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MEDICAL CERTIFICATE – Academic Accommodations and Services
This patient is requesting accommodations while studying at the University of Toronto Mississauga. In order to consider the request the student is required to provide the University with documentation which:

 Is provided by a licensed professional, qualified in the appropriate specialty area.

 Is provided by an individual who is impartial, specifically someone not related to the student.
 Is thorough enough to support the accommodations being considered or requested 
This completed Medical Certificate may be faxed to 905-569-4366.
	Patient’s Name:  


	Patient’s Date of Birth:                                                UofT Student Number:


	TO BE COMPLETED BY A REGULATED HEALTH PRACTITIONER – PLEASE PRINT CLEARLY

	Please Indicate:

How long have you been treating this patient?____________________________________________

Nature of Disability: (if the student has not authorized you to disclose the nature of a problem of a highly personal or sensitive nature but has authorized the disclosure of all pertinent information, please respond to the subsequent questions as fully as possible to enable complete consideration to be given to the student’s accommodations).
If appropriate, note pain rating: ______/10
Date of Onset:_______________________________________________________________________

Origin of Disability:


	Is the disability:

 Permanent (expected to remain with patient for their expected natural life)

 Characterized by fluctuations in functioning
 Progressive
Temporary        Anticipated date of recovery   day ____  month _____ year _____

	Medication 

Brand or Generic name(s)


	Dosage
	Classification
	Impact on Academic Functioning

	Impact of Disability

Identify impact on the patient’s academic work

 The patient has been advised to reduce their course load

Identify impact on patient’s activities of daily living

Totally incapacitated - The patient has been/was unable to attend school until ____________  (date(s) when student was unable to attend school)
Recommended Accommodations 
(Please be specific, for example recommend any restriction on physical activity [cannot sit for more than one hour without a break; restrict fine motor activities to 20 min. at a time, etc.]; indicate how much extra time is reasonable on a test e.g., 50% time, student will require extensions on assignments, etc.):



	Assistive Devices Recommended (i.e., CCTV, FM System, Hearing Aid, Mobility Aid, Brace, etc.)



	Date of next assessment?



	Anticipated Treatment/Interventions Plan (include type of intervention, intensity, frequency, duration)  
Would you recommend that this patient:

 Seek support from other University Services

Circle those appropriate:   (Academic Advising     (Academic Skills Development    

                                              ( Counselling and Health Centre [for follow-up/treatment] 



	Is there anything you would like to add that you believe is important to ensure that this patient receives the appropriate services at the university?



	Name of Attending Physician (Office stamp NOTE: if you do not have an office stamp please sign and attach your letterhead – signatures on prescription pads will not be accepted):



	Physician’s Signature:


	License No.

	Date:


	Fax. No.



	Release of Information:

I, ______________________________________________________, hereby authorize this physician to provide the following information to the University of Toronto at Mississauga– AccessAbility Resource Centre, and, if required, to supply additional information, relating to the provision of my academic accommodations.  I also authorize the AccessAbility Resource Centre to contact the physician to discuss the provision of accommodations.

Patient’s Signature:                                                                        Date:


Last updated: May 2008
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