



Alternative Format Request Form

Office of Disability Services--Austin Peay State University--PO Box 4578 Clarksville TN 37044--odstests@apsu.edu 
Date Request Received: _____________ Time: _______AM or PM
DS Staff Initials: _______
---------------------------------------------------------Above dotted line is for Office of Disability Services Use Only----------------------------------------------------------
Requests for alternative format must be made in a timely manner prior to when the materials are needed.

Submitted requests will be created/distributed within a reasonable time period upon receipt of request.

Requests for BOOKS should be made EIGHT WEEKS prior to date needed for timely delivery. 

ALL Class and Book information need to be provided before we can process this request.

Name of student: _________________________________________________ Banner #____________________
Telephone Number: _______________________

  E-mail Address: ___________________________
Date Needed By: __________________________

Class Information:

Class Name: __________________________________________________________________
Class Number (example: PSY2010): ___________ Section # _____ Semester: _______________________
Instructor: _________________________________________________________________________________________ 
Alternative Format Requested:

Daisy on CD___ E-Text___MP3___Braille___Tactile Graphics___ Large Print___ Other__________________________

If requesting books, use the format below:

Book Information:
Title: _______________________________________________________________________________________

Author(s)


Publisher:


Edition: ____________ ISBN#:______________________

All other requests use the format below:

Title of Material Submitted: _________________________________________________________________________
Format of Material Submitted:  Text File___      Hardcopy___      Audio/Video____      Other_____________________
-------------------------------------------------------Below dotted line is for Office of Disability Services Use Only------------------------------------------------------------
Date AFP completed: _______


AFP Staff Initials: _______

Date picked up: _______     Received By: ______________________________________ DS Staff Initials: _______

                                         Original copy to File


1 Copy to AFP
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