
MISSISSIPPI BOARD OF BAR ADMISSIONS

Post Office Box 1449

Jackson, MS   39215-1449

To:
Applicants Requesting Non-Standard Testing Accommodations


for the Mississippi Bar Examination

Enclosed are various forms which will need to be completed and returned to this office before the Board can consider any request for Non-Standard Testing accommodations.  The required forms must be completed and returned to this office at the same time you file your Examination Application.
Please examine each form carefully in order to determine which forms you will be required to complete or have completed and return to this office.  They are as follows:

FORM NST9

PETITION FOR NON-STANDARD TESTING ACCOMMODATIONS. Must be completed by ALL applicants requesting Non-Standard Testing accommodations.

FORM NST9-A
Must be completed by a Physician or Licensed Professional concerning any medical disability special accommodations request.  [Note: Form B is for disabilities other than learning disabilities and ADD/ADHD.]

FORM NST9-B
Must be completed by a Physician or Licensed Professional concerning any learning disability special accommodations request.

FORM NST9-C
Must be completed by a Physician or Licensed Professional concerning any ADD/ADHD disability special accommodations request.

FORM NST9-D
Must be completed by a Law School Official where you attended law school to verify any Non-Standard Testing accommodations you may/may not have received while attending law school.

FORM NST9-E
Must be completed by an official of any bar jurisdiction in which you have previously sat for their bar examination to verify the Non-Standard Testing accommodations you may/may not have received while sitting for their bar examination.  If you sat for more than one bar examination in a particular jurisdiction or if you sat for a bar examination in more than one jurisdiction, please make additional copies of this form.

FORM NST9-General Instructions
PETITION FOR NON-STANDARD TESTING ACCOMMODATIONS

ELIGIBILITY QUESTIONNAIRE
FORM NST9
To be completed by all applicants requesting Non-Standard Testing Accommodations during the administration.  This form is part of the Application for Admission to the Mississippi Bar.  Applicants are responsible for completeness and accuracy of the information provided.

I.
Background Information:
Full Name:       
Mailing Address:       
City:           State:        Zip:      
Telephone Number: (   )    -         Social Security Number:    -  -    
II.
Nature of Your Disability (Check all that apply):

 FORMCHECKBOX 
Blind



 FORMCHECKBOX 
Other physical disability


 FORMCHECKBOX 
Visually impaired

 FORMCHECKBOX 
Psychological disability


 FORMCHECKBOX 
Hearing impaired

 FORMCHECKBOX 
Specific Learning Disability


 FORMCHECKBOX 
Other (Please explain in a separate statement).

III.
Nature and Extent of Disability:

Please provide a written statement describing the nature and extent of your disability.  Include the following 
information:



Describe the history of your disability, including the specific physical symptoms.  When did they first start, and have they increased in frequency or intensity in recent years?



When did you first seek medical attention?  Please indicate all medical professionals whom you have consulted for this condition and the separate diagnosis made by each.



List all prescribed medications you are taking or have taken for this condition and describe the effects, if any, that the medications have had.



What other type of treatment, if any, are you receiving?

IV.
Past Accommodations Granted For Your Disability:

In high school:



Were you in a special school or program to accommodate your disability?Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 
     NA  FORMCHECKBOX 



Did you receive special accommodations for classroom tests?                  Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 
     NA  FORMCHECKBOX 



Did you generally receive extra time for classroom tests?


Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 
     NA  FORMCHECKBOX 


If yes, please describe the accommodation:       

Did you receive special accommodations for taking the SAT or ACT


examinations for admission to college?



                     
Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 
     NA  FORMCHECKBOX 


If yes, please describe the accommodation:       

In college:



Did you receive accommodations for classroom tests?

      
Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 
     NA  FORMCHECKBOX 



If yes, what accommodations?  (Check all that apply)



 FORMCHECKBOX 
Braille
 FORMCHECKBOX 
Tape

 FORMCHECKBOX 
Large Type



 FORMCHECKBOX 
Reader
 FORMCHECKBOX 
Dictate
 FORMCHECKBOX 
Sign language interpreter



 FORMCHECKBOX 
Extra Breaks/Rest Periods
 FORMCHECKBOX 
Extra Testing Time (How much additional time?      )


 FORMCHECKBOX 
Other (Please explain in a separate statement).
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
Did you receive special accommodations for taking the LSAT?

             Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 
     NA  FORMCHECKBOX 

If yes, please describe the accommodation, and have the Law School Admissions Council provide the MBBA with documentation of the accommodation you received:       

In law school:


Did you receive special accommodations?

                           Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 
     NA  FORMCHECKBOX 



If yes, what accommodations?  (Check all that apply)



 FORMCHECKBOX 
Braille
 FORMCHECKBOX 
Tape

 FORMCHECKBOX 
Large Type



 FORMCHECKBOX 
Reader
 FORMCHECKBOX 
Dictate
 FORMCHECKBOX 
Sign language interpreter



 FORMCHECKBOX 
Extra Breaks/Rest Periods
 FORMCHECKBOX 
Extra Testing Time (How much additional time? _______________)



 FORMCHECKBOX 
Other (Please explain in a separate statement).

If yes, please forward “Form NST9-D" to your law school and have them forward the completed form to the 
Mississippi Board of Bar Admissions.


Other bar examinations:


Have you been granted testing accommodations for any bar examination?   Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 
     NA  FORMCHECKBOX 


If yes, please list each state:       

Describe the accommodation:       

If yes, please forward “Form NST9-E” to each jurisdiction and have them forward the completed form to the 
Mississippi Board of Bar Admissions.

V.
Accommodations Request: (Check below ALL accommodation(s) you believe are necessary for you to take the Mississippi Bar Examination.)


 FORMCHECKBOX 
Braille
 FORMCHECKBOX 
Large Type

 FORMCHECKBOX 
Dictate



 FORMCHECKBOX 
Reader
 FORMCHECKBOX 
Magnifying Glass
 FORMCHECKBOX 
Sign language interpreter



 FORMCHECKBOX 
Wheel Chair Accessibility


 FORMCHECKBOX 
Extra Breaks/Rest Periods



 FORMCHECKBOX 
Extra Testing Time


If additional testing time is requested, please specify amount of time requested for each examination session


and submit the supporting medical documentation:


     

 FORMCHECKBOX 
Other Accommodations - Please specify:     
VI.
Applicant’s Signature:
I certify that all the information on this form is true and correct to the best of my knowledge and belief.

___________________________________________________


_________________________


Signature of Applicant







Date

If you are unable to sign this form, please have someone sign and date it in your present.

___________________________________________________


_________________________


Signature of Individual Signing on Behalf of Applicant



Date

Subscribed and sworn to before me on this, the _____ day of _________________________________, __________

NOTARY  PUBLIC ______________________________________

STATE/COUNTY________________________________________

MY COMMISSION EXPIRES:______________________________




(SEAL)
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NON-STANDARD TESTING ACCOMMODATIONS

MEDICAL DISABILITY VERIFICATION
(To Be Completed By A Physician or Licensed Professional)
FORM NST9-A
Mail completed form to:  
MS Board of Bar Admissions





P. O. Box 1449





Jackson, MS   39215-1449

The Mississippi Board of Bar Admissions requires current documentation (within the last five years) from a physician or a licensed professional in the field related to the applicant’s disability to be included with a request for Non-Standard Testing accommodations.  Applicants must return this form with a completed Petition for Non-Standard Testing Accommodations Eligibility Questionnaire - Form NST9.  [Note:  Form NST9-A is for disabilities other than learning disabilities and ADD/ADHD.  If testing accommodations are requested for a learning disability use Form NST9-B  OR  for ADD/ADHD use Form NST9-C.]

Please type or print legibly.

	Name of Applicant requesting Non-Standard Testing accommodations:
	     

	Name of Professional Completing this form:
	

	Occupation, Title & Specialty:


	__________________________________________________________________________________________________________

	License/Certification Number:
	

	Address:
	

	
	(City)                                                       (State)               (Zip)

	Telephone Number:
	(           )


Please describe the credential(s) which qualify you to diagnose and/or verify the applicant’s disability and to recommend accommodations:________________________________________________________________________________________________________________________________________________________________________________
Date of first patient treatment/consultation with Applicant:__________________________________________________
Date of last patient treatment/consultation with Applicant:__________________________________________________
What is the specific diagnosis, condition or physical problem that requires testing accommodations?

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Describe the nature of the condition and how this condition may affect the applicant in a testing environment (i.e. ability to read, write or concentrate for extended periods of time).   Submit an additional sheet if necessary:

_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
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Describe your treatment of this condition.  Submit an additional sheet if necessary.

_______________________________________________________________________________________________
_______________________________________________________________________________________________

_______________________________________________________________________________________________

Is this a permanent condition/disability?


Yes 


No 
If no, when is the condition/disability likely to abate?

_______________________________________________________________________________________________

_______________________________________________________________________________________________

The Mississippi Bar Examination is a three-day examination consisting of one three-hour morning session and one three-hour afternoon session each day.  The first day consists of six essay examinations:  three essay examinations (equivalent to one hour each) in the morning and three essay examinations (equivalent to one hour each) in the afternoon.  The second day consists of two Performance Tests (equivalent to 90 minutes each) in the morning and six essay questions (equivalent to 30 minutes each) in the afternoon.  The third day consists of 200 multiple choice questions answered in pencil on a computer-graded grid sheet: 100 answered in each three hour session.  The Examination is normally administered in a large room with applicants seated 2 or 3 per table. 

Based on this information concerning the Mississippi Bar Examination (if additional information on the examination is necessary, contact the Board office in writing) and on the person’s condition/disability and your diagnosis, what Non-Standard Testing accommodations would you recommend for taking the Mississippi Bar Examination?  (Check ALL accommodations you believe are necessary):



Braille Version of Test


Use of a Sign Language Interpreter



Large Print Exam Materials

Wheelchair Accessibility

Use of Tape Recorder


Use of Reader

Use of Magnifying Glass

Separate Testing Room

Additional Testing Time: Please indicate exactly the amount of additional time recommended for each session.  (Normal test day consists of one 3-hour morning session and one 3-hour afternoon session.)  Also indicate specifically how this extra time will assist the Applicant.  Submit an additional sheet if necessary.


_________________________________________________________________________________________


_________________________________________________________________________________________


_________________________________________________________________________________________


Other Accommodations - Please specify:_______________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________
If the applicant has a learning disability or suffers from attention deficit/hyperactivity disorder, a diagnostic report must be included.  The report should contain, but not be limited to the following:

I.
Background Information

a.
Relevant family history.

b.
Relevant current family situation.

c.
Relevant health/developmental/psychological history.

d.
Relevant educational history.

II.
Previous Evaluations and Results, If Known

a.
Relevant medical and/or psychological.

b.
Relevant cognitive and/or achievement.

c.
Recent vision and hearing.

FORM NST9-A  -  Page 2
III.
Tests Administered For This Evaluation

a.
Names of standardized tests administered



1.  Report all standard scores obtained (Subtests, Cluster, I.Q., Index, etc) in test or attach computer 

      printouts.


b.
Informal measures.

IV.
Behavioral Observations

a.
Response style.

b.
Attentional level and consistency.

c.
Receptive and expressive language.

d.
Level of anxiety.

e.
Any other observations that helped you to determine that the



individual had a learning disability.

V.
Cognitive Abilities and Achievements

a.
Interpret and integrate information.

b.
Give specific examples to document clinical interpretation.



Be sure to address any discrepancies in test results.
VI.
Summary and Conclusions

a.
Briefly summarize results.

b.
State implication of results, be sure to indicate the functional



limitations experienced by the individual due to his/her learning



disability and how these limitations would affect the individual’s



performance on the Bar Examination.

VII.
Recommendations

a.
What accommodations would you recommend?  Be specific.  If



recommending extended test taking time, how much?  Applicant



must be able to complete the test in a finite amount of time.



Unlimited time is not acceptable as a recommendation.

Signature:
I certify that all the information on this form is true and correct to the best of my knowledge and belief.

________________________________________________________


______________________


(Signature of Physician/Licensed Professional)





(Date)
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NON-STANDARD TESTING ACCOMMODATIONS

LEARNING DISABILITY VERIFICATION
(To Be Completed By A Physician or Licensed Professional)
FORM NST9-B
Mail completed form to:  
MS Board of Bar Admissions





P. O. Box 1449





Jackson, MS   39215-1449

The Mississippi Board of Bar Admissions requires current documentation (within the last five years) from a physician or a licensed professional in the field related to the applicant’s disability to be included with a request for special testing accommodations.  Applicants must return this form with a completed Petition for Non-Standard Testing Accommodations Eligibility Questionnaire - Form NST9.

Please type or print legibly.


	Name of Applicant requesting testing accommodations:
	     

	Name of Professional Completing this form
	

	Occupation, Title & Specialty:


	________________________________________________________

________________________________________________________

	License/Certification Number:
	

	Address:


	________________________________________________________

(City)                                                       (State)                (Zip)

	Telephone Number:
	(           )

	Training in diagnoses:


	________________________________________________________

	Number of years in practice:
	


Please attach a copy of your resume, transcripts, certification, or degrees.  It must indicate training, internship, post-doctorate work, and the number of people evaluated, pre- and post-licensure.

Names/Numbers of tests or evaluations of the applicant:__________________________________________________
_______________________________________________________________________________________________
Date of first patient treatment/consultation with Applicant:__________________________________________________

Date of last patient treatment/consultation with Applicant:__________________________________________________
Fully describe your diagnosis:_______________________________________________________________________
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________
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Describe the nature of the condition/disability and how this condition/disability affects the applicant’s ability to take the examination (i.e., functional limitations):

_______________________________________________________________________________________________ ______________________________________________________________________________________________________________________________________________________________________________________________

Describe any and all treatment of this condition/disability:__________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
Describe the effectiveness of any treatment:____________________________________________________________
_______________________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________

If treatment has not been effective or only partially effective, describe what other treatment(s) are available and their potential effectiveness:_____________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________

Is this a permanent condition/disability?


Yes 


No 
If no, when is the condition/disability likely to abate?______________________________________________________
_______________________________________________________________________________________________
Are other psychological disorders present such as: depression, anxiety or stress-related disorder?_________________
______________________________________________________________________________________________________________________________________________________________________________________________
If yes, these are considered to be temporary disabilities and will require psychodiagnostic testing and recent narrative updates, since the nature of temporary disabilities is that the impairment may change over the course of time.  Specify how this condition limits the activities of the applicant educationally and psychologically, with regard to the examination.

______________________________________________________________________________________________________________________________________________________________________________________________
In what way does the condition/disability affect the applicant’s ability to read/write/concentrate for the examination?

______________________________________________________________________________________________________________________________________________________________________________________________
The Mississippi Bar Examination is a three-day examination consisting of one three-hour morning session and one three-hour afternoon session each day.  The first day consists of six essay examinations:  three essay examinations (equivalent to one hour each) in the morning and three essay examinations (equivalent to one hour each) in the afternoon.  The second day consists of two Performance Tests (equivalent to 90 minutes each) in the morning and six essay questions (equivalent to 30 minutes each) in the afternoon.  The third day consists of 200 multiple choice questions answered in pencil on a computer-graded grid sheet: 100 answered in each three hour session.  The Examination is normallly administered in a large room with applicants seated 2 or 3 per table.  Based on this information concerning the Mississippi Bar Examination (if additional information on the examination is necessary, contact the Board office in writing) and on the person’s 
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condition/disability and your diagnosis, what testing accommodations would you recommend for taking the Mississippi Bar Examination?  (Check ALL accommodations you believe are necessary):

COMMUNICATIONS ACCESS

ALTERNATIVE FORMATS



PERSONAL ASSISTANCE

Braille Version of Exam



Typist                            

Magnifying Glass




Reader

Audio cassette version of exam


Assistance with Scantron sheet

Large print exam materials



Other______________________      

    (Check one  18pt,  24pt)

Other_____________________

ARCHITECTURAL ACCESS

Describe (e.g., wheelchair access including table height).

_______________________________________________________________________________________________

_______________________________________________________________________________________________

PERMISSION TO BRING SPECIAL EQUIPMENT INTO TEST ROOM

Describe (e.g., word processor).

_______________________________________________________________________________________________

_______________________________________________________________________________________________
PERMISSION TO BRING PERSONAL ITEMS INTO TEST ROOM

Describe (e.g., medications, special chair, special lighting).

_______________________________________________________________________________________________
_______________________________________________________________________________________________

TIMING

ADDITIONAL TEST TIME

Specify amount of additional time recommended for each 3-hour session  (essay, performance test, multiple choice) and indicate why additional time is needed and the basis for recommending the amount of time for each test format.  (NOTE:  If additional testing time is recommended but the specific amount of additional time is not stated, the recommendation will be considered incomplete).

Additional Time per three (3) hour session:

Essay:__________

Performance Test:__________

Multiple Choice:__________

(Reasons and basis)______________________________________________________________________________
_______________________________________________________________________________________________

LIMITED TESTING TIME PER DAY

Specify the time limitations recommended for each test day and indicate why these time limitations are needed and the basis for your determination:

______________________________________________________________________________________________________________________________________________________________________________________________
Other accommodations required.  Please be specific:____________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________
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Explain how the recommended non-standard testing accommodations relate to the functional limitations associated with the disability and the basis for that determination.  Give specific examples.

_______________________________________________________________________________________________

_______________________________________________________________________________________________
_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

An applicant with a specific learning disability must have been identified by an approved psycho-educational assessment process which includes data from both cognitive and achievement measures.  (See instructions)  Test results and interpretations indicating functional limitations must be included.  Testing must also:

1.
have been administered within the last 3 years;

2.
identify an information processing deficit;

3.
certify that the applicant’s aptitude is within the normal range; and

4.
identify an aptitude-achievement discrepancy of at least 1.5 standard deviations.


The following assessments are recommended as the minimum tests to be administered.


Woodcock-Johnson Psycho-educational Battery, Revised Part I, Standard and Supplemental

and



Wechsler Adult Intelligence Scales-Revised
and



WRAT-R or 3, Spelling and Reading Subtest

and



Woodcock-Johnson Psycho-educational Battery, Revised part II, Standard and Supplemental

and



Rey 15 Item Test; or



Rey Word List; or



Portland Digit Recognition Test, or



Symptom-Check-List-90-R or



Stroop or



Trailmaking Test A and B or Color Trailmaking Test A and B or



Booklet Category Test

Please note:  The Slingerland Test is only a screening assessment test and is unacceptable documentation unless it is accompanied by three of the recommended assessments.

The following is a suggested report format.


WECHSLER ADULT INTELLIGENCE SCALE-REVISED (WAIS-R):


Verbal:__________
Performance:__________
Full Scale:__________
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SCALED SCORES:


Information
__________

Picture Completion
__________


Digit Span
__________

Picture Arrangement
__________


Vocabulary
__________

Block Design

__________


Arithmetic
__________

Object Assembly
__________


Comprehension __________

Digit Symbol

__________


Similarities
__________


Verbal
__________


Performance
__________

WOODCOCK-JOHNSON PSYCHO-EDUCATIONAL BATTERY-REVISED-PART 1: COGNITIVE STANDARD SCORES ONLY:

Long-Term Retrieval
________
Visual Processing     
       ________


Short-Term Memory
________
Comprehensive-Knowledge ________


Processing Speed
________
Fluid Reasoning
       ________

WOODCOCK-JOHNSON PSYCHO-EDUCATIONAL TESTS OF ACHIEVEMENTS:

	Broad Reading: 
	Broad Written Language:
	Broad Mathematics:

	SUBTESTS
	SUBTESTS
	SUBTESTS

	Letter-Word Identification:
	Dictation:
	Calculation:

	Passage Comprehension:
	Writing Samples:
	Applied Problems:


MOTIVATIONAL ASSESSMENT (Date Motivational Assessment Completed):_______________________

	TEST
	Sub-Test
	Standard/Scaled Scores

	A.  REY 15 ITEM ITEST

B.   REY WORD LIST

C.  PORTLAND DIGIT

      RECOGNITION TEST
	
	

	SYMPTOM CHECK LIST-90-R
	
	

	TRAILMAKING TEST A AND B

or

COLOR TRAILMAKING A AND B
	
	

	STROOP
	
	


Attach a report giving background information, including:


How the applicant’s disability presents itself.


The history of the disability.


Relevant family history.


The functional limits the disability imposes (occupationally, socially, psychologically).


the remediation attempted and its results.


Psycho-social history.


Developmental milestones.
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
Mental status exam during evaluation.


Diagnosis on five axes.


Other ruled out diagnoses and formulation.

Without this report, the petition will be considered incomplete.

CLINICIAN/LICENSED PROFESSIONAL’S SIGNATURE:
I declare under penalty of perjury under the laws of the State of Mississippi that the above information is true and correct.

________________________________________________________


____________________


(Signature of Clinician/Licensed Professional)





(Date)

The Board of Bar Admissions reserves the right to make final judgment concerning testing accommodations and will have all documentation related to this matter reviewed by a medical specialist, psychologist, or other consultant.
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NON-STANDARD TESTING ACCOMMODATIONS

ADD/ADHD VERIFICATION
(To Be Completed By A Physician or Licensed Professional)
FORM NST9-C
Mail completed form to:  
MS Board of Bar Admissions





P. O. Box 1449





Jackson, MS   39215-1449

The Mississippi Board of Bar Admissions requires current documentation (within the last five years) from a physician or a licensed professional in the field related to the applicant’s disability to be included with a request for special testing accommodations.  Applicants must return this form with a completed Petition for Non-Standard Testing Accommodations Eligibility Questionnaire - Form NST9.

Please type or print legibly.


	Name of Applicant requesting testing accommodations:
	     

	Name of Professional Completing this form
	

	Occupation, Title & Specialty:


	_______________________________________________________

	License/Certification Number:
	

	Address:


	_______________________________________________________

(City)                                                       (State)                (Zip)

	Telephone Number:
	(           )

	Training in diagnoses:


	_______________________________________________________

	Number of years in practice:
	


Please describe the credential(s) which qualify you to diagnose and/or verify the applicant’s disability and to recommend testing accommodations (Please include internships, training, supervision, workshops):

_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
Describe the applicant’s self-reported symptoms of ADD/ADHD:____________________________________________ _______________________________________________________________________________________________
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Are these symptoms secondary to ADD/ADHD?

Yes 


No 
Date of first patient treatment/consultation with Applicant:__________________________________________________
Date of last patient treatment/consultation with Applicant:__________________________________________________
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What other diagnoses were considered?  How were they ruled out?  If secondary, how do these disorders interact with ADD/ADHD?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Is there evidence of a comorbid psychiatric condition or a learning disability?
Yes 

No 
Describe:_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Does the applicant have a documented history of childhood ADD/ADHD?
Yes 

No 
If so, describe psychological history, developmental history, educational history and developmental milestones.  Attach separate statement if necessary:

_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________

If not, what evidence has been presented to you for review (e.g., school records, parental interview, etc.) To support the applicant’s history of childhood ADD/ADHD?

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please provide scores from ADD checklist:

TEST __________

SCORE __________


Has a cognitive assessment been performed?




Yes 

No 
Does the cognitive assessment support ADD/ADHD?



Yes 

No 
Briefly explain:___________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How does the condition/disability affect the applicant’s ability to complete the examination under standard conditions?

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Is there any objective evidence that the requested accommodations facilitate the applicant’s test performance?

Yes 

No 
Please explain fully.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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The Mississippi Bar Examination is a three-day examination consisting of one three-hour morning session and one three-hour afternoon session each day.  The first day consists of six essay examinations: three essay examinations (equivalent to one hour each) in the morning and three essay examinations (equivalent to one hour each) in the afternoon.  The second day consists of two Performance Tests (equivalent to 90 minutes each) in the morning and six essay questions (equivalent to 30 minutes each) in the afternoon.  The this day consists of 200 multiple choice questions answered in pencil on a computer-graded grid sheet: 100 answered in each three hour session.  The Examination is normally administered in a large room with applicants seated 2 or 3 per table.

Based on this information concerning the Mississippi Bar Examination (if additional information on the examination is necessary, contact the Board office in writing) and on the person’s condition/disability and your diagnosis, what testing accommodations would you recommend for taking the Mississippi Bar Examination? (Check and describe below all accommodations you believe are necessary):
COMMUNICATIONS ACCESS

ALTERNATIVE FORMATS



PERSONAL ASSISTANCE

Braille Version of Exam



Typist                            

Magnifying Glass




Reader

Audio cassette version of exam


Assistance with Scantron sheet

Large print exam materials



Other______________________      

    (Check one  18pt,  24pt)

Other_____________________

ARCHITECTURAL ACCESS

Describe (e.g., wheelchair access including table height).

_______________________________________________________________________________________________

_______________________________________________________________________________________________
PERMISSION TO BRING SPECIAL EQUIPMENT INTO TEST ROOM

Describe (e.g., word processor).

_______________________________________________________________________________________________
_______________________________________________________________________________________________
PERMISSION TO BRING PERSONAL ITEMS INTO TEST ROOM

Describe (e.g., medications, special chair, special lighting).

_______________________________________________________________________________________________
_______________________________________________________________________________________________
TIMING

ADDITIONAL TEST TIME

Specify amount of additional time recommended for each 3-hour session  (essay, performance test, multiple choice) and indicate why additional time is needed and the basis for recommending the amount of time requested for each test format.  (NOTE:  If additional testing time is recommended but the specific amount of additional time is not stated, the recommendation will be considered incomplete).

Additional Time per three (3) hour session:

Essay:__________

Performance Test:__________

Multiple Choice:__________

(Reasons and basis)______________________________________________________________________________
_______________________________________________________________________________________________
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LIMITED TESTING TIME PER DAY

Specify the time limitations recommended for each test day and indicate why these time limitations are needed and the basis for your determination:

______________________________________________________________________________________________________________________________________________________________________________________________

Other accommodations required.  Please be specific:____________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________
Explain how the recommended testing accommodations relate to the functional limitations associated with the disability and the basis for that determination.  Give specific examples.

_______________________________________________________________________________________________
_______________________________________________________________________________________________

_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
PHYSICIAN’S or OTHERWISE LICENSED PROFESSIONAL’S SIGNATURE:
I declare under penalty of perjury under the laws of the State of Mississippi that the above information is true and correct.

________________________________________________________


____________________


(Signature of Physician/Licensed Professional)





(Date)

The Board of Bar Admissions reserves the right to make final judgment concerning non-standard testing accommodations and  may have this documentation reviewed by the Committee’s ADHD/ADD specialist, psychiatrist, clinical psychologist, or other consultant.
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NON-STANDARD TESTING ACCOMMODATIONS

VERIFICATION OF LAW SCHOOL ACCOMMODATIONS

(To be completed by Law School Official)
FORM NST9-D
IN RE PETITION OF:
     

(Petitioner’s (Applicant) Name)
I, _________________________________________________________________________, state that my position at 


(Name of Law School Official Completing Form)
____________________________________________________________ is ________________________________. 


(Name of Law School)






(Dean/Associate Dean/Registrar)
As such, it is my responsibility to authorize any testing accommodations requested by students with disabilities for the specific purpose of allowing such students to take examinations on an equal basis with other students.

The above named petitioner, who __________ in attendance at this law school __________ given authorization to 

       (is/was)



             (was/was not)
receive testing accommodations during the administration of examination at this school.

A determination was made that petitioner has a disability based upon the following procedure:

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
( all that apply)

Verification from doctor/clinician required
Student self-report
Special testing was required

Petitioner was permitted the following accommodation(s):_________________________________________________
_______________________________________________________________________________________________
Were other remediation efforts made?  If so, specify how successful they were:

______________________________________________________________________________________________________________________________________________________________________________________________
I declare under penalty of perjury under the laws of the State of Mississippi that the above information is true and correct.

________________________________________________________


_______________________


(Signature of Law School Official Completing Form)





(Date)
______________________________________________________  Telephone: (______)_______________________


(Position)
Address:  _______________________________________________________________________________________

Mail completed form to:  
MS Board of Bar Admissions






P. O. Box 1449






Jackson, MS   39215-1449

FORM NST9-D
NON-STANDARD TESTING ACCOMMODATIONS

VERIFICATION OF BAR EXAMINATION ACCOMMODATIONS

(To be completed by Bar Admissions Official of another jurisdiction)
FORM NST9-E
IN RE PETITION OF:        



(Petitioner’s Name)
for testing accommodation in taking the ___________________________________________________(Examination Date)
I, _______________________________, as ____________________________________(Title) state that my position at

_________________________________________________________________________________(Name of jurisdiction) is such that it is my responsibility to monitor and authorize any testing accommodation requested by applicants with disabilities for the specific purpose of facilitating their participation as examinees.  The petitioner, who sat for the ___________ bar examination,
 was
was not  authorized to received testing accommodations during this examination as outlined below.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_______________________________________________________________________________________________
Executed on _________________________ by _________________________________________________________



(Date)




(Official’s Signature)
Mail completed form to:  
MS Board of Bar Admissions





P. O. Box 1449






Jackson, MS   39215-1449

FORM NST9-E
�
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