
         
         

        
        
            
                

            

            
                ADA Request Form for Academic Accommodations


            

        


        
            
            	Please read this entire section before completing this form.

The purpose of this form is to document your request for reasonable accommodation(s). In order to evaluate your request, we will need information regarding your (dis)ability, the impact of your (dis)ability on your engagement in academic and campus life, and your requested accommodation(s) and services.

While a student may submit a request for reasonable accommodations at any point during their academic career, the accommodations are not applied retroactively. Therefore, the University advises students to begin the process as early as possible. Incoming students or transfer students are advised to start the process as soon as they have been admitted. Students should contact the Office of Educational Support Services as soon as they have established a need for accommodations. A student’s failure to give timely notice may hinder the University’s ability to adequately coordinate services with reasonable notice.

Please complete the information in its entirety. Failure to provide full name, contact information, and other requested information will prevent the University from being able to process your request. It is encouraged you upload your supporting documentation with your request for accommodations form. Documentation should contain applicable information which must include the following: diagnosis or condition; description of the limitation(s) and/or impact(s) of the condition(s); and outline of how the requested accommodations directly reduce or alleviate those condition(s), limitation(s), and/or impact(s).

All information provided as part of the ADA request for accommodations process, including discussion records during the interactive process, are educational records and are protected under the federal Family Educational Rights and Privacy Act (20 U.S.C. § 1232g; 34 CFR Part 99). These records will be maintained by the University ADA Coordinator. Under 34 CFR § 99.31, the University is permitted to share these educational records, without student consent, with the following parties:

	School officials with legitimate educational interest;
	Other schools to which a student is transferring;
	Specified officials for audit or evaluation purposes;
	Appropriate parties in connection with financial aid to a student;
	Organizations conducting certain studies for or on behalf of the school;
	Accrediting organizations;
	To comply with a judicial order or lawfully issued subpoena;
	Appropriate officials in cases of health and safety emergencies; and
	State and local authorities, within a juvenile justice system, pursuant to specific State law.


 

Requests for Reconsideration & Appeal

 

Reconsideration of Determination

Students who disagree with the determination of academic accommodations or application of accommodations, may submit a Request for Reconsideration. Students have five (5) business days from the final accommodation determination to submit a request for reconsideration of the academic accommodations determination in writing to the Office of Educational Support Services (OESS). The request should include a clear statement describing the reason(s) for seeking reconsideration.

	After the request has been submitted, the Director of OESS or designee will review the request for reconsideration and may consult with relevant parties.
	The Director of OESS or designee will notify the student in writing of the decision regarding their request for reconsideration of the academic accommodation determination within five (5) business days from receiving the request for reconsideration. This timeframe may be extended for good cause. In such an instance, OESS will provide written notice to the student of the delay or extension and the reason(s) for the action.
	The Director of OESS or designee may consider provisional accommodations while the request for reconsideration is pending.


 

Appeal

If the student does not agree with the determination regarding the request for reconsideration of the academic accommodation determination, the student may file a written Appeal with the identified OESS appellate officer within five (5) business days from written notification of the reconsideration determination. A written Appeal should include the following information:

 

·       Clear statement describing the request or concern;

·       reason(s) for the Appeal; and

·       desired remedy and resolution.

 

During the Appeal process, the student may be entitled to receive the academic accommodations/services offered, if any, by the University. The appellate officer at their sole discretion, may gather additional information necessary to the consideration of the student’s Appeal, including, but not limited to, consulting with relevant parties, and interviewing individuals, including the student, who may possess relevant information. The appellate officer will issue a written final determination within fifteen (10) business days. This timeframe may be extended for good cause. In such an instance, OESS will provide written notice to the student of the delay or extension and the reason(s) for the action.
            

        

        

        
        
            
            
            
            
            
            

            
                

            

            
                Initial Information

                
                    
                        
                    

                    
                        
                             
                        

                        
                                                            Enable additional features by logging in.
                                                        

                    

                    
                        
                            Your full name:
                        

                        
                            
                                                    

                    

                    
                        
                            Your position/title:
                        

                        
                            
                                                    

                    

                    
                        
                            Your phone number:
                        

                        
                            
                                                    

                    

                    
                        
                            Your email address:
                        

                        
                            
                            Email address must be of a valid format.
                                                    

                    

                    
                        
                            Your physical address:
                        

                        
                            
                                                    

                    

                                            
                            
                                Student Status(Required):
                            

                            
                                Please Choose...
Current Student
Returning Student
Transfer Student
New Student (admitted but not enrolled)


                                This field is required.
                                                            

                        

                                                
                            
                                Specific student status(Required):
                            

                            
                                Please Choose...
Learner (nonresident, nonpostdoc, nonvisiting student)
Intern
Resident
Postdoc
Visiting Student


                                This field is required.
                                                            

                        

                                                
                            
                                Today's Date(Required):
                            

                            
                                
                                This field is required.
                                                            

                        

                        
                    
                        
                            Time of incident:
                        

                        
                            
                                                    

                    

                                            
                            
                                Please select your school(Required):
                            

                            
                                
Long School of Medicine
School of Nursing
School of Dentistry
School of Health Professions
Graduate School of Biomedical Sciences
School of Public Health


                                This field is required.
                                                            

                        

                                            
                        
                            Department/Program:
                        

                        
                            
                                    
             Learn more
            Please complete this section

        
                                

                    

                

            

                            
                    Requestor Information

                    
                        
                            
                        


                        
                            
                                
                                    Involved party 1
                                    
                                                                                    
                                                Full Name                                                                                                
                                                
                                            

                                                                                        
                                                ID Number
                                                
                                            

                                                                                        
                                                Contact Phone Number
                                                
                                            

                                                                                        
                                                Contact Email Address
                                                
                                            

                                                                                

                                

                            

                        


                                            

                
                
                            
                    Questions

                    
                                                

                                                    
                                
                                                                            
                                            Request Type(Required)
                                            
                                                                                                    
                                                        Requesting Accommodations for the First Time                                                    
                                                                                                        
                                                        Requesting Addendum to Services/Accommodations                                                    
                                                                                                

                                            This field is required.
                                        

                                                                        

                            

                                                        
                                
                                                                            Please provide the accommodation(s) being requested(Required)
                                        
                                        This field is required.
                                                                        

                            

                                                        
                                
                                                                            Reason for Accommodation (specify the nature of your (dis)ability, including discussing your diagnosis)(Required)
                                        
                                        This field is required.
                                                                        

                            

                                                        
                                
                                                                            Functional Limitations (describe your disability and how it impacts your learning)(Required)
                                        
                                        This field is required.
                                                                        

                            

                                                        
                                
                                                                            If this request is due to a temporary injury or temporary health condition, please indicate the expected duration.
                                        
                                        This field is required.
                                                                        

                            

                                                        
                                
                                                                            Please provide any additional comments if needed.
                                        
                                        This field is required.
                                                                        

                            

                                                        
                                
                                                                            
                                            I must attach or promptly provide documentation from an appropriate healthcare provider describing my functional limitations and specifying the medical condition causing the functional limitations. I must send my documentation to adarequest@uthscsa.edu if I cannot attach them to this form.(Required)
                                            
                                                                                                    
                                                        I understand                                                    
                                                                                                

                                            This field is required.
                                        

                                                                        

                            

                                                        
                                
                                                                            Please provide your attending healthcare provider's name(Required)
                                        
                                        This field is required.
                                                                        

                            

                                                        
                                
                                                                            Please provide your attending healthcare provider's specialty (i.e., LPC, Psychiatrist, Clinical Psychologist, Primary Care, etc.)(Required)
                                        
                                        This field is required.
                                                                        

                            

                                                        
                                
                                                                            Please provide your attending healthcare provider's address (include the city, state, and zip code)(Required)
                                        
                                        This field is required.
                                                                        

                            

                                                        
                                
                                                                            Please provide your attending healthcare provider's phone number(Required)
                                        
                                        This field is required.
                                                                        

                            

                                                        
                                
                                                                            I have requested an accommodation from UT Health San Antonio under The Americans with Disabilities Act (ADA) of 1990. I hereby authorize the ADA Coordinator for UT Health San Antonio to communicate directly with the healthcare provider to obtain clarification of issues relating to the functional limitations for which I am seeking an accommodation. 

This authorization will automatically end within one year from the date I sign this form.

Please type your name below to acknowledge this authorization(Required)
                                        
                                        This field is required.
                                                                        

                            

                                                

                
                                
                    Supporting Documentation

                    
                        
                            
                                
                                    Photos, video, email, and other supporting documents may be attached below. 5GB maximum total size.
Attachments require time to upload, so please be patient after submitting this form.                                

                            

                        

                        
                            
                        

                    

                
                
            
                
                    
                        Submission

                                                
                    

                

            
            
                
                    
                        

                    

                

            


            

    














