


Section 3: Nature of. Disability (check and complete all that apply) 
(to be completed by the Medical Assessor) 

D Mobility/Agility Impairment: To be completed by physician or medical specialist. 

I 
Diagnosis: 

D Hearing Impairment: To be completed by Audiologist or physician and include the degree of hearing loss. 

QMild 

QModerate 

QSevere 

QProfound 

D Uses aided hearing 

D Would benefit from amplification devices in an educational setting 

0Visual Impairment: To be completed by Optometrist or Ophthalmologist and include the degree of vision loss. 

!

Degree of visual loss: 

D 
Brain Injury/Cognitive Impairment: Include details about the diagnosis with supporting reports - Neuro-psychological 
Assessment and/or Brain Injury/Cognitive Impairment Report/Assessment. 

D ADD/ADHD: To be completed by physician, psychologist, or psychiatrist. 

D Psychiatric/Psychological (include the DSM): To be completed by physician, psychologist or psychiatrist. 

I

DSM Diagnosis 

D Pervasive Development Disorder (ex. Autism, Asperger's): To be completed by physician, psychologist or psychiatrist. 

I 

Diagnosis 

D Other/Chronic Illness: Specify. To be completed by the appropriate medical professional. 

I 
Diagnosis 

Section 4: Functional lb.imitations (to be completed by the Medical Assessor) 

Mobility and Movement Impacts: As it relates to an educational setting. 

Check all that apply. 

□ standing 

□ Fatigue 

D Keyboarding 

□Sitting 

D Handwriting 

D Other - specify: 

D Stair Climbing D Ambulation (cane, wheelchair, walker, etc.) 

D Lifting/Carrying/Reaching D Grasping/Gripping/Dexterity 

Describe impact(s): Indicate limitations, freQuencv, and level of severity. 
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