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REASONABLE ACCOMMODATIONS REQUEST

	INSTRUCTIONS


Employee:  Complete this form if you have a physical or mental disability that (1) makes achievement unusually difficult or an impairment that limits one or more life activities (s. 111.32 (8). Wis. Stats) and (2) presents a barrier to work performance that may be removed through the provision of a reasonable accommodation.  When finished, provide one copy with documentation to your Supervisor and retain a copy for your personal records.
Supervisor:  You are required to review and respond to written or oral requests for a disability accommodation.  Assist the employee in completing Section I of the form if necessary.  Complete Sections II and III. Forward the form and documentation to the Equal Opportunity Program Specialist.  Discuss the request with the Equal Opportunity Program Specialist.
	SECTION I:  EMPLOYEE


	Date of Request:
     

	Employee Name:
     
	Job Title:
     
	Work Telephone Number:
     

	Division:
     
	Inter-Departmental Work Address:
     


	1. What physical, mental or health impairment is interfering with your ability to perform your job (e.g. visual impairment, arthritis, sensitivity to light, broken leg etc,)?
     


	

	2. Describe how your impairment interferes with your ability to perform your assigned job duties. (Attach additional pages as necessary.)
     

	3. Attached are documents that will verify my impairment and its impact on my work.
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

4. Will the impairment continue indefinitely?   FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No, Estimated time frame of impairment______________



	5. What specific accommodation are you requesting?
     


	
	
	

	Employee Signature
	
	Date


Appealing a request denial or modification:  The employee may appeal the denial or modification of a reasonable accommodation request by contacting the department’s Personnel Director within sixty (60) days of the supervisor’s decision.
This document may be made available in alternate formats to individuals with disabilities upon request.
DOA-5158 Reasonable Accommodations Request continued
	SECTION II:  SUPERVISOR


	Supervisor Name:
     
	Phone Number:
     


	6. Job Analysis – list and describe the essential job responsibilities and duties pertinent to this request. (Attach additional pages as necessary.)

     

	7. Based upon the employee’s verified impairment and the essential job responsibilities and duties, identify the impact of the employee’s impairment on his or her ability to do the job.  If none, explain.  (Attach additional pages as necessary.)

     

	8. Describe the potential impact of the requested accommodation on productivity or other employees in the work unit.

     

	9. Describe the estimated cost of the reasonable accommodation (e.g., purchase of equipment, additional staff needs or time, training expenses, shift in job duties, etc.).
     


	SECTION III:  RECOMMENDATION


	10. I have consulted with the Equal Opportunity Program Specialist regarding the accommodation. FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	11. Reasonable Accommodation Request is:

 FORMCHECKBOX 
 Approved
 FORMCHECKBOX 
 Denied
 FORMCHECKBOX 
 Modified

	If denied or modified, please describe and give rationale.  (Attached additional pages as necessary.)
     


	
	
	

	Supervisor Signature
	
	Date


Appealing a request denial or modification:  The employee may appeal the denial or modification of a reasonable accommodation request by contacting the department’s Human Resources Director within sixty (60) days of the supervisor’s decision.

	Distribution after completion:
	Supervisor
	One copy to employee;
One copy  with documentation to Equal Opportunity Program Spec

	
	Equal Opportunity Program Specialist
	One copy for confidential records file.
One copy for OSER



