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OFFICE FOR STUDENT DISABILITY SERVICES

EQUAL OPPORTUNITY/504/ADA COMPLIANCE OFFICE
MEDICAL  CONSENT FORM

(please print)

Name______________________________       Birth Date  _____________________                    

Address_____________________________     Social Security No:_______________

            _____________________________      Telephone No:__________________

I hereby authorize and permit the Office for Student Disability Services and/or the Equal Opportunity/504/ADA Compliance Office to release information about myself and/or related to my disability to any of the following:

Department of Vocational Rehabilitation

Department for Technical Education Workforce Development Cabinet

Department for the Blind

Registrar’s Office

Academic Advising Center

Faculty/staff as appropriate

Student Support Services

I further authorize the release of any information concerning the following:

Academic accommodations

Physical condition

Psychiatric condition

Diagnostic tests/reports

Disability related health & safety issues

Social security number and name (for priority registration)

I understand that the purpose of the release is to:

Aid in the implementation of any accommodations I may have requested;

Communicate diagnostic evaluation results; and/or,

Provide necessary information to Registrar’s Office for priority registration.

I understand that I may cancel or withdraw this authorization in writing at any time by notifying the Office for Student Disability Services or the Equal Opportunity/504/ADA Compliance Office. I understand that such withdrawal may adversely affect or prevent the University’s ability to provide requested accommodations.  Otherwise, this document will remain in effect at all times during my enrollment at the institution.

Signed:_______________________________________ Date:__________________________
