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Berkeley College Office of Accessibility Services
Healthcare Provider Form

Instructions for Healthcare Providers: ADA Accommodation Documentation

Students requesting accommodations through Berkeley College’s Office of Accessibility Services must submit documentation that verifies eligibility under Section 504 of the Rehabilitation Act of 1973 and the Americans with Disabilities Act (ADA) of 1990, as amended.

The Americans with Disabilities Act Amendments Act (ADAAA) of 2008 defines a disability as one or more of the following:
· A physical or mental impairment that substantially limits one or more major life activities;
· A record of such an impairment; or
· Being regarded as having such an impairment.

It is essential to understand that a diagnosis alone does not constitute a disability. The documentation must demonstrate how the diagnosed condition substantially limits a major life activity in order to determine eligibility for accommodations. In other words, while a medical or psychological diagnosis may be accurate, it does not automatically justify the need for accommodations under the law.

To ensure that accommodations are appropriate and legally supported, students must submit current and comprehensive documentation. Documentation must be provided by a licensed medical or mental health professional with expertise in the area relevant to the student’s diagnosis.

Please note that not all diagnoses listed in the ICD or DSM meet the definition of disability under the ADA.

Important Guidelines for Documentation:
· The provider must have professional qualifications to diagnose and treat the condition being addressed.
· The provider must be an impartial evaluator, meaning they cannot be a family member or in a dual relationship with the student.

Thank you for your cooperation in helping us support students through a fair and thorough review process.

PLEASE RETURN COMPLETED FORM TO YOUR CLIENT/PATIENT OR TO:
Jose Serifi
Accessibility Services
Berkeley College
44 Rifle Camp Road
Woodland Park, NJ 07424
Phone and Fax: 973-581-7113
AccessibilityServices@BerkeleyCollege.edu



ALL QUESTIONS BELOW MUST BE COMPLETED BY A
QUALIFIED HEALTHCARE PROVIDER

1. Client/Patient Name: _________________________________________________________
2. Client/Patient Date of Birth: ___________________________________________________
3. Healthcare Provider’s Name: __________________________________________________
4. Credentials and State License #: _______________________________________________
5. Healthcare Provider Address and Phone Number:__________________________________
____________________________________________________________________________
6. ICD / DSM diagnoses: ____________________________________________________________________________
____________________________________________________________________________ 
7. How long have you cared for this client/patient?____________________________________
a. Date of most recent office visit: ______________________ 
b. Date of onset of current episode: _______________________ 
8. Current medications and other treatments ____________________________________________________________________________ ____________________________________________________________________________ ____________________________________________________________________________ 
9. What is the expected duration of the condition or disability? ____________________________________________________________________________ 
Is the condition: _____ Acute _____ Chronic _____ Episodic 
10. Please specify the duration, stability, and expected progression of the condition or disability.
____________________________________________________________________________ ____________________________________________________________________________ ____________________________________________________________________________ ____________________________________________________________________________ 
11. In your professional opinion, does the diagnosed condition substantially limit one or more major life activities, especially learning? ________________________
12. What is the current impact of the condition on the student’s daily functioning, including any specific limitations they experience?
____________________________________________________________________________ ____________________________________________________________________________ ____________________________________________________________________________ 
13. In what ways does the student’s condition affect their cognitive functioning, including thinking, processing, and learning?
____________________________________________________________________________ ____________________________________________________________________________ ____________________________________________________________________________ 
14. If the student is enrolled in online courses, where class attendance is not required and assignments are due weekly, would the student need more than 7 days to complete weekly assignments? If yes, please explain.
____________________________________________________________________________ ____________________________________________________________________________ 
15. How severe is the student’s condition in terms of its impact on their ability to learn and perform academically? _____ Mild _____ Moderate _____ Severe 
16. Please check the extent to which major life activities are affected by the disabling condition:
	Life Activity 
	No Impact
	Mild Impact 
	Moderate Impact
	Substantial 
	Do Not Know 

	Concentration/ Attention
	
	
	
	 
	 

	Memory 
	
	
	
	 
	 

	Eating 
	
	
	
	 
	 

	Social Interactions 
	
	
	
	 
	 

	Self-Care 
	
	
	
	 
	 

	Regular Class Attendance 
	
	
	
	 
	 

	Speaking
	
	
	 
	 
	 

	Learning 
	
	
	
	 
	 

	Reading 
	
	
	 
	 
	 

	Thought Process 
	
	
	 
	 
	 

	Communicating 
	
	
	 
	 
	 

	Keeping appointments 
	
	
	 
	 
	 

	Mood 
	
	
	 
	 
	

	Stress Management 
	
	
	 
	 
	 

	Managing internal distractions 
	
	
	 
	 
	 

	Managing external distractions 
	
	
	 
	 
	 

	Sleeping 
	
	
	 
	 
	 

	Organization 
	
	
	 
	 
	

	Hearing
	
	
	
	
	

	Seeing
	
	
	
	
	

	Mobility
	
	
	
	
	



Healthcare Provider Signature: _____________________________________ Date: ________
Stamp:
	
	
	



