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2. What instruments and procedures were utilized to assist and diagnose the disability in this 
student? (Please attach a copy of the diagnostic report): 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
 
3. Describe the particular symptoms of the disability that manifest most significantly for this 
student: _______________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
4. List current medication, dosage, frequency and possible adverse side effects: 
______________________________________________________________________________ 
 
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

5. List other treatment recommendations you have made for this student: 
______________________________________________________________________________ 
 
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 
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6. List any recommendations for accommodations you may have for this student in an academic 
setting (i.e. extra time for exams, distraction‐free testing space, tape‐recorded text books, 
electric scooter, assistive listening devices, front row seating, etc.): 
 
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

______________________________________________________________________________ 

7. Describe any other relevant information you may wish to share about this student, as it 
pertains to ways that we may be of further assistance:  
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Psychologist/Physician Signature: __________________________________ Date: __________ 
 
Printed Name and Title: __________________________________________________________ 
 
Address: ______________________________________________________________________ 
 
City: ______________________________________ State: _________________ Zip: ________ 
 
Phone: ( ______ ) _______________________________________________________________ 
 
Email address (if applicable): _____________________________________________________ 
 
Please mail or fax this form to: Disability Support Services        Phone: 330‐494‐6170 ext. 4423 
  Stark State College  Fax:      330‐497‐6313 
  6200 Frank Avenue N.W.  Attn: Disability Support Services 
  North Canton, OH  44720 
 

NOTE: 
If you are replying to this request for information via fax, the fax number above goes to the Business Office and is NOT in a 

secure location.  Please be sure to put: ATTENTION: Disability Support Services when sending a fax to this department. Please 
call the DSS office prior to faxing any personally identifiable health information (PHI) via return fax so we know to look for it.   


