FACULTY REFERRAL

TO

DISABILITY SUPPORT SERVICES

Southern Adventist University

Student: ________________________________________________  Date: ________________________

Referring faculty member (please print): _____________________________________________________

Class(es): ____________________________________________________________________________

PRESENTING SITUATION:

I have read and understand the above referral, and I authorize the faculty member named above to share and discuss the appropriate information pertinent to this referral with Disability Support Services personnel.  I also authorize DSS personnel to share and discuss information about my progress through their services to the faculty member.

Signature of Student







Date

Signature of Referring Faculty Member





Date

I have seen the student named above, copied this signed form, and returned it to the referring faculty member.  

Signature, DSS personnel







Date

Revised 8/9/07

