[image: image1.png]



 DISABILITY SUPPORT SERVICES REGISTRATION
2011-2012
Please fill out this form as completely as possible; however, you may leave any item unanswered unless it is marked “Required.”  The information will be helpful to Disability Support Services in assisting you with reasonable accommodations while you are at PLU.

PERSONAL INFORMATION
Name ________________________________________   Date __________
PLU Student Number __________________

Birthdate ______________________    Age ___________   Gender  F    M
Campus Address ________________________________________________________________
Home Address ___________________________________________________



   ___________________________________________________

                             City             

State             
Zip

Home Phone _____________________Cell Phone________________________
OK to leave general message on Home #?  Y   N         on Cell #?  Y   N           

PLU E-mail Address______________________________________

Other E-mail Address_____________________________________

List Health Provider (insurance): __________________________________

Are you currently taking prescribed medications
            
 Y   N


If so what?  _______________________________________________

Please indicate members of your immediate family (parents/guardians or spouse) (Consent for disclosure must be signed before we can discuss with parents/spouse.)
Name/Relationship:

________________________________________________________________________

Are you presently working with any agencies such as Veterans Administration (VA), Division of Vocational Rehabilitation (DVR), Washington State Services for the Blind, etc?  
Y   N

     If so, please indicate agency: ________________________________ 

PLU  INFORMATION
CLASS:  ___ 1st Year   ___ Sophomore   ___ Junior   ___ Senior  ___ Grad Student

Transfer Student?  Y   N    If yes, list previous college(s) with dates attended:

________________________________________________________________________
________________________________________________________________________

Major Field of Study, if known: __________________________

Advisor: _____________________   Intended Graduation Date:__________________

DISABILITY SUPPORT SERVICES - REQUEST FOR SERVICES
Have you submitted documentation of your disability?                 Y   N
Documentation (Medical Treatment Records) usually means a report prepared within the last 1-3 years by a qualified professional which states the parameters of the student’s disability.   In some cases students may be required to provide additional documentation.

Reason(s) for initiating contact with Disability Support Services (include diagnosis): 

________________________________________________________________________

________________________________________________________________________

REQUIRED - Specify the classroom accommodations you are requesting: 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

I have reviewed or will review Policy, Procedures & Guidelines for Nondiscrimination on the  


Basis of a Disability for Students Attending PLU , available online:  www.plu.edu/dss. 
I understand the information or will request clarification. 
I consent to services as provided by Disability Support Services. 
_____________________________________________________________
Signature                                  Printed name                                     Date

DO NOT SIGN BELOW

_____________________________________________________________

Director’s signature

 Printed name
                                   
Date
