
  
 

 

 

Documentation of Disability Form   
 This form may be used to provide documentation for the following disabilities:  

Attention Deficit, Psychological/Emotional, Health/Physical, and Mobility.  
 

 This form excludes Specific Learning Disabilities, Traumatic Brain Injuries, Vision Impairments, and Hearing 
Impairments.   

To Whom It May Concern: 
 
A patient/client of yours has requested disability support services from the Department for Disability 
Access and Advising (D2A2) at Indiana University of Pennsylvania. Legal protection and eligibility for 
these services is contingent on the student providing sufficient documentation that concludes he/she 
has an impairment that substantially limits one or more major life activities. As this student’s treating 
specialist, you are asked to provide the following information to allow the university to consider this 
student’s request. 
 
Student Name: _______________________________________   Date of Birth: ______/______/______ 
  First      Middle  Last  
 
Diagnosis/Impairment: 
 
 
When was this diagnosis originally made?   ______/______/______       
 
Is this student still under your care?  YES  NO 
 
When did you last see this student? ______/______/______ 
 
Is the impairment temporary (<3 months) or persistent?  _________________________ 
 
How does the diagnosis affect the student’s ability to learn or otherwise function in a college setting? 
 
 
 
 
 



Is the student taking any medication to treat the impairment?  YES  NO 
 
If YES, does the medication have any effects on learning or functioning in a college setting (e.g., Indicate when the 
medication is most effective, side effects that affect learning, etc.)? 
 
 
 
 
 
What methods were used to assess functional limitation? Please list or attach any supporting information to this 
form. 
 
 
 
 
 
 
 
 
 
What accommodations, adaptive devices, assistive services, or compensatory strategies do you recommend to help 
the student better access learning in higher education? 
 
 
 
 
 
 
 
 
 
 
Evaluator Credentials 
 
Name:  ______________________________________________________   
 
Title: ________________________________________________________ 
 
Address:_ ____________________________________________________ 
 
                _____________________________________________________ 
 
Phone Number: : _______________________________________________ 
 
Email: : ________________________________________________________ 
 
 
Signature: ______________________________________ Date: _________________________ 
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