Criteria for Documenting Psychological Disabilities

FROM: Office of Services for Students with Disabilities (SSD), Northwestern University

Phone:  847-467-5530; FAX:  847-467-5531

Your patient/client has applied for services available to qualified individuals with disabilities through the Office of Services for Students with Disabilities (SSD) at Northwestern University. Current and comprehensive documentation of the student’s disability must be submitted to the SSD office to determine appropriate and reasonable accommodations. The student has indicated that you can provide this documentation, along with information related to the kinds of accommodations the student may need based on the functional limitation that he experiences due to his disability. We ask, therefore that you address the criteria outlined below on professional letterhead or complete the attached verification form. 

The information you provide will not become part of the student’s educational records and will be kept in the student’s confidential file at SSD.  In addition to the requested information, please attach all supportive information, reports, and test results relevant to the documented diagnosis and limitations.

DOCUMENTATION CRITERIA

1. A clear statement of the DSM-IV diagnosis, including pertinent history 

2. A description of present symptoms, fluctuating conditions/symptoms, and prognosis. 

3. Current documentation 

4. A summary of assessment procedures used to make the diagnosis. 

5. Medical information to be considered in a college environment, including medication needs. 

6. Suggestions of reasonable accommodations (should be supported by the diagnosis). 

NORTHWESTERN UNIVERSITY

Services for Students with Disabilities

STUDENTS WITH PSYCHOLOGICAL DISABILITIES
Student Information 

Last Name_______________________________ First__________________  MI_____

Address________________________________________________________________

City_______________________________ State______ Zip Code ________________

Date of Birth _____/_____/_____

Phone  






Professional

Date of Initial Contact with Student ______/______/______

Date of Last Contact with Student ______/______/______

DSM IV diagnosis_____________________________________________________

Pertinent History:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________​​​​​​​​​​​​​​​​_________________
Onset of current diagnosed disability: ________________________________________________________________________________________________________________________________________________________________________________________________________________________​​​​​​​​​​​​​​​​​​​​​​​____________________________
Summary of present symptoms:

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Assessment procedures and evaluation instruments used: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________ 

Prognosis: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Is the disability currently stabilized: ___________?

Please describe

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
MEDICATION/TREATMENT INFORMATION

Describe current medication needs and side effects and how the medication will affect the student’s educational performance:

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

How long has the student been taking this medication? _____________________________________________________________
__________________________________________________________________________________________________________________________

Is the student still adjusting to____or stabilized on the medication_____?

_______________________________________________________________________________________________________________________________________________________________________________________
INFORMATION SUPPORTING ACCOMMODATION REQUESTS

Describe the student’s functional limitations in an educational setting:

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Are there crisis episodes associated with the disability?

_______________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________
Have you any recommendations to make regarding effective academic accommodations to equalize this student’s educational opportunities at the post-secondary level? (Describe 

services/accommodations in exam administration, classroom or study activities, or course 

requirements).____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

CERTIFYING AUTHORITY

SIGNATURE: ___________________________________________________________

PRINT NAME AND TITLE: _______________________________________________

License/Certification Number and Issuing State  






ADDRESS: _____________________________________________________________

_____________________________________________________________

PHONE: _____________________ FAX: __________________ DATE: ____________

Please FAX this form to Northwestern University Disability Services at 847-467-5531 or mail to Disability Services, 601 University Place, Scott Hall Room 21, Evanston, IL  60208.
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