[bookmark: _GoBack]REASONABLE ACCOMMODATION FORM – DISABILITY
Please complete this form if you have a physical or mental health disability and need a reasonable accommodation to perform the essential functions of your position. Should you need any help completing this form, or if you have any questions, please speak to Human Resources.

EMPLOYEE NAME: _____________________________________________________ 
DEPARTMENT: ______________________________________________ 
SUPERVISOR: __________________________________________________ 
POSITION: __________________________________________________ 
1. Please describe the accommodation(s) you are requesting. If there is more than one accommodation that you believe will meet your needs, please describe all possible accommodations. ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
2. Please describe your medical condition and the reason(s) why you are requesting an accommodation. For current employees, include a description of the essential functions of your job that you currently are unable to perform, and explain how the requested accommodation(s) will enable you to perform those essential functions of your job. __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
3. For how long will the requested accommodation(s) be needed? __________________________________ 
4. Please attach to this form any documentation that you believe supports your need for the requested reasonable accommodation. Please also provide any other information that you believe is relevant to your request. __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
 
I certify that the information contained on this form and submitted with this form is true and correct. 
_________________________________________ __________________ Signature/Date 

PLEASE RETURN THIS FORM TO THE HUMAN RESOURCES DEPARTMENT. DO NOT GIVE THIS FORM TO YOUR MANAGER OR TO ANYONE OUTSIDE OF HR AS IT MAY CONTAIN CONFIDENTIAL MEDICAL INFORMATION.
