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Disability Verification Form

To be completed by treating or diagnosing healthcare provider.

Your client is requesting disability accommodations at the University of Kansas. The Student Access Center (SAC) coordinates accommodations for students with diagnosed disabilities. It is the student’s responsibility to provide documentation that identifies a diagnosed disability AND the functional limitations the disability creates in the university setting. 

Federal law defines disability as “a physical or mental impairment that substantially limits one or more major life activities.” Major life activities are defined as the ability to perform functions such as walking, seeing, hearing, speaking, learning, working or taking care of oneself. It is important to note that a diagnosis in and of itself does not necessarily constitute a disability. The degree of impairment must be significant enough to “substantially limit” one or more major life activities. 

The Disability Verification Form has been developed to assist students in obtaining specific information from their healthcare provider that will assist our office in evaluating eligibility for accommodations. Please fill out this form as thoroughly as possible. Incomplete, inadequate or illegible information will delay the process. 

The physician or medical professional completing this form must have first-hand knowledge of the student’s condition and must be licensed/certified in the area in which the diagnosis is made. No person related to or who has a personal relationship with the student shall fill out this form. 

Please attach any reports which provide additional relevant information. If a comprehensive diagnostic report is available that provides the requested information, copies of that report can be submitted in lieu of this form.

The information provided on this form will be used to assist the SAC in engaging with the student in the interactive process to determine what accommodations are reasonable in the university setting. Accommodations cannot fundamentally alter the nature of a course or program. 

Thank you for your assistance and if you have questions, please feel free to reach out to the SAC at (785) 864-4064 or access@ku.edu.
Disability Verification Form
To be completed by student:
Name of Student:
_____________________________________ KUID: _______________  DOB: ___________________
Student Address:
__________________________________________________________________________________  
Phone: _______________________________________
Email:_______________________________________________
To be completed by qualified care provider. All fields MUST be completed:

PRIMARY Disability Diagnosis:   _______________________________________________________________________
Please include severity specifier (mild, moderate, severe, partial remission).

SECONDARY Disability Diagnosis:  _____________________________________________________________________

Please include severity specifier (mild, moderate, severe, partial remission).

Is this patient/client currently under your care? ___________________________________________________________ 
When was the last date you saw this patient/client in a care setting? __________________________________________
Did you diagnose this patient/client? When and how was the diagnosis reached? Please attach copies of test data/clinical reports including psychometric summary of scores as appropriate, rating forms and other relevant documents reviewed in this case.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Describe the functional limitations and severity of impact on the student in an educational setting. Please note that accommodations will be determined based on documented, specific, functional limitations.
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
If applicable, please describe the relevant history of remediation (e.g., current medications, side effects of medications, other treatment plans and their effectiveness, etc.). 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________

What recommendations for accommodations do you have for this student? Please provide rationale for each recommendation. (Please note, recommendations will be discussed during the interactive process, however final decisions about what is reasonable will be determined by SAC staff.) 
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
Name of Professional (please print):
_________________________________________________________________
Signature of Professional:
____________________________________________      Date:  _____________________ 
Address:
________________________________________________________________________________________
Phone: ________________________
Fax: ________________________
Email: ___________________________
License # ​​​​​​​​​​​​​​​​​​​​​​​​​​​_________________________________________________

