
 
 
 
 
 

WEST VALLEY COLLEGE 
DISABILITY AND EDUCATIONAL SUPPORT PROGRAM 

DISABILITY VERIFICATION FORM 

To: 
Professional 

From: Date of Birth: 
Student 

Address: 
Student Address 

I am requesting that you provide verification of my disability and limitations in order for me to receive 
disability-

mailto:desp@westvalley.edu
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