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Physician’s Statement for Requested 504 Accommodations (if applicable):

1. Describe the nature of the concern:

2. Medical Diagnosis/Disability:

3. Describe how the disability affects the student’s educational performance:

4. List/describe the educational service(s) that are being requested:

Physician's Name (Print) Physician's Signature
Physician/Clinic’s Address NYS Registration No. Date Signed
Zip Code Physician/Clinic’s Telephone No. Physician/Clinic’s Fax No.
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Student’s Name:

OSIS No:

Reviewed by:

Name (Please Print)

Request for Educational Service(s)

Approved Denied

Reason Request Approved or Denied:

Title

Referred for Further Review

Date

Referred to CSE

Date of Referral

Signature

Sent to School 504 Coordinator

Date of 504 Team Mtg.

Date

11-12
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