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Documentation of Disability-Related Needs Form 

 
If you have a disability covered by the Americans with Disabilities Act (ADA), please complete the Special 
Accommodations Request Form and Documentation of Disability-Related Needs Form. The information 
you provide, and any documentation regarding your disability and special accommodations request, will be 
treated with strict confidentiality. Please have this section completed by a licensed healthcare provider to 
ensure the BCNS is able to provide the required testing accommodations. 
 
Licensed Healthcare Provider Documentation: 
 
I have known _____________________________________________ since _______/________/________ 
          (Test Applicant Name) 
 
in my capacity as a ______________________________________________________________________ 
    (Professional Title) 
 
 
Special Accommodations: 
 
The applicant has discussed with me the nature of the test administered. It is my professional opinion, that  

because of the applicant’s disability, ____________________________________ should be accommodated 

by providing the  following (check all that apply): 

 
 Accessible testing site    Separate testing room 

 
 Extended testing time    Screen magnifier (large font) 

 
 Reader required for learning    Reader required for visual 

 
Other: ________________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
Comments: ____________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
 
 
Signature: ____________________________________________ Date: ___________________________ 
 
Title: __________________________________________ License #: _____________________________ 
                   (if applicable) 
 
Form submission: Please email to Applications@NutritionSpecialists.org 
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