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Office of Disabilities Services 
Box AC, Hampshire College 
893 West St., Amherst MA 01002 
413-559-5498 Fax: 413-559-6098 
DOCUMENTATION OF A DISABILITY UNDER THE AMERICANS WITH DISABILITIES ACT
Dear ______________________________: 

___________________________________ , currently a student at Hampshire College, is requesting accommodations under the Americans with Disabilities Act and Section 504 of the Rehabilitation Act of 1973. In order to support this student’s re​quest, Hampshire College requires documentation of the disability (or disabilities) by a qualified professional. Documentation may consist of completing this form or substituting a diagnostic report. The term "disability" means, with respect to an individual-​

(A) a physical or mental impairment that substantially limits one or more of the major life activities of such individual; 

(B) a record of such an impairment; or 

(C) being regarded as having such an impairment. 

Authorization from the student to release confidential information: To: Evaluator or treating professional 

I hereby authorize the evaluator or treating professional named above to release the information documenting a disability as specified in statutes cited above to the Hampshire College Disabilities Services staff. I understand that such information may be privileged and/or confidential, and I authorize its disclosure to the designated individuals for the purpose of evaluating my request for accommodation(s) and/or services based on disability. 

Signature of Student:_________________________________________________________ 

Date: ______________________________
Name of Student:__________________________________ 

This section to be completed by Treating Professional. 
Credentials of Treating Professional: 

1. Licensure or certification (including state):___________________________________ 

2. Degree:
 __________________________________________________________ 

3. Area(s) of Specialization:___________________________________________________ 

4. Address of Practice:________________________________________________________ 

5. Telephone:_______________________________________________________________ 

The information provided by you regarding the above-named student will be treated as confidential and will be disclosed by the College only as necessary for assessment and/or implementation of the requested services or accommodations. 

Specific Diagnosis/impairment/limitation: _____________________________________________________

________________________________________________________________________________________
Date of Diagnosis/Time of Onset: ____________________________________________________________ 

Disability: Please indicate if the student’s degree of impairment or limitation is such that it meets the definition of disability described on the previous page: ___Yes ___No. 
Explain how the disability interferes with or limits any facet of a major life activity, including current participation in courses, programs, or activities of the College. Include the impact of medication or other treatments. 
_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

Specific duration, stability or progression of the condition, temporary or permanent: 
__________________________________________________________________________________________________________________________________________________________________________________

_________________________________________________________________________________________

Current treatment/follow-up plan: 
_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

Name of Student:__________________________________ 

Your recommendations for accommodations based on disability:
_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

Signature of Treating Professional: _________________________________

Date: _________________________________
Forward completed forms and attached information to:

Joel Dansky

Center for Academic Support and Advising

Box AC, Hampshire College

893 West St

Amherst, MA 01002-3359

Tel. 413-559-5423

Fax: 413-559-6098

Email: jdansky@hampshire.edu. Please send hard copy as well.

**Note: For a diagnosed Learning Disability (LD) or Attention Deficit Disorder/ Attention Deficit Hyperactivity Disorder (ADD/ADHD), please enclose a psychoeducational evaluation including test scores and recommendations that are current within the past three years. If you are attaching documents that are more than three years old and believe that re-testing is not necessary to reevaluate the student’s LD or ADD/ADHD, please include an explanation below. Re-testing that is not medically necessary will be waived.
_________________________________________________________________________________________

________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________
