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Student Information
Print name ____________________________________________________________
Date _____________________________   CWU Student ID _____________________
This accommodation is beginning for this year: _____________ and beginning this quarter (circle one): 
          FALL                    	WINTER	   	SPRING 	    	SUMMER

Instructions for the provider:
This form must be filled out by a qualified licensed professional. Name, signature, title, and professional credentials must be provided. Please answer the questions as thoroughly as possible. The form can be returned to Central Washington University Disability Services via fax to 509-963-2587 or via email to ds@cwu.edu.

Provider Information
Print name _____________________________________________________________
Title ___________________________________________________________________
Phone number __________________________________________________________
License/Certification number________________________________________________
Expiration date __________________________________________________________

Signature _______________________________________________________________
Date ___________________________________________________________________

Please provide answers for the following questions.
1. What is the diagnosis and severity level?  
      



2. When was the condition first diagnosed?





3. What is the evidence supporting the diagnosis? Please provide a copy of any test results supporting the diagnosis (i.e. Audiogram/vision report, psycho-education evaluation, etc.) or other information used to reach the diagnosis. 






4. What are the functional limitations of the condition that may affect academic performance?
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