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__________________________________________________________________

Accessibility Services
GUIDELINES TO RECEIVE ACCOMMODATIONS

1. Obtain an Information and Accommodations packet from the Accessibility Services department.
2. Complete the following forms in their entirety (incomplete forms cannot be processed and will delay the onset of being considered for accommodations):
Student Information Sheet

Request to Receive Accommodations Form Physician\Psychologist\Disability Specialist Documentation of Disability

Form



Documentation Guidelines Form

Authorization and Release Form

Release of Information Authorization Form

3. Return the completed Information and Accommodations Packet to the Director of Accessibility Services. You will be notified in writing within one week if your packet is complete, or if you need to provide additional information. When your packet is complete, it will be forwarded to the Chair of the Accommodations Review Committee for consideration at the next scheduled meeting (the team meets monthly during the academic year). If accommodations are necessary before the next scheduled meeting, the Director of Accessibility Services will make a temporary decision regarding the accommodation requested, and will call the Accommodations Review Committee for an unscheduled meeting within three weeks. Once the Committee has reviewed the accommodations packet, you will be notified in writing, within one week of the decision of the committee, and thereafter your accommodations will be continued or modified as deemed appropriate. Receiving temporary accommodations does not guarantee that the committee will approve ongoing accommodations.  If the committee denies the accommodation request, the temporary accommodations will cease immediately following the committee decision.
4. In the event that you have a specific complaint regarding the University’s compliance with the Americans with Disabilities Act of 1990, you are encouraged to work with the person most directly involved to resolve the matter informally. Contact with the Director or Coordinator of Accessibility Services should also be made for all complaints.
If the matter cannot be resolved informally, the following procedures shall be adhered to, in order to initiate a formal grievance:

A. Submit a written grievance to the Dean of Student Affairs within 45 days of the event. The grievance must include:

1. A clear statement of the University policy and/or action which you feel has been violated.

2. The date of any action which you describe.

3. The names of all University employees involved.

4. A summary of the actions you have taken to resolve this matter informally.

B. The Dean of Student Affairs (or his/her designee) shall meet with you within 2 weeks of the receipt of the grievance. If this meeting does not resolve the grievance, the Dean of Student Affairs, in consultation with the appropriate academic Dean, shall conduct an informal inquiry of the policy and/or action which you feel has been violated.

C. The Dean of Student Affairs will furnish you with a grievance finding within thirty (30) working days of the meeting with the student. The writing response of the Dean of Student Affairs shall be considered final.


__________________________________________________________________

STUDENT INFORMATION SHEET

       Accessibility Services
Name: ____________________________________ Student ID:____________________

Address:________________________________________________________________

Home phone: __________________________ Cell phone: _______________________

Campus Mail Box #:_____________ Email:____________________________________

Major:_______________________ Class Standing (circle one) FR  SOPH  JR  SR  GR

How were you referred?____________________________________________________
Have you received accommodations for your disability in secondary education or at another college or institution? (circle one) Yes No

If you answered yes, please provide the school names, type of accommodation received:

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Do you have documentation from a qualified professional (Medical Doctor, Psychologist, Psychiatrist, Learning Disability Specialist, etc.) of your disability that describes the functional limitation? (circle one) Yes No
If you answered yes, please list the name of the physician, psychological and/or disability specialist who performed the evaluation, and if applicable, the name of the college or university:_______________________________________________________________

________________________________________________________________________

I certify the above statements and the documentation I have submitted to be true.

_________________________________________
________________________

Signature
Date
Accessibility Services • University of La Verne

1950 Third Street • La Verne, CA 91750 • (909) 448-4938

__________________________________________________________________

REQUEST FOR ACCOMMODATIONS

       Accessibility Services

Disability Category

Check all that apply

Type of Disability:
□ Physical     □ Learning     □ Psychological    □ Medical
1.  How long have you had your disability?

□1 year or less       □ 2 years       □ 3 years       □ 4 years       □ 5 years or more

2. Please describe in detail the nature of the disability and how it will affect your course of study at the University of La Verne:

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

3. Have you had previous accommodations for this disability at another educational

institution or for a test such as the SAT/High School Exit Exam, GRE, or CBEST?

□Yes  □ No   If yes, please indicate the date: ________________________________

Institution or test: ______________________________________________________

Nature of the accommodation: ____________________________________________

4. Please describe in detail the accommodations you are requesting:

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

5. Please list all medications you are currently taking and for what purpose as they relate to your disability:

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

I certify the above statements and the documentation I have submitted to be true.

_________________________________________
________________________

Signature
Date

Accessibility Services • University of La Verne

1950 Third Street • La Verne, CA 91750 • (909) 448-4938

__________________________________________________________________

DISABILITY DOCUMENTATION

       Accessibility Services

TO THE STUDENT: This form must be completed by a licensed physician, psychologist, disability specialist or an appropriate professional.  Please refer to the Disability Guidelines page within this packet for specific information related to documentation.
TO THE LICENSED PROFESSIONAL: Please complete this form and attach test

scores, sub-scores (standards and percentile) and/or psychological evaluations if

relevant.  This form may be returned to the Accessibility Services office or mailed

directly to:

Dr. Leobardo Barrera III
Accessibility Services
University of La Verne

1950 Third Street La Verne, CA 91750 (909) 448-4938
Name of the University of La Verne Student: ___________________________________

Name, title, and licensing number of professional completing this form:

________________________________________________________________________

________________________________________________________________________

Address: ________________________________________________________________

Phone: ___________________ Date of first evaluation of this student: ______________

Date of the most recent evaluation of this student: _______________________________

Nature and severity of the student’s disability:

________________________________________________________________________

________________________________________________________________________

Next Page

Diagnosis of the disability, if a learning and/or psychological disability (list codes):

________________________________________________________________________

Please indicate the test used in assessment and diagnosis of the disability (attach test

Results with all scores and percentiles separately if appropriate):___________________________________________

________________________________________________________________________

Is the disability permanent? ___ Yes ___ No 

Major life functions that are affected by the disability if any:

________________________________________________________________________________________________________________________________________________
How does this disability affect the student’s academic performance:

________________________________________________________________________

________________________________________________________________________

What academic adjustments and/or auxiliary aids would you recommend for this student based on his/her disability. Please be as specific as possible; for example: extended testing time (i.e. time and one half):___________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Additional comments: _____________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

I certify the above statements to be true and correct.

____________________________________________
______________________

Signature
Date

Accessibility Services • University of La Verne

1950 Third Street • La Verne, CA 91750 • (909) 448-4938

Documentation Guidelines
Though reporting formats vary, the following information and data are generally recommended in order for the University of La Verne to best determine appropriate reasonable accommodations:
· a clear statement of the diagnosed disability and severity of the condition

· the date of diagnosis and date of most recent evaluation

· identification of the major life functions impacted by the disability

· a diagnostic summary, including any relevant history, with an indication of how the disability will affect participation in college courses, activities, and/or the residential experience

· description of any auxiliary aids used by the student (e.g., hearing aids, assistive listening devices, visual aids, etc.)

· recommended accommodations that are appropriate to address the impact of the disability

· name, title, license number and state (if applicable), address, phone number, fax number, email address, and dated signature of evaluator qualified to make the diagnosis

Documentation should be current; the age of the documentation required is generally dependent on the type of condition and whether the impact of the impairment on the student is fixed or changing.  The following is a general guideline to appropriate documentation age;

· Learning Disability:  a full psychoeducational evaluation completed within the previous 5 years for a transfer student and 3 years for an incoming traditional undergraduate

· Psychological Disability:  a Certification of a Psychological Disability form from the Accessibility Services office completed within the previous 3 to 6 months or documentation as deemed appropriate by the Accessibility Services office.
· Medical Disability: 5 to 7 years for a fixed condition or within the previous 3 to 6 months if a changing condition or within the previous 2 weeks to 2 months for a temporary medical condition.
· Physical:  5 to 7 years for a fixed condition within the previous 3 to 6 months if a changing condition or within the previous 2 weeks to 2 months for a temporary medical condition.
I have documentation from a qualified professional for my disability as described in the Disability Guidelines above. (circle one) Yes No

I certify the above statements and the documentation I have submitted to be true.

_________________________________________
________________________

Signature
Date

Accessibility Services • University of La Verne

1950 Third Street • La Verne, CA 91750 • (909) 448-4938

__________________________________________________________________

AUTHORIZATION AND RELEASE

        Accessibility Services

AUTHORIZATION AND RELEASE

I, __________________________________________________, hereby authorize the University of La Verne and its designees to contact my physicians, disability specialists, and/or others from whom I have sought treatment for or documentation of my disability. I further authorize said persons to release to the University of La Verne such information as may be requested or appropriate to the documentation in order to determine reasonable accommodations for my disability.

Signed___________________________________

Date_____________________________________


__________________________________________________________________

RELEASE OF INFORMATION

       Accessibility Services

RELEASE OF INFORMATION AND AUTHORIZATION FORM

I, __________________________________________________, hereby authorize the University of La Verne to release information pertinent to my disability and/or accommodations to appropriate faculty and staff, and to such other persons as the University may reasonably deem appropriate for purposes of evaluation, provision of accommodations and/or academic advising.

Signed__________________________________________

Date____________________________________________

