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Registration Form

Office of Disability Services

Tennessee State University

STUDENT DATA SHEET

The following is considered confidential and will not be discussed outside of the Office of Disability Services without your permission.  

DATE__________________________________

NAME_______________________________________________________________________________________

SOCIAL SECURITY OR T NUMBER___________________________________________________________

DATE OF BIRTH_____________________________________________________________________________

HOME PHONE_______________________________CELL PHONE___________________________________
P.O. BOX OR LOCAL ADDRESS________________________________________________________________

______________________________________________________________

PERMANENT ADDRESS (if different from above) __________________________________________________

___________________________________________________

CLASSIFICATION:
FRESHMAN_____
SOPHOMORE_____
                               JUNIOR_____




       SENIOR_____
  GRADUATE_____
  NON-DEGREE SEEKING____
MAJOR______________________________________________________________________________________

IMPAIRMENT________________________________________________________________________________

MEDICATIONS_______________________________________________________________________________

PHYSICIAN and PHONE NUMBER_____________________________________________________________

IN CASE OF EMERGENCY PLEASE CONTACT_________________________________________________

PHONE NUMBER_____________________________________________________________________________

ARE YOU RECEIVING VOCATIONAL REHABILITATION SERVICES:   YES_____
NO_____

IF YES, WHAT IS YOUR COUNSELORS NAME AND PHONE NUMBER __________________________________________________________________________________________________________________________________________________________________________________________

In the event that my needs change during the semester, I understand it is my responsibility to notify the Office of Disability Services.  I give my consent for DS to discuss my needs related to my impairment with my parent, faculty/staff or administrators as they deem necessary in their efforts to arrange appropriate academic accommodations for me to ensure my equal opportunity at the university.

SIGNITURE__________________________________________________DATE___________________________
