


[bookmark: _heading=h.rgwf6yipr27z]Utah State University Emotional Support Animal Medical Provider Verification Form
Resident
Please fill out this section of the form before giving it to your health care provider. The health care provider must return the form directly to the DRC via a verifiable email or fax number. This allows the DRC to verify who filled out the form.
Name of Individual Requesting an ESA:                                                                     	
Type of animal:                                                                                                                	
USU Housing Address:                                                                                                   	  	
[bookmark: _heading=h.eza8errzb053]I consent to allowing my health care provider to share any information relevant to my need for an ESA as an accommodation, as shown on this form.
Resident Signature:                      	         	  Date:
[bookmark: _heading=h.qmefqduyocu5]Health Care Provider
You should only fill out this form if you are personally familiar with this individual, their disability, and their need for an ESA. Please be diligent in following your professional training, scope of practice, and ethics when conducting an evaluation to determine the need for an ESA. USU requests your best professional judgment in determining if the requesting individual 1) has a condition that substantially limits a major life activity, and 2) that the animal mitigates the impacts of the disability in ways that are necessary to allow for equal access and enjoyment of the residence.
 
In order to confirm that this form was filled out by a health care provider we ask that you return it directly to the USU Disability Resource Center from a verifiable email or fax number.


Questions to be Answered
When did you first meet the individual and how many sessions/appointments have you had with the client/patient?
What is the general nature of your relationship (primary care, single session to review the need for an ESA, limited short term therapy, ongoing/ long term treatment…)?
What methods did you use to evaluate the individual’s status as a person with a disability and assess their need for an ESA?
Based on the results of your evaluation, have you concluded that this individual is currently substantially limited in a major life activity due to a mental health condition?
Please list the major life activities that are substantially limited and describe how the mental health condition substantially limits a major life activity. (Simply stating a diagnosis does not communicate how the condition substantially limits a major life activity)
What specific symptoms will be reduced by having an ESA, and how will those symptoms be mitigated by the presence of the ESA? (General statements like “reduces anxiety” does not provide enough information.)
 
            	
Thank you for taking the time to complete this form. Please provide your contact information, sign and date this questionnaire (below), and return it to USU’s Disability Resource Center at drc@usu.edu or by faxing 435-797-0130.
 
Health Care Provider Name (print):                                                                              	
Telephone:                                                                                                                        	
FAX and/or Email address:                                                                                            	
Address:                                                                                                                            	
License #:                                                                                                                          	
Date:                                                                                                                                   	
Provider Signature:	

	0101 Old Main Hill 	
	Logan, UT 84322-0101
	PH: (435) 797-2444
	FAX:  (435) 797-0130
	www.usu.edu/drc



