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General Disability Assessment Form
Blind/Low Vision, Chronic Health, Deaf & Hard of Hearing, Mobility, Brain Injury

McBurney Disability Resource Center 
University of Wisconsin - Madison
702 W. Johnson St., Ste. 2104
Madison, WI 53715 
(Voice/Relay711): 608-263-2741
Fax: 608-265-2998
Text: 608-225-7956
Email: info@mcburney.wisc.edu 
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Introduction
The McBurney Disability Resource Center coordinates the provision of accommodations for students with disabilities to ensure equal access to university programs and activities. Documentation can help us in the process of determining whether a diagnosed condition meets the definition of disability covered under Section 504 of the Rehabilitation Act (1973) and the Americans with Disabilities Act Amendments Act (2008). These laws define a disability as a physical or mental impairment that substantially limits one or more major life activities. Understanding the functional limitations of the condition(s) can also help us determine appropriate reasonable accommodations for a student in the university setting.  
Completing the McBurney Center Disability Assessment Form
The person completing this form should be either (1) qualified to assess and diagnose the student’s condition, and/or (2) a part of the student’s treatment plan for a previously diagnosed condition. Examples include medical doctor, ophthalmologist/optometrist, speech-language pathologist, audiologist, psychiatrist, psychologist, therapist, counselor, and social worker. 
Please provide responses to the following items by completing this form electronically or writing in a legible fashion. Illegible forms will delay the eligibility review process for the student: 
1. Student Information
· [bookmark: Text24]Student Name:      
· [bookmark: Text2]Name in Use:      
· [bookmark: Text3]Date of Birth (mm/dd/yyyy):      
· [bookmark: Text4]Today’s Date:      


2. Diagnostic Information
	Diagnosis
	DSM-5 or ICD-10 Code
	Date of Diagnosis

	
	
	

	
	
	

	
	
	

	
	
	



· [bookmark: Text23]Are there any diagnoses that need to be ruled out? If so, please specify:      
· [bookmark: Check1][bookmark: Check2]Is the student currently in your care? |_|Yes |_|No
· [bookmark: Text9]Date of first contact with student:      
· [bookmark: Text10]Date of last contact with student:      
· [bookmark: Check3][bookmark: Check4][bookmark: Check5]Is the student currently taking medications? |_|Yes |_|No |_|Unknown
· [bookmark: Text11]If yes, please explain here:      
3. Evaluation & History
[bookmark: Text12]What information was collected to arrive at the diagnosis? Please include a diagnostic report of assessment(s) if available.      
[bookmark: Text26]Has the student been hospitalized or received in-patient care for this/these condition(s) in the past?      
[bookmark: Text27]If yes, when and what has been the frequency and duration of these treatments?      
4. Functional Impact 
Examples of major life activities
Please detail any symptoms and barriers experienced from, or as a result of, the condition to the best of your knowledge. Please indicate the frequency, duration, and severity of impacts:      
Please detail any Major Life Activities that are impacted in daily life due to the condition(s). Please indicate the frequency, duration, and severity of impacts:      
5. Suggestions For Accommodations In The Academic Environment
Please list any recommendations you have for accommodations within the academic environment. See a listing of common accommodations. Please provide an explanation or rationale for the recommendation utilizing data from objective measures, the educational record, or other data sources. If available in a separate report, please attach that report. *Any recommendations are not guaranteed but will be considered by the student's access consultant as part of the interactive process.      
	Suggested Accommodations
	Rationale

	
	

	
	

	
	

	
	


6. Certified Information/Credentials (Required)
· [bookmark: Text15]Clinician Name (print/type):      
· Clinician Signature:
· [bookmark: Text16]Medical Specialty:      
· [bookmark: Text17]State & License #:      
· [bookmark: Text18]Address:      
· [bookmark: Text19]Phone:      
· [bookmark: Text20]Email:      
· [bookmark: Text21]Today’s Date:      
Please send this completed form and any additional documentation to:
McBurney Disability Resource Center 
University of Wisconsin - Madison
702 W. Johnson St., Ste. 2104
Madison, WI  53715 
(voice/relay711): 608-263-2741 
(fax): 608-265-2998
transition@mcburney.wisc.edu
It is also helpful to provide a copy to the student for their future records. 
If you have any questions, please feel free to contact our office. Thank you.
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