Clinical Documentation for Accommodations
Student Information

Name: __________________________________________________________________


(Last)




         (First)






Permanent Address: _______________________________________________________

City: ______________________________ State: _________ Zip Code:  _____________

Phone Number ( _____ ) ______________ E-mail Address: _______________________

Certifying Professional

Name:__________________________________________________________________

Specialty: _____________________________ Phone Number ( ____ ) ______________

Address: ________________________________________________________________

City:______________________________ State:____________ Zip Code: ____________

License/Certification Number and State of Licensure: _____________________________

Date of initial contact with student: ____/____/____ Date of last contact: ___/_____/____

Please give the diagnosis, functional limitation, recommendation regarding accommodation needs (i.e. wheel chair accessible room, single room, first floor room, air conditioned room) and your justification for this recommendation on your professional office stationary (no prescription pad paper please) and attach to this sheet.  Please note that we do offer a co-ed 24 hour Quiet Study floor that provided students with the ability to study and sleep in a consistently quiet environment.

Signature: __________________________________________ Date:____/_____/_____

Student: Please return this completed form and attached statement with your Housing License Agreement and security/damage deposit to:








Residence Life








C/O FSA of CCC








136 Clinton Point Drive








Plattsburgh, NY 12901

