




PART II  
 
 
If requested by the college, please have a licensed health care provider 
complete the following section of this form. Please print clearly and legibly. 
The licensed health care provider may also choose to provide the information 
requested in this section on a separate professional letterhead. 
 
Student’s name: _____________________________________________________ 
 
Healthcare Provider’s Name: _______________________________________________________ 
 
Healthcare provider’s credentials _____________________________________________________ 

 
Healthcare provider’s Address or office stamp: 
___________________________________________________________________________ 

 
Phone Number: ___________________________________     
 
Student’s Clinical Diagnosis: _____________________________________________ 
 
Date of initial Diagnosis: _________________ 
 
How long has the student been in your care? ________________________________________  
 
When was the student’s last visit?  ___________________________________________________ 

 

Please explain the impact of the student’s condition(s) on their daily life: 

_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
 
Please identify what housing accommodations you believe are necessary to accommodate the student’s 
condition(s) and the basis of your recommendations: 
 
_____________________________________________________________________________________ 

 
_____________________________________________________________________________________ 
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