
LOS ANGELES PIERCE COLLEGE

AAC VERIFICATION 
OF DISABILITY FORM 

Student Name: _________________________ Student ID#: __________________ 

In accordance with the Federal Family Educational Rights & Privacy Act (FFERPA) of 1974, or 
other laws, regulations, or policies, I hereby request verification of my disability on this form. 

ALL INFORMATION WILL BE KEPT CONFIDENTIAL 

Date of Birth: ____________ Student Signature: ___________________________ 

THIS SECTION IS TO BE COMPLETED BY A LICENSED PROFESSIONAL 

PRINT Professional's Name: __________________________________________________ 

License #: __________________________________________________________________ 

Professional’s Address: ______________________________________________________ 

Professional’s Phone #: ______________________________________________________

DSM-5-TR Diagnosis : ________________________________________________________ 

Educational Limitations Related to Diagnosis: _________________________________ 

____________________________________________________________________________
Duration of Disability: Check One Box ONLY 

❑ PERMANENT / CHRONIC (No Scheduled Updates for Diagnosis)

❑ TEMPORARY (Lasting 45 days or longer) Indicate the time frame:________________________________

Professional’s Signature: _______________________________ 
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