BINGHAMTON szarﬂges for Students with Disabilities

UNIVERSILITY PO Box 6000

STATE UNIVERSITY OF NEW YORK Binghamton, New York 13902-6000
607-777-2686 Voice, Fax: 607-777-6893
Email: ssd@binghamton.edu

Autism Provider Form
Students with documented long-term or permanent disabilities or serious medical conditions may qualify for
equal access accommodations. In lieu of documentation of diagnostic testing, students may submit this form
in order to establish eligibility with an Autism diagnosis.
This form must be submitted by a professional who is licensed or certified in the area for which the diagnosis
is made. Name, title, and license or certification credentials must be stated in the documentation, dated,
signed and specifically addressed to SSD. Forms completed by relatives will not be accepted.

Forms may be completed electronically, but must include either an original signature or office stamp to be
authenticated. FORMS WITHOUT THESE WILL NOT BE REVIEWED.

Student Information

Student’s Legal Name:

Student’s Preferred Name and Pronouns:

Student’s Date of Birth:

Provider/Student Relationship

1. How long have you been working with the student?

2. When did you last see the student?

Diagnostic Information

3. Does the student have a confirmed diagnosis of Autism? OYES ONO
4. Were you the provider who diagnosed the student with Autism? OYES [ONO
If No, can you confirm the student’s Autism diagnosis? OYES [ONO

5. Does the student have any additional diagnoses? LOYES [ONO OUNKNOWN
If yes, please list below:
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6. How was the diagnosis of Autism determined and when? Please indicate if testing was a comprehensive
psychological evaluation, ADOS-II, or derived in any other means.

7. Please describe the functional impact experienced by the student in relation to their Autism diagnosis as it
pertains to an academic setting (e.g., impact on studying, test taking, note-taking).

8. Please describe the functional impact experienced by the student in relation to their Autism diagnosis as it
pertains to daily living (e.g. eating, sleeping, transportation, recreation).

9. Please describe all current treatments and management strategies (e.g., medication, stress-reduction,
resources, coping strategies, on-going therapeutic services).
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10. If there is any other pertinent information you would like to share with SSD staff, please list below.

Please complete the Provider’s Contact Information below, and return it to:

Services for Students with Disabilities -UU119
Binghamton University

P.O. Box 6000

Binghamton, NY 13902

Phone: 607-777-2686

Fax: 607-777-6893

Email: ssd@binghamton.edu

Forms may be completed electronically, but must
include either an original signature or office stamp
to be authenticated. FORMS WITHOUT THESE
WILL NOT BE ACCEPTED.

Provider’'s Contact Information:

Name and credentials:

Area of specialization (e.g., psychiatrist, nurse practitioner, psychologist):

Address:

Fax and/or email address:

Telephone Number:

Professional Signature:

License Number and State:

Date:

ASD Provider Form rev. 7.15.2025 fillable
Services for Students with Disabilities-BU Page 3 of 3


mailto:ssd@binghamton.edu
mailto:ssd@binghamton.edu




Accessibility Report





		Filename: 

		asdproviderformjuly2025.pdf









		Report created by: 

		



		Organization: 

		







[Enter personal and organization information through the Preferences > Identity dialog.]



Summary



The checker found no problems in this document.





		Needs manual check: 0



		Passed manually: 2



		Failed manually: 0



		Skipped: 2



		Passed: 28



		Failed: 0







Detailed Report





		Document





		Rule Name		Status		Description



		Accessibility permission flag		Passed		Accessibility permission flag must be set



		Image-only PDF		Passed		Document is not image-only PDF



		Tagged PDF		Passed		Document is tagged PDF



		Logical Reading Order		Passed manually		Document structure provides a logical reading order



		Primary language		Passed		Text language is specified



		Title		Passed		Document title is showing in title bar



		Bookmarks		Passed		Bookmarks are present in large documents



		Color contrast		Passed manually		Document has appropriate color contrast



		Page Content





		Rule Name		Status		Description



		Tagged content		Passed		All page content is tagged



		Tagged annotations		Passed		All annotations are tagged



		Tab order		Passed		Tab order is consistent with structure order



		Character encoding		Skipped		Reliable character encoding is provided



		Tagged multimedia		Passed		All multimedia objects are tagged



		Screen flicker		Passed		Page will not cause screen flicker



		Scripts		Passed		No inaccessible scripts



		Timed responses		Passed		Page does not require timed responses



		Navigation links		Passed		Navigation links are not repetitive



		Forms





		Rule Name		Status		Description



		Tagged form fields		Passed		All form fields are tagged



		Field descriptions		Passed		All form fields have description



		Alternate Text





		Rule Name		Status		Description



		Figures alternate text		Passed		Figures require alternate text



		Nested alternate text		Passed		Alternate text that will never be read



		Associated with content		Passed		Alternate text must be associated with some content



		Hides annotation		Passed		Alternate text should not hide annotation



		Other elements alternate text		Passed		Other elements that require alternate text



		Tables





		Rule Name		Status		Description



		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot



		TH and TD		Passed		TH and TD must be children of TR



		Headers		Passed		Tables should have headers



		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column



		Summary		Skipped		Tables must have a summary



		Lists





		Rule Name		Status		Description



		List items		Passed		LI must be a child of L



		Lbl and LBody		Passed		Lbl and LBody must be children of LI



		Headings





		Rule Name		Status		Description



		Appropriate nesting		Passed		Appropriate nesting










Back to Top

	Students Legal Name: 
	Students Preferred Name and Pronouns: 
	Students Date of Birth: 
	1 How long have you been working with the student: 
	2 When did you last see the student: 
	3 Does the student have a confirmed diagnosis of Autism: Off
	4 Were you the provider who diagnosed the student with Autism: Off
	If No can you confirm the students Autism diagnosis: Off
	5 Does the student have any additional diagnoses: Off
	1: 
	2: 
	3: 
	psychological evaluation ADOSII or derived in any other means 1: 
	psychological evaluation ADOSII or derived in any other means 2: 
	psychological evaluation ADOSII or derived in any other means 3: 
	psychological evaluation ADOSII or derived in any other means 4: 
	pertains to an academic setting eg impact on studying test taking notetaking 1: 
	pertains to an academic setting eg impact on studying test taking notetaking 2: 
	pertains to an academic setting eg impact on studying test taking notetaking 3: 
	pertains to an academic setting eg impact on studying test taking notetaking 4: 
	pertains to daily living eg eating sleeping transportation recreation 1: 
	pertains to daily living eg eating sleeping transportation recreation 2: 
	pertains to daily living eg eating sleeping transportation recreation 3: 
	pertains to daily living eg eating sleeping transportation recreation 4: 
	resources coping strategies ongoing therapeutic services 1: 
	resources coping strategies ongoing therapeutic services 2: 
	resources coping strategies ongoing therapeutic services 3: 
	resources coping strategies ongoing therapeutic services 4: 
	10 If there is any other pertinent information you would like to share with SSD staff please list below 1: 
	10 If there is any other pertinent information you would like to share with SSD staff please list below 2: 
	10 If there is any other pertinent information you would like to share with SSD staff please list below 3: 
	10 If there is any other pertinent information you would like to share with SSD staff please list below 4: 
	Name and credentials: 
	Area of specialization eg psychiatrist nurse practitioner psychologist: 
	Address: 
	Fax andor email address: 
	Telephone Number: 
	License Number and State: 
	Date: 
	Professional's signature_es_:signer:signature: 


