UTC Office for Students with Disabilities
ADD/ADHD DOCUMENTATION REQUEST FORM
Student’s Name:________________________________________________DOB________________________

Address:__________________________________________________________________________________

Phone Number:_____________________________    UTC ID  ______________________________________

This student is requesting an auxiliary aid or service, academic adjustment, and/or other accommodations from the Office for Students with Disabilities due to ADD or ADHD.  In order to consider this request, as well as to ensure the provision of reasonable and appropriate auxiliary aids and services, University Policy requires that a Qualified Professional provide current and comprehensive documentation of ADD or ADHD.  A qualified professional includes a licensed psychiatrist, psychologist, medical doctor, or other qualified mental health professional.  

IN ORDER TO BE CONSIDERED CURRENT, THE QUALIFIED PROFESSIONAL’S STATEMENT MUST BE WITH BASED ON ASSESSMENT COMPLETED WITHIN 3 YEARS .

The documentation provided must include information that diagnoses the ADD or ADHD, describes the functional limitations in an educational setting, and indicates the severity and longevity of the ADD or ADHD for the purpose of determining academic adjustment(s) or other accommodation(s).  

To facilitate the gathering of such critical information, please respond to the following and return to UTC, Office for Students with Disabilities.***Also provide clinical, medical, and/or psychological reports which support information provided in this report.***

1. Diagnosis (DSM-IV criteria)_______________________________________________________________

      Level of severity:

Mild


Moderate


Severe

      Date of diagnosis:___________________________ Date of last contact:____________________________

      What measures, including reports, were used to assess the following:


Aptitude:
_______________________________________________________________________



_______________________________________________________________________


Achievement:
_______________________________________________________________________




_______________________________________________________________________


Attention:
_______________________________________________________________________

_______________________________________________________________________



Social-Emotional:  ____________________________________________________________________




_______________________________________________________________________


Other:

_______________________________________________________________________

2. Please rank the following symptoms between 1 and 4, with 1 being least severe and 4 being most severe.  

      Ranking must be based on observation within the last 3 years.

       ____ often fails to give close attention to details or makes careless mistakes in schoolwork, work, or other 

    activities

       ____ often has difficulty sustaining attention in tasks or play activities

       ____ often does not seem to listen when spoken to directly

       ____ often does not follow through on instructions and fails to finish schoolwork, chores, or duties in the 

                workplace (not due to oppositional behavior or failure to understand instructions)

       ____ often has difficulty organizing tasks and activities

       ____ often avoids, dislikes, or is reluctant to engage in tasks that require sustained mental effort (such as 

                schoolwork or homework)

       ____ often loses things necessary for tasks or activities (e.g., toys, school assignments, pencils, books, or 

                tools)

       ____ is often easily distracted by extraneous stimuli

       ____ is often forgetful in daily activities

       ____ often fidgets with hands or feet or squirms in seat

       ____ often leaves seat in classroom or in other situations in which remaining seated is expected

       ____ often runs about or climbs excessively in situations in which it is often inappropriate (in adolescents 

                or adults, may be limited to subjective feelings of restlessness)

      ____ often has difficulty playing or engaging in leisure activities quietly

      ____ is often “on the go” or often acts if “driven by a motor”

      ____ often talks excessively

      ____ often blurts out answers before questions have been completed

      ____ often has difficulty awaiting turn

      ____ often interrupts or intrudes on others (e.g., butts into conversations or games)

3. Diagnostic Interview:  Date of Interview _____________ Please see attached Diagnostic Interview criteria prior to summarizing ____________________________________________________________
_______________________________________________________________________________________

_______________________________________________________________________________________
4. Notations of medication (if any), dosages, and student’s response to the medication:  __________________

      _______________________________________________________________________________________

5. Describe the student’s functional limitations in an educational setting.  (i.e., current school grades, 

observations on classroom performance, strengths/weaknesses in academics based on classroom information):
_______________________________________________________________________

     _______________________________________________________________________________________

     _______________________________________________________________________________________

     _______________________________________________________________________________________

     _______________________________________________________________________________________

6.  Please indicate the RECOMMENDATIONS you have regarding necessary and appropriate auxiliary aids   

     or services, academic adjustments or other accommodations to equalize the student’s educational 

     opportunities at UTC?

     Please check all that apply:


     ___extended time on tests (1.5x)
___distraction-reduced environment

     ___ alternative test format

___ no scantron

     ___  volunteer note taker

___  other:___________________________________________________

     Rationale for each accommodation which is supported by assessment information: ____________________

     _______________________________________________________________________________________

     _______________________________________________________________________________________

     _______________________________________________________________________________________

     Qualified Professional’s Signature:___________________________________________________________

     Printed Name & Title:_____________________________________________________________________ 

     Daytime Telephone Number:_________________________________Date:__________________________

     Address:________________________________________________________________________________

     _______________________________________________________________________________________

     ***If additional information is needed to assist with completion of this report, please refer to Educational    

     Testing Service ADHD guidelines at www.ets.org.  Please return this form to:

University of Tennessee at Chattanooga

Office for Students with Disabilities

110 Frist Hall, Dept 2953

615 McCallie Ave

Chattanooga, TN  37403

