gty Harvard Division of 51 Brattle Street
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Patient Name:

Provider Verification Form

Your patient has requested academic accommodations for a disabling condition under Section
504 of the Rehabilitation Act and the ADAA (2008). We are seeking your professional input to
determine if they qualify and what reasonable accommodations may be necessary and
appropriate for accessing the schools’ programs and activities. Recommendations for specific
accommodations while helpful, do not guarantee the provision of accommodations. Please
provide information on the functional impact of their condition within the context of the
academic environment.

Student Information:

First Name: Last Name:
Date: Date of Initial Contact:
Date of Condition Onset: Last seen on:

Diagnosis (es):

Please provide a description of the developmental history of the condition including the level of
severity (include how the condition was diagnosed, when it was discovered, how it impacted
them in previous academic settings):

Accessibility Services Office Phone: (617) 998-9640
Harvard University Fax: (617)998-0694
Division of Continuing Education Email: accessibility@extension.harvard.edu
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Patient Name:

Please provide a description of the functional limitations resulting from the condition (Please
include any available test results or diagnostic interview findings if available.) What barriers
exist in an academic setting? Is it across all settings or specific to certain ones? What symptoms
create these barriers?

Please provide a description of assistive devices, therapies and their effectiveness, and
medications including any adverse side effects that impact the students’ academic work:

Please provide information on recommended accommodations or modifications you believe
would be necessary to ensure equal access for the student in an educational environment:

Accessibility Services Office Phone: (617) 998-9640
Harvard University Fax: (617) 998-0694
Division of Continuing Education Email: accessibility@extension.harvard.edu
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Patient Name:

Provider Information:

Provider Name:

Provider Signature:

License or Certification Number: State:
Address:

Phone: Email:

Release of Information:

[ hereby release my confidential medical
information to Harvard University's Division of Continuing Education, Accessibility Services
Office for the purpose of obtaining accommodations related to a disability. If information
contained in this document is unclear, | hereby give permission to the Accessibility Services
Office and my provider named here, permission to discuss my medical situation.

Student Signature: Date:
Accessibility Services Office Phone: (617) 998-9640
Harvard University Fax: (617) 998- 0694

Division of Continuing Education Email: accessibility@extension.harvard.edu


mailto:accessibility@extension.harvard.edu



Accessibility Report



		Filename: 

		Provider Verification Form Editable Feb 10.pdf






		Report created by: 

		Megan O'Brien


		Organization: 

		





 [Personal and organization information from the Preferences > Identity dialog.]


Summary


The checker found problems which may prevent the document from being fully accessible.



		Needs manual check: 2


		Passed manually: 0


		Failed manually: 0


		Skipped: 1


		Passed: 28


		Failed: 1





Detailed Report



		Document




		Rule Name		Status		Description


		Accessibility permission flag		Passed		Accessibility permission flag must be set


		Image-only PDF		Passed		Document is not image-only PDF


		Tagged PDF		Passed		Document is tagged PDF


		Logical Reading Order		Needs manual check		Document structure provides a logical reading order


		Primary language		Passed		Text language is specified


		Title		Passed		Document title is showing in title bar


		Bookmarks		Passed		Bookmarks are present in large documents


		Color contrast		Needs manual check		Document has appropriate color contrast


		Page Content




		Rule Name		Status		Description


		Tagged content		Failed		All page content is tagged


		Tagged annotations		Passed		All annotations are tagged


		Tab order		Passed		Tab order is consistent with structure order


		Character encoding		Passed		Reliable character encoding is provided


		Tagged multimedia		Passed		All multimedia objects are tagged


		Screen flicker		Passed		Page will not cause screen flicker


		Scripts		Passed		No inaccessible scripts


		Timed responses		Passed		Page does not require timed responses


		Navigation links		Passed		Navigation links are not repetitive


		Forms




		Rule Name		Status		Description


		Tagged form fields		Passed		All form fields are tagged


		Field descriptions		Passed		All form fields have description


		Alternate Text




		Rule Name		Status		Description


		Figures alternate text		Passed		Figures require alternate text


		Nested alternate text		Passed		Alternate text that will never be read


		Associated with content		Passed		Alternate text must be associated with some content


		Hides annotation		Passed		Alternate text should not hide annotation


		Other elements alternate text		Passed		Other elements that require alternate text


		Tables




		Rule Name		Status		Description


		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot


		TH and TD		Passed		TH and TD must be children of TR


		Headers		Passed		Tables should have headers


		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column


		Summary		Skipped		Tables must have a summary


		Lists




		Rule Name		Status		Description


		List items		Passed		LI must be a child of L


		Lbl and LBody		Passed		Lbl and LBody must be children of LI


		Headings




		Rule Name		Status		Description


		Appropriate nesting		Passed		Appropriate nesting







Back to Top
	Student's First Name: 
	Student's Last Name: 
	Date of Initial Contact: 
	Onset of Condition: 
	Date last seen: 
	Diagnosis Continued: 
	Patient Name: 
	Provider Name: 
	License or Certification Number: 
	State: 
	Address: 
	Phone Number: 
	Email Address: 
	Student Name: 
	Date: 
	Provider Signature: 
	Student Signature: 
	Describe: 
	Text box response: 
	Open response: 
	Indicate: 


