CITY OF HAMPTON 

Request for Disability Related Accommodations 

Appeal Form
	Employee Name


	Employee Number
	Date of Request

	Department


	Division
	Supervisor Name

	APPEAL OF DECISION:
1. If the employee wishes to appeal the Department Head’s decision, the employee must file an appeal with the Department Head within (5) working days of notification of the decision. 

2. The employees’ request shall include the reasons for reconsideration and if appropriate, alternative suggestions for a reasonable accommodation. 

3. The Department Head will notify the employee within (5) working days of receipt of appeal. The decision of the Department Head constitutes the final administrative action 

4. Copies of the appeal process will be sent to the Human Resources Department for retention.

	Employee:

What are your reasons for reconsideration and if appropriate, please list alternative suggestions for a reasonable accommodation?
Employee Signature:                                                                                   Date:__________



	Department Head’s Name :____________________________________________                                                                                     

Appeal of Request: (Check one) □ Approved □ Disapproved (If disapproved, attach a copy of the written memo stating reason). 

Comments:

Department Head Signature:                                                                       Date of Review:                       _



