Medical Information Form

University of Minnesota, Disability Services


Date:

To:
(name and address of Disability Specialist) 

From:______________________________________________________________



Medical provider

Regarding:__________________________________________________



Name of student

Student’s phone number:_________________________________________

1.  Release of information signed by student?  yes_____     no_____

2. DSM-IV Diagnosis:  Axis I_____________________ Axis II__________________

Axis III___________________ Axis IV_______________ Axis V_________________

3. Date of Diagnosis:____________________________________________________

4. Dates of treatment_____________________________________________________

5. Current medication being taken by the student____________________________

6. Student has a DSM-IV diagnosis which has significantly impaired:

**Please indicate severity of impairment (1-mild, 2-moderate, 3-severe)

Concentration 
____

Memory____


Energy level____

Caring for oneself____
Mood regulation____

Stress management____

Interacting with others
____
Eating_____

Sleeping_____ 
Working____

Other:_________________________________________________________________

7. The student is currently experiencing the following side effects of medication:

**Please indicate severity of impairment (1-mild, 2-moderate, 3-severe)

Not applicable____

Sedation_____


Hand Tremor_____

Blurred vision____

Severe headache____

Impaired concentration____

Dry Mouth____

Sleep disruption____

Other:__________________

8.  I would support the provision of academic accommodations to this student as determined reasonable by Disability Services.
Yes____
No____

Please attach any additional information that you believe to be relevant to meeting this student’s disability related academic needs.

