
 

         
      

          
             

    
              

    
          

   

    

  

   

     

   

DISABILITY VERIFICATION FORM 

Purpose: The information you provide will be used to determine the nature and severity of the 
student’s condition and the appropriateness of requested accommodations or services. 
Student Instructions: Your treating healthcare provider must complete and sign this form. For 
guidance on selecting a provider, visit Mercer’s Access and Accommodations Office website at 
access.mercer.edu/students/apply-for-accommodations. Additional or more recent documentation 
may be required. Some university offices may be restricted from completing this form when a 
conflict of interest exists. 
Provider Instructions: Please take the time to complete this form in its entirety, providing as 
much detail as possible. 

Student Name __________________________________________________________________ 

Diagnosis(es) __________________________________________________________________ 

Onset of Condition(s) ____________________________________________________________ 

Date of Last Visit for Condition ___________________________________________________ 

Current Status (e.g., Active, Progressing, Controlled, In Remission) 

Expected Duration of each diagnosis (e.g., lifetime, one year, one semester, one month) 

Recommended Accommodations: Specify accommodations related to the student’s disability that 
are necessary for full participation in university programs, activities, and services. 

Living on Campus: Please describe how this student's condition affects their ability to live in 
campus housing. 
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Functional Limitations: Please select the student’s current category of symptomology. 
 Ambulation
 Hearing

 Cognitive processes
 Communication

 Upper extremity or
fine motor function

 Vision  Learning  Other

Please describe the selected functional limitation(s) and provide relevant details.

Severity of Functional Limitations: Please rate the severity of the student’s functional limitations 
compared to the general population, both with and without mitigating measures (interventions) 
such as medication or treatment. 
Without Mitigation: With Mitigation:  
 Mild  Mild
 Moderate  Moderate
 Substantial  Substantial
 Severe  Severe

What factors exacerbate the challenges this student experiences related to their disability?

Flares (symptoms and/or impacts) 

Frequency _________________________  Duration __________________________________ 

Treatment Plan: Please describe the treatment plan, including medications related to the condition 
that the student is currently taking, including dosage and frequency. Please include both the 
positive and adverse effects of the medication (attach a separate sheet if necessary). 
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Attendance: If the student is unable to attend/participate in class, clinical activities, student 
teaching, etc., please explain the reason. 

Learning: Please describe how the student’s learning could be impacted. 

Testing: If the student’s testing is impacted, please explain. 

Name of treating healthcare professional ____________________________________________ 

Specialty ______________________________________________________________________ 

State-issued license and number ___________________________________________________ 

Address ______________________________________________________________________ 

Telephone: ____________________________________________________________________ 

Signature _________________________________Date _______________________________ 
By signing this, I verify that the information disclosed in this form is accurate to the best of my professional 
knowledge and that I have no familial relationship with the student, either by blood or marriage. 

All information provided to us is kept confidential in accordance with the Family Educational Rights and Privacy Act 
(FERPA). FERPA information is available upon request. 

Questions? Please call us. Ready? Please send the form. 
Macon: (478) 301-2810 Email: access@mercer.edu 
Atlanta: (678) 547-6479 Confidential Fax: (478) 301-2127 

Thank you for your assistance. 
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