
The Academic Enhancement Center (AEC) is committed to providing equal access to all facilities, 

programs, and services.  AEC will review each student’s file under the guidelines of the American with 
Disabilities Act (ADA) of 1990 and Section 504 of the Rehabilitation Act of 1973.  AEC reviews the 

documentation of each student’s disability claim to avoid discrimination and protect the civil rights of the 
student. 

Circle your intended term of entry: Fall______    Spring ______    Summer ______ 

 Year  Year  Year 

Are you a new student at STU? Yes No Returning STU student?   Yes   No 

Transfer student from?   ___________ 

Name ________________________________________________  STU ID ____________________ 

Address ____________________________________________________________________________ 

City ________________________________________  State _________________  Zip ____________ 

Home/campus phone __________________________          Cell phone _______________________ 

Current employment _________________________________________________________________ 

Date of birth ________________________           Age:  _______________               Sex __________ 

STU email address _____________________________@stu.edu 

In case of an emergency contact  _______________________________________________________ 

Address ____________________________________________________________________________ 

City _______________________________________  State __________________  Zip ____________ 

Home phone __________________________             Cell phone  ____________________________ 

 Continued on back …… 

St. Thomas University 
Academic Enhancement Center 

Students with Disabilities  
Application form 



 

 

 

 

 

State your disability:_________________________________________________________________ 

 
What are the functional limitations of your disability?_____________________________________ 
___________________________________________________________________________________ 

___________________________________________________________________________________ 
 

 
Medications which you are currently taking:_____________________________________________ 
____________________________________________________________________________________ 

 
 

Are you requesting temporary or permanent 

assistance?_________________________________________________________________________ 
 

 
List assistive technology used previously:  _______________________________________________ 

___________________________________________________________________________________ 

__________________________________________________________________________ 
 

Completion of this application does not ensure accommodations.  Accommodations are 
based on review of documentation specific for each disability and its impact and 

functional limitations.   
 

 

Signature_______________________________________________   Date______________ 
 
Confidentiality Statement:  Documentation relating to students with disabilities will be regarded with 

the highest confidentiality and is maintained by the Office for Students with Disabilities.   

 
St. Thomas University does not discriminate on the basis of race, sex, color, religion, national origin, handicap, or veteran status in provision of 
educational opportunities or employment opportunities and benefits, pursuant to the requirements of Title IX of the Education  Amendments of 
1972, the Rehabilitation Act of 1973, the Americans with Disabilities Act of 1990, and other applicable statutes.  STU supports the Americans with 

Disabilities Act.  If you have any questions or if you require accommodations, call the O ffice  for Students with Disabi lities at 305/628-6564. 
 

Office Use Only 
 

DISABILITY SERVICES ACCOMMODATION AGREEMENT AS OF 

__________________________________. 

 

1.__________________________________________ 

 

2.__________________________________________ 

 

3.__________________________________________ 

 
 
 
 
___________________________________________________                        __________________________________________________ _______

 STUDENT SIGNATURE       ADVISO R SIGNATURE   
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