
 
Recommended Accommodations 

 
Student Name: _________________________________________    D.O.B.__________________ 
 
Date of Return To School: ____________________ 
 
The following temporary accommodations are recommended: 
 
Attendance:             Testing: 
___Late Start/Early Release As Needed         ___Oral Testing 
___Alternate Morning/Afternoon Attendance        ___Testing Over Separate Sessions 
___Will Need Breaks (Quiet Time) During The School Day      ___Postpone Test Dates 
___Other:             ___Extended Time to Complete Tests 

              ___Other: 
Physical Limitations: 
___No PE Class 
___Other: 

 
Assignments/Homework: Please be as specific as possible (amount of time, etc.) 
___Focus on Essential Assignments 
___Extended Time To Complete Assignments 
___Access to Class Notes 
___Limit on Amount of Reading Required 
___Limit on Amount of Writing 
___Limit on Computer Time/Work 
___Other: 
 
Additional Comments:  

 
 
 
 
 
 
Provider Signature: _______________________________  Phone: ______________ 
 
Printed Name____________________________________   Date: _______________ 

 
For School Use Only: 
Signature of Parent/Guardian: ____________________________________________ 

 
Signature of Student: ___________________________________________________ 
 
Signature of School Counselor: ___________________________________________ 


