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VERIFICATION FORM FOR PSYCHIATRIC DISORDERS

1. STUDENT INFORMATION (To be completed by student)       Today’s Date: ________
Student’s Name_____________________________________________________ Banner ID#: __________________


                    Permanent Address: _________________________________________________ Phone: _______________________
Campus Address: ___________________________________________________ Cell Phone: ___________________
2. CERTIFYING PROFESSIONAL INFORMATION (To be completed by clinician)

Name: ______________________________ Credentials: _______________________

Address: _________________________________________________     Phone: ______________

License#: _______________


State of Licensure: ___________

3.  DIAGNOSTIC AND MEDICAL DATA

Date of initial contact with student: __________

Date of last contact with student: ____________

Multi-axial DSM-IV:
Axis I:   _____________________________    Axis II:  _________________________________



Axis III: _____________________________   Axis IV: _________________________________



Axis V:  _____________________________
Date of Diagnosis: _____________

      Diagnostic tools (if any) and criteria for diagnosis: _________________________________________________________
If psychological inventories were used, please specify the name and scores used to support the diagnosis: 
__________________________________________________________________________________________________
       Current medications, dosage, and side effects: _____________________________________________________________
       Current compliance with medication plan: ________________________________________________________________
Prognosis with medication: ____________________________________________________________________________
Prognosis without medication: __________________________________________________________________________
Suggested therapeutic intervention: ______________________________________________________________________
Prognosis with therapeutic intervention: __________________________________________________________________
Prognosis without therapeutic intervention: ________________________________________________________________
Current compliance with therapeutic intervention: ___________________________________________________________
Does this person currently pose a threat to his/her self or others? 
YES 
NO 
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History of inpatient treatment: _______________________________________________​​​​​​​​​​​​​​​​​​​​​​​​________________________​​__
__________________________________________________________________________________________________
4. EFFECTS ON LEARNING 

Learning abilities, specific to the post-secondary environment, that are impaired by the psychiatric disorder (e.g., difficulty concentrating, slow processing speed, etc.) ______________________________________________________________

_________________________________________________________________________________________________
Implications for taking exams and other classroom activities caused by the disorder or medications. Please specify: 

_________________________________________________________________________________________________
Implications for scheduling classes: ____________________________________________________________________
Implications for residence life: ________________________________________________________________________
5. SUGGESTED ACCOMMODATIONS

(Final reasonable accommodations will be determined by Disability Support Services in accordance with the Rehabilitation Act of 1973 and the American with Disabilities Act, as well as, court rulings and Department of Education, Office of Civil Rights rulings related to these two laws.)
Each recommended accommodation should be relevant to the psychiatric disorder and its impact in the University setting. Please check all recommended accommodations:

For Class:
      __ Note taker
__Scribe
__Large Print
__Braille
__ASL Interpreter




      __Tape recording of lectures 
 __ Relaxed Attendance
              __ Other: ________________
For Test:
      __ Extended Time; How much? ______
 __Screen Reader        __Braille      __Scribe
       __Large Print
__Alternative Format
 __Non-Scantron         __Calculator


       __Spell Check
 __ Separate Room
__Voice Activated Software   __ Other: ____________

For Homework:  Other _____________________________________________________________________________


For Residence Hall: _______________________________________________________________________________
Other suggested accommodations: ___________________________________________________________________
All documentation of students’ disability is kept strictly confidential and is not released without written permission from the student or by court order.

Please Submit documentation and/or inquires to: Mary Helen Walker, MA, NCC, NCLPC, Disability Support Services, 

UNC-P, DF Lowry, Room 107, PO Box 1510, Pembroke, NC 28372, 910-521-6695 Voice, 910-521-6891 FAX/TTY       09/07
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