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 REASONABLE ACCOMMODATION REQUEST FORM 
Instructions: This form should be completed whenever an employee or applicant requests an 
accommodation, or it is apparent that a reasonable accommodation may enable an individual 
with a disability to perform the essential duties of a position or to participate in the employment 
process. 
The employee/applicant completes pages 1-3 and signs the release of medical information form. 
 

Individual Requesting/Needing Reasonable Accommodation (Type or Print) 
 
Employee’s name:  
 
Position title and grade:  
 
Building and Room Location:  
 
Phone/TTY number:  
 
Fax number:  
 
Cellular # (optional):  
 
Supervisor’s name:  
 
Phone/TTY number:  
 
Building and room location:  
 

 
Note to employee or applicant: A disability is defined by applicable law. The information you 
provide here will help the Fair Lawn Board of Education evaluate whether or not your impairment 
meets this legal definition of disability. If the answers you provide below are not sufficient to 
determine this, you may be asked to provide more information, including medical or other 
documentation if necessary. 
1. Is this a request for a new accommodation? 

� Yes 
� No 

2.  Is this a change/upgrade to a previous accommodation?  
� Yes 
� No 

 
If the change of accommodation is prompted by a change in your disability, you may need to 
provide documentation of how your disability has changed and how the change affects your job. 
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THE IMPAIRMENT 

1. What is your impairment?  
___________________________________________________________________________
___________________________________________________________________________ 
 
 

2. Please explain the functional limitations that your disability or impairment causes (e.g., cannot 
hear, difficulty walking). 
___________________________________________________________________________
___________________________________________________________________________ 
___________________________________________________________________________
___________________________________________________________________________ 
___________________________________________________________________________
___________________________________________________________________________ 
 
 

3. How do these limitations affect your ability to perform your job or your ability to enjoy other 
benefits and privileges of employment? 
___________________________________________________________________________
___________________________________________________________________________ 
___________________________________________________________________________
___________________________________________________________________________ 
___________________________________________________________________________
___________________________________________________________________________ 

 

4. Please attach documentation of your impairment if the limitations it causes or the ways in 
which it affects your ability to perform your job are not obvious to an observer. A request for 
additional documentation, including medical information, if necessary, may be made to 
evaluate your request for accommodation. 
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THE ACCOMMODATION 

1. What accommodation are you requesting? 
___________________________________________________________________________
___________________________________________________________________________ 
___________________________________________________________________________ 

 
2. If you are requesting equipment or changes to the work environment, please provide as much 

information as possible about the exact type of equipment or change to the environment (e.g., 
provide screen-reading software, wider doors).  
___________________________________________________________________________
___________________________________________________________________________ 
___________________________________________________________________________
___________________________________________________________________________ 
 

3. If you are requesting a change in the way your job is performed, please be as specific as 
possible about what type of change you are requesting (e.g., adjust schedule/hours, work at 
home, trade minor duties with another employee).  
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ 

 
4. If you are not sure what accommodation will help you, please provide as much information as 

you can about equipment or strategies that have been effective in similar situations. If you 
believe that a professional assessment (e.g., for assistive technology, range of motion, 
seating/positioning, job analysis) may be useful, please state that and describe what aspect of 
your impairment, work environment, equipment, or job duties would benefit from assessment. 
___________________________________________________________________________
___________________________________________________________________________ 
___________________________________________________________________________
___________________________________________________________________________ 
 

5. How will this accommodation enable you to perform your job duties? 
___________________________________________________________________________
___________________________________________________________________________ 
___________________________________________________________________________
___________________________________________________________________________ 
 
 
_______________________________    ___________________ 
Employee’s Signature      Date 
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PRIVACY ACT STATEMENT 

We request this information under the authority of 29 USC 791. Furnishing the information on this 
form is voluntary, but failure to do so may result in the denial of your request for a reasonable 
accommodation. The purpose of this information is to facilitate timely processing of your 
application and to determine your eligibility for a reasonable accommodation. The Department 
may make disclosures pursuant to the routine uses listed in the Employee Medical File System of 
Records (OPM GOVT-10). Generally, these routine uses permit the following kinds of disclosures. 
The Department may disclose information that you provide to Federal, state or local agencies in 
connection with adjudication of claims under retirement, insurance or health benefit programs, 
violations of laws or regulations, private relief legislation, reporting of communicable diseases, 
epidemiological research, or compliance with work health and safety laws; to the Department of 
Justice (DOJ), other Federal agencies, courts, witnesses, or parties in connection with litigation 
before a court or administrative body; to a Federal agency in connection with employee retention, 
security clearance, suitability or security investigation, or other statutory, administrative, or 
investigative purposes; to disclose the results of a drug test pursuant to an order of a court of 
competent jurisdiction where required to defend against any challenge of any adverse personnel 
action; to authorized agencies to ensure that privacy and information limitations are enforced or as 
required by those agencies to carry out their authorized duties; to a Congressional office in 
response to an inquiry made at the request of the individual who is the subject of the information; 
to appropriate individuals, agencies or entities in connection with health research, surveys or 
studies, accreditation reviews, records management and retention, insurance eligibility, or 
exposure to a health hazard; to a person responsible for the care of an individual when the 
individual is mentally incompetent or under any other legal disability; to the agency-appointed 
representative of an employee in connection with an agency-ordered examination; to labor 
organizations for limited purposes under the records access rules of the Department of Labor’s 
OSHA and subject to the limitations at 29 CFR 1910.20(e)(2)(iii)(B); to a contractor or grantee 
pursuant to a valid contract, grant or cooperative agreement with the Department. Consult the 
system notice for further details on the routine uses for the system. 
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RELEASE OF MEDICAL INFORMATION FORM 

 

I, ____________________________ (print full name), authorize my physician to release the 
medical records and/or any information pertaining to my medical condition(s) that is needed to 
address questions related to my request for reasonable accommodation, to my supervisor, 
________________________________________ (print full name); to the Department of Human 
Resources; to the Board of Education Counsel; to other appropriate management officials with a 
need to know; and/or to the District’s Physician. 
 
I understand that this release also authorizes my physician to orally discuss these matters with 
the above officials as necessary in addition to providing a written record. I understand that the 
District’s Physician may review the information, and that this release authorizes the District’s 
Physician to provide a summary and evaluation. 
 
I understand that this information is being provided to the Fair Lawn Board of Education for it to 
assess my medical condition and determine whether I have a disability as defined by law and what 
accommodation, if appropriate, can be made. The information provided to the officials above is to 
include the diagnosis, prognosis, relationship between medical condition and requested 
accommodation, what major life activities are substantially limited, the nature, severity and impact 
of the limitation, mitigating measures, such as eyeglasses and hearing aids, etc., used by the 
employee and their effect, and any other necessary documentation. 
 
______________________________________   __________________ 
Employee Signature       Date 
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