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Accessibility Resource Center
~Ensuring Access, Supporting Success 

REQUEST FOR HOUSING ACCOMMODATIONS
PROFESSIONAL FORM

[bookmark: _GoBack]To be completed by a licensed professional (see below).  Please provide responses to the following items by typing or writing clearly.  Illegible forms will delay the documentation review process for the student. Upon completion, the form may be faxed to the Accessibility Resource Center at 724-589-2249, mailed to Thiel College at the above address or emailed to EBain@thiel.edu or accessibilityservices@thiel.edu.

TO BE COMPLETED BY STUDENT:

	NAME
	STUDENT ID:

	DOB:
	YEAR IN COLLEGE:

	LOCAL PHONE:
	CELL PHONE:

	ADDRESS: 

	ACCOMMODATION REQUESTED (CHECK ALL THAT APPLY):
· Private Room
· Service Animal
· Emotional Support Animal
	· 1st Floor/Other Accessible Need
· Other (Please Specify): 




TO BE COMPLETED BY PROVIDER:

1.  Please describe the student’s disability/health condition.  Include DSM or medical diagnosis and date of most recent evaluation.






2.  Please describe the impact of the disability on major bodily functions or specific major life activities (e.g., learning, eating, walking, seeing, hearing, breathing, self-care, interacting with others, etc.) specific to a college housing environment.  How would accommodations eliminate housing barriers?







3.  Expected duration, stability or progression of disability/health condition:






4. Please identify any treatments, medications, devices and/or services currently prescribed or used to minimize the impact of the student’s disability. 





5.   Additional comments/relevant information supporting the need for requested accommodation: 





The professional should also send any reports that provide additional related information.  The professional completing this form cannot be a relative of the student.  The professional signing this form must be the same person answering the questions on the form above.

	Professional’s Name (please print)

	Title: 
	License #:

	Address:

	Phone: 
	Email: 

	Signature of Professional:
	Date:



Examples of Acceptable Professional Diagnosticians:
	Disability:
	Diagnostician(s)/Provider(s):

	ADD, ADHD
	Psychologist, Psychiatrist, LPC, LSW, LCSW

	Emotional Disability
	Psychologist, Psychiatrist, LPC, LSW, LCSW

	Visual Impairment
	Ophthalmologist

	Hearing Impairment
	Certified Otologist, Audiologist 

	Learning Disability
	Psychologist, Neuropsychologist, School Psychologist

	Physical Disability
	Physician, Nurse Practitioner 
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