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ACADEMIC ACCOMMODATION PROVIDER FORM

(Not for housing or ESA accommodation requests)

The University, through its Center for Academic Success and Accessibility Services (CASAS), provides reasonable
academic accommodations for students with documented disabilities, in accordance with federal and state law. To be
eligible for academic accommodations, a student must provide documentation of a diagnosed disability and demonstrate
that the proposed accommodations are necessary to afford the student equal access to higher education. In some cases,
CASAS may request that the student sign a release authorizing its staff to communicate directly with the healthcare
provider for additional information.

DIRECTIONS FOR STUDENT: Please complete the information in this box and give this form to the licensed, qualified
healthcare provider* overseeing your care.

Student Name (print):
SCSU ID Number:

| You may not complete any portion of this form outside this box. Sections completed by anyone other than the
healthcare provider will not be considered.

*Your provider must be licensed either in the state of Connecticut or in your home state, be qualified to render a
clinical opinion on your need for academic accommodations, and have an ongoing therapeutic relationship with you.
Please contact CASAS if you have questions about what constitutes a licensed, qualified healthcare provider.

DIRECTIONS FOR PROVIDER: Your patient/client is requesting academic accommodations. To determine eligibility, CASAS
requires documentation from a licensed healthcare provider who has an established clinical relationship with the student
and who is familiar with their disability and how it affects their functioning in a higher education academic environment.

Please complete all sections fully and attach additional pages or documentation as needed.

Part 1 — Background Information

Length of time treating this student:

Type of treatment provided (check all that apply): [ In-person visits [ Telehealth [ Counseling
1 Medication management [ Other (explain)

Frequency of appointments (e.g., weekly, monthly, etc.):

Date of last appointment:

Part 2 — Disability Information

ICD-10/ Date of Date of Last Severity* Expected
Diagnosis DSM-V Code Onset or Evaluation Duration &
Diagnosis Frequency*




ICD-10 / Date of Date of Last Severity* Expected
Diagnosis DSM-V Code Onset or Evaluation Duration &
Diagnosis Frequency*

*Use these scales for the boxes above
e Severity: Mild (noticeable symptoms with minimal functional impact), Moderate (clear functional limitations requiring accommodations),
or Severe (substantial functional limitations significantly impacting academics)
e  Duration: Temporary (0-6 months) or Permanent/Chronic
e  Frequency: Episodic or Persistent

Methods, tests or criteria used to determine diagnosis(es)

Part 3 — Current Treatment Plan
Prescribed medications (including dosage, frequency and side effects):

Non-medication treatments, services or interventions

Additional clinical information (optional):

Part 4 — Functional Limitations / Impact
Explain how the student’s disability substantially limits one or more major life activities — particularly those relating

to academics (e.g., thinking, learning, reading, writing, concentrating, attending class, test-taking, etc.) — and how it
impacts their ability to equally access their education.
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Part 5 - Recommended Academic Accommodations — List the accommodations and provide a specific rationale for each
based on the student’s functional limitations. (Note: CASAS makes the final decision regarding approved

accommodations.)

Recommended Academic Accommodation

Rationale

] Additional pages attached.

Part 6 — Additional Information

Please provide any other relevant information that would assist CASAS in evaluating the student’s request.

Part 7 — Provider Relationship Disclosure — To ensure the integrity of the documentation process, please confirm your

relationship with the student.

0 I only have a professional provider-patient/client relationship with the student.
1 I have a personal, family or other relationship with the student. If checked, please explain:

Provider Signature:

Provider Name (printed):

Credentials:

License No. State:

Practice/Facility/Clinic Name:

Specialty:

Date:

Email Address:

Street Address:

City: State: Zip:

Phone No.:

Fax No.:
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Please stamp below or attach your business card or professional letterhead.

This completed form and any additional pages may be sent to the student or submitted directly to:

Center for Academic Success and Accessibility Services
Southern Connecticut State University
Buley Library 303
501 Crescent Street, New Haven, CT 06515
Phone: (203) 392-6828
Fax: (203) 392-6829
Email: casas@southernct.edu
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