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       OFFICE of DISABILITY RESOURCES
					      		       Student Services Building, Office 316A
							          Phone: (914) 251-6035  ODR@purchase.edu

Documentation of Disability/Disabilities
To Licensed/Certified Professional:   Please provide the following information in order to help determine reasonable educational accommodations and services to support the student. Please complete applicable portions of this form in their entirety. All provided information will be kept confidential in accordance with the Family Educational Rights and Privacy Act (FERPA). 
Student Information
Student Name: 
Student Purchase College I.D. #:
Date of Birth:
Date student was last seen: 
Dates of treatment with current provider/facility: 
Mental Health Diagnosis(es)
Current Principal DSM-V Diagnosis with numerical code including specifier and subtype, if applicable:
Status of diagnosis (permanent/chronic, temporary, etc.):
Date of Diagnosis(es):
Evaluation Method(s) used (e.g. clinical interviews, behavioral observations, review of medical records):
Current treatment plan(s) and expected duration of treatment (psychotherapy, medication, etc.):
Indicate if condition is stable, prone to exacerbation, permanent/chronic, and/or temporary. If temporary, indicate the projected duration:
Please explain the student’s current functional limitations on most days, specifically as it relates to the learning process. (Please include description of current level of functioning and substantial limitations that affect learning: memory, organization, concentration, distractibility, anxiety, timeliness, class attendance, classroom participation, etc.)
Medical Diagnosis(es)
Additional Diagnosis(es) or Associated Medical Conditions, if applicable:
Date of Diagnosis(es):
Status of diagnosis (permanent/chronic, temporary, etc.):
Evaluation Method(s) used (e.g. clinical interviews, behavioral observations, review of medical records):
Current treatment plan(s) and expected duration of treatment (psychotherapy, medication, etc.):
Indicate if condition is stable, prone to exacerbation, permanent/chronic, and/or temporary. If temporary, indicate the projected duration:
Please explain the student’s current functional limitations on most days, specifically as it relates to the learning process. (Please include description of current level of functioning and substantial limitations that affect learning: memory, organization, concentration, distractibility, anxiety, timeliness, class attendance, classroom participation, etc.)
Dietary Restrictions
Food Allergies, if applicable. Please include all that apply.:
Date of Diagnosis(es):
Status (permanent/chronic, temporary, etc.): 
Type (airborne, contact, ingestion, etc.):
Severity of allergy/restriction: 
If it is not allergy related, please explain the dietary concerns:
Provider Information
I understand that the information provided will become part of the student record and may be released to the student upon the student’s written request. 
Name & Credentials of Treatment Provider: 
License Number:
State:
Address: 
Telephone: 
Signature: 
Date: 	

Please attach any additional information that would be relevant for consideration/review, and send to:
Alyssa McCarthy, Director
Office of Disability Resources
Student Services Building, 3rd Floor #317A
735 Anderson Hill Road, Purchase, NY 10577
Confidential Fax Number: 914-251-5934, Confidential E-mail: ODR@Purchase.edu 
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