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ClientInformation (to be completedby the client)

Last Name: First

Middle Initial

Date of Birth: o] vSpr vs /[ #

Certifying Professional (to be copleted by the certifying professional)

Certifying Professional’s Full Name:

Credentials/Speialization:

LicenseType:

Licenset: State

Mailing Address:

Exp. Date

City: State:

PhoneArea Code: ( ) Phone Number

Zip:

FaxArea Code: ( ) Fax Number

Email:

Officeweb address:
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Diagnosis/Diagnoses: Please include DSM or ICD Codes and name of condition(s)

Date d onset: Date of diagnosis:

Diagnostic ToolsHow did you arrive at youdiagnosis/diagnoses? Please check any relevant
items bdow and attach assessment($) this form:

Interviews wih the client Interviews with other persons
Behavioral obsewrtions Developmental history
Psycheeducationatesting Neuro-psychological testing
High School BE#504 Plan Selfrated or interviewed related scales
Other

Prognosis

Expected Dura
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Medication, Tfeatment, and Prescribed Aids
Wha medication(s) ee aurrently being ued to address he diagnosis/diagnosesbave? Fully

describe impct of medication side-effects that ay adversely affecthe client'sacademic o
workplaceperformance.

What treatment aml prescribed aids (i.e. counselirigerapy,support groups) are currently
being used to address thaiagnosis/dignoses above

Is the client compliant with medication and prescribed aids as part ofrdegment plan? If no,
please o
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Implications for Workplace or Academic/Student Life

Recommendations for

Explanation of Impact Accommodations and Services

Pleasedescribe the impact of
your client’s condition as it
applies to each major life activity

Major Life Activity Please provide specific
recommendations to address

impacted major life activities

Concentration

Long Term Memory

Short Term Memory

Sleeping

Eating

Social Interactions

SelfCare

Managing Internal
Distractions

Time Management

Motivation

Stress Management
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Using the ontact information on page oe, print, sgn below, and fax/send directly to
Disability Sipport Resources.

Date:

Certifying Professional Signature:

Signaturedenotes ontent accuracy, adherence to professional standards and guidelines on oignO3ure:
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