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American Sign Language Request for Support Services Form

Name of Student: Date of Service request:

Start Time (hr/mn/am or pm): End Time (hr/mn/am or pm):
Campus Building and Room Number: Off Campus Address (if applicable):
Request (check one):

Campus Office

Instructor Meeting

Name of instructor : Name of course:

Course Required Group Meeting

Course Name:

Other Course Required Activity

Course Name:

Describe Activity (example: formal review session for exam, field trip or other required class activity):

Tutoring one time only

Course Name: Tutor Name:
Tutoring Ongoing
Course Name: Tutor Name:
Date: Date:
Start Time (hr/mn/am or pm): End Time: (hr/mn/am or pm):

Disability Support Services
Belknap & Catlin * PO Box 2000 * Swenson Hall 1024 * Superior WI 54880 * Phone (715) 394-8185 * Fax (715) 394-8441
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