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	                                                         Housing Accommodation Request Review Form

This form facilitates the individualized review of a student’s need for requested housing accommodations and assists Student Accessibility Services at The University of Southern Mississippi in developing an appropriate and reasonable accommodation plan. Note that completion of this form does not indicate request approval. Please remember that while the accommodation request may be approved, fulfillment is contingent upon housing availability. Priority waitlist placement and/or priority residence hall selection are not considered reasonable accommodations. 
Student Guidelines for Completing This Form: 
1. This form should be completed when requesting the following accommodations: 
a. Private Room
b. Private Bathroom
c. Emotional Support Animal
d. Additional Equipment (Refrigerator, etc.)
e. ADA-Compliant Larger Rooms

2. The Student Portion of this form must be completed by the student and returned to the SAS office. Your provider must complete and submit their portion to SAS by fax (601.266.6035) or email (sas@usm.edu). Incomplete applications will not be reviewed. 

STUDENT NAME: ____________________________________________________________
PREFERRED NAME: _________________________________________ 
STUDENT ID #: _____________________________
HOME ADDRESS:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
PHONE: __________________________________	
ACADEMIC YEAR REQUEST: ____________________________
DISABILITY OR QUALIFYING CONDITION:
____________________________________________________________________________
REQUESTED HOUSING ACCOMMODATION:
________________________________________________________________________________________________________________________________________________________
AUTHORIZATION TO RELEASE AND/OR RECEIVE INFORMATION
I authorize the Director of Student Accessibility Services at The University of Southern Mississippi and the Director of Housing and Residence Life at The University of Southern Mississippi, along with their respective staff members, to release and/or receive information from the provider below. I also authorize my provider to discuss my condition(s) with the Director of Student Accessibility Services at The University of Southern Mississippi and the Director of Housing and Residence Life at The University of Southern Mississippi, along with their respective staff members. My signature below indicates my consent to the above, and my consent to the electronic transmission of records (via email or fax) to The University of Southern Mississippi on my behalf. 
NAME OF PROVIDER: _________________________________________________________
ADDRESS (Street, City, State, and Zip Code):
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Student Name (Print or Typed) _________________________________________________________________________
Student Signature__________________________________________________ 
Student ID# _______________________
Date _______________________________
Medical Provider Instructions for Completing Form
1. This form should be completed by a qualified professional with an established treatment relationship with the student and must not share a familial relationship. 
2. Please ensure clarity and thoroughness on this form. Inadequate information, incomplete answers, or illegible handwriting may result in a denial of the accommodation request. If additional space is needed, please feel free to submit additional documentation. 
3. The medical provider’s portion can not be returned to our department by the applicant. Please submit this form to Student Accessibility Services by fax (601.266.6035) or email (sas@usm.edu). All information will be held with strict confidentiality and stored in a double-encrypted accommodation implementation platform.  



Medical Provider Information
By signing this form, the medical provider certifies that they are an appropriately credentialed or licensed professional trained in the assessment and treatment of the diagnosis(es) described. 

PROVIDER NAME: ____________________________________________________________     

PROVIDER SIGNATURE: _______________________________________________________

CREDENTIALS/CERTIFICATIONS________________________________________________

LICENSE #__________________________________

NAME OF PRACTICE: ___________________________________________________
ADDRESS: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PHONE_____________________________________

Student Information
STUDENT NAME: _______________________________________________________________________

DATE OF FIRST CONTACT: _________________________     
 
DATE OF LAST CONTACT: __________________________

ESTIMATED NUMBER OF SESSIONS/VISITS: ____________________

1. For what condition(s) are you treating the referenced student?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
a. How long has the student had this condition?
______________________________________________________________________________________________________________________________________
b. What is the severity of the condition? Please check one. 
______Mild		_______Moderate	________Severe
i. Please explain the severity
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
c. What is the expected duration of the condition? 
_____________________________________________________________
2. What types of services does the student engage in (therapy, medication, etc.) for management and recovery of symptoms/limitations? Describe any resulting side effects due to treatments or medications.
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
3. Describe the functional limitations and the severity of their impact on the student in the context of a residential setting. Please note that accommodations will be determined based on documented, specific functional limitations. 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


4. Describe the specific symptoms that might affect the student’s access to university housing. Include information related to triggers, severity, and frequency/duration of these symptoms. 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

5. What is the relationship between the functional limitation and the need for each requested accommodation to ensure equal access to university housing?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

6. Describe the specific university-created barrier that inhibits the student. Please note that engaging with new people/roommates is part of the overall college experience, and is not necessarily a university-created barrier. 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
7. Is the requested accommodation (Please check one; answers are not mutually exclusive): 

_____Medically Necessary	_____Medically Beneficial	______Strictly Preferential 

Please Explain:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

8. Please state specific recommendations regarding housing accommodations for this student. Be specific and include rationale as to why the suggested accommodations are warranted based upon the student’s functional limitation (e.g., if you suggest a private bathroom, state the reasons for the request related to the student’s functional limitation and disability). 
If this space is not sufficient, please indicate this below, and include the requested information typed and signed on your (or your clinic’s) letterhead. 
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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