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APPLICATION FOR ACCOMMODATION FOR PERSONS WITH DISABILITIES 		
Instructions and Guidelines for completing the application 
For the student:
· Please complete Section A only
· If you are moving from the undergraduate level to a postgraduate programme, you are welcome to seek guidance to facilitate the transition process; however, provided that your condition is unchanged, a new diagnostic assessment will not normally be required.
· Where applicable, you may request a list of approved Psychologists from the Office of Student Services
· Please indicate (in Section A) your willingness  to have the Office of Student Services advise named lecturers and/or relevant UWI staff of your disability, especially in cases such as epilepsy, hearing impairment, mental health (including Asperger’s syndrome) and where this may be important to ensure safety. Please note that such authorization is voluntary.
· All information submitted will be dealt with in the strictest of confidence. No information will be shared with another party without your permission.

For doctors/certifying professionals:

· Please complete Section B and C
· Doctors or certifying professionals must state the diagnosis and how long the student is known to have had the disability (when it was diagnosed) in Section C. Current medication(s) prescribed for the condition should be noted. Any accommodation(s) presently received or recommended, including specific examination needs (extra-time, specific seating arrangements, etc.) should be clearly stated. Please continue on a separate sheet if necessary.
· If required, the University will assist, as far as possible, in procuring technological support, such as IT equipment, accessibility/assistive software or audio recorders.
· In addition, support may include the designation of a note taker, personal reader, library support or specialist mentoring where possible.
· Through the Office of Student Services, arrangements for transportation on Campus, including help to carry books, may be arranged as necessary.




Section A: Student’s Details & Authorisation for Disclosure				
(To be completed by Student)
Last Name:  ______________________________________________First Name:  ________________________________
Date of Birth: _____/_____/_______UWI  ID No:  ____________________________     Sex      M     F 
    	             dd	         mm	         yyyy
Faculty: ________________________________________________     Undergraduate   Postgraduate 
Barbados Address: __________________________________________________________________________________
Permanent Address: _________________________________________________________________________________
Telephone:_________________________		Email address: ___________________________________________
Name of next of kin:  ____________________ Relationship:  ______________________Telephone:  __________________
I hereby authorize the release of any information, relative to this application, from my doctor(s)/certifying professional(s) to the University of the West Indies Cave Hill.
Signed  __________________________________              Date _________________
I hereby give permission to the Office of Student Services to notify lecturer(s) and or relevant UWI Cave Hill staff of my disability for the purpose of providing safe and reasonable accommodation. 
Signed  __________________________________              Date _________________
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Section B: Practitioner’s Details
(To be completed by Practitioner ONLY)

Name of physician or certifying professional:   ______________________________________________________________
Address:  ___________________________________________________________________________________________
Telephone:  ________________________   Fax:   ___________________________

NOTIFICATION OF DISABILITY THAT IMPAIRS FUNCTION 
Section C: Verification of Disability and Recommendations
(To be completed by Practitioner ONLY)

Diagnosis: ________________________________________________________________  Permanent       Temporary  
If temporary, projected duration:   _________   Days    Weeks    Months    Years 
Date first diagnosed: _________
Please complete the following relevant section(s).

PERCEPTUAL DISABILITY								
Vision
Visual Acuity:  Left _________   Right _________Visual Fields:    Left _______________     Right ______________
Additional Comments:   (e.g. Student can read recommended font size /Braille/use white cane/ use computers, etc.)
…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
Hearing
Current dBell Loss:        Audiogram    Left__________________   Right_______________________
Additional Comments: (e.g.  Student uses a hearing aid.) 
…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………………………



PHYSICAL/MEDICAL DISABILITY
Provide a brief description of the physical condition of the student. For example, is the student able to ambulate independently or does he/she require crutches/wheelchair/prosthesis/walking frame?
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………… Provide a brief description of the condition and any treatment/medication. State if/how these might affect the student’s studies. ………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………….
LEARNING DISABILITY
Please note that this assessment report must be dated within the last three (3) years and must have been completed after the student’s 16th birthday. Students moving from undergraduate to postgraduate study do not need to be reassessed.  
Describe the nature and functional limitations of the disability and attach reports and results of all relevant tests. Indicate which, if any, accommodations were provided in the past and which accommodations are now required.
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………………………

PSYCHOLOGICAL/PSYCHIATRIC DISABILITY								

Describe the nature of the disability including diagnosis; medication and if /how these might affect the student’s studies.
 (
(Stamp)
)…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………….
Signature of Physician/Certifying Professional: _________________________
Qualification(s): __________________________________________________
Date: _______________________
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