
        
 

DISABILITY RESOURCE CENTER   & 

DEAF AND HARD OF HEARING SERVICES 

 
 

CHEYENNE OFFICE 
3200 EAST CHEYENNE AVENUE, C1T 

N. LAS VEGAS, NV 89030-4228 
PHONE (702) 651-4045 

FAX (702) 651-4179 

DEAF AND HARD OF HEARING 
3200 E. CHEYENNE AVE, 

MODULAR 4 
N LAS VEGAS, NV 89030-4228 

VOICE/TDD (702) 651-4448 
FAX (702) 651-4583 
VP (702)475-4676 

WEST CHARLESTON OFFICE 
6375 WEST CHARLESTON BLVD., 

WDRC 
LAS VEGAS, NV 89146 

PHONE (702) 651-5644 
FAX (702) 651-5760 

HENDERSON OFFICE 
700 COLLEGE DRIVE, H1B 
HENDERSON, NV 89002 
PHONE (702) 651-3795 

FAX (702) 651-3004 

  

 

CLASS ACCOMMODATION FORM 

ALL REQUESTS MUST BE MADE SEVEN (7) DAYS IN ADVANCE 
 

 

Name: _____________________________________________Last 4 digits of your NSHE #:_______________ 

 

Request _____     or       Cancellation _____ 

 

 

 

Services Requested (Check all that Apply): 

 

□_   Special Letter-One Time_____________ □_   Reader             □_  Quiet Testing Environment  

□_   Special Letter-Absences_____________ □_    Scribe        □_   Scantron Assistance 

□_   Special Letter-FT Status: ____________□_   Table/Chair                    □_   Spelling Dictionary 

□_   ADA Technology    □_   Tape Recorder         □_   Other________________ 

□_   Alternative Text Format              □_   Tutorial Services            □_    _____________________ 

□_   Braille    □_   Visual Technology/CCTV         □_   Oral Interpreter 

□_   Enlarged Print_____________________ □_   Calculator   □_   Real-time Captioning 

□_   Lab Assistant               □_   Extended Time X1.5  □_   Sign Language Interpreter 

□_   Note Taker    □_   Extended Time X2.0  □_   Typewell Transcriber 

 

My signature below certifies that the above information is accurate and I agree to comply with the DRC/DHH policies and procedures to continue 

receiving my accommodations.  I understand that I am responsible for notifying the DRC/DHH of any schedule changes related to this request.  I 

have been informed that I will be billed for any unnecessary expenses incurred due to the failure on my part to notify the office of any schedule 

changes.   

Student Signature: ____________________________________________ Date: _________________________   

Date Entered/Initials___________________________________________ Date: _________________________ 

   

Date of Services Complete Class Information 

Semester: 

□_ Fall □_ Spring □_ Summer 

Start Date: 

_______________________ 

End Date: 

_______________________ 

 

1. Class Name/Number/Section:  ______________/_______________/______________ 

2. Check days of the class: □_  DE  □_ M  □_ T  □_ W  □_ R  □_ F  □_ S □_ U 

3. Time of the class:                     From: __________am/pm To: __________am/pm 

4. Check campus: □_ Cheyenne □_ Charleston □_ Henderson □_ Other:________________ 

5. Building / Room # of Class:       __________________________________________ 

6. Professor Last Name:                 __________________________________________ 

7. Is this Class A Hybrid?              __________________________________________ 


