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Attention Disability /Autism Spectrum Disorder Verification

Section A: To be Completed by the Student

Student Information

Last Name:| | Preferred / Given Name:| ‘
Date of Birth:| | Phone Number: | |
Student Number: | | Laurier Email: | |

About this Form

Accessible Learning uses the information collected in this form to determine eligibility for academic
accommodations, bursaries, and other supports at Wilfrid Laurier University. The purpose of this form is to (a)
confirm that you are a person with a disability and (b) obtain information about the functional limitations
stemming from your disability and their impact on your access to the learning environment.

Personal information is collected under the authority of the Wilfrid Laurier University Act and privacy policies to
administer the university-student relationship. For more information about how your information is used,
collected and shared, please visit wlu.ca/privacy.

Disclosure of Diaghosis and Release of Information

You are not required to disclose your medical diagnosis to receive academic accommodations and supports.

You are required to confirm the nature of your disability and provide information about your disability-related
functional limitations.

| give my consent for my health care provider to disclose my medical diagnosis on this form. [JYes [ No

| give consent for Accessible Learning to contact my health care provider to discuss information specifically
provided in this document. JYes [ No

| authorize the health care provider completing this form to share information with Accessible Learning at
Wilfrid Laurier University about my disability and my disability-related functional limitations for the purposes of
informing academic accommodations and support planning. [1Yes [ No

Confidentiality and Student Declaration

The information collected in this form is kept strictly confidential. Accessible Learning will not share any

information collected in this form with anyone outside of Accessible Learning, including with others within the
University, without your explicit consent.

By signing this form, | certify that the information provided is true, that the health care provider signing this form
is the same person completing Section B of the form and is not a familial relative. Misrepresentation of
information provided in this form may result in the denial or removal of academic accommodations or other
supports provided by Accessible Learning.

Student Signature: | | Date:]|
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Accessible Learning
Attention/ASD Disability Verificaton Form

Section B: To be completed by Healthcare Provider

About this Form

This form should be completed by one of the following appropriately licensed and trained healthcare providers,
qualified to diagnose attention disabilities or autism spectrum disorders and provide an assessment of the
associated functional limitations: Family Physician, Nurse Practitioner, Psychiatrist or Registered
Psychologist.

Careful consideration should be given to the verification of disability and degree of functional limitation.
Please indicate what information you are basing the responses you provided on this form:

QO An assessment | completed with the student

QO A previous assessment completed by: ‘ | Date: ‘

Verification of Disability

Disability is defined as a functional limitation due to the disorder that restricts the student’s ability to
perform daily activities necessary to participate in post-secondary studies. Please verify disability status
below:

QO Permanent, continuous disability condition: Student experiences ongoing functional limitations that will
impact the student over the course of their academic career and are unlikely to change.

O Permanent, episodic disability condition: Student experiences periods of good health, interrupted by
periods of illness or disability over the course of their academic career.

QO Persistent or prolonged disability condition: These functional limitations are expected to last at least 12
months and is not a permanent disability. Student to be reassessed by: | |

O Temporary disability condition: These functional limitations are temporary, or the severity may change,
and should be reassessed in the future. Student to be reassessed by:| |

QO Provisional disability condition: | am still monitoring or assessing the student. Assessment is likely to be
completed by: | |

O No disability: The symptoms do not constitute a medical condition, or the medical condition is non-
disabling in the academic environment.

Verification of Diagnosis

Before completing this section, please confirm on Page 1 of this form that the student has consented to the
disclosure of their medical diagnosis. If the student consented, please specify their medical diagnosis using a
clear diagnostic statement and any co-existing diagnoses. Avoid phrases ‘suggests’, ‘is indicative of’, etc.

Primary Diagnosis: | | Date:| |
Please indicate level of severity: O Mild O Moderate O Severe

Secondary Diagnosis:| | Date:| |

Please indicate level of severity: (O Mild (O Moderate {J Severe
Additional Information:| |
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Accessible Learning
Attention/ASD Disability Verificaton Form
Clinical Assessment Information

Was diagnosis confirmed at age 12 or older? [JYes [1No Date ofinitial assessment: |:|

Date of most recent assessment: | | Date of next assessment: | |

Clinical Assessment Methods Used:

L1 Psycho-Diagnostic/Clinical Assessment Date:|

L1 Psychiatric Evaluation Date: |

[ Standardized/non-standardized rating scales Date:|

Please specify: |

|
|
1 Neuropsychological/Psycho-educational Assessment Date:| |
|
|
|

[ Other: | | Date:|

Current Management

1. Does the student require medication support for their condition? O Yes [ No
2. If the student is taking medication, are they currently symptom-free? Yes [ No

a. If the student is taking medication, please describe any side effects that impact the student’s functioning:

3. Does the student require therapeutic treatments? [JYes [INo

a. Ifyes, please specify types of therapeutic treatments: | |

Disability Information

1. Is the student’s functioning restricted at certain times of the day? [JYes [ No

a. Ifyes, please describe: | |

2. Is the student’s sleep impacted by their condition? O Yes [ No

a. Ifyes, please describe:| |

3. Is the student’s speech impacted by their condition? (dYes [ No

a. Ifyes, please describe: | |

Functional Limitations and Impacts

Please complete symptom check list, noting challenges the student currently exhibits (select all that apply)
Inattention Symptoms Yes No N/A
Often makes careless mistakes in schoolwork or other activities; fails to
give close attention to details o O o
Often has difficulty sustaining attention in tasks or activities Q @) Q
Often does not seem to listen when spoken to directly @] O O
Often fails to finish schoolwork or other tasks (not due to
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Accessible Learning
Attention/ASD Disability Verification

oppositional behaviour or failure to understand instructions) @] a o)
Often has difficulty organizing tasks, manage their time, meet deadlines @] @] o
Often avoids, dislikes, or is reluctant to participate in tasks that require

sustained mental effort @] @] o)
Often loses things necessary for tasks or activities O O C
Often easily distracted by extraneous stimuli including unrelated thoughts @] @] @)
Often forgetful in daily activities O @) a
Select severity of above symptoms: O No Limitation @O Mild O Moderate O Severe 3 Unknown

Hyperactivity Symptoms Yes No N/A
Often fidgets, taps hands/feet or squirms in seat @] @] @)
Often leaves (or greatly feels the need to leave) seat in situations

where remaining seated is expected Q Q Q
Often experiences subjective feelings of restlessness @] @] c
Often has difficulty engaging in leisure activities quietly @] @] @)
Often “on the go” or acts as if “driven by a motor” 0 0 Q
Often talks excessively Q Q @)
Select severity of above symptoms: O No Limitation (O Mild O Moderate O Severe 0 Unknown

Impulsivity Symptoms Yes No N/A
Often blurts out answers before questions have been fully asked @] @] Q
Often has difficulty awaiting turn @) Q a
Often interrupts or intrudes on others @] @] Q
Select severity of above symptoms: O No Limitation {0 Mild O Moderate O Severe Q Unknown

Social/Communication Symptoms Yes No N/A
Challenges with social-emotional reciprocity @] @] @)
Challenges with nonverbal communicative behaviours used

for social interaction O Q @)
Challenges with developing, maintaining and understanding relationships @] Q o
Select severity of above symptoms: O No Limitation O Mild O Moderate { Severe {0 Unknown

Restrictive/Repetitive Patterns Yes No N/A
Stereotyped or repetitive motor movements, use of objects or speech @] @] Q
Insistence on sameness, inflexible adherence to routines, or ritualized

patterns of behaviour Q Q Q
Highly restricted fixated interests that are abnormal in intensity or focus c @] a
Hyper- or hypoactivity to sensory input or unusual interest in sensory

aspects of the environment @] @] @)
Select severity of above symptoms: {0 No Limitation (O Mild (O Moderate (0 Severe {J Unknown
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Accessible Learning
Attention/ASD Disability Verification

Academic Functional Limitations

Please indicate the severity of restrictions due to the student’s disability on the following activities expected of
them in a university environment, using the following scale:

¢ No Limitation: The student does not require academic accommodation.

e Mild: The student should be able to cope with minimal support.

o Moderate: The student requires academic accommodations, as symptoms are more prominent.

e Severe: The student has a high degree of impairment and requires significant academic
accommodations, as symptoms impact and interfere with academic functioning.

e Unknown: Unknown or unable to assess.

No Limitation Mild Moderate Severe Unknown
Regular and timely attendance C c c G O
Participating in class/discussions O O @) @) @)
Participating in group projects @] @] @] @) )
Delivering presentations @) @) @) a a
Taking notes c c @) C C
Completing exams @] @] @] @) @)
Time management c c c o) o)
Organization @) @) @) @) @)
Planning @] @] @] @) O
Managing multiple academic tasks O @) @) @) C
Managing competing deadlines @] @] @] @) @)
Information processing — verbal @] Q Q O O
Information processing — reading @) @) @) @) @)
Express ideas in written form Q Q Q Q O
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Accessible Learning
Attention/ASD Disability Verification

Reduced Course Load Information

A full course load is considered 15-20 hours of class, lab, or tutorial meetings per week, plus 25-30 hours of
study time per week, depending on the program.

1. Does the nature and severity of the student’s disability require a reduced course load? [lyes [INo

a. Ifyes, please estimate the maximum amount of time, in hours per week, that the student should be able
to spend in these activities: | |

2. Will areduced course load be required for the whole duration of the academic program? [lYes [INo

a. If no, please explain:| |

Additional Information

Please provide any other information about the student’s disability or functional limitations, including
additional symptoms or academic limitations:

Healthcare Provider Information

By signing below, | certify that this form was completed by me, and that the information provided on this form is
accurate. | am providing the above information for use by the University in assessing what academic
accommodations, if any, should be offered to the student. | understand | may be contacted by the University to
verify this information but will not be requested to provide further information without the consent of the
student.

Name (please print):| | Telephone: |

Specialty: Official Stamp:

] Family Physician [ Psychiatrist

[ Nurse Practitioner [ Registered Psychologist

O Other: | |
Registration Number:| |

Signature: | | Date:| |

If you do not have an official stamp, please sign, date, and attach a page of your office letterhead.
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