REASONABLE ACCOMMODATION INFORMATION AND REQUEST FORM
[SAMPLE DOCUMENT, EMERGENCY SOLUTIONS GRANT PROGRAM]
What is a request for a reasonable accommodation?
It is a request for a reasonable change to a rule, policy, practice, or service to help a person with a disability-related need to have equal access to a program or activity. 
A person’s requested accommodation must be:
(1) 	Connected to the person’s disability-related needs, and
(2) 	Necessary to afford an equal opportunity to access the services or benefits offered by the program, and
(3) 	Possible to implement without undue burden or cost.
To request a reasonable accommodation, complete all the questions below  and return the information to: ________________________________[INSERT AGENCY CONTACT NAME AND ADDRESS]
	Section 1: Contact Information


Name of Person with Disabling Condition(s): _______________________________
Contact information for person requesting reasonable accommodation (provide all that apply):  Email address: _____________________________  	Phone number: ____________
Address where you receive mail, such as a PO Box: __________________________________________________________________________
Communication preference (phone call, email, mail): ______________________________
	Section 2: Reasonable Accommodation Request 


As a result of a disability, I am requesting the following reasonable accommodation(s) on behalf of myself or as a legal representative to the individual listed above so that I/he/she may successfully participate in the Emergency Solutions Grant (ESG) program:

___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
Please explain why the request for Reasonable Accommodation is necessary :
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
	Section 3: Authorization and Release of Information: 


I, the individual with the disabling condition(s) or their legal representative, do hereby certify that the information contained herein is true and complete, and I authorize and release _______________________________________[insert agency name] to certify that the claimed disabling condition(s) substantially limit(s) (to a large degree) a major life activity such as seeing, hearing, walking, breathing, performing manual tasks, caring for one’s self, learning, and speaking, as defined by the Fair Housing Act (Title VIII of the Civil Rights Act of 1968 at 42 U.S.C. 3601-3619) and the accommodation requested is necessary to successfully participate in the Emergency Solutions Grant program. 
I understand there must be an identifiable relationship between the requested accommodation and the disabling condition(s). In order to certify this information, I authorize __________________________________ to contact the following physician or health care professional (licensed psychologist, licensed nurse practitioner, rehabilitation professional, non-medical service agency whose function is to provide services to the disabled, or other licensed health professional) who is familiar with the disabling condition(s) and its relationship to the requested accommodation.



	Section 4: Contact Information for Health Care Provider


Name of Doctor or Health Care Provider:  ________________________________________
Medical Facility (if applicable): _________________________________________________
Title of Health Care Provider: __________________________________________________
Address (inc. city, state, zip):___________________________________________________
Phone: _______________________	Email/Fax (required): _________________________
	Section 5: Signatures


I understand that the information obtained by _______________________________ [INSERT AGENCY NAME] will be kept completely confidential and used solely to make a determination on my reasonable accommodation request.

________________________________________		_______________________
Signature of person with the disabling condition		Date
or their legal representative

Note: If anyone other than the person with the disabling condition(s) is signing, except for a guardian signing for a minor, the legal representative MUST provide documentation that gives them the legal right to sign on behalf of the person with the disabling condition(s).

