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SMCC's Student Accessibility Services (SAS) determines students' eligibility for disability accommodations in accordance with Title II of the Americans with Disabilities Act (ADA) and Section 504 of the Rehabilitation Act of 1973.  For the purposes of higher education, disability is defined as a physical or mental impairment that substantially limits one or more major life activities.  

SMCC students seeking disability accommodation must self-identify and provide clinical documentation of their disability from a Qualified Provider. Qualified Providers include medical doctors, doctors of osteopathic medicine, physician assistants, psychiatric nurse practitioners, psychologists, psychiatrists, counselors and therapists, occupational and physical therapists, speech-language pathologists, optometrists, and audiologists.  Ideally, documentation should be no older than five years.

Once documentation is received, students are invited to schedule an intake appointment.  At the intake appointment, we will review the documentation and provider recommendations, engage in an interactive interview process, and determine the appropriate accommodations.  Accommodations cannot be determined without completing the interactive process.  Intake appointments are available in person and via Zoom.

With the exception of temporary disabilities, academic accommodations remain in effect throughout the student's tenure.  Housing and facility accommodations are subject to annual review.  Temporary accommodations expire once the temporary disability has resolved or at the close of the semester in which they were granted.  Students with temporary disabilities lasting more than one semester should meet with SAS to renew their temporary accommodation plan and assess the need for permanent accommodation.

Students can request additional accommodations at any time.  New accommodation requests may require additional documentation.

You are receiving this form because our student has identified you as a Qualified Provider capable of providing their clinical documentation.  Please complete this form thoroughly.  Please complete the Housing Accommodations Provider Form online if possible.  Paper forms can be obtained by contacting SMCCDisabilityServices@mainecc.edu to request a copy.  Completed paper forms can be faxed back to 207-741-5678. 

If you have questions or concerns, please contact SAS Director Heather Jackson at 207-741-5923 or hjackson@mainecc.edu.

The student's accommodation request cannot be evaluated without your documentation.


1. Please enter legal name of student for whom you are providing documentation. 

______________________________________________________________________________

______________________________________________________________________________

2. Please enter the student's date of birth. 

______________________________________________________________________________

______________________________________________________________________________

3. Provider's name: 

______________________________________________________________________________

______________________________________________________________________________

4. Provider's Credentials (MD, DO, LCSW, OTR-L, etc.): 

______________________________________________________________________________

______________________________________________________________________________

5. Provider's License Number: 

______________________________________________________________________________

______________________________________________________________________________

6. Issuing State: 

______________________________________________________________________________

7. Provider Contact Information (address, phone number, email):

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

8. Date of first contact w/ student: 

______________________________________________________________________________

______________________________________________________________________________

9. Date of last contact w/ student: 

______________________________________________________________________________

______________________________________________________________________________

10. DSM-V Primary DX: 

______________________________________________________________________________

______________________________________________________________________________

11. Date of Primary Diagnosis: 

______________________________________________________________________________

______________________________________________________________________________



12. What is the severity of the condition?

_____ Mild (0-3) 	_____ Moderate (4-7)		 _____ Severe (8-10)

13. Does the student have a secondary diagnosis?

_____ Yes _____ No

14. DSM-V Secondary DX: 

______________________________________________________________________________

______________________________________________________________________________

15. Date of Secondary Diagnosis: 

______________________________________________________________________________

______________________________________________________________________________

16. What is the severity of the condition?

_____ Mild (0-3)	 _____ Moderate (4-7) 	_____ Severe (8-10)

17. How did you arrive at your diagnosis?

_____ 	Clinical Interview / Observation
_____ 	History
_____ 	Medical History
_____ 	Neuro-psychological / Psycho-educational Testing
_____ 	Standardized or Instruments 
_____ 	Other: __________________________________________________________________



18. Please specify or list completion dates of Neuro-psychological / Psycho-educational testing or Standardized instruments if selected from above. 

______________________________________________________________________________

______________________________________________________________________________

19. Are you currently treating the student for this condition(s)? 

_____ Yes 		_____ No

20. Is the student currently receiving additional treatment from another provider i.e. therapy or medication management?

_____ Yes 		_____ No 		_____ Not Sure

21. Pharmacological treatment - include any current medication(s) currently prescribed including dosage, frequency of use, potential side effects and efficacy.

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

22. Please provide the history of the use of educational accommodations and services, related to the diagnosis.

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________



23. Please provide relevant hospitalization / outpatient treatment history & current treatment providers.

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

24. Student’s current specific symptoms - please check all symptoms related to the diagnosis(es) the student currently exhibits in the following areas.

Inattention / Executive Function
_____ Fails to attend to details or makes careless mistakes
_____ Difficulty sustaining attention
_____ Does not appear to listen when spoken to directly
_____ Does not follow through on instructions and details
_____ Difficulty organizing tasks, managing time, and adhering to deadlines
_____ Avoids, dislikes or is reluctant to engage in tasks (such as schoolwork) that require 
sustained mental effort
_____ Easily distracted by extraneous stimuli
_____ Forgetful in daily activities / Frequently loses or misplaces things
_____ Other: _______________________________________________________________

Motor Activity / Impulsiveness
_____ Fidgets
_____ Complains of restlessness
_____ Talks excessively
_____ Communication difficulties
_____ Sensory sensitivity
_____ Difficulty maintaining relationships / working in groups
_____ Excessive physical agitation (i.e. perching on chair, standing / pacing)
_____ Blurts out answers before questions have been completed
_____ Interrupts or intrudes on others (e.g. butts into conversations or games)
_____ Other: _______________________________________________________________

If you selected Sensory Sensitivity from above, please specify: 

___________________________________________________________________________


Psychiatric / Mental Status
_____ Impaired judgement
_____ Impaired concentration
_____ Delusions
_____ Auditory hallucinations
_____ Perceptual distortions
_____ Self-harm
_____ Suicidal ideation
_____ Suicide attempts
_____ Homicidal ideation
_____ Anxiety
_____ Depression
_____ Difficulty maintaining ADL’s
_____ Sleep disturbance
_____ Memory disturbance
_____ Disassociation
_____ Disordered Eating
_____ Paranoia
_____ Agitation / History of Mania
_____ Obsessions
_____ Compulsions
_____ Other: _______________________________________________________________
	
Interpersonal / Communication
_____ Deaf / HOH
_____ Selective mutism
_____ Avoids eye contact
_____ Misreads social cues
_____ Dominates conversation
_____ Repetition of sounds or phrases
_____ Tics
_____ Auditory processing disorder
_____ Oral / Written language disorder (Please provide testing)
_____ Other: _______________________________________________________________


If you selected "tics" in previous question, please clarify the type and severity of the tic(s). 

___________________________________________________________________________

___________________________________________________________________________


25. [bookmark: _GoBack]Major Life Activities Assessment - Please check which of the following major life activities listed below are affected because of the student’s diagnosis. Indicate the severity of the limitation.

	
	Negligible
	Moderate
	Substantial
	Don’t Know

	Concentration
	
	
	
	

	Memory
	
	
	
	

	Eating
	
	
	
	

	Social competence
	
	
	
	

	Self-care
	
	
	
	

	Class attendance
	
	
	
	

	Speaking
	
	
	
	

	Learning
	
	
	
	

	Reading
	
	
	
	

	Thinking
	
	
	
	

	Communicating
	
	
	
	

	Keeping appointments
	
	
	
	

	Stress management
	
	
	
	

	Managing internal distractions
	
	
	
	

	Managing external distractions
	
	
	
	

	Sleeping
	
	
	
	

	Organization
	
	
	
	



26. Describe any situation or environmental factor(s) that might lead to an exacerbation of the condition(s).

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________


27. SMCC Student Accessibility Services will determine reasonable academic accommodations after reviewing disability documentation and completing the interactive interview process. Suggestions and/or recommendations are welcome, along with an explanation of the relevance related to the diagnosis and the student’s functional limitations.

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________


Signature of Professional: ________________________________________________________


Date: ________________________________________________________________________


Please return this for to:

Southern Maine Community College
Student Accessibility Services
2 Fort Road
South Portland, Maine  04106
Phone: (207) 741-5923
Fax: (207) 741-5678
Email: smccdisabilityservices@mainecc.edu
	
	
	 of 
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