
Services for Students with Disabilities

25

Returning Student
Request for Academic Accommodation

Today’s Date: _________________

Student: ______________________________________________________________
            First      Middle Last

Services requested for: ____________ Semester _____ Year

Original Admission date: ____________ Semester _____ Year

Program/Degree: __________________________________________________

Please note any updates/changes to contact information:

______________________________________________________________________
Address:     Street Apt. #

______________________________________________________________________
City State Zip

(_____)______________________ (_____)______________________
Phone Alternate Phone

Email: ___________________________________________________

DISABILITY INFORMATION

Are there any changes in student’s disability or level of functioning?   YES      NO
   (circle one)

If Yes, please explain:

______________________________________________________________________

______________________________________________________________________
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You must provide professional documentation of any changes in order to qualify for
academic accommodations.  Accommodations can only be provided after these
conditions are met.

ACCOMMODATIONS

1. Please list accommodations you are requesting for this semester.  Check if this is a
new or existing accommodation.

New    Exist

(     )    (     ) ____________________________________________________________

(     )    (     ) ____________________________________________________________

(     )    (     ) ____________________________________________________________

(     )    (     ) ____________________________________________________________

2. Please note any additional information that may assist the Student Services with
providing you with reasonable accommodations.

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

3.  Please update any changes regarding outside agencies from which you are
receiving assistance:

New Agency ___________________________________________________________

Name of Counselor______________________________________________________

Phone (_____)______________________________

__________________________________________________________
Signature of Student or Designated Representative

Please return this form to: AGTS, Office of Student Services, 1435 N. Glenstone Ave
Springfield, MO, 65802, Fax: 417-268-1001




