
 
 
The University of North Carolina at Charlotte                   Disability Services/Fretwell 230 
9201 University City Boulevard                  Voice/TDD 704/687-4355 
Charlotte, N.C. 28223-0001                                FAX 704/687-3226 
 
PSYCHOLOGICAL DISABILITIES – NOT TO BE USED FOR THE DIAGNOSIS OF ADHD- (ADHD has a separate form) 
To determine eligibility for Disability Services and ensure provision of appropriate and reasonable 
accommodations the University of North Carolina at Charlotte requires students to provide current, 
comprehensive documentation of disability.  Comprehensive documentation that includes the onset of the 
disorder, history of symptoms, severity, limitations to functional activities, and current treatment regime must 
be completed by the student’s diagnosing physician, psychiatrist or psychologist.  The Americans with 
Disabilities Act defines a disability as a physical or mental impairment that substantially limits one or more major 
life activities.  To properly evaluate eligibility and identify appropriate services this form must be fully 
completed by the diagnosing and/or treating professional.  Thank you for your assistance. 
 

********** 
The Student should complete the following release: 
CONSENT FOR RELEASE OF INFORMATION 
 
I, ________________________________________________________, hereby authorize the release of the 
following information to Office of Disability Services- University of North Carolina at Charlotte to be used to 
determine my eligibility for academic accommodations. 
_____________________        ________________             _______________ 
(Student’s signature)    (Student ID #)            (Date) 
 

********** 
The student’s Medical Doctor or Psychologist should complete the following: 
 
1. DISABILITY VERIFICATION:  
Primary DSM Diagnosis: ________________________________________________________________ 
 

2. Does this disorder substantially limit the student?     YES      NO  

The legal definition of a disability is a physical or mental condition that can substantially limit a major life activity 

including but not limited to sight, mobility, hearing, and learning. 

3. List major life activities that are limited: ___________________________________________________ 

___________________________________________________________________________________________ 

4. Date of last office visit:________________   
 
5. Date of original diagnosis:_____________  
 
6. Describe the symptoms of the diagnosis exhibited by student:  

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________ 

7. Identify how this diagnosis may affect this student in an academic environment: 

______________________________________________________________________________

______________________________________________________________________________  
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8. Indicate accommodations you recommend to support this student in an academic setting: 

________________________________________________________________________________________ 
(Functional Limitation)      (Reasonable Accommodation) 

________________________________________________________________________________________ 
(Functional Limitation)      (Reasonable Accommodation)  

________________________________________________________________________________________ 
(Functional Limitation)      (Reasonable Accommodation) 

 

9. List current medication, dosage and frequency: 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

 

10. Identify how the medication might adversely impact the student in an academic setting: 

___________________________________________________________________________________________

___________________________________________________________________________________________ 

 

11. Secondary Diagnosis: ___________________________________________________________________ 

      Date of Diagnosis: ____________________________________________________________________ _ 

 

12. Please provide any additional information that would be helpful in providing support to the 
student:  ____________________________________________________________________ 
 
________________________________________________________________________________________  
 
***DOCUMENTATION COMPLETED BY ANYONE OTHER THAN THE TREATING PROFESSIONAL WILL NOT BE ACCEPTED*** 

 
13. Printed Name and Credentials of Treating Professional: _____________________________ 
________________________________________________________________  
Area of Specialty: _________________________________________________________________________ 
Address: _________________________________________________________________________________ 
Phone: _______________________________             FAX: ________________________________________ 
 
Signature: _____________________________________________  Date: ____________________________ 
 

 
  

RETURN THIS FORM WITH ANY ACCOMPANING DOCUMENTATION TO: 
Office of Disability Services 

University of North Carolina at Charlotte 
9201 University City Boulevard, Fretwell 230 Charlotte, NC 28223-0001 

 
The University of North Carolina is composed of the sixteen public senior institutions in North Carolina 

An Equal Opportunity/Affirmative Action Employer 
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