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Medical Documentation Form
To be filled out by health care provider

Student’s Name: _____________________________________________________
			First			MI		Last

Provider: __________________________________ Credentials ________________
	     Please print

1) How long have you treated this patient? ________________________________

2) Date of last visit _________________	Frequency of visits: ________________

3) Specific medical diagnosis: ______________________________________________
	Date of onset:		 _______________________________________________
	Expected duration:	 _______________________________________________
	Prognosis:		 _______________________________________________
Please provide any evaluations or reports contributing to diagnosis.
4) Medications:
Prescribed:	_____________________________________________________
		Side effects experienced, if applicable: ____________________________
		____________________________________________________________

Prescribed:	_____________________________________________________
		Side effects experienced, if applicable: ____________________________
		____________________________________________________________

Prescribed:	_____________________________________________________
		Side effects experienced, if applicable: ____________________________
		____________________________________________________________

Prescribed:	_____________________________________________________
		Side effects experienced, if applicable: ____________________________
		____________________________________________________________
5) Other treatment prescribed for this patient? _________________________________
________________________________________________________________________
Current Functional Limitations (Please check all that apply)

Functional Limitation		    Description			  Degree of Limitation
	· Mobility

	
	· Mild
· Moderate
· Severe

	· Motor Coordination

	
	· Mild
· Moderate
· Severe

	· Physical Restrictions

	
	· Mild
· Moderate
· Severe

	· Memory

	
	· Mild
· Moderate
· Severe

	· Concentration

	
	· Mild
· Moderate
· Severe

	· Vision

	
	· Mild
· Moderate
· Severe

	· Hearing

	
	· Mild
· Moderate
· Severe

	· Speech

	
	· Mild
· Moderate
· Severe

	· Endurance

	
	· Mild
· Moderate
· Severe

	· Respiratory

	
	· Mild
· Moderate
· Severe

	· Information Processing

	
	· Mild
· Moderate
· Severe

	· Social Interaction

	
	· Mild
· Moderate
· Severe

	· Daily Living Activities

	
	· Mild
· Moderate
· Severe

	· Other
	
	· Mild
· Moderate
· Severe



6) Recommended accommodations you believe will assist this student with their disabling condition(s) in college:
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________

7) Additional information you believe would be helpful to us in assisting your patient toward success at Jackson State Community College:
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________




__________________________________________	_______________________
Signature							Date

__________________________________________
Phone
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