
Coahoma Community College’s 
Housing Accommoda5on – Emo5onal Support Animal Request Form 

 
Coahoma Community College provides reasonable accommoda5ons to students with disabili5es 
who have a verifiable need for accommoda5on. A reasonable accommoda5on may include an 
excep5on to the usual rules, policies, prac5ces, or services that a resident with a disability may 
need for the full benefit or enjoyment of College housing. One such accommoda5on may be 
allowing the student’s emo5onal support animal to reside in the residence of the student. The 
full Emo5onal Support Animal policy can be found at www.coahomacc.edu.  
 
Complete details of the process for reques5ng an accommoda5on can be found at 
www.coahomacc.edu.  The student’s care provider must provide all informa5on requested in 
the aIached packet.  
 ● The provider should be a licensed psychiatrist, social worker or other licensed mental 



I request that informa5on from my mental health professional be used in support of my request 
for a housing accommoda5on/emo5onal support animal. I understand that this documenta5on 



 
 
Student’s Name: ________________________________  
 
The above-named student has indicated that you are the health care provider who has 
suggested that having an Emo5onal Support Animal (ESA) in the residence hall will have 
therapeu5c benefit in allevia5ng one or more of the iden5fied symptoms or effects of the 
student’s mental health disability, therefore allowing the student the full benefit of on-campus 
housing. This form is specifically for the request of an Emo5onal Support Animal, so any other 
recommended housing accommoda5ons will need to be indicated on our Housing 
Accommoda5on request form separately.  
 
So that we may beIer evaluate the request for this accommoda5on, please answer the 
following ques5ons, being sure to address the impact of the student’s limita5on on one or 
more major life ac5vi5es in detail.  
 
Informa5on about the Student’s Disability  
 
Federal law defines a person with a disability as someone who has a physical or mental 
impairment that substan5ally limits one or more major life ac5vi5es. That suggests that a 
diagnosis (label) does not necessarily equate with a disability (substan5al limita5on). 
 
Is the student’s condi5on as they currently experience it classified as a disability?  
(Please circle)   Yes   No   Unsure  
 
What is the nature of the student’s mental health impairment (that is, how is the student 
substan5ally limited)? 
 
 
 
 
Does the student require ongoing treatment?  
 
When did you first meet with the student regarding this mental health diagnosis? 
_____________________  
 



Is the animal named here one that you specifically prescribed as part of treatment for the 
student, or is it a pet that you believe will have a beneficial effect for the student while in 
residence on campus?  
 
What specific symptoms will be reduced by having an ESA, and how will those symptoms be 
mi5gated by the presence of the ESA? Please explain in detail the connec5on between the 
animal and the symptom reduc5on and how this would allow the student to have full 
par5cipa5on in College housing.  
 
Is there evidence that an ESA has helped this student in the past or currently?  
 
Thank you for taking the 5me to complete this form. If we need addi5onal informa5on, we may 
contact you at a later date. The named student has signed this packet on page one, indica5ng 
wriIen permission to share addi5onal informa5on with us in support of the request.  
 
Provider Informa5on:  
 
(Note: the name of the individual provider, provider’s prac5ce, and the physical address of the 
prac5ce must be provided) By signing this document, you verify that the person named as the 
Provider above completed the informa5on provided.  
 
Print Name: ___________________________________________  
Title: ________________________________________________  
Creden5als or Cer5fica5on: ______________________________  
Prac5ce/Business Name: ________________________________  
Street Address: ________________________________________  
City, State, Zip: ________________________________________  
Phone: _______________________________________________  
Date: ________________________________________________  
Signature: ____________________________________________  
 
 
This form can be scanned and emailed to kwdone@coahomacc.edu. 
The form can also be mailed to: Coahoma Community College, Division of Student Engagement 
and Services 3240 Friars Point Rd. Clarksdale, MS 38614 (662-621-4155) 
 
 
For office use only: Date received: ________________________________  
Decision & date: ___________________________  
No5fica5on Date: __________________________________ 

Provider’s Clinic Stamp or 
License Number here: 


