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Gwynedd-Mercy College







HOUSING ACCOMMODATION REQUEST FORM

Student’s Name:











Address:













Phone (home):





Phone (cell):





INSTRUCTIONS – This form must be completed by a HEALTH CARE PROFESSIONAL
The above-named student is requesting housing accommodations at Gwynedd-Mercy College.  In order to respond to the student’s request, we require that you complete the information below.  Please complete this information, attaching additional pages if necessary.

Please note that Request Form must be completed prior to receipt of accommodations

Professional’s Contact Information:





Physician’s Stamp:
Name:




Address:



Telephone #: (      ) 







License #:  








PLEASE PRINT CLEARLY

1.  What is the student’s relevant diagnosis?

2.  How long has this student had this diagnosis?

3. What specific symptoms does the student have that, in your judgment, prohibit the student 
from being able to live safely in a standard on-campus residence hall.

4.  How often does the student experience these symptoms?

5. Describe the present severity of the symptoms and condition.

6. What treatment and/or medication is the student undergoing?
7. Do you expect these symptoms to continue for the foreseeable future?  ____yes  ____no

If no, when do you expect the symptoms to abate?

8. How will the student be able to manage these symptoms in other campus environments 
(e.g. classrooms, dining hall, library)?

9. For episodic conditions, how frequent are the episodes, and what is their duration?

10. What accommodations do you believe are absolutely necessary (i.e. to maintain 
general wellness) to accommodate the student’s disability?

Professional’s Signature:
____________________________   Date: ______________


         Print name:
____________________________
Please return the completed form to: 
Daniel Jordan, MC LPC NCC CCDPD 
Coordinator of Disability Support Services (2nd floor, The Griffin Complex), 
Gwynedd-Mercy College, 1325 Sumneytown Pike, P.O. Box 901, 
Gwynedd Valley, PA 19437-0901.  
Thank You. 

For  Admin. Only

Health Ctr. Director          _____approved
_____not approved
Reason:
______________










______________

Residence Life Director   _____ approved
_____not approved
Reason:
______________










_____________

Disabilities Coordinator   _____ approved
_____not approved
Reason: 
______________










______________

