Bradley University 

Office of Student Accessibility 

Center for Student Support Services

Documentation Guidelines for Physical Disabilities

Date:____________

___________________________________has recently reported a physical disability to the Office of Student Accessibility at Bradley University.  In order to provide proper assistance and appropriate accommodations for this student, we need the following information.  As this student’s diagnostic professional, we are requested that you provide us with the necessary information.  If relevant, a signed release statement is enclosed.  Please return the completed form to:

Barbara Carraway, Interim Executive Director
Center for Student Support Services

Bradley University

Peoria, IL 61625

Phone:  309/677-3658  

Fax:  309/677-3789 


Part 1—Medical Diagnosis

Please state your medical diagnosis of this student:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Level of Severity: ____________________________________________________________________________________________________________________________________________________________

Date of Initial Diagnosis:________________________________________________________

How often do you meet with the student:_________________________________________

Does this student need to follow-up with a doctor in Peoria, IL ____no ____yes   
If yes, how often?__________________________________________ 
Would you like to refer the student to a particular physician? _____no ___yes 
If yes, who? _______________________________________________

Part 2—Functional limitations

Please describe the functional limitations that are a result of the medical condition:



Limitations





_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

In the past, how much did parents, siblings, or friends play a role in coping with his/her physical limitation?  ____________________________________________________________

____________________________________________________________________________________________________________________________________________________________

Please provide any information that concerns this student’s level of functioning within the university setting:___________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Any additional information/ comments:__________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

CERTIFYING LICENSED PHYSICIAN, PSYCHIATRIST, OR CLINICAL PSYCHOLOGIST

LICENCE #__________________________________________________________

_______________________________     _____________________________   ______________

                                                               Print Name
                               Signature                                  Date

Mailing Address: ______________________________________________________________

Phone:___________________________________ Fax:________________________________

