CLINTON PUBLIC SCHOOLS

Department of Special Services
Student Accommodation Plan
	Name:
	     
	D.O.B.:
	     
	Grade: 
	     


	School: 
	     


	Date of Meeting:
	     


1.
Describe the nature of the concern:

	     





2.
Identify the disability (if any):

	     





3.
Describe basis for determining the disability (if any):

	     





4.
Describe how the disability affects a major life activity:

	     





5.
Was there consideration of mitigating measures, such as, but not limited to, medication, medical supplies, equipment, assistive technology, reasonable accommodations and or learned behavioral or neurological modifications?


 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

Please describe:

	     





6.
Describe any accommodations that are necessary:

	     







	Review/Reassessment Date:
	     



(must be completed)
Participants (Name and Title)

	     
	
	     

	
	
	

	     
	
	     

	
	
	

	     
	
	     

	
	
	

	     
	
	     

	
	
	

	     
	
	     

	
	
	

	     
	
	     


cc:
Student’s 504 File
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