 (
Verification of
Hearing
 Impairment
)	


The Office of Disability Services at Ohio University provides services and/or accommodations for students with disabilities intended to facilitate equal access to educational opportunities.  To determine eligibility for services and/or accommodations, current and comprehensive documentation regarding a physical or mental condition and its impact on the student’s functioning is required from a licensed medical professional qualified to diagnose and treat the particular condition(s) .


I request that this form be completed and returned, along with any supporting documentation regarding my condition, to the Office of Disability Services. 


Signature ___________________________________________________		Date _______________________
*Please see bottom of last page of form for Office of Disability Services contact information.


Please complete the following:

Name of Student: 	

Date of Birth: 	

Date of Diagnosis: 	

Date of Last Evaluation: 	

Diagnosis: 	

Degree of Hearing Loss: _______________________________________________________

Is this a temporary or permanent condition? If applicable, please describe the progression of the condition. ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________

Please provide a quantitative and qualitative description of the evaluation instruments used and the student’s abilities.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What auxiliary aids or current treatment is the student using?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Major Life Activities Impacted
Below is a checklist of the major life activities that could be impacted by the hering impairment. Please check all that apply, indicating the severity of impact.

	Major Life Activity
	No Impact
	Mild Impact
	Moderate Impact
	Substantial Impact

	Standing
	□
	□
	□
	□

	Reaching
	□
	□
	□
	□

	Lifting 
	□
	□
	□
	□

	Sitting
	□
	□
	□
	□

	Walking
	□
	□
	□
	□

	Writing
	□
	□
	□
	□

	Performing Manual Tasks
	□
	□
	□
	□

	Sleeping
	□
	□
	□
	□

	Learning
	□
	□
	□
	□

	Reading
	□
	□
	□
	□

	Concentrating
	□
	□
	□
	□

	Memorizing
	□
	□
	□
	□

	Interacting with Others
	□
	□
	□
	□




How might this condition substantially limit the student’s functioning in an academic setting (e.g., unable to hear in particular environments, etc.)?

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
Please list any current medication, dosage, frequency, and side effects that may affect the student’s academic performance:

__________________________________________________________________________________

__________________________________________________________________________________
Describe methods of communication used by this student:

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

What are your recommendations for reasonable accommodations or auxiliary aids? Please provide a rationale based upon the functional limitations of this student in an academic setting.

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________
__________________________________________________________________________________

HEALTHCARE PROVIDER INFORMATION


Signature: 	 Date: 	

Print Name and Title: 	

License Number: 	

Address: 	

	
 
Phone: 	



Return this information to:

Ohio University
Office of Disability Services
348 Baker Center
1 Park Place
Athens, OH 45701
740-593-2620 (phone)      740-593-0790 (fax)     740-593-0193 (TTY)
Revised 6/21/2011
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