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Disability Verification Form – Attention Deficit/Hyperactivity Disorder (ADHD) 

 
Student Name:  Date:   

 

Address: City: State:   
 

Phone: Email:  Student ID#:   
 

DSM-V- Diagnosis:   
 

    
 

    
 
 

Date of First Diagnosis: Date of last Clinical Contact:   
 

What is the academic limitation and severity of symptoms as a result of the student’s AD/HD? 
  Mild Moderate Severe 

 

What medications have been prescribed and are there any side effects that may impact the student’s 
academics (Students who are taking medications must inform the College’s Nurse) 

 
 

  _ 
 

Recommendations for accommodations given the specific disability (Accessibility Services will consider this to 
determine services): 

 
 
 
 

Professional’s Name/Title (Print): Phone:   

License/Certification/Degree ________________________________________________________________ 

Area of Specialization ________________________________________   Phone ______________________ 

Employer_______________________________________________________________________________ 
 

Address: City: State:   
 

Signature:  Date:   
 
 

This form must be submitted along with current diagnostic evaluations completed within the past 3 years. 


