
Disability Verifica�on Form 

Student Applicant Informa�on 

Student Name: _________________________________ Student ID: __________________________________________ 

Address: ______________________________ City: _______________________ State: _________ Zip: ______________ 

Phone Number: ___________________ Email: ____________________________________________@student.ccm.edu 

FOR PROVIDER USE ONLY: 

Date: ___________________ 

Disability Diagnosis: 

Current Treatment (if any): 

Impact of Disability in Academic Se�ngs: 

Recommended Accommoda�ons: 

PLEASE COMPLETE REVERSE SIDE OF FORM  



Provider Informa�on:  

Provider Name: ______________________________License #: __________________ Phone: _____________________ 

Address: __________________________ City: _________________ State: _______ Zip: __________________ 

Signature: ________________________________________________________ Date: ____________________ 

Please return the completed form to ASO@ccm.edu as soon as possible so that we can determine the 
student’s accommoda�on eligibility. 
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