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Office of Disability Services:  Student Information
Please Complete Section 1:

Date of Application: ___/___/___ Semester/Year You Will Begin Classes: ___________

Name: ____________________________Colleague ID # _____________________
Current Local Address:  ____________________________________________________

Current Local Phone Number:  _____________________________
Email Address (if other than Jacks): __________________________
Appropriate Documentation Of Your Disability Must Be Received by ODS To Qualify For Services.  Date of Documentation: __________________

Documentation guidelines can be found at: http://www.sdstate.edu/campus/disability/index.cfm
Disability:

____Cognitive (L.D., TBI, etc.)
____ ADHD

____Vision
____ Hard of Hearing/Deaf (Specify Language Preference) ___________________

____ Physical/Mobility

____ Mental Health
____ Medical
____ Other

Upon completion of this application and appropriate documentation submitted to the Office of Disability Services

RETURN TO:  Office of Disability Services, Box 2815, Student Union 065, SDSU, Brookings, SD 57007.

Optional Information:
What is you major? _______________________________________________________

How many classes/credits are you going to start with? ____________________________
Are you currently employed?  Yes - No
F/T - P/T   Hrs. per week____________

Employer name___________________________________   

SPONSORSHIP

College attendance in part or whole will be under the auspices of:


Veteran’s Administration


Yes
No


Division of Rehabilitation Services    
Yes 
No


State Services for the Blind


Yes
No

Name of sponsoring counselor: ______________________________________

Street/PO: _______________________________________________________

City: _________________ State: ____________ Zip: _________________

Phone: ________________________
E-mail: ________________________

May we contact this person to discuss your progress, or to get additional information about your disability?  Yes - No (If yes, please sign below)

Please sign here: ______________________________________Date____________

SOUTH DAKOTA STATE UNIVERSITY

OFFICE OF DISABILITY SERVICES

AUTHORIZATION FOR RELEASE OF INFORMATION

I, ____________________________, _____________________________________ 


       (Name)                                                             (Address)

herby authorize the Coordinator of Disability Services to release information concerning my disability to any individual directly related to my academic life during my enrollment at South Dakota State University.

_________________________________

(Signature)

_________________________________

(Date)
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