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                           CDS/SNAP APPLICATION
Name: _____________________________________________        SID#:_________________________

(Please print)                    Last                                      First                                    MI

Charleston Mailing Address:                                             Permanent Mailing Address:

______________________________________                    _____________________________________

______________________________________                    _____________________________________

______________________________________                    _____________________________________
Mobile Phone:__________________________                   Home Phone: __________________________

CofC Email (_____@g.cofc.edu): _________________________________________________________

CLASS STATUS (Check one):   _____ Fr.      _____ So.       _____ Jr.           _____Sr.        _____REACH

Major/Intended Major: _________________________________________________________________

Have you ever served in the military?     Y / N
Are you connected with Vocational Rehabilitation or the Commission for the Blind?     Y / N

I am applying for services (check all that apply):

_____ Based on a learning disability

_____ Based on attention deficit/hyperactivity disorder

_____ Based on blind/low vision

_____ Based on chronic medical condition

_____ Based on physical disability

_____ Based on psychological disability

_____ Based on temporary disability

_____ Based on other (please describe) ____________________________________________________

What do you consider to be your academic and non-academic strengths?

_____________________________________________________________________________________

_____________________________________________________________________________________
What strategies or techniques have you used in or out of the classroom?
__________________________________________________________________________________________________________________________________________________________________________

What techniques do instructors use in the classroom that have been especially helpful to you?

__________________________________________________________________________________________________________________________________________________________________________

Have you been granted accommodations in the past?  If yes, please list them.

__________________________________________________________________________________________________________________________________________________________________________
*I am requesting the following accommodation:

  (NOTE: The accommodation(s) identified are not automatically granted, but are reviewed by an administrator first to determine appropriateness.)
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Consent and Authorization to Release Information

Check below if you consent to the following statement:

_____ The College of Charleston Academic Affairs consultant (as needed).  This consultant will assess your evaluation to ensure that it meets the College of Charleston's criteria, and that the documentation supports your request for reasonable accommodations.

The Family Education Rights and Privacy Act of 1974 (FERPA) prohibits the release of college information to family members.

You may designate those with whom a CDS/SNAP administrator may discuss your relationship with CDS/SNAP (e.g. family member, guardian or advocate) on the FERPA release form on the following page.

   (Student Signature)                                                                                          (Date)

COLLEGE OF CHARLESTON Center for Disability Services/SNAP
AUTHORIZATION AND CONSENT TO RELEASE EDUCATION RECORDS
Blue or black ink only. Complete the form in its entirety – do not leave any section blank. Marked out data will not be accepted.

Student Name (print):  


Student ID: _____________________________

Date: ______________________


	CHECK ALL APPLICABLE RECORD(S)
□
Academic Records

Student Affairs Records

(includes transcript, grade reports, advising records)
(includes housing, conduct/disciplinary, class absence records)

□
Financial Aid Records
X
Other Records (must specify)  Disability-related documentation  received     
 (includes grants, loans, scholarships)

                                                                                                                                                             by the Center for Disability Services (CDS/SNAP) and retained in the CDS/SNAP files.
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□
Student Account and Billing Records                                                                 

	The person(s) authorized to receive these records is (are) (e.g. parent):
	For the purpose of (please explain) (e.g. consultation with parent):

	Name:  

	

	Address:  

	

	Phone number/Email:  



	

	   Name:  


   Address:  __________________________________________________________

   Phone number/Email:  

	

	
	In accordance with the Family Educational Rights and Privacy Act of 1974 (FERPA), as amended, a student’s education records are maintained as confidential by the College of Charleston and, except for a limited number of special circumstances listed in that law, will not be released to a third party without the student’s prior written consent. A student may grant permission to authorized personnel of the College to release some or all of that student’s education records by completing this authorization and consent form. The student will be given a copy of the completed form. This form must be filed by the student with each office which is being requested to share information with a third party.

I, the undersigned current or former student, with my valid and true signature, hereby consent and authorize:

The Center for Disability Services/SNAP with the College of Charleston to release the above records upon the request of the person(s) identified on this document.
Student’s signature:                                                 
Date:  
                       

	
	

	Valid for:

Long-term use: This authorization shall remain in effect until written revocation from me is received by CDS/SNAP, and that such revocation shall not affect disclosures previously made prior to the receipt of my written revocation.
	

	
	

	
	


For Official Use Only


Form Received by:








____________________________________________________________________
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