CONFIDENTIAL





               See Instructions on Reverse Side

REQUEST FOR REASONABLE ACCOMMODATION

A.  To be completed by applicant or employee
Name:
     
Home Address:      
Home Phone:       
Unit/Department:       
Campus Phone:        
Supervisor:       
Campus Phone:       
Stage of Employment:
 FORMCHECKBOX 
Application
 FORMCHECKBOX 
Interview
 FORMCHECKBOX 
On-the-job 

Type of Accommodation Requested to perform the Essential Functions of your job (Please Check):

 FORMCHECKBOX 
 Work Site Modification


 FORMCHECKBOX 
 Acquisition or Modification of Assistive Device(s)

 FORMCHECKBOX 
 Flexible Personnel Policies                 
 FORMCHECKBOX 
 Job Restructuring
 FORMCHECKBOX 
 Other: (Please Describe:       
        
     

 FORMTEXT 


I authorize my medical provider(s)        
 to release the following information from my patient file to        
 for the purpose of determining appropriate job accommodations to my disability.

Signature
Date      

B.  To be completed by medical practitioner

Diagnosis of disability(ies)       


Will the disability(ies) result in a long term or permanent condition?     FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Is the patient taking medications or treatments that would be expected to affect job performance, that would pose a direct threat or safety risk?  (See attached job description for statement of duties)   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If yes, please explain       


Please describe how the disability(ies) limit(s) the patients ability to perform the essential functions of the job. 

      

Are additional functional limitations anticipated?  If so, Please explain       


Accommodations Needed (See opposite side for a list of possible accommodations, attach an additional page, if necessary)   Please check:

 FORMCHECKBOX 
 Work Site Modification

 FORMCHECKBOX 
 Acquisition or Modification of Assistive Device(s)

 FORMCHECKBOX 
 Flexible Personnel Policies
 FORMCHECKBOX 
 Other : (Please describe)        


Signed: 
Address       
Date      
C.  To be completed by manager/supervisor in consultation with applicant/employee
Will accommodation(s) allow the person to perform the essential job duties?    FORMCHECKBOX 
 Yes
  FORMCHECKBOX 
 No 
   

Please explain       

Identify limitations resulting from the disability(ies) that would affect completion of job tasks.      
 

Accommodations approved     FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No
    

Supervisor      
Date      
ADA Coordinator      
Date      
Please return this form to:
The University of Kansas, Equal Opportunity Office, ADA Coordinator, 103Carruth-O’Leary Hall, 1246 W. Campus Road, Lawrence, Kansas   66045.  Tele: 785-864-4946 / Fax:  785-864-3689.

Instructions for completing form Request for Reasonable Accommodations
Section 504 of the Rehabilitation Act of 1973 and the Americans with Disabilities Act (ADA) requires that no otherwise qualified person solely by reason of handicap, be subjected to discrimination under any program receiving federal financial assistance.  Federal regulations require thatreasonable accommodations be provided to the known physical or mental limitations of a disabled applicant or employee.   The Kansas Act Against Discrimination gives additional protection from disability discrimination in employment.   Whether or not the required accommodations are reasonable cannot be determined until they are described and considered in the context of whether or not they enable the disabled employee to perform the essential functions of the job. 
A.  To be completed by applicant or employee.

Provide the name of the person requesting the accommodation and other pertinent information to help contact the persons necessary to facilitate the accommodation.

Stage of employment: Designate in which stage you need the accommodation.

Check the type of accommodation you need to perform the essential functions of your job.

It is necessary to authorize your medical provider to provide us with adequate medical information in order to make an accommodation for you.  This information will be used solely for this purpose.

B.  To be completed by the medical practitioner.

This section is to be completed to identify the disabling conditions and functional limitations of the requestor.  It is not necessary for the employee to authorize their treating medical practitioner to release information unrelated to the workplace accommodation.  THE COST OF AN EXAMINATION IS BORNE BY THE EMPLOYEE REQUESTING THE ACCOMMODATION.  Determination of need for a doctor’s statement will not be used in retaliation for an employee’s request for accommodation.
C.  To be completed by the manager /supervisor in consultation with the applicant/employee.
Identify limitations to job tasks resulting form disabilities.  Limitations to job tasks are defined as those restrictions to standard or average performance of job duties, which are described on the employee’s job description or performance expectations.   For example, if an employee’s performance expectations include tasks requiring the ability to lift up to 50 pounds in weight, and the employee has an orthopedic disability which restricts his lifting 20 pounds, the limitations describe would be, cannot lift weight over 20 pounds, limiting ability to carry out job duties requiring higher lifting capacity.  

Please work with the employee and your human resource professional to ensure that the position description is accurate and distinguishes the essential and marginal functions of the position.

Accommodations needed: Job accommodations can include many factors (e.g., flex-time or job restructuring).

POSSIBLE ACCOMMODATIONS:

work site modification




Personal assistant

acquisition and/or modification of assistive device(s)
job coach

flexible personnel policies




Architectural modification

flexible hours






job restructuring



work at home






modified work schedule

reduction in hours





transfer

demotion






voluntary demotion

return to work plan





transitional work

leave of absence





reassigned to a vacant position

reserved parking





reader

interpreter






transportation

driver

other**

** Every request for an accommodation of a disability will be evaluated on a case-by-case basis.  The above list is not a complete list, other accommodations will be considered after consultation with the person making the request, the department, and if necessary the medical practitioner.

If you have questions about this form or about the ADA, contact Steve Ramirez, ADA Coordinator

at 785-864-4946.
