
Documentation of Student’s Disability
Disability Resources Office 

SUNY Cortland 
 Van Hoesen Hall, Room C-17, PO Box 2000 

Cortland, NY 13045 
Office: (607) 753-2967; Fax: (607) 753-5495; E-Mail: disability.resources@cortland.edu 

HEALTHCARE PROVIDER’S ASSESSMENT (To be filled out by PROVIDER) 

Place Stamp Here Health 
professional’s 
name: 
(please print) 
Date: 
Clinic name and 
address: 

Clinic Phone: 

Patient’s Name: 

What is the diagnosis? Please identifying the specific disability. (Include DSM-V diagnosis 
code or method/evaluation (lab work, etc.) used to determine diagnosis)  

Date initial diagnosis was made? ___________

Is the patient/student currently under your care?  

 Yes  No 

What diagnostic criteria and tests were performed?  Please add the description of the 
diagnostic criteria or diagnostic tests used.  (For students with food allergies, what 
tests were performed to diagnose your allergy? All foods you are allergic to must have 
documented tests within 2 years.  Celiac Disease, your documentation must include 
date of diagnosis and what tests were performed to diagnose Celiac disease.)

mailto:disability.resources@cortland.edu


What is the Functional Impact?  Please explain how the diagnosis will have an impact on 
major life activities, which include but are not limited to: caring for oneself, performing 
manual tasks, seeing, hearing, eating, sleeping, walking, standing, lifting, bending, speaking, 
breathing, learning, reading, concentrating, thinking and communicating. 

What treatment has been implemented? Currently prescribed treatments, medications, 
assistive devices, and auxiliary aids or services may be described.  

Based upon the major life activities affected by the diagnosis, are there any 
accommodations within the context of college that you recommend?

Are recommended  accommodations medically necessary for this student at college?Why?
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Authorization for Release of Confidential Information 

  I, ____________________________, authorize and request 

to release to/discuss with the SUNY Cortland Disability Resources Office, the following information: 

Medical information concerning the history, treatment, examinations, laboratory studies and/or 
hospitalizations pertaining to the student’s disability 

Psychological/psychiatric assessment and treatment describing disability 

Other     

I understand I may revoke this consent at any time except to the extent that the action has already been taken 
on it and that it will expire automatically one (1) year from the date indicated below. 

NOTE: Federal rules prohibit you from making any further disclosure of this information “unless further 
disclosure is expressly permitted by the written consent of the person to who it pertains or is otherwise 
permitted by 42 CFR, part 2.” 

Signature Date of Birth Date 

Witness Signature 
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