
Student Support Services
155 Elizabeth Blackwell Street, Syracuse, NY 13210

Summary for Psychiatric Condition/Disability Documentation

Student
Name:  Last _________________________________First ___________________________ MI _____
Date of Birth __________________________ Phone ________________________________________
Address ____________________________________________________________________________
___________________________________________________________________________________

Certifying Mental Health Professional
Name ______________________________________________________________________________
Professional title _______________________________________Highest degree __________________
Phone ____________________________________Email _____________________________________
Address _____________________________________________________________________________
____________________________________________________________________________________
Licensing credential, number and state _____________________________________________________
____________________________________________________________________________________

Report Date ________   Date of first student contact  _________    Date of last student contact _________

DSM IV diagnosis (es):
Axis I ________________________________________________________________________________
_____________________________________________________________________________________
Axis II _______________________________________________________________________________
Axis V _______________________________________________________________________________

In your opinion, does any condition listed above substantially limit a major life activity and thereby rise to
the level of disability?  Yes ____  No ____  Not sure ____

If yes, indicate which one(s) with an asterisk above and indicate the major life activity(ies) here:

Brief History  (Include onset of symptoms, hospitalizations, relevant family history, and any previous
accommodations)

Please continue to other side
Symptoms that limit functioning  (indicate degree of limitation for each – mild, moderate, severe):



Recommended accommodations      Yes _____  No _____
If yes, please specify and give a rationale for each recommendation:

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Medication/treatment

Does this student take any medication(s) or require any type of treatment that may adversely affect
performance or behavior? Yes ____    No ____

If “yes,” please list and explain effect:

Current compliance with treatment plan? ___ ___ ____       _____ ____
Poor Good Excellent     Unknown N/A

Current prognosis for functioning effectively at Upstate ? ___ ___ ____     _______
                                                                                                    Poor Good Excellent    Unknown
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Additional clinical commentary

______________________________________________________________________________________
In your opinion, how often should this student re-evaluated?

3 mos ___  6 mos ___  1 year ___  Other (specify) _________________________________________

Safety
In your opinion, does this individual represent a potential danger to self or others, including patients under
his or her care in a medical setting? Yes ___  No ___  Not sure ___

If  “yes” or “not sure,” PLEASE DISCUSS above under clinical commentary or on attached letterhead.

Signature _______________________________________________________ Date __________________
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