


 
 

Treatment/Assessment Professional Information 
 

Printed Name and Title: ______________________________________________________________________________ 
 
Licensing credential, number, and state: _________________________________________________________________ 
 
Provider Signature: ________________________________________________________ Date: ______________ 
 
Agency/Practice: ___________________________________________________________________________________ 
 
Street Address: ______________________________________________  City: ____________________________ 
 
State: _______________ Zip: ________________  Phone:  (             )  ______________________________ 
 

My signature verifies that I am the treatment/assessment professional and that the contents are accurate. 
 
Please note: The Office of Accessibility will not accept disability-related documentation from treatment professionals who are related, in any way, to 
the student requesting services. In order to provide the appropriate analysis to documentation received, the Office of Accessibility must be able to 
rely on treatment professionals with the highest capacity for objectivity.  
 

The information provided is maintained in the Office of Accessibility according to the guidelines of the Family 
Educational Rights and Privacy Act (FERPA). 

 
 

Please return the completed form to the student. 
 

Office of Accessibility  •  The University of Akron   
Voice: (330) 972-7928  •  TDD: (330) 972-5764   

Email: access@uakron.edu  •  Website: www.uakron.edu/access 


