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LAKELAND EEREEAE
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JAPAN For the Medical Doctor / Clinical or Counseling Psychologist
BLFRER
This application form should be completed by your doctor. It should be accompanied by a document, titled,
Application For Disability Services.
Date: __ /__ /____
Month Day Year
(Student’s Name) (Student Number)

is a patient of yours who attends or plans to attend Lakeland University. This student has indicated to the
University that he or she has been diagnosed with a disability that substantially interferes with a major life
function and plans to request accommodations to equalize his or her educational abilities at the post-secondary
level.

The Lakeland University Accommodations Review Committee will use the information you provide, along with
other relevant information, to consider this student’s request for educational accommodations. The information
you provide is critical to processing your patient’s request for educational accommodations. If you have any
questions about the information requested or how the information will be used, please contact the Dean,
Charles Laurier at Lakeland University Japan.

PEEIASCEADEREL

RETHPENKREEFEED L TRELGXEZES-ITEEEZH ODESHSNFEERAICKE LTVWET,
CORHZBEERZITHHICIE ARFPENETDEERFICHREL. KELE B LTRE BRAZHIET H=HD
BEETKRZICRBLET RAFICEED AEFEEBEITHEESNE RODEAY 25— M oEFIHA
ERLUBEEEHELAIIVRKREESE i?ﬁ%ﬁ%‘%é (The Lakeland University Accommodations Review
Committee )[ZIRHLV=12E ZDOREMAEHONT=E SIFRRISHLEXIEEZITIENIBDTY,
DEFELTCE. COMBAEICTRANEEZ REASNITEEEH ELDITTRHELLZEN, F HRFADOEEFL
BELNDEDEZFRAINDIGEEX. COBBBRRICHA>TIRBLLEZEN, 20 FRITLFEDOIIEREIC
W&')’CEE&%OD’CLF)U HANF+AEBEEBEEZERTRY LTS ZEATELHVAIEEEEHYET DT,
+RICTEERENEY,

CIREVEECEREMOEEEHLEDOLA ISV RZEEXREEEZASNAFEDOHF L XEETOE
MICOAERSN EZTICHEDEDODHDHGEERE . KADEE f&(%_%l MR- REEWLEER A

Thank you.

1. Diagnostic Information



1. Diagnosis: FZBr(FEM)NE
(If the diagnosis includes a learning disability or ADD/ADHD, provide relevant DSM-1V information.)

W (1) 4&:
(FEEEFFTIZADD/ADHD ANEFENSZEIL DSM-IVIZZ->TEEALTLZELY,)

2. Level of severity:  (CheckOne)y < Mild W Moderate d Severe
FEE D EAEE: (Check One) Q&E JddgE a=E

3. Date of diagnosis:ZZ#¥r(FE)L71-B

4. What procedures were used to assess/diagnose? (If the diagnosis is based upon test or assessment scores,
provide them here. If the diagnosis is ADD/ADHD, please attach the physician’s diagnostic report and
any concurring psychiatric and psychological evaluations.)ZZ B (i) IZIEE D KL A EMFEHNFELL -
M?(HLBREBELTERAAV D R BITED WTLERELIEZED mEZEERAL TS, ADD/ADHD D15
BIIEMOZHELLVZD ftiFamil, DEFEOREZLRMAL TS,

5. Describe the symptoms that meet the criteria for this diagnosis, along with the approximate date of

onset: BH KT DRIERFEAL DM (ERM) B LEIZH TITFEHEKRIC DV TIERALIZELY,

6. Does this student have other accompanying disabilities, such as depression, learning disabilities,
obsessive-compulsive disorder, or other chronic medical condition that may affect this condition? (If yes,
please attach relevant documentation of accompanying disabilities.) CODZEXE(ZIES DR, FEES. &
BEEEE ., TEANOKRBICSHEE I IEEORTEFL ODMDEZELHYFIMLLHHEEEEN
bZEHATHIER/ERMTL TS,

2. Educational Information FEEREHIZDU\T




1. Describe the student’s functional limitations in an educational setting: CDFEDKFRETHDFEEIZ
AL T DHEEBERIRR R ICDULNTIERBACTZSLY

2. What measures were used to assess current educational functioning? IRBF S TOHFEEHEEEIZDULNVT, 5T

& ZERBACTZELY,

3. Have you any recommendations to make regarding effective academic accommodations to equalize this
student’s educational opportunities at the post-secondary level? (Please describe your recommendations
for services/accommodations in exam administration, or in-class accommodations.) CDFEEDKFEL AN
ILTHOHBHRIEREIET BICHI-UIAINTIRELTENARGENHY FLOEMMOELZEY, (FHER
FEDER. HENTOEERE)

3. Other Information Z N1t

In addition to the diagnostic report, please attach other information relevant to this student’s academic

adjustment. ¥ (GHE) E D ENCDFEDFEEBEIGIZ OV TEDMFEHRMN HNILFMAL TN,

4. Certifying Authority s A&

Date:

Signature: Address:A¥
Print name and title: K4 (Eff-ho2t5—) B4

Phone: EEE:
Fax:

License:



