REASONABLE ACCOMMODATION REQUEST FORM

cHAPTER 1 Confirmation of Reasonable Accommodation Request Form

Name Date
Section 1.05
Section 1.04
Section 1.03 Work Phone Check One:
Employee I_l Applicant I_l

Section 1.02 Supervisor's Name

Section 1.01 Supervisor’s Phone

Describe the nature of vour medical condition and vour limitations (including whether the

condition and/or limitations are permanent or temporarv):

Describe anv impact of vour present limitations on the performance of vour duties:




Describe anv accommodation vou believe would assist vou in the performance of vour duties:

Privacy Rcot Statemsnt: The collection of this information is authorized by 29 USC 791 =t
information will ke used to process a reguest for reasconakble accommodaticon. As a routins us
information may be disclosed appropriate agency ocfficials processing or otherwise respon
the request for reasonabls accommodation and/or decisicons relatsd to such reguest; an appropriats
government agency, domestic or foreign, for law enforcement purposes; wherse pertinent, in a legal
procesding te which the DOM iz a party or has an intersst; to a roment agency in order to cbtain
information relevant to DON decisionis) cerning reasonabkle accommodation: to a congressional
cgffice in crder to cbhbtain information relevant te DON decision(s) concerning reascnakle
accommodation; To an SXpert, consultant or other person undsr contract with the DON to fulfill an
agency function; to an investigator, administrative Jjudges or complaints examiner appointed for the
investigation of a formal EEC complaint under 2% CFR 1£14; to the Msritc Systems Protecticn Board or
Office of 3pecial Counsel for proceedings or investigations involwing persconnel practices and other
matters within their jurisdiction; to a labor organization as regquired by ths Federal Lakor
Managemsnt Relations Ret; to the Office of Personnel Managemsnt in making determinations relatsed to
dizakilicy retirsment and kenefit entitlement; to officials of the Office of Worksrs' Compensation
Programs; to the Department of Veterans Rffairs; to an empleovee’s private treating physician and to
medical personnel retained by the DON to provide medical services in connection with an smp
health or physical condition related to employment; and to the Occupational Safety and Health
ocfficials when needed to perform their duties. Completion of this rm is woluntar If this
information is not owvided, processing the resquest for reasonable accommodation may not be possikble.

I certify that the statements and information contained in this document and any attachments
are true and complete to the best of my knowledge. I hereby give permission to release any
information contained in this request to authorized officials with a need to know.

Requestor’s Signature Date

The signature below acknowledges receipt of this request for accommeodation and attachments
if any.
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