Individualized Section 504 Service Plan (Form S-25) Appendix
aka Disability Diagnosis Report
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Disability Diagnosis Report
Health Information

8. What physical or mental impairments have been diagnosed by a licensed health care provider that are affecting or may affect a major
life activity for at least six (6) months?

Enter your answer

9. Please identify the credentials of the diagnosing health care provider.

Enter your answer

10. During which type of healthcare visit did the health care provider diagnose the first physical/mental impairment that is affecting/may
affect a major life activity for at least six (6) months?

O Initial Medical Exam
(O Medical visit (not IME)
(O Mental health visit

(O Required evaluation following a triggering event (please refer to the lst of triggering events identified in UAC Policy Guide Section 3.8.3)

(O Other
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11. If you selected “identified subsequent to a triggering event" for the previous question, what type of triggering event first identified
the child's physical/mental impairment that is affecting/may affect a major life activity for at least six (6) months?

(O The child was hospitalized for a psychiatric-related reason

(O The child was being considered for hospitalization for a psychiatric-related reason

(O The child is under consideration for placement or transfer to an RTC or similar restrictive therapeutic facility
(O The child is under consideration for placement in a secure facility

(O Child was recommended for an evaluation by a treating licensed medical or mental health professional.

(O Direct request of the child or through the child's parent or legal guardian, or through their attorney and/or child advocate

12. When was the child first diagnosed by a health care provider with a physical/mental impairment that is affecting/may affect a major
life activity for at least six (6) months?

Please input date (M/d/yyyy)
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13. How did the care provider first learn that the child has, or has had, challenges performing major life acti

(O Reported by the child's health care provider

(O Reported by the child

(O By verbal or written report from the child's parent/legal guardian or sponsor
(O Through review of a child's health records by the care provider program staff

(O Observed by care provider program staff/foster parents

(O Other

Back m
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Disability Diagnosis Report

Complete this form for every child who has been diagnosed with a physical/mental impairment that is affecting/may affect a major life activity[KB1] , as indicated in the
Plan section on the Medical Assessment Form or Mental Health Assessment Form completed by the child's healthcare provider (HCP).

THE PAPERWORK REDUCTION ACT OF 1995 (Pub. L. 104-13) STATEMENT OF PUBLIC BURDEN: The purpose of this information collection is to allow ORR care providers to identify a
child’s disability-related needs and document accommodations and/or services provided that will enable the child to reside in the least restrictive setting in their best interest and the
most integrated setting appropriate to their needs; and document updates on the home study and post-release services planning. Public reporting burden for this collection of
information (including the primary form and this appendix) i estimated to average 3 hours per response, including the time for reviewing instructions, gathering and maintaining the
data needed, and reviewing the collection of information. This is a mandatory collection of information (Homeland Security Act, 6 U.S.C. § 279). An agency may not conduct or
sponsor, and a person is not required to respond to, a collection of information subject to the requirements of the Paperwork Reduction Act of 1995, unless it displays a currently valid
OMB control number. If you have any comments on this collection of information please contact UACPolicy@acthhs.gov.

Hi, Shannon. When you submit this form, the owner will see your name and email address.

Responder Information

1. What is your name?

Enter your answer

2. What is your job title or role at your program?

Enter your answer

Next
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Disability Diagnosis Report
UAC Basic Information

3. What is the child’s UAC Portal ID number?

Enter your answer

4.1s the child currently placed at an out-of-network facility?

O Yes
O No

5. What is the name of the out-of-network facility where the child is currently placed?

Enter your answer
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6. In what type of out-of-network facility is the child currently placed?

(O Acute Medical Care/Rehabilitation Facility
(O Heightened Supervision Facility

(O Therapeutic Foster Care

(O Therapeutic Group Home

(O Residential Treatment Center (RTC)

O secure
(O Other

7. What date was the child placed at the out-of-network facility?

Please input date (M/d/yyyy)

Back Next




