Western Nevada College Counseling Services

Disability Support Services (DSS) Program

Name:

CONFIDENTIAL

DATA SHEET
AND
ELIGIBILITY RECORD

Social Security Number:

Address:

Street City State Zip Code
Home Telephone: Work Telephone:
Date of Birth: Place of Birth:
Age:_ Male: Female:
Emergency Contact:
Name: Relationship:
Address:
Street City State Zip Code
Telephone:
Term:
CERTIFICATION SUMMARY
Component Date Completed Criterion Met

Intake Screening ~_Yes __No

Disability Documentation __Yes __No

Category

Consent Form __Yes ___No
Completed by: Date:

Disability Support Services Coordinator

6/20/2011 Ref INTAKE



How did you find out about our services:

What is your disability:

How does your disability limit you:

What are your strengths?

List
Medications:

Have you had any problems with Concentration, Attention, and Hyperactivity?

Describe:

Have you received disability support services from any other College or University: Yes No
If yes, explain:

Family issues related to school participation:

Employment issues related to school participation:

Date Graduated From High School: Type of Diploma:

Proficiency Tests Taken/Outcome:

Accommaodations received in high school:

Planned course of study at WNC:

Goals for attending college:




Health Information:

Do you have a vision problem: Yes No

Glasses: __Yes _ No Contacts: _ _Yes _ No
Have you had a visual exam in the lasttwo years: __ Yes _ No
Results:

Do you have hearing problems: _ Yes _ No

Hearingaids: _ Yes _ No

Have you had a hearingexam inthe last5years: _ _Yes _ No
Results:

Are you on any medication at the current time: Yes No
Describe:

Have you ever been on a long-term program of medication: __Yes _ No
Explain:

Have you had: Yes No

Head injuries
Seizures

Serious illness/injuries
Emotional problems
Learning disabilities
ADD

ADHD

Substance Abuse
Hospitalization
Counseling

Comments:
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