

Department of Developmental Services

REQUEST FOR REASONABLE ACCOMMODATION


	
Employee Name:___________________


	
Position Title:_______________________

	Employee ID:______________________
	Hours of Work:  _____________________
	

	Region/Work Location:
________________________________
	Shift (circle one):    
(1)          (2)         (3)   

	



In support of your request for an accommodation, please provide the following information and attach the required medical certificate:   

Nature of Disability:
____________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________

Does the impairment affect a major life activity?	  Yes  	No  
If yes, what major life activity(s) is/are affected?
Caring For Self	Interacting With Others	Performing Manual Tasks	Breathing Working	Walking	Standing	Reaching	Thinking	Toileting	Hearing Seeing	Speaking 	Learning 	Sitting	Lifting	Sleeping Concentrating	Reproduction	Other: (describe)  
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Accommodation Requested:
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
(Please use the back for additional information)

I understand that you may have questions about my request and may need to contact my medical provider.  I hereby give you permission to do so: 	____  Yes	____ No 

Employee/Applicant Signature:  _________________________       Date: ________________


HUMAN RESOURCES DIRECTOR REVIEW:

ADA Definition Met:   _____  Yes	_____  No

Essential Functions Impacted:
________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________
________________________________________________________________________________________________________________________________________________\

Operations Impact:
________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________

Cost Impact:
________________________________________________________________________________________________________________________________________________

Recommended______ Not Recommended_______ 

Reason:
________________________________________________________________________________________________________________________________________________

__________________________________________		_______________
(HR Director or Designee’s Signature)                                  			(Date)


DDS RA COMMITTEE REVIEW:

________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________

Approved______ Denied_______ 

__________________________________________		______________
(Chairperson’s Signature)                                  				(Date)

Request for Reasonable Accommodation (continued):
________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________





IMPORTANT NOTE:
If not approved, employee/applicant has right of appeal to:

DDS Equal Employment Opportunity Division
460 Capitol Avenue, Hartford, CT 06106
Tel: (860) 418-6144
Fax: (860) 418-6014
TTD: (860) 418-6079





Attachments:
State job specification or functional description with the essential functions of the position assignment
Essential Job Functions Tool (completed by Employee’s immediate Manager)
Medical Provider Form 
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