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Accessibility Services 
Verification of Autism Spectrum Disorder 

The student named below is seeking academic accommodations through Accessibility Services at Cecil 
College. It is the policy of Cecil College to provide accessible programs, services, activities, and reasonable 
accommodations for any student with a documented disability as defined by the Americans with Disabilities Act 
as amended (ADAAA) and Section 504 of the Rehabilitation Act of 1973. The ADA defines disability as any 
medical, physical, learning, or psychological condition that substantially limits someone from a major life 
activity such as seeing, hearing, learning and self-care. An interactive process is used to determine what, if 
any, reasonable accommodations may be provided, and as part of that process, Accessibility Services requires 
current and comprehensive documentation of the student’s diagnosis/es and the functional limitations it 
imposes in the college setting. A diagnosis alone does not automatically qualify a student for accommodations. 

A comprehensive evaluation must be included in the documentation for Autism Spectrum Disorder. 
Requirements for the comprehensive evaluation can be found at the end of this form.   
If you are a provider who can only fill out the verification form, please do so. The student will then need to 
provide additional documentation from another provider. 

Please complete the form fully and return via one of the following:   

• Email to accessibilityservices@cecil.edu 

• Fax to 410.287.1039 

• Mail to:   Cecil College 
   Accessibility Services 
   1 Seahawk Drive, TC 103A 
   North East, MD 21901   

Student’s Full Name: __________________________________ Date: ____________________________ 

Clinician’s Full Name: __________________________________ Credentials: ______________________ 

Address: _____________________________________________________________________________ 

City: ______________________ State: ___________ Zip: ________________ Phone: _______________ 

Clinician’s Signature: ___________________________________________________________________ 

RELEASE OF INFORMATION 

Name of Student: _______________________________________ Date of Birth: ________________ 

I, ___________________________, authorize my provider above to release to Accessibility Services 
the information requested on this form for the purpose of determining appropriate accommodation for my 
disability while a student at Cecil College.   

Signature __________________________________ Date: _________________________________ 
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Please note: it is NOT appropriate for professionals to evaluate members of their family or others with 
whom they have personal or business relationships. 

DIAGNOSIS:   

Date of Diagnosis: _____________ Date First Seen: _______________ Date Last Seen: _______________ 

Frequency of Contact: ______________ 

DSM-V Diagnosis(es) and Diagnostic code(s):   
_______________________________________________________________________________________ 

Please list DSM-V Criteria that the student meets:   
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 

In addition to DSM-V criteria, how did you arrive at your diagnosis? 

☐ Behavioral observations 
☐ Developmental history 
☐ Medical history 
☐ Structured or unstructured interview with the student 
☐ Interviews with others (Relation to Student: ___________________) 
☐ Psychological Testing (Dates of testing _____________________________________________________) 
☐ Rating scales (Name of instruments: ________________________________________________________) 

Please provide a clinical narrative describing observations, specific test results, and any other 
information related to the disability. Please attach test reports to this form (psychological, educational, 
or neuropsychological testing). 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
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Severity (mild/moderate/severe): _____________________________________________________________ 

Functional Limitations: – List all major life activities that are limited by this condition, including the specific 
academic functions affected by the condition, such as learning or taking exams.   
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 

Please provide additional detail for functional limitations above that are a substantial issue for the 
student: 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 

Please explain the current treatment plan, including medications, dosage and frequency, and any side 
effects expected to affect the student in an educational setting:   

________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 

Comprehensive Evaluation Requirements 

The evaluation must include: 
1. The test scores from at least one instrument in each of these 4 categories – Aptitude, Information 

Processing, Achievement, Adaptive Behavior.   
2. A written narrative of test results 
3. Social-emotional assessment 
4. A summary of test results, background history and test observations, with an explanation of how the 

condition causes significant impairment in one or more major life activity, including in the educational 
setting (learning or taking exams).   

5. Recommendations for accommodations in an educational setting and justification for each.   

(Towson University Accessibility & Disability Services, Disability Verification for Students with Mental Health Disabilities Including ADHD, December 
2019); (Harford Community College Disability and Student Intervention Services, Certification of Attention Deficit Hyperactivity Disorder, June 2021).   
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