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STUDENT ACCESSIBILITY SERVICES 

DOCUMENTATION FOR A N EMOTIONAL SUPPORT ANIMAL (ESA)  
 
Health Care Provider completes this form:  
 
Under the Fair Housing Act  (FHA), we may request reliable documentation to substantiate the need for an 
Emotional Support Animal as a reasonable accommodation. A health care provider  may complete this form 
or provide the necessary information on letterhead. Completion of this form does not guarantee approval of 
the ESA accommodation ; We will utilize this information within our interactive process to evaluate the need 
for this accommodation.  
 
817.265  False or fraudulent proof of need for an emotional support animal. �¨A person who falsifies 
information or written documentation, or knowingly provides fraudulent information or written 
documentation, for an emotional support animal under s.  760.27, or otherwise knowingly and willfully 
misrepresents himself or herself, through his or her conduct or through a verbal or written notice, as having 
a disability or disability -related need for an emotional support animal or being otherwise qualified to use  an 
emotional support animal, commits a misdemeanor of the second degree, punishable as provided in 
s. 775.082  or s. 775.083 . In addition, within 6 months after a conviction under this section, a person must 
perform 30 hours of community service for an organization that serves persons with disabilities or for another 
entity or organization that the court determines is appropria te. 
 
Important : Please note, changing an existing document after it has been signed, faking a signature, or making 
a false document are all considered to be a forgery.  
 
PROVIDER NAME: ________________________________________________________ 
 
CREDENTIALS: ___________________________________________________________ 
 
SPECIALIZATION/SCOPE OF PRACTICE: ____________________________________ 
 
LICENSE/CERT. #: __________________________________     STATE_______________ 
 
SIGNATURE: ________________________________________________________        DATE: ________________ 

 
My signature verifies that I am or �U�A�v�N���I�N�N�_���p�U�V�m���m�p�q�L�N�_�p�¯�m���p�l�N�A�p�V�_�T���U�N�A�]�p�U���J�A�l�N���i�l�a�S�N�m�m�V�a�_�A�]���A�_�L���p�U�A�p��
all the contents below are true and accurate.  

 

1. �1�p�q�L�N�_�p�¯�m���#�A�^�N�’ _________________________________________________ 

 

2. What is your professional relationship with this student? 

____________________________________________________________________________________

____________________________________________________________________________________ 

http://www.leg.state.fl.us/statutes/index.cfm?App_mode=Display_Statute&Search_String=Emotional%20support%20animal&URL=0700-0799/0760/Sections/0760.27.html
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3. Dates of treatment: 

____________________________________________________________________________________

____________________________________________________________________________________ 

 
4. Are you an out -of-state telehealth provider? YES____    NO____     

�x If YES, have you provided in -person care or services to the student  on at least one 

occasion? YES____    NO____  

 

5. Does the student have a disability (a physical or mental impairment that substantially limits 

one or more major life activities)? YES____    NO____ 

 

6. ���a���y�a�q���U�A�v�N���i�N�l�m�a�_�A�]���\�_�a�w�]�N�L�T�N���a�S���p�U�N���m�p�q�L�N�_�p�¯�m���L�V�m�A�I�V�]�V�p�y���A�_�L���A�l�N you acting within the 

scope of your practice in providing this information?  YES____    NO____ 

 
7. What type of animal is the ESA? _____________________________________ 

 
8. Does the Emotional Support Animal  provide support alleviating one or more symptoms or 

effects of the disabil ity? YES____    NO____ 

 
9. What specific symptoms is this student experiencing?  

 
 
 
 
 
 

 
10.  How will those symptoms be mitigated by the presence of the ESA?  

�›���N�_�N�l�A�]���A�m�m�N�m�m�^�N�_�p�m���A�l�N���p�y�i�V�J�A�]�]�y���V�_�m�q�S�S�V�J�V�N�_�p�•�����a�l���N�x�A�^�i�]�N�‘���A���m�p�A�p�N�^�N�_�p���p�U�A�p���¬�p�U�N��
�A�_�V�^�A�]���A�]�]�N�v�V�A�p�N�m���A�_�x�V�N�p�y�­���V�m���p�a�a���T�N�_�N�l�A�]���A�_�L���L�a�N�m���_�a�p���N�x�i�]�A�V�_���U�a�w���p�U�N���A�_�V�^�A�]���^�A�y��
�A�]�]�N�v�V�A�p�N���p�U�N���m�y�^�i�p�a�^�m���a�S���p�U�N���m�p�q�L�N�_�p�¯�m���L�V�m�A�I�V�]�V�p�y�• 
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Question 10 continu ed: 
 


	PROVIDER NAME: 
	Student Name: 


