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Country 

Medical Conditions Verification Form 

Provider Address *

Address Street Name, Building, Zone



Phone Number 

Date of Initial Contact with Student 

Date of Most Recent Formal Contact/Appointment with Student 
  

Date of Completion of this Form 



List current medication(s), impact, and any adverse side effects. Is the student still adjusting to or stabilized on 
the medication(s)? 

Provide specific recommendations (based upon your assessment, the student's clinical and academic history, and 
diagnosis) for accommodations that you believe will help equalize the student's ability to access Northwestern 
University's educational program.  

What is the expected duration of the condition?  

If the student is currently undergoing medical treatment, please describe and indicate how the treatment might 
affect the student academically. 

Describe how this medical condition may result in specific functional limitations in an academic setting (i.e., problems 
sitting for more than 1 hour, difficulty typing for more than 10 minutes, or inability to walk more than 50 feet 
without fatigue).
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Date 
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