FORM C
Initial Request for Disability

Accommodation é‘?l’,‘;‘;‘aﬁcﬁiﬁ

. S : . : OFFICE OF THE REGISTRAR
Physical Disabilities, Including Visual and Hearing

Impairments

1169 Edgewater Drive
Grundy, VA

Fax: (276) 935-8261
registrar@asl.edu

Student Information

First Name Middle Initial/Name Last Name Date Of Birth
By signing this Form, | hereby authorize the release of the information requested on this Form, and |

request that all additional information or supporting documentation be attached to this Form and
returned to me for submission to ASL.

Signature Date

The student named above has self-identified as a student with a physical disability that requires
accommodations. You have been identified as a qualified professional diagnosing and/or treating this
disability. You may choose to answer the questions on this Form or to attach a separate letter or report.

In order to determine eligibility and to provide services, Appalachian School of Law requires documentation of
the student’s disability. Under Title Ill of the Americans with Disabilities Act (“ADA"), Section 504 of the
rehabilitation Act of 1973 (“Sec. 504"), and the ADA Amendments Act of 2008 (“ADAAA"), qualified individuals
with disability are protected from discrimination and may be entitled to reasonable accommodations
necessary to ensure equal access to ASL's

programs and activities.

To establish that an individual has a physical disability under the law, documentation must indicate that a
current physical impairment exists, and that the identified impairment substantially limits one or more
major life activities. Whether an individual is “substantially limited” is based upon comparison to an
average person in the general population (not the average law student). The negative effects of corrective
and mitigating measures (i.e., side effects of medication, burdens associated with a treatment regimen,
etc.) may be considered in determining whether an individual is substantially limited in a major life
activity. A diagnosis of a disorder does not automatically qualify an individual for accommodations. The
documentation must also address the current functional limitations on the student and support the need
for the recommended accommodations.

Name of qualified professional completing this form:

Address:

Telephone: Fax:
Email:

Occupation and specialty:

License number/Certification/Licensing Entity/State:

For additional room on any field for explanation or supporting
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documentation, please attach a separate document as necessary.
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Student Information (continued)

1. Is the student’s impairment within your field of expertise?

2. Describe your qualifications and experience to diagnose, treat, and/or verify the student’s impairment
and to recommend accommodations.

3. State the specific diagnosis (diagnoses) of the disability (disabilities) affecting the student. Include
ICD-10 diagnostic codes, as appropriate.

4, Did you make the initial diagnosis?

a. If so, please provide the date of the initial diagnosis.

b. If not, please provide the name of the qualified professional who made the initial diagnosis and
when it was made. Please attach copies of any reports, letters, test results, or other records
related to the diagnosis that you reviewed.

5. Please describe the specific diagnostic criteria and/or diagnostic tests used, including dates
of evaluation, test results, and a detailed interpretation of test results. Please attach copies
of any such documentation

6. When did you first meet with, evaluate, or treat this student?
7. When was your last complete evaluation of the student’s impairment/disability?

8. Briefly describe your treatment of this impairment/disability and describe the effect of the treatment
on the impairment/disability.

For additional room on any field for explanation or supporting Page 2 of 3

Last revised: January 5, 2026 i
documentation, please attach a separate document as necessary.



Student Information (continued)

9. Inits current state, is the student’s impairment/disability temporary or permanent?

a. If temporary, expected duration:

10. Describe the student's current level of functioning and all major life activities that are currently
substantially limited by the student’s diaghosed impairment/disability. If the student is not currently
substantially limited in any major life activity, so state.

1. Describe the accommodations you are recommmending for this student. Please be as specific as possible
and describe why each recommmended accommodation is necessary due to the specific current
functional limitations of the student. Where appropriate, link the specific impairment/disability to the
accommodation. If you are recommending that the student be granted additional time on tests, please
list the extension recommended (e.g., 25%, 50%). Please state whether your recommendation for
additional time is limited to significant tests (10% or more of a student’s grade for the course; tests with
a standard exam time of one hour or more) or extends to all testing (including in-class quizzes that
individually may account for less than 10% of the student’s grade in a particular course; tests generally
allotted less than one hour for completion).

12. Please provide any additional information that you believe will be helpful to ASL in considering the
accommodations that you are recommending.

Signature of Qualified Professional Date
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