APPENDIX A

Reasonable Accommodation (RA) Request Form

_______________________________________________________________________

Before completing and submitting this form, please read the following Privacy Act Statement

PRIVACY ACT STATEMENT

The Army is authorized to collect the information by Section 501 of the Rehabilitation Act of 1973, 29 USC 791.  The information provided by you will be used primarily to facilitate the processing of your request.  Furnishing of the requested information and documentation is voluntary.  However, failure to fully complete this form or provide the necessary information may result in either a delay of the needed accommodation or the denial of your request.

_______________________________________________________________________

1.  I am a person with a disability who is requesting a reasonable accommodation under the Rehabilitation Act of 1973, as amended.  I am requesting accommodations because I have the medical condition(s) described below.

______________________________________________________________________

Condition(s):  (Describe condition(s) for which accommodation(s) is/are needed)

_______________________________________________________________________

Situation or Job Task(s): (Describe the current employment situation, i.e., job tasks, employment practice, or workplace barrier that keeps you from performing essential job functions or from receiving equal benefits and privileges of employment.)

_______________________________________________________________________

Accommodation(s) Requested: (Identify suggested accommodation(s) or state if possible accommodations are not known.  Provide recommendations for alternative accommodation(s) where possible.)

_______________________________________________________________________

2.  Employee/Applicant/Requester:

Typed/Printed Name and Office/Work Unit________________________________

Position Title, Series & Grade_________________________________________

Work Phone Number____________________ Home Phone Number________________

Signature _________________________________________ Date_______________

Note: If the requesting employee/applicant is unable to sign (e.g., in hospital, blind, etc.) a representative will “sign for” on this line.

_______________________________________________________________________
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