restricted in comparison to the average person in the general population as to the conditions, manner or duration under which activities can be performed.

 How does the impairment, in its corrected or medicated condition, affect the participant in educational  
 activities?  Does the condition interfere with the participant’s educational activities, and to what extent?  
 List the substantial functional limitations (e.g. cannot read regular size print, slow reading 
 speed, slow speech, limited dexterity, or other).

Diagnosis/Condition(s) _____________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
Educational Activity(ies) Affected ____________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
Substantial Functional Limitation(s) ___________________________________________________________
 ________________________________________________________________________________________
 ________________________________________________________________________________________



  Requested Accommodation Please list how the program might accommodate the participant’s limitation(s)
  _________________________________________________________________________________________
  _________________________________________________________________________________________
  _________________________________________________________________________________________
  _________________________________________________________________________________________
Are there any activities or situations that should be avoided or that would present a significant risk of serious injury for the participant or others? ____________________________________________________________
_________________________________________________________________________________________
Are there any activities or situations that should be avoided or that would present a significant risk of serious injury for the participant or others?  _________________________________________________________________
_________________________________________________________________________________________________
 Parent’s Signature _____________________________________________________ Date _______________
 Participant’s Signature __________________________________________________Date _______________
Thank you for your assistance in providing this information. This completed form and supporting documentation
must be submitted to the <<AHEC Center>> by <<DATE>> for consideration of the requested accommodation. The
<<AHEC Center>> Health Careers Program coordinator will contact the parent to schedule a date and time to
discuss the program’s ability or inability to extend accommodation.
-- Official Use Only –
Date Received:  ________________________
Coordinator’s Initial:  ___________________

 
