Kentucky Wesleyan College

Office of Disability Services

Dr. Leah Hoover, Director
3000 Frederica Street

Owensboro, Kentucky 42301

Phone: 270-852-3212
    Fax: 270-852-3190
ACCOMMODATION APPLICATION FORM
To the Student:  Please complete the application form and provide complete, candid and realistic information concerning the nature of your disability and the support services needed for you to successfully begin and/or continue your studies at Kentucky Wesleyan College.  This form, along with any other documentation, will be evaluated in considering your request for disability accommodation(s).  Please return this completed form and all documentation to Dr.  Leah Hoover, 504 Coordinator in FOB #23 or fax to the number listed above.
Student _________________________     Date of Birth ___________     Age ___    Campus Address _________________
Permanent Address ___________________________________________________________________________________



Street

                      City
                          State
                     Zip
Campus Phone ____________________    Permanent Phone ____________________    Cell Phone __________________ 
Email Address ______________________________
Major(s) ___________________________________            Advisor(s) ____________________________________            
Minor(s) ___________________________________
Current Classification: _____ Incoming Freshman
_____ Transfer


         _____ Sophomore

_____ Re-Admit


         _____ Junior



         _____ Senior

Description of Disability or Medical Condition for which you are requesting accommodations:  
_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
______________________________________________________________________________________________

***Additional documentation will be requested from your physician, and/or previous school.
Date Received _______________     

