Disability Verification Form

Todetermine appropriate accommodations, tlniversity of Colorado Bouldenust have verification
of a disability and of the resulting functional limitatiomsformation on this form will be used in
confidence for theacademicand/or residential benefitof the student.lnadequate infomation,
incomplete answergyr illegible handwriting may delay the proceBdease attach additional
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Describe medicationgrescribedto the studentand any side effects/functional limitations resulting
from treatments or medications.

If the student experiences episodic flanps due to the condition, please describe any teigg the

frequency and duration, and the types of services (e.g., individual therapy, medication, etc.) for
management and recovery of a flaup episode.

Describe the functional limitations arsverity of impact on the student in aatademicsetting.Please
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