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Enrollment Request Form


General Information

Today’s Date: 





Student Name: 








Student ID Number: 




DOB:_____________________________
       (month/date/year)

Cell Phone Number: (       )





Home Phone Number: (
     )





Alternate Phone:  (_ _)_______________________

Primary Email Address: 








Alternate Email:____________________________________

Preferred Method of Contact:    ___Home Phone   ___ Cell Phone    ___Email    

Parent(s) Name(s):_____________________________ Email or Phone___________________


    _____________________________ Email or Phone___________________

Home Residence: 






_________________


         







__________




City


State


Zip
Enrollment Request Form/2: Student Name ___________________________________________
DePaul Information:

Student’s Current School Residence: 









(Residence Hall or Apt. Address)






City

              State


Zip

Student status (freshman, soph, etc.) 





Part-time or Full-time (circle one)
Starting quarter at DePaul: 

___________ (Winter 2011-12 etc.)

Starting quarter at CSD:_________________________

Expected graduation:____________________________
Transfer student?  Yes____ No_____

Graduate Student?  Yes____ No______

DePaul College/School:




 

Major:




 (indicate ‘undeclared’ if a major is not yet identified)
Previous Education:  

 (list all previously attended postsecondary institutions and dates attended)

Did you receive services from this school’s disability office? ___Yes    ___No

If yes, please explain:










  










.______
Enrollment Request Form/3: Student Name ___________________________________________
Accommodation Request

What accommodations are you requesting? (After reviewing this application, CSD will advise you of documentation needed to support your request before accommodations can be issued)
What is the purpose for the accommodation?  (Please name your disability (ies) and how it impacts your life functioning and learning)












___

____________________________________________________________________________












.___

_____________________________________________________________________________

Please submit this form via fax, email, mail, or in-person to:   





CENTER FOR STUDENTS WITH DISABILITIES 





2250 N. Sheffield, Student Center, Suite 370





Chicago, Illinois 60614





773-325-1677 (Phone)





773-325-7296 (TTY)





773-325-3720 (Fax)

For office use only








______
Date ER received:
    Date Doc received:    _____        Approved by:


 
January 2012
CSD Student Questionnaire

	Name_________________________________
	   ID___________________________

	
	


I feel comfortable describing the nature of my disability:

	Not at all Comfortable

1
	Slightly Uncomfortable

2
	Somewhat Comfortable

3
	Mostly Comfortable

4
	Very Comfortable

5




I feel comfortable explaining how my disability impacts my daily life and functioning:

	Not at all Comfortable

1
	Slightly Uncomfortable

2
	Somewhat Comfortable

3
	Mostly Comfortable

4
	Very Comfortable

5




I feel comfortable advocating for myself to professors and others about the accommodations I need to be successful:

	Not at all Comfortable

1
	Slightly Uncomfortable

2
	Somewhat Comfortable

3
	Mostly Comfortable

4
	Very Comfortable

5




Please tell us anything you would like CSD to know about you or your needs:

