CITY OF HAMPTON

Request for Disability Related Accommodations 
Department Review and Action

	Employee Name


	Employee Number
	Date of Request

	Department


	Division
	Supervisor Name

	Manager/Supervisor Checklist:

1. Job Description with essential functions list attached:    Yes         No
2. Essential functions discussed with employee:                 Yes         No                     
3. Requested Accommodations Attached:                           Yes         No         
4. Medical Documentation Attached:                                  Yes         No

Manager/Supervisor’s Signature:                                                                      Date: _________
                

	Department Head Review
Name:

Department Head Signature:                                                                               Date:__________


	Approving Authority                                                                             
Name and Title of  Approving Authority:____________________________________________                                                                                     
Reasonable accommodation: (Check one) 
□ Approved 
□ Disapproved (If disapproved, attach a copy of written memo stating reason. 
Request for reasonable accommodation denied because: (You may check more than one box) 
□ Accommodation ineffective 
□ Medical documentation inadequate 
             □ Accommodation would require removal of an essential function or otherwise would require lowering of performance or production standard 
□ Accommodation would cause undue hardship. 
Approving Authority Signature:                                                                         Date:_________
Human Resources Representative Signature:                                                     Date:_________



