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__________________________________________________________________ 
DISABILITY VERIFICATION FORM  

FOR STUDENTS WITH PHYSICAL AND/OR 
CHRONIC MEDICAL DISABILITY 

Accessibility Services 

3501 University Boulevard, East Largo, Suite 2441, Adelphi, MD 20783 

Main line: 240-684-2287   Fax: 240-684-2590 

To be completed by diagnosing physician: 

The following student ___________________has asked to register with Accessibility Services (AS) at 
University of Maryland Global Campus (

mailto:accessibilityservices@umgc.edu
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1. 3OHDVH�GHVFULEH�WKH�VWXGHQW¶V�SK\VLFDO�RU�FKURQLF�PHGLFDO�GLVDELOLW\� 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

2. Level of severity (circle one):      mild               moderate             severe 
 

 
Date of diagnosis: _______________________       Date of last visit: ____________ 
 
Approximate date of onset of symptoms: ______________________ 

 
 

3. Describe symptoms that meet the criteria for this diagnosis                                           
(also attach diagnostic report): 

 
 
 
 
 
 
 
 
 
 
 

4. Is the student currently on medication? __________ List all the current medications 
prescribed.  Please include possible side effects that impact academic performance and 
attendance. 
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���0DMRU�/LIH�$FWLYLWLHV�$VVHVVPHQW���3OHDVH�LQGLFDWH�WKH�GLVDELOLW\¶V�LPSDFW��LI�DQ\��RQ�WKH�DFWLYLWLHV�

listed below, and describe the impact if appropriate. 
 

Life Activity No 
Impact 

Moderate 
Impact 

Severe 
Impact  

Don’t 
KNOW 

Please describe if moderate 
or severe impact 

Walking (e.g. how 
far/long can student 
walk, use mobility 
devices such as 
wheelchair, etc.) 

Ŀ Ŀ Ŀ Ŀ  

Standing (e.g., duration) Ŀ Ŀ Ŀ Ŀ  
Sitting (e.g., duration) Ŀ Ŀ Ŀ Ŀ  
Performing manual tasks 
(e.g., reaching, 
manipulating materials 
& lab equipment, etc.) 

Ŀ Ŀ Ŀ Ŀ  

Writing/Keyboarding 
(e.g., unable to keyboard 
more than 10min, 
unable to handwrite, 
etc.) 

Ŀ Ŀ Ŀ Ŀ  

Speech impairment Ŀ Ŀ Ŀ Ŀ  
Breathing Ŀ Ŀ Ŀ Ŀ  
Sleeping  Ŀ Ŀ Ŀ Ŀ  
Self care Ŀ Ŀ Ŀ Ŀ  
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7. :LOO�WKH�IXQFWLRQDO�OLPLWDWLRQV�ODVW�IRU�WKH�GXUDWLRQ�RI�WKH�VWXGHQW¶V�PDWULFXODWLRQ�DW�80GC?   

______ Yes; _______ No 
 

8. If functional limitations fluctuate, how frequently does the student experience flare-ups 
within the past 12 months or since onset of diagnosis? 
 
 
 
 
 
 
 
 

9. If student is undergoing treatment, please describe how treatment (e.g., frequency of 
WUHDWPHQWV��VLGH�HIIHFWV�RI�WUHDWPHQWV��HWF���PD\�DIIHFW�VWXGHQW¶V�DFDGHPLF�SHUIRUPDQFH�DQG�

attendance. 
 
 
 
 
 
 
 

 
10. Do you have any recommendations regarding effective academic accommodations for the 

student while attending UMGC? 
 
 
 
 
 
 
 
 
 
 
 

 
 

11. In addition to the diagnostic report, please attach any other information relevant to this 
VWXGHQW¶V�DFDGHPLF�VLWXDWLRQ�DW�80GC (e.g., sleep studies, eye exams, audiograms, etc.).  
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CERTIFYING PROFESSIONAL: 
 
 
Printed Name and Title: _______________________________________________ 
 
 
Signature/Professional Stamp: _________________________________      
 
Date: _________________ 
 
License Number: _______________________     
  
Address: ___________________________________________________________ 
 
    ___________________________________________________________ 
 
Telephone: ___________________________                 Fax: __________________ 
 
 
 
Number of years working with adult college students: _____________ 
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