The University of North Carolina at Greensboro
Office of Disability Services

DOCUMENTATION GUIDELINES

In order to establish that an individual is coveneder the Americans with Disabilities Act
(ADA) and Section 504 of the Rehabilitation Actl&f73, documentation must be provided that
indicates the disability substantially limits somajor life activity, including learning.

It is the responsibility of the student to obtdie locumentation and present a copy to the Office
of Disability Services (ODS). Any correspondencgareling the adequacy of the submitted
documentation will be sent to the student. It s dtudent's responsibility to obtain additional
information or clarification.

Qualifications of the Examiner: Documentation must be submitted by a professiwha is
licensed or certified in the area for which thegtasis is madeName, title and license or
certification credentials must be stated in theutloentation. The documentation should be on
office or practice letterhead, dated, signed amtifipally addressed to the UNCG Office of
Disability Services (ODS). The evaluating professil should not be related to the student.

GENERAL DOCUMENTATION REQUIREMENTS

In general, the following information should belimted in documentation submitted to the
Office of Disability Services. Additional requiremts specific to various disabilities are located
in the next section (“Required Documentation foe&fic Medical Conditions or Disabilities”).

History Personal, psycho-social, medical, developmemdior educational history relevant to
the cause for evaluation should be included. NOTERe Office of Disability Services (ODS)
will not interpret a diagnosis and/or functionahiiations from data included in official medical
records.

Specific Diagnosis  The documentation must contain a clear, cordiesgnostic statement
which identifies the disability. The ICD and/or MR lassification must be included.

Methodology A full description of the diagnostic methodolagsed, including all data and
measurements from appropriate evaluation instrusnemiist be included. Data based evidence
of disability and level of impairment is requireat the provision of accommodationa
discussion of the methodology used and the resbttned should draw a direct link to the



diagnosis and the functional limitations of theathidity. NOTE Screening instruments, though
often used to support a diagnosis, are not sufficredicators of impairment; they will not be
used to determine specific accommodations.

Current and Substantial Limitations Documentation should be no more than thregdajs
old and must include a clear description of curtenitations imposed by the disability as they
relate to classroom performance and the variousaddmof University life. The documentation
should discuss evidence of the impact of the dialon actual academic performance in the
past year, including any accommodations or relaggdices the student has usédy impact,
side effectsor functional limitations observed or expected from the use of medication

should also be discussed. A discussion of the expected progress and/bilgyeof the disability
should also be included.

Differential Diagnosis and Co-Morbidity Documentation should include a discussion of
assessment data that supports or refutes the disgnaluding an exploration of alternative
diagnoses as well as medical, psychiatric, educaliand cultural factors that may contribute to
symptoms. If multiple diagnoses are provided doentation should indicate primary and
secondary and should discuss the functional limiatassociated with each.

Recommendations:. Recommendations for accommodations should iectudear rationale
based on level of impairment obtained from data8daagnostic evaluations and assessments.
Suggestions for accommodations should be direictkgtl to the impact or functional limitations
associated with the disability or medication présst to control symptoms. NOTEhe
University will make final decisions concerning tygpropriateness of accommodations.

REQUIRED DOCUMENTATION FOR SPECIFIC MEDICAL CONDITIONSOR
DISABILITIES:

In addition to the information provided by the gexl@locumentation requirements listed above,
please provide the following information based lo@ $pecific nature of the medical condition or
disability.

Blind and Visually Impaired Documentation from an Ophthalmologist or Optomséeshould
include:

- specific diagnosis indicatirayirrent visual acuity

- near and distant vision (left and/or right)

- visual fields, with and without corrective ks

Chronic Medical Conditions The documentation should explain therent functional

limitations imposed by the medical condition andwdt contain:

- specific diagnosis

- whether the limitations and/or symptoms anestant or episodic and the frequency and/or
duration

- current medications and possible side effects

- any information that may assist the ODS iredatning reasonable accommodations




Coagnitive Impairments Cognitive impairments may include Learning Didiibs (LD),

Acquired Brain Injuries (ABI), Autism/Asperger’s Bgrome or Attention Deficit Hyper

Activity Disorder (AD/HD). The documentation shdwxplain thecurrent functional

limitations imposed by the condition, and shouldude the following:

- explanation of psychological and/or psychoeadiwnal tests used; indicate all tests, data
and/or scores used to support diagnosis

- current medications and possible side effects

- interviews, surveys and other data collecteslipport diagnosis

Deaf and Hard of Hearing The documentation should include a compreheraidéologist’s
report and should also include:

- a specific diagnosis

- date of onset (pre/post lingual)

- current hearing levels and whether hearing loss is stabpgogressive

- speech reception levels with and without hrepaids and/or assistive listening devices

Physical / Mobility impairments The documentation should identify functional kiations

with respect to:

- gross or fine motor functioning

- the permanent or temporary nature of the efctbndition (if temporary, expected duration of
the limitation or impairment)

Psychological/Psychiatric Conditions The documentation should explain the current fometi

limitations imposed by the condition. The followishould be addressed:

- basis upon which an Axis | and/or an Axisidghosis was made

- If psychological and/or psycho-educationatdegere used, indicate all tests, data and scores
used to support diagnosis

- current medication including dosage and péssine effects

- short/long term prognosis

- therapeutic interventions and level of comptia

- educational implications and nature and s&yefilimitations

INSUFFICIENT DOCUMENTATION

In cases where documentation is incomplete studetitse asked to provide additional or
clarifying information from the evaluator. Studgtgaving the University for any reason may,
upon readmission, be asked to submit updated dadatien prior to receiving accommodations
or services.
Generally, the following documentation isNOT sufficient for the provision of servicesand
accommodations:
- High School IEPs, 504 Plans and/or SOPs
- documentation in which screening instrumemtsating scales are used as the

sole diagnostic tool
- official medical documentation, medical chaotes or prescription pad notations
- documentation more than three (3) years old
- testing instruments normed (standardized¥fddren rather than adults



