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CONFIDENTIAL

Work Accommodation Request Form 
The purpose of this form is to assist the University in determining whether, or to what extent, a reasonable accommodation may be required for an employee with a disability to perform one or more essential functions of her/his work duties and responsibilities safely and effectively.  This form and all associated materials must be filed in a folder separate from the employee’s personnel file and must be treated confidentially.

To be completed by supervisor

	Supervisor:  
	Office

Telephone:

	Address (Work):

	Date contacted by Employee:


To be completed by employee requesting accommodation
	Employee:
	Campus ID #:
	Telephone  

Home:                              Office:

	Address (Work): 

	Division:
	College:
	Department:

	Employee Group/Classification:
	Job Title or Faculty Rank:

	The accommodation requested is (be specific): _____________________________________________________________

___________________________________________________________________________________________________

I, ___________________________________ give Central Michigan University permission to explore whether I am a person with a disability under federal and state law.  I understand that all information obtained during this process will be maintained and used in accordance with applicable confidentiality requirements.  This release does not authorize further release of this information by CMU and its agents, or use by CMU and its agents, for any other purposes except consideration of my request for accommodation without specific authorization by me.  I do understand, however, that CMU and its agents may share this information with a health care professional serving as a consultant or advisor in the process of evaluating the documentation and need for accommodation.

I give Central Michigan University permission to consult with my health care professional(s) in order to determine whether I am a qualified employee with a disability and to seek guidance as to any functional limitations based on my disability.  

I also understand that if I fail to return one copy of this form to Faculty Personnel Services, Human Resources, or Student Employment Services, as appropriate, within 10 days of receiving it, the University will assume that I have opted not to pursue this process at this time.

______________________________________                        ________________________________________________

Date






Employee’s signature
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