
THE UNIVERSITY OF CHICAGO 
 

PROVIDER REPORT FOR ACCOMMODATIONS REQUEST 
  
 
Student Name (Please Print):________________________________________________  
 
DOB:_________________________ 
 

 
As the student’s treating medical provider, please answer the following questions: 

 
1. Please describe the student’s impairment giving a specific diagnosis. Include date of diagnosis and date 

of last clinical contact with student. 
 
 
 
 
 
 

2. Is the impairment you described permanent or temporary?  
 
 
 
 
 

3. Provide a description of the functional impact of the diagnosis or medical condition. Describe the 
current functional impact on physical, perceptual or cognitive abilities.  

 
 
 
 
 
 

4. How does the impairment specifically impact the student’s ability to perform in an educational setting?  
 
 
 
 
 
 

5. Can you quantify the nature of the impact of the impairment? For example, if it is an impairment of 
mobility, how far can the student walk before facing difficulty in a specific amount of time? Attach any 
relevant lab or test reports.  
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6. Describe any particular procedures used to establish diagnosis that you feel may be useful to us in 
determining appropriate academic accommodations or services: 

 
 
 
 
 
 

7. If this student has previously been identified as disabled, describe accommodations or services 
provided: 

 
 
 
 
 
 
 

8. What accommodations do you recommend for the student in his or her current setting? Please note 
time considerations when needed.  

 
 
 
 
 
 

9. Please provide any additional information or diagnosis that you feel will be useful in determining the 
nature and severity of this student’s medical condition in helping to determine disability eligibility, and 
any additional recommendations that may assist The University of Chicago in determining appropriate 
accommodations and interventions: 

 
 
 
 

 
 
I certify, by my signature below, that the information provided above is true and accurate.  
 
Signature:  ____________________________________________ Date:_________________ 
 
Print Name and Title: _________________________________________________________ 
 
Area of Specialty: ____________________________________________________________ 
 
State of License:  ______________________  License Number: ____________________ 
 
Address:_______________________________________________________________________ 
 
Phone:(_____)_________________________  Fax: (_____)___________________________ 
 

Return this information to: 
Kimberly Gardiner, Coordinator for Students with Disabilities 

5801 S. Ellis Avenue, Room 233 
Chicago, Illinois 60637 
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