City of Bloomfield
Reasonable Request for Accommodation
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Name: _____________________________

Position: ___________________________

Department: ________________________ 

Phone: _____________________________

To request a reasonable accommodation from the City of Bloomfield, an employee should complete this form and provide written documentation by a physician that describes the disability and specific accommodation needed for the employee’s disability. The Reasonable Accommodation Request Form with the physician’s statement must be submitted to Human Resources. 
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This documentation will be maintained by Human Resources in the employee’s confidential employee file in a seal envelope as required by GINA. The purpose of the form is to assist the City of Bloomfield in determining whether or to what extent a reasonable accommodation is required for an employee to perform the essential functions of the position safely and effectively. 

TO BE COMPLETED BY THE EMPLOYEE 

1. Identify and describe the physical or mental disability, illness, condition or disease which is the basis for your request for reasonable accommodation by the City. 

__________________________________________________________________________________________________________________________________________________________________________________________________________________
2. Identify and describe the essential functions of the position which you are unable to perform without reasonable accommodation.
__________________________________________________________________________________________________________________________________________________________________________________________________________________
3. Identify and describe the reasonable accommodation you believe are needed to enable you to perform the essential functions of the position properly and safely, including special equipment, changes in the physical layout of the job or other accommodations. 
__________________________________________________________________________________________________________________________________________________________________________________________________________________
4. Identify and describe any equipment, aids or services that you are willing to provide and utilize. 

_________________________________________________________________________________________________________________________________________________________________________________________________________________
5. Identify the name, address, and phone number of the physician(s)/healthcare provider(s) who has information concerning your disability and your need for accommodation. 

Name: _________________________________________ Name: ____________________________________________ 

Address: ______________________________________ Address: __________________________________________
_______________________________________________-          _________________________________________________
_______________________________________________             --_______________________________________________
Phone Number:____________________________                 Phone Number:_____________________________

Authorization

I hereby authorize the above listed healthcare providers who have treated me to release to the City of Bloomfield all medical records concerning the disability disclosed and any opinions to City concerning my ability to perform job-related functions with or without reasonable accommodation. I also authorize disclosure and discussion as necessary with the City of Bloomfield to determine appropriate accommodations. I understand that the City of Bloomfield may require me to undergo testing or evaluation by medical personnel for the purpose of establishing the existence and extent of my disability, illness, condition 
or disease and my ability to perform job-related functions with or without reasonable accommodation. I further understand that the City of Bloomfield is not obligated to provide any specific accommodation I request but will evaluate my request in light of all information available in making a determination of what is a reasonable accommodation. 

I understand that I have read, understand, and agree to the terms set forth in the above authorization.

Employee name (please print) ____________________________________________

Signature: ________________________________________ Date: ____________________
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