4-17-24
Berkeley College Pregnancy Healthcare Provider Form
This form is to support a Berkeley College student’s request for accommodations due to pregnancy and pregnancy related conditions. Please complete this form and return to your patient. Questions regarding this form may be directed to Katherine Wu, Director of Accessibility Services, at 646-502-8237.
Patient Information
Name: _________________________________________________
Date of Birth: ________________________
Phone Number: _______________________
Address: ________________________________________________
Provider Verification
1. Patient has been under my care for this disability from:
____/____/___  (first date of treatment) to _____/_____/_____  (most recent treatment)
2. Provide the estimated date of delivery: ____/____/___  
a. Please list pre-term complications: ________________________________________________________________
b. Please list postpartum complications: ________________________________________________________________
c. If patient has delivered, enter the delivery date: ____/____/___  
i. Type of delivery: __________________________________
3. What limitations does this patient have that would prevent them from:
d. Attending and participating in on campus classes 
________________________________________________________________________________________________________________________________
e. Completing written work and assignments in online courses (no in person attendance is required) 
________________________________________________________________
________________________________________________________________
4. Date the student is able to resume full participation in classes: ____________________
5. Please list accommodations the student should receive in order to continue to participate in classes (online, onsite, and at clinical sites): _________________________________
______________________________________________________________________
______________________________________________________________________


I certify the above statements accurately describe the patient’s disability.
Healthcare Provider Name: _____________________________________
Healthcare Provider Signature: _____________________________________ 
Certificate License No. and State:  _____________________________________
Physician Specialty: _____________________________________
Address:  ____________________________________________________________________
Phone Number: ___________________

Physician stamp: 
