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STUDENT SIGNED CONSENT FOR RELEASE OF INFORMATION
(Print or Type)

Name (Last, First, Middle):

Date of Birth: NSHE:

Status (check one): Current UNLV student
Transfer student
Prospective student

Local phone: ( )- -

Cell phone: ( )- -

UNLYV E-Mail address:

Personal E-mail address: (for non-admitted students)

| hereby authorize my Healthcare Provider to release information requested in this document and
further authorize DRC to communicate with the named individual or agency identified below to
obtain clarification as needed to determine my eligibility for disability services at UNLV. This
authorization is valid for 6 months.

Student
Signature Date:

Parent Signature
(If student is under 18): Date:

DIAGNOSTIC INFORMATION
(Please Print Legibly or Type)

Please provide responses to the following items by typing or writing in a legible fashion.
lllegible forms will delay the documentation review process for the student.

1. What is the degree of the hearing loss (mild, moderate, severe, profound)? Please include a copy
of the most recent audiogram. Please include the date of the assessment.

2. Atwhat age was the diagnosis first made?




3. When was your last contact with the student?

4. s the hearing loss expected to remain stable or is it expected to decline? If it is expected to
decline/improve? Describe the expected progression.

5. Describe how this hearing disability may affect this student both academically and/or physically
(functional limitations).

6. What means of communication has this student used in the past? Also, describe the student’s
current skill in the use of his’Ther communication skills.

7. What suggestions do you have regarding accommodations and/or auxiliary aids, i.e Assistive
Listening Devices (ALDs), notetakers, real time captioning, sign language interpreting, etc. for an

academic setting? Also, state your rationale for the accommodations and/or auxiliary aids you
have recommended.




HEALTHCARE PROVIDER INFORMATION

Provider Signature: Date:

Provider Name (Print):

Title: License or Certification #:
Address:

Phone Number: ( )- -

FAX Number: ( )- -

The information you provide will not become part of the student’'s academic records, but it will be kept in
the student’s file at DRC, where it will be held strictly confidential. Files are purged after 7 years in
compliance with state requirements. This form may be released to the student at his/her request.
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