Provider Verification Form
Housing Accommodations
Syracuse University  |  Center for Disability Resources

Student Authorization
I authorize Syracuse University's Center for Disability Resources (CDR) staff to receive information from the provider listed below. If further information or clarification is needed, I also authorize my provider to discuss the connection between my disability and the need for accommodation in on-campus residential living.

	Student Name:  Click or tap here to enter text.
	Date:  Click or tap here to enter text.

	Provider Name:  Click or tap here to enter text.
	

	Provider Contact Information:  Click or tap here to enter text.
	

	Student Signature:  Click or tap here to enter text.
	Date:  Click or tap here to enter text.


Important Information for Healthcare Providers
	How CDR determines housing accommodations
Under the Americans with Disabilities Act and Section 504 of the Rehabilitation Act, a housing accommodation is appropriate when three elements are present:
1. The student has a documented disability or condition that substantially limits a major life activity; (functional limitation)
1. The standard housing environment creates a specific barrier due to that functional limitation, and
1. A specific accommodation would remove or meaningfully reduce that barrier.
CDR — not the provider — makes the final determination about what accommodation is reasonable and appropriate. Your role is to describe the clinical picture: the diagnosis, how it manifests functionally, and which features of a standard residential environment may create barriers for this student. Recommending a specific accommodation is not required and does not obligate CDR to provide it.
The most useful documentation describes functional limitations in specific, observable terms — not a restatement of the students’ preferred accommodation.


Provider Attestation
Please sign to attest that you personally completed this form (or directly supervised its completion), that you have an established treatment relationship with this student, and that you are not a relative of the student.
	Provider Name:  
Click or tap here to enter text.
	License Type:  
Click or tap here to enter text.

	License #:  
Click or tap here to enter text.
	Contact Number:  
Click or tap here to enter text.

	Provider Signature:  
Click or tap here to enter text.
	Date: 
 Click or tap here to enter text.




SECTION 1: Clinical Information
1.  DSM-5 / Medical Diagnosis
	 



	Date of Diagnosis
 Click or tap here to enter text.
	Date of Most Recent Contact: 
 Click or tap here to enter text.

	Date of First Appointment: 
Click or tap here to enter text. 
	Total Appointments to Date:  
Click or tap here to enter text.


Frequency of ongoing treatment:
☐Weekly     ☐Bi-weekly     ☐Monthly     ☐As needed     ☐Other: Click or tap here to enter text.

2.  Describe the onset and course of the condition.
When did symptoms begin? How has the condition changed over time, if at all?
	 



3.  Describe current symptoms, level of severity, and prognosis.
Include how the condition is currently being treated and the expected trajectory.
	 



SECTION 2: Functional Limitations
	This section is the most important part of the form. Please describe how the condition functionally affects this student in specific, observable terms, not just the diagnosis. Describe what the student cannot do, or can only do with difficulty, as compared to most people in the general population. Vague or conclusory statements (e.g., "student requires a single room") cannot be used to evaluate the need for accommodation.



4.  What major life activities are substantially limited by this disability?
Examples: sleeping, walking, climbing stairs, managing personal care. For each, describe the extent and degree of limitation as compared to most people.
	 



5.  How does this condition manifest in a shared or communal living environment specifically?
Describe observable symptoms or episodes, not preferences. 
	 



6.  If applicable, what medication is the student currently taking for this condition?
Click or tap here to enter text.
  
Describe any side effects that may affect housing needs.
	 



SECTION 3: Functional Impact on Housing Access
	For each area below, describe how the functional limitations identified in Section 2 affect the student's ability to access or use that aspect of a residential living environment. Focus on what the student experiences or cannot do, not on what accommodation they need. CDR will use these descriptions to evaluate students’ access to housing.



7.  How do the functional limitations described in Section 2 affect the student's ability to:
a.  Access and navigate housing facilities?
e.g., ability to use stairs, travel distances within a building, use elevators, navigate common areas.
	 



b.  Sleep and rest adequately in the residential setting?
e.g., sensitivity to noise, light, or temperature; sleep disturbance patterns; impact of shared-room conditions on rest
	 



c.  Manage self-care, personal safety, or medical needs?
e.g., ability to bathe independently, manage medication, and access restrooms as needed
	 






SECTION 4: Clinical Assessment
	This section asks for your clinical judgment about the nature, severity, and trajectory of the student's condition as it relates to residential living. CDR will use this information together with your responses in Sections 2 and 3 to evaluate the student's request. Do not recommend specific accommodations or housing assignments; focus on the clinical picture.



8.  In your clinical judgment, how severe and consistent across similar settings are the functional limitations described in Section 2?
Are symptoms constant or episodic? Are they triggered by specific conditions? How predictable or variable is the student's functioning in a residential environment?
	 



9.  What does the student's treatment history and current status indicate about the stability of their condition?
Is the condition well-managed, actively being treated, newly diagnosed, or in a variable period? How does the current treatment plan affect the student's day-to-day functional capacity?
	 


10. How long do you anticipate the functional limitations described in this form will persist?
☐ Temporary — specify:     ☐ Ongoing throughout enrollment     ☐ Unknown at this time

	If temporary, describe the expected timeline and any factors that would affect the duration of limitations:


Additional Documentation
Please attach any additional documentation relevant to this student's housing accommodation evaluation, including:
1. Relevant clinical notes or treatment summaries
1. Documentation of previous housing accommodations and their outcomes
1. Medical equipment or treatment requirements
1. Architectural or physical accessibility assessments
Submission Instructions
Once completed, save as a PDF before submitting (File → Export → Create PDF/XPS, or Save As → PDF). Use the file name format: StudentLastName_FirstName_ProviderVerification.pdf
	Submit to:
Email: CDRspecialist@syr.edu  (subject line: Student Name / Provider Verification)
Fax: (315) 443-1312
Questions: (315) 443-4498
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