SUNY DELHI
Access and Equity Services 
221 Bush Hall
Phone (607) 746-4744 accessandequity@delhi.edu 
Documentation Form for Chronic Medical Condition
To Treating Physician:  Please provide the following information in its entirety in order to help determine reasonable educational accommodations and services to support the student. All provided information will be kept private in accordance with the Family Educational Rights and Privacy Act (FERPA). 
Student Name: ____________________________________________________ Date of Birth: _____________________ 
Dates of treatment with current provider/facility: _________________________________________________________
Date student was last seen: ___________________________________________________________________________
Medical Diagnosis(es): _______________________________________________________________________________
Onset of Condition(s): ___________________________________________________________________
Current Status of Condition (check): Active ☐ Progressing ☐ Controlled ☐ In Remission ☐
[bookmark: _GoBack]Please include a description of how this student’s chronic medical condition substantially impacts the learning process, class attendance, etc. This may include observed changes in health status or medication changes since a previous assessment: ________________________________________________________________________________ __________________________________________________________________________________________________ __________________________________________________________________________________________________ __________________________________________________________________________________________________ 
__________________________________________________________________________________________________
Anticipated Duration of Need for Accommodations (e.g. academic year): _______________________________________
Schedule for re-evaluation: ___________________________________________________________________________ 
I understand that the information provided will become part of the student record and may be released to the student upon his/her written request. 
Name & Credentials of Medical Professional: _____________________________________________________________
License Number: ________________________________________________ State: ______________________________
Address: __________________________________________________________________________________________
Telephone: ________________________________________________________________________________________
Signature: _____________________________________________________ Date: _______________________________
Please attach additional information that would be relevant to this student’s academic adjustment, and send to:
Gabriella Vasta
Access and Equity Services
221 Bush Hall
454 Delhi Drive, Delhi, NY 13753
Confidential Fax Number: (607) 832-7593
