OFFICE OF DISABILITY SERVICES
Student Information Form 

Date: _______________________________




Email address:
_________________________                                                         S#  ________________________
Status: X□New  □ Returning    Currently registered?  X□ Yes  □ No     Will attend: □ Fall___ X□ Spring___□Summer____

	Name:      Last,
 
First,            
Middle initial 

 Nickname


                                             
	Previous/other last name used

	Street Address



                City


                 State


   Zip



	Social Security #

	Birth Date


	Home Phone


	
	Cell Phone 


	Gender


   □ Male

   □Female


	Employed

    □ Yes


    □ No



	Disability:     (Rank)  










                                   Disability is a result of:

□  AD      ADD/ADHD                               □  LD   Specific Learning Disability                  □ Congenital Illness                                                                 

□  AS       Autism Spectrum                        □   Multiple Disabling Condition                        □  Illness

□  BL       Blind/Low Vision                       □   ND Neurological                                            □  Injury

       □  BR      Traumatic Brain Injury               □   OC  Oral Communication

□   DB      Deaf & Blind
                        □   Other Health Conditions

□  DD      Developmentally Disabled     □   OP Orthopedic Condition

      □  DF       Deaf
                      □   PS  Psychiatrically/Psychologically Disabled                                                                  

      □  HH      Hard of Hearing
                □   PD  Pending Documentation

   Onset date of initial problems: ________________________

Diagnosis: ___________________
_________________________________________________________________________________________VETERAN’S STATUS
□ Veteran                                          □ Viet Nam Era Veteran                □Operation Enduring Freedom

□Disabled Veteran                            □ Operation Desert Storm             □ Operation Iraqi Freedom

□ Operation Afghani Freedom

	Emergency Contact Person  (optional)

Name: __________________Relationship:  _________                    Phone: ____________________________


Native Language (If other than English): _______________________________

Ethnic Origin: □American Indian or Alaskan Native 
□ Asian or Pacific Islander 

□ African American



 □Hispanic or Latino


            □ White 



□ Other__________

Financial Aid:   □ Applied for
 □Receiving/will receive     □Qualified for, but not receiving     □N/A

What is the highest level of education achieved by your mother: □ HS diploma/GED □AA □ BA □ MA □ PH.D 

What is the highest level of education achieved by your father:   □ HS diploma/GED □ AA □BA □MA  □ PH.D
Are your receiving services from any of these agencies?

□ Social Services _______________________□  JTPA_______□ Colorado Rehabilitation Services (Voc. Rehab.)
JTPA or Rehab Counselor’s name ______________________________   Phone number __________________

Who referred you to the Office of Special Services?


□  RRCC Resource Center 

□  High School

□  Colo. Rehabilitation Services

□  RRCC Instructor 


□ Self

 
□  Community Organization

□  RRCC Counselor 


□ JTPA

□  Other _________________

□ RRCC Learning Development Center

Have you talked to an RRCC Academic/Vocational Advisor?
X□ Yes 

□  No

Advisor’s Name:   ______________________________________________________________

Describe any difficulties you are having or anticipate having with current classes. _________________________________________________________________________________

Special programs attended while in school:  □ Special Ed. □ Special Classes □ Special Tutoring □ Special Lab
Check highest educational level attained:

□ High School DiplomaYear Received  __________________________□ High School Non-Graduate

□  GED
Year Received  ________________________
□ Attended Some College

□ Currently Enrolled In High School
□ College Graduate

Educational Goal: (see RRCC catalog to help determine your educational goal)

     □   Associate of Arts (AA)
□  Associate of Applied Science Degree (AAS)

       □   Associate of Science (AS) 


□  Associate of Applied Science Certificate (AAS)

□   Associate of General Studies (AGS) 

□  Certificate

□   Job related skill upgrade





□   Transfer

What is your major?  ________________________________________
Have you taken the Assessment Test(ACCUPLACER, SAT or ACT) to assess your academic skills for college?  □ Yes   □  No If no, explain why not: __________________________________________________

List any medication you are on that might affect memory, learning or academic performance: ____________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

What is your disability?  _________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

When were you assessed? _________________________________________________________

Who did the assessment? ​​​​​​​​​​​​​​​_________________________________________________________

How does it impact your learning process?  ______________________________________________________________________________

______________________________________________________________________________

Do you know your learning style? __________________________________________________

______________________________________________________________________________

______________________________________________________________________________

What has helped you in the past?___________________________________________________

______________________________________________________________________________

______________________________________________________________________________

________________________________________                                     ___________________

Signature






                     Date

________________________________________                                     ____________________

Witness







         Date
I hereby request the Office of Special Services (OSS) to hold the confidential information on this form, any records I have provided and other information I may share with any OSS staff member. Any information I provide to OSS will not become a part of my academic record. I also authorize OSS staff members to share information from these records with other Red Rocks Community College staff members or volunteers on a need to know basis to assist in the provision of appropriate services. I understand that these records are necessary for determination of special services and for statistical reporting and funding purposes.
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