
 

 

  
 

 

                                                                      
Please Read Carefully Before Proceeding 

Please complete the following application if you wish to receive services through the Atlantic Centre. Your 

application will be processed based on the date received and our ability to provide the supports requested. Some 

applicants may not be eligible for support services. Documentation of the disability must be provided before 

services can be offered. Please return in the enclosed envelope. 

 
Last Name: ____________________   First Name: ____________________ 

 

Street: ________________________   City:   ________________________ 

 

Province/State: _________________   Postal Code: ___________________ 

 

Phone: ________________________  E-Mail: _______________________ 

 

Date of Birth: ___________________  S.I.N.: ________________________ 

 

Briefly describe your educational goals:  ______________________________________________ 

 

_______________________________________________________________________________ 

 

_______________________________________________________________________________ 

 

Type of Disability: 

 

 Learning Disability    Visual Impairment 

 

 Hearing Impairment    Mobility Impairment 

 

 Head Injury     Other 

 

Briefly describe your disability and how it would affect your academic pursuits: 

 

______________________________________________________________________________ 

 

______________________________________________________________________________ 

 

______________________________________________________________________________ 

 

______________________________________________________________________________ 
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What support services will you require:  ______________________________________________ 

 

______________________________________________________________________________ 

 

______________________________________________________________________________ 

 

______________________________________________________________________________ 

 

 

Have you had a thorough assessment of your disability?  Yes  No 

 

Date of Assessment:  ______________________________________________________________ 

 

Assessment performed by:  _________________________________________________________ 

 

 

High School Attended:  ____________________________________________________________ 

 

High School Contact Person (ie: Guidance Counsellor): __________________________________ 

 

Contact Phone Number: ____________________________________________________________ 

 

 

Have you applied to a university?   Yes  No 

 

Institution #1:  ____________________  Program: ______________________ 

 

Institution #2:  ____________________  Program: ______________________ 

 

Have you been accepted?  Yes  No 

 

If so, please provide your Student Number:  ____________________________________ 

 

 

Are you funded through a government supported program for persons with disabilities? 

 

  Yes  No 

 

Support Agency:  _________________________________________________________ 

 

Contact Person (ie: Case Worker): ___________________________________________ 

 

Contact Phone Number:  ___________________________________________________ 

 

 

You will be contacted for an interview by a representative of the Atlantic Centre 


