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DIAGNOSIS & FUNCTIONAL ASSESSMENT  
If the patient has consented to providing their diagnosis (see consent on page 1), please provide a clear 
diagnostic statement; avoiding such terms as “suggests” or “is indicative of”. If  
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Is the student currently taking medication(s) that impacts academic 





Physical  & Sensory  Impact  and Restrictions continued 
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Recommended academic 
accommodations 

Rationale for 
accommodations 

Auditory - within large 
lectures, small 
classroom settings 
and/or conversations 
with background noise 

      

Fine motor skills 
(ie., acupuncture and 
venipuncture needling) 

      







HEALTH-CARE PROFESSIONAL INFORMATION 

Name of Health-care Professional (Please PRINT): 

Specialty: 
ᵟ Audiologist
ᵟ Chiropractor
ᵟ Naturopathic Doctor
ᵟ Occupational Therapist
ᵟ Physician

ᵟ Family
ᵟ Psychiatrist
ᵟ Neurologist
ᵟ Rheumatologist

ᵟ Physiotherapist
ᵟ Psychologist
ᵟ Other:

Are you the professional who diagnosed the disability noted above? Yes No 

I certify that the information provided on this form is accurate. 

Health Practitioner Signature:   Date:  / /  (Year, Month, Day) 

Please affix official stamp or clinic name and address or attach your cover letter/business card. 


	CONSENT TO RELEASE INFORMATION:
	STATEMENT OF DISABILITY
	ORIGIN OF DISABILITY
	DIAGNOSIS & FUNCTIONAL ASSESSMENT
	PREVIOUS EXAMINATIONS, ASSESSMENTS, INVESTIGATIONS OR CONSULTATIONS
	TREATMENTS PROVIDED
	FUNCTIONAL LIMITATIONS
	HEALTH-CARE PROFESSIONAL INFORMATION

