
DISABILITY VERIFICATION

Medical Disabilities

(To be completed by diagnosing or current physician).

Student Disability Services at the University of South Florida St. Petersburg provides support services to students with disabilities, including various medical conditions. To ensure the provision of reasonable and appropriate accommodations for our students, this office requires current and comprehensive documentation of the disorder from their diagnosing or current physician. This should include information which describes the symptoms of the condition, medication prescribed, and recommendations for treatment. Thank you for your assistance. 

Please provide the following information about: _______________________________________

1.
Diagnosis: ______________________________________________________________


Date of Diagnosis: ________________________________________________________


Last contact with student: __________________________________________________

2.
Describe the symptoms associated with this medical condition and the student’s prognosis: _______________________________________________________________


________________________________________________________________________


________________________________________________________________________


________________________________________________________________________

3.
Describe how this medical condition may affect this student academically and/or physically: ______________________________________________________________


________________________________________________________________________


________________________________________________________________________
________________________________________________________________________
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4.
List current medications, dosage, frequency and possible adverse side effects: _________


________________________________________________________________________


________________________________________________________________________


________________________________________________________________________

5.
List any recommendations for accommodations in an academic setting you have for this student (i.e. extra time for exams, different type of chair, lighting, etc.). ______________

________________________________________________________________________


________________________________________________________________________________________________________________________________________________

6.
Please describe any specific concerns you may have, or ways that we may be of further assistance to this student: ___________________________________________________


________________________________________________________________________________________________________________________________________________________________________________________________________________________

Signature:  _____________________________________
Date:  ________________________

Printed Name and Title:  _________________________________________________________

Address:  _____________________________________________________________________

                _____________________________________________________________________

Phone:     (        )  _______________________________________________________________

Please return this form to: 

Student Disability Services

University of South Florida, St. Petersburg

140 Seventh Avenue South, Terrace 200, St. Petersburg, FL  33701-5016

