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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. Completed forms can be faxed back to 207-741-5678 or emailed to smccsas@mainecc.edu. 

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. ICD 10 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. Is the Primary Condition variable over time? ☐YES ☐ NO

If "yes", what is the approximate duration at the greatest severity? 

________________________________________________________________________________________________________________________________________________________

14. Does the student have a secondary diagnosis? ☐ YES ☐ NO

15. ICD 10 Secondary DX:

________________________________________________________________________________________________________________________________________________________

16. Date of Secondary Diagnosis: 

________________________________________________________________________________________________________________________________________________________

17. What is the severity of the condition? ☐ Mild (0-3) ☐ Moderate (4-7) ☐ Severe (8-10)

18. Is the Secondary Condition variable over time? ☐ YES ☐ NO

If "yes", what is the approximate duration at the greatest severity? 

________________________________________________________________________________________________________________________________________________________

19. How did you arrive at your diagnosis(es):
 ☐ Clinical Interview / Observation
 ☐ History
 ☐ Medical History
 ☐ Functional Assessments
 ☐ Standardized Instruments
 ☐ Other: Click or tap here to enter text.

20. Please specify or list completion names and dates of Functional Assessments or Standardized Instruments if selected from above. \

________________________________________________________________________________________________________________________________________________________

21. Are you currently treating the student for this condition(s)? ☐ YES ☐ NO

22. Is the student currently receiving additional treatment from another provider i.e. therapy or medication management? ☐ YES ☐ NO ☐ NOT SURE

23. Please record all pharmacological, assistive technology, and auxiliary aides or durable medical equipment that you prescribe - include any current medication(s), their dosage, frequency of use, potential side effects, and efficacy; any assistive technology recommended or currently in use, and all prescribed auxiliary aides and durable medical equipment. 

________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________
24. Please provide relevant hospitalization history & current treatment providers: 

________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________

25. 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
	☐	☐	☐	☐
	Mobility
	☐	☐	☐	☐
	Gross motor skills
	☐	☐	☐	☐
	Fine motor skills
	☐	☐	☐	☐


26. Is the student at increased risk during an emergency evacuation of the residence hall or in a classroom/ lecture hall (e.g., a fire)? Please explain. 

________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

27. Describe any situation or environmental factor(s) that might lead to an exacerbation of the condition(s) (e.g., long distance between settings, icy/uneven conditions, stairs, carpeting, lighting/natural light, etc.) 

________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

28. Please provide specific details regarding the selected functional limitations resulting from the disability’s impact on the major life activities noted above. 

________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________


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

________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Provider Signature: ____________________________________________________________

[bookmark: _GoBack]Date: _______________________________________________________________________

Please return this form to:

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