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REQUESTS FOR

REASONABLE ACCOMMODATION

BY EMPLOYEES

The attached package has been developed to facilitate an employee's request for reasonable accommodation due to a mental or physical medical condition.  Although the completion of the package is voluntary, failure to provide the requested information may result in the Agency having insufficient information to grant the requested accommodation.

INSTRUCTIONS FOR COMPLETING THIS PACKAGE
The employee should provide detailed responses to the questions in the Employee's Statement.  The employee may use additional paper or the back of the form, if necessary, to answer the questions.

The immediate supervisor must complete the Supervisor's Statement.
The employee should provide at a minimum: 1) a completed Employee’s Statement; and 2) a completed Physician’s Statement and/or other acceptable medical evidence to support the claim.  
Please note, if the employee has an obvious disability, medical documentation is not required.
It is recommended that the employee submit a copy of his or her position description, the position’s performance elements and standards, and the latest annual performance appraisal.  

The completed package should be submitted to the employee’s immediate supervisor or to the Reasonable Accommodation Program Manager in the Office of Civil Rights.  For additional guidance you may contact the Office of Civil Rights at 571-272-8292.
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Request for Reasonable Accommodation

EMPLOYEE’S STATEMENT

____________________________________________________________________________________________

1.
Name of Requester (last, first, middle)




2.  Full Address/ Telephone

____________________________________________________________________________________________

3.
Position Title






4.  Job Series/Grade/Step

____________________________________________________________________________________________

5.
Organization

____________________________________________________________________________________________

6.
Immediate Supervisor's Name





7. Supervisor's Telephone Number

____________________________________________________________________________________________

8.
a.  Describe your major job functions.


b.  Describe any unusual environmental factors in your job.

____________________________________________________________________________________________
9.
Describe your medical condition(s) (e.g., illness, disease or injury) and how it (they) interfere(s) with the performance of your duties.

____________________________________________________________________________________________

10.
Give the approximate date that your medical condition(s) began to affect your performance, attendance or conduct. (Month, Year)
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Request for Reasonable Accommodation

EMPLOYEE'S STATEMENT

____________________________________________________________________________________________

11.
Describe specifically what accommodation(s) you think could be made so that you would be able to perform the essential duties of your position.  You must be able to perform all of the critical elements outlined in your performance appraisal plan either with or without the required accommodation(s).  Also explain why you believe the accommodation is needed.

12.
How long do you believe you would need the required accommodations?

____________________________________________________________________________________________

13.     Have you discussed your medical condition with your supervisor?  What was done, if anything, to address your concerns?
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Request for Reasonable Accommodation

EMPLOYEE'S STATEMENT

____________________________________________________________________________________________

CERTIFICATION AND CONSENT BY EMPLOYEE:

I hereby certify that all statements made above are true to the best of my knowledge and belief.  I hereby give permission for the release of information about my service and medical condition(s) to authorized agency officials.

_______________________________

______________

____________________

Signature (do not print)



Date


Office Phone number

********************************************************************************************

PRIVACY ACT STATEMENT
This statement is provided in compliance with the Privacy Act of 1974, 5 U.S.C. § 552(a), which requires that Federal agencies must inform individuals who are requested to furnish personal information about themselves as to certain facts regarding the information requested.  Medical information is also subject to provisions in

29 CFR § 1630.14.

1.
Authority: 5 U.S.C. Chapters 43 and 75; 5 U.S.C. § 301; and 29 U.S.C. §§ 790-794.

2.
Principal Purposes: The information solicited is intended principally for determining whether a

requested employment benefit will be granted; whether an accommodation will be made to the employee's employment terms, conditions, or requirements; whether job placement or reassignment actions will be taken; and/or whether an adverse action or action based upon unacceptable performance will be proposed or effected.

3.
Routine Uses:  In addition to being used within the Agency for the purposes indicated above, records of this type are routinely furnished as appropriate to courts and to arbitrators, the Merit Systems Protection Board, the Equal Employment Opportunity Commission and to other administrative tribunals when presenting the agency's position in an appealed personnel action.

4.
Mandatory/Voluntary Disclosure: Consequences of Disclosure: Disclosure is voluntary. However, failure to provide the requested information may result in the matter being either administratively closed or decided without consideration of information that would support the request.

Page 1 of 3

Request for Reasonable Accommodation

SUPERVISOR'S STATEMENT

SECTION A- SUPERVISOR INFORMATION

1.     Name (last, first, middle)





2.     Job Title

3.     Office Location






4.    Office Phone Number

5. How long have you supervised the requester?

____________________________________________________________________________________________

SECTION B – EMPLOYEE IDENTIFICATION
____________________________________________________________________________________________

1.
Name (last, first, middle)

____________________________________________________________________________________________

SECTION C -- Information About Employee's Performance
____________________________________________________________________________________________

1.
Title of current position (attach a copy of the position description, current performance plan, and if available, latest performance evaluation)

____________________________________________________________________________________________

2.
Job series/grade/step




3.  Date of entry into position (month, day, year)

____________________________________________________________________________________________

4.
Is employee unable to perform or is performance less than fully successful with regard to any critical element

of current position?

Check one:

Yes______ 




No ______-

____________________________________________________________________________________

5.
Approximate date performance or conduct problems began: (month, year)

____________________________________________________________________________________
6.
Identify critical element(s) of the position which employee does not perform successfully or not at all.

If performance is not fully successful, explain how:

7.     Have you discussed this request with the employee, to determine what he/she needs? 
Check one:                        Yes____________




No ______
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____________________________________________________________________________________
SECTION D - Information About Employee's Attendance (if applicable).
____________________________________________________________________________________
1.
Has employee's attendance stopped for apparent medical reasons?

Check one:

Yes_____(IF YES, HOW LONG IS ABSENCE EXPECTED TO CONTINUE?)




No _____

____________________________________________________________________________________
2.
Is employee's attendance unacceptable for continuing in current position?

Check one:

Yes______



No ______-

3. Approximate date attendance stopped or became unacceptable. (month, year)

____________________________________________________________________________________
4.
Explain effect of employee's absence(s) on your work operations.

____________________________________________________________________________________
5.
How many hours of leave has employee used for apparent medical reasons since date in item #3.

Enter leave hours used:
Annual________Sick________Comp Time________ LWOP________

____________________________________________________________________________________
SECTION E - Information About Employee's Conduct (if applicable)
____________________________________________________________________________________
1.
Is employee's conduct unsatisfactory?

Check one

Yes____


No ____-Go to Section F

____________________________________________________________________________________
2.
Approximate date conduct became unsatisfactory (mo., yr.)

____________________________________________________________________________________
3.
Describe how conduct is unsatisfactory (attach supporting documentation, if available, such as

notices to employee of proposed disciplinary or adverse action.)
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Request for Reasonable Accommodation

SUPERVISOR'S STATEMENT

____________________________________________________________________________________
SECTION F -- Accommodations
____________________________________________________________________________________
What efforts have you previously made to accommodate employee (including temporary accommodations, e.g., light duty)?

Please provide any additional information you feel is important.

____________________________________________________________________________________
SECTION F -- Supervisor's Certification
____________________________________________________________________________________

I certify that all the statements made on this Supervisory Statement are true to the best of my

knowledge and belief.

________________________
__________________

________________________

Supervisor's Signature

Date



 Office Phone Number

Request for Reasonable Accommodation

PHYSICIAN’S STATEMENT

____________________________________________________________________________________
SECTION A -- Identifying Information and Consent (to be completed by employee)
____________________________________________________________________________________
1.
Applicant's Name (last, first, middle)

____________________________________________________________________________________
2.
Date of Birth (mo., day, yr.)



3.  Social Security Number

____________________________________________________________________________________
4.
Enter exact name and address (including zip code) of your employing activity.


U. S. Patent and Trademark Office

Director of the US Patent and Trademark Office


Alexandria, VA  22313-1450

Address to which Physician can mail statement:


U. S. Patent and Trademark Office


Mail Stop EEO
Director of the US Patent and Trademark Office

PO Box 1450

Alexandria, VA  22313-1450

FAX: (571) 273-0154

____________________________________________________________________________________5.
I authorize the release to the Patent and Trademark Office any and all information or records

connected with my medical condition(s) (illness, disease, or injury) which is the basis of my Request

for Reasonable Accommodation.

Applicant's Consent to Release Medical Information

___________________________________




___________________

Signature (do not print)






Date

_________________________________

Print Name

Reasonable Accommodation

PHYSICIAN’S STATEMENT

____________________________________________________________________________________
SECTION B - Medical Documentation (to be completed by physician)

____________________________________________________________________________________
INSTRUCTIONS
The individual identified above is requesting medical documentation that will be evaluated, along with other information, in connection with his or her request for the accommodation of a disability.  

The applicant is responsible for any costs incurred in connection with providing this documentation unless the Agency has specifically authorized payment.

A new medical examination is not necessary if you can provide current information from your records.

Enclose your report and any attachments in a sealed envelope marked “CONFIDENTIAL MEDICAL RECORDS.” Send it to the address shown in Section A, Item 4. You may, if you wish, give it directly to the applicant for delivery to the employing office.

Please complete this statement within 2 weeks.  Be sure to sign the report and include your address and telephone number.

Reasonable Accommodation

PHYSICIAN'S STATEMENT

PLEASE PROVIDE THE FOLLOWING INFORMATION

A.
Questions to help determine whether an employee has a disability.

A person has a disability under the Rehabilitation Act if the person has an impairment that substantially limits one or more major life activities.  The following questions may help determine whether an employee has a disability:

1. Does the employee have a physical or mental impairment? 

2. What is the impairment?

3. Is the impairment long-term or permanent?

4. If not permanent, how long will the impairment likely last?

5. Does the impairment affect a major life activity?

6. If yes, what major life activity(s) is/are affected?

- Caring for oneself

-Walking

-Hearing


-Lifting

- Sitting



-Standing

- Seeing


- Sleeping

- Performing Manual Tasks
- Speaking

- Concentrating

-Thinking

-Learning


- Breathing

- Working

-Other (describe)

7.  Is the employee substantially limited in one or more of these major life activities?  Please note the   severity to which the major life activity is affected as compared to the general population (ex. can only type for ten minutes without pain, able to walk no more than 100 feet at a time, cannot lift more than ten pounds, etc.).

____________________________________________________________________________________________

B.  Questions to help determine whether an accommodation is needed.

An employee with a disability is entitled to an accommodation only when the accommodation is needed because of the disability. The following questions may help determine whether the requested accommodation is needed because of the disability:

1. What limitation(s) is/are interfering with job performance?

2. What job function(s) is/are the employee having trouble performing because of the limitation(s)?

C. Questions to help determine effective accommodation options.

If an employee has a disability and needs an accommodation because of the disability, the employer must provide a reasonable accommodation, unless the accommodation poses an undue hardship.  The following questions may help determine effective accommodations:

1. In your medical opinion, what accommodations would you recommend that your patient receive to better perform his/her duties?

       2.
How would your suggestions improve the employee’s job performance?
D. Comments.

Please provide any additional information you feel is important.

I certify that all the statements made on this Physician’s statement are true or are best of my knowledge and belief.

____________________

Physician’s Name (Print)

________________________        ______________               __________________________     ______________

Physician’s signature

Date


Address



Phone number

