THE UNIVERSITY OF TENNESSEE AT MARTIN

Disabled Student Services

Introductory Questionnaire



The Americans with Disabilities Act of 1990 (ADA) defines an individual with a disability as follows:

Any person who (1) has a physical or mental impairment that substantially limits one or more major life activities (i.e., caring for one's self, performing manual tasks, walking, seeing, hearing, speaking, breathing, learning, and working); (2) has a record of such an impairment (has a history of, or has been misclassified as having, a mental or physical impairment that substantially limits one or more major life activities); or (3) is regarded as having an impairment.

If you meet any of the above qualification, please attach documentation and answer the questions below.



Name________________________________________________________________________________
Social Security Number ____________________   STUDENT ID #______________________________

Address (where you are living locally) Street ________________________________________________
City __________________________  State _________________________  Zip Code _______________

Phone Number (to where you are living locally) ____________________Cell Phone ________________ Email (that you check most often) _________________________________________________________
Permanent Address (if different from above) ________________________________________________
Permanent Phone (if different from above) ___________________  Date of Birth (optional) __________

______________________________________________________________________________
What is your disability?

When was the onset of your disability?

Briefly explain how your disability impacts your performance in the classroom.

What accommodations might you need in the classroom (if any)?

Are you receiving assistance from Vocational Rehabilitation?  Yes     No

If yes, Counselor's Name_______________________________________


 Address_______________________________________________


 Phone Number__________________________________________


If visually impaired or dyslexic, are you currently registered with the National Recordings for the Blind and Dyslexic?  Yes    No

Are you currently taking any medications related to your disability?  Yes     No

If yes, please list those medications.



I, the undersigned, have provided the information on this page and the attached documentation as the truth to the best of my knowledge. 

______________________________________________
__________________________

                                     Signature                                       

                       Date                                                       
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