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Guam Community College 

Office of Accommodative Services 
Accommodations Request Update Form 

                                                                                                      
 

                                                                                                                Request for 
Date of Request:  ___________________________             Semester/Year:  __________________________________                         

 

Name:  _________________________________________________________________________________________________________________ 

                (Last Name                                              First Name                                                        M.I.) 
 

Are there any changes to your disability:     Yes         No    

If yes, please explain: _________________________________________________________________________________________________                                                                                                                                                                       

_______________________________________________________________________________________________________________________________ 

 Did your mailing address change:     Yes       No 

If yes, please indicate your current address: ___________________________________________________________                                                                                                                                  

Are there any changes to your contact information:      Yes      No 

If yes, please indicate:  Home No.:  ________________________   Cell Phone No.: __________________________                                             

Email address:  _________________________________________________________________________________________________________ 

Please indicate any other updated information that the Office of Accommodative Services 
should know concerning you and your disability: 

_______________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________ 

 
 
   
____________________________________________________                                             ______________________________________                                                                                   

                              Signature                                                                                         Date 
                
 
 

For OAS Staff Only 
Date Received: 
OAS Staff:   

              ________________________                                __________________________________                 _______________________          

          Print Name                                                     Signature                                         Date 
 


