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         Disability Verification Form 
 

SJSU Administration Bldg., Rm 110, One Washington Square, San Jose, CA 95192-0168 · (408) 924-6000; email: aec-info@sjsu.edu 

 

Licensed Practitioner: The student named below is applying for accommodations through the Accessible Education 
Center (AEC) at SJSU. In order to determine eligibility and to provide appropriate accommodations & services, we 
require the verification of the student’s diagnosis or condition (disability). Documentation of a disability must come from 
a licensed practitioner, qualified in the appropriate specialty area, with sufficient direct professional knowledge of the 
student (30 days or more). Federal law defines a person with a disability as someone who has a physical or mental 
impairment that substantially limits one or more major life activities. The AEC will use the information you provide to 
augment conversations with the student, establish the presence of a disability and support the reasonableness of the 
requested accommodations.  
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2. Method(s) of Determining Diagnosis(es): Check all that apply: 
 

�  Comprehensive Diagnostic Evaluation     � Review of Medical Records � (Neuro) Psychological Assessment  

�  Consultation with Former Provider of Care     � Clinical Interview.        � Other: ________________________________ 

 

3. Does the disability limit a major life activity?  � Yes        � No 

If yes, check all that apply. 
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5. For episodic/cyclical disabilities, provide the frequency, severity, and duration of 
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Any additional information you would like share:  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Licensed Practitioner Acknowledgment & Information  
 

I acknowledge that I am providing accurate information consistent with my professional obligations and 
based on professional knowledge of my patient/client, i.e., the knowledge used to diagnose, advise, counsel, 
treat, or provide health care or other disability-related services to their patient/client. I certify that I have the 
professional training, background, and qualifications to provide the information. I confirm that the 
information provided is my professional opinion based on clinical information obtained through a current 
and comprehensive assessment of the individual.  
 
Signature: 
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