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To Be Filled Out By Student
Today’s Date: __________________

Student’s Full Name: ______________________________________________ DOB: ___________________

Degree Program:  ☐ BA    ☐ MA   ☐ MDIS    Expected Graduation Date: _________________  



Please have your medical physician submit the following:

Physician’s Full Name:___________________________________License No. ______________________

Physician’s Specialization: ______________________________ Phone No. _______________________

Fax No. _____________________________ Email:___________________________________________________

Address: ______________________________________________________________________________________
			(Street)			(City)		(State)			(Zip)

Physician’s Signature: ______________________________________________


Please describe the student’s disability: __________________________________________________



________________________________________________________________________________________________.

When was the student diagnosed? _________________________________________________________
_________________________________________________________________________________________________________________________________________________________________________________________________.

Is the disability characterized as permanent or temporary? _____________________________.

Describe how the student’s disability impacts his/her performance in an educational institution. 
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________.


What educational accommodations would you advise or recommend for this student’s disabilities?
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________.

Please indicate any additional, pertinent information that will assist in defining the disability and determining any suitable accommodations the College could provide.
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________.


Thank you for your report. 

Please fax this form to 773.281.8552, ATTN: Director of Student Services, Mrs. Ozlen Keskin, or send via email to ozlen@aicusa.edu
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