
The purpose of this form is to assist the Clarence Central School District in 
determining whether or to what extent, a reasonable accommodation is required for 
an employee with a disability to perform one or more essential functions of their 
job safely and effectively.  This form must be filed separately from the employee’s personnel file
and be treated confidentially.  

This form is to be completed by the employee requesting the accommodation and 
must be submitted by the employee to the Personnel Department:  

Employee Name: 

Building/Department: Telephone: 

Job Title: Date: 

Principal/Supervisor: 

I give the Clarence Central School District permission to explore coverage and 
reasonable accommodations under the Americans with Disabilities Act of 1990, as 
amended (ADA).  I understand that all information obtained during this process 
will be maintained and used in accordance with ADA and all legal and regulatory 
requirements as they pertain to medical and genetic information confidentiality.  In 
situations where the District requires input on questions related to medical or 
psychological documentation submitted to support a request for reasonable 
accommodation, I authorize the Personnel Director or District Medical Directors to 
consult with the medical/mental health professional that provided documentation. 

Employee’s Signature:___________________________________ Date: _______ 

Reasonable Accommodation Request Form 



Please answer the following questions to assist us in understanding the basis and 
nature of your request for a reasonable accommodation (attach additional sheets if 
necessary). 

A. Specify the physical or mental limitation(s) interfering with your ability to
perform your job or access an employment benefit, and the expected duration
of  the limitation(s).  It is not necessary to indicate a medical diagnosis or
condition.

__________________________________________________________________ 
__________________________________________________________________ 
__________________________________________________________________ 
__________________________________________________________________ 

B. Explain how the disability/limitation affects your ability to perform one or
more functions of the job or access an employment benefit:

__________________________________________________________________ 
_

_
_

_________________________________________________________________
_________________________________________________________________
_________________________________________________________________ 

C. List the accommodation(s) you believe are needed to enable you to perform
essential job functions or access a benefit of employment and specify how the
requested accommodation(s) will assist you.  If equipment is requested be
specific.

__________________________________________________________________ 
_

_
_

_________________________________________________________________
_________________________________________________________________
_________________________________________________________________ 

D. Has a physician, vocational rehabilitation specialist, or other health
professional recommended a specific accommodation?

Yes         No 

If yes, please attach a copy of their recommendations. 

INFORMATION PERTAINING TO MEDICAL DOCUMENTATION: 

After reviewing the initial request and any supporting medical documentation 
submitted by the employee, additional medical documentation and/or an 



examination may be necessary to determine your need for a reasonable 
accommodation and possible options.  In such cases, a request for additional 
information and/or a medical appointment notice will be provided to the employee. 

In the context of assessing an accommodation request, medical documentation is 
often needed to determine if the employee has a disability covered by the ADA and 
is entitled to an accommodation.

Generally, in the context of an accommodation request, medical inquiries related to 
an employee’s disability and functional limitations are permissible and may 
include consultations with knowledgeable professional sources, such as doctors, 
occupational and physical therapists, rehabilitation specialists, and organizations 
with expertise in adaptations for specific disabilities.  The Personnel Department is 
charged with collecting medical documentation.  In the event that medical 
documentation is required, the employee will be notified to submit documentation 
from their medical provider.  The Superintendent of Schools is authorized to direct 
the employee for a fitness-for-duty evaluation by the District’s physician. 

GRANTING AN ACCOMMODATION 

After the review of the employee’s request, medical documentation, and any 
medical consultation, if it is determined that an employee has a disability that 
requires an accommodation, the Personnel Department will coordinate a meeting 
with the employee and employee’s supervisor in order to discuss accommodation 
options.  If a reasonable accommodation is possible and granted, it may be 
reevaluated, modified or terminated due to changes in circumstances. 

HIPAA Compliant Authorization for Disclosure of Health Information for Use in 
Request for Reasonable Accommodations 

(For Direct Communication with Health Care Provider) 

Name of Employee: _____________________________   Date of Birth: _____________ 

Address of Employee: ________________________________________________________ 



[name of physician or other health provider] 
to disclose health/medical information as more fully described below, for the purpose(s) listed, to my 
employer, the Clarence Central School District at 9625 Main Street, Clarence, NY, its employees or 
agents, including Robert Michel, the Director of Personnel, and Dr. Charles Francemone, the school 
physician. 

I hereby authorize __________________________________ 

Description: 
The information to be disclosed consists of: 
Any and all medical/health information related to my request for a reasonable accommodation to a 
disability. 

Purpose: 
This information will be used or further disclosed for the following purpose(s): 
a) To verify the existence of a disability and consider the need for reasonable accommodation(s)

under applicable law;
b) To assist my employer, its employees or agents in the provision of reasonable accommodation(s)

to me if it is determined that I am eligible.

This authorization will expire at such time that I am no longer an employee of Clarence Central School 
District.  I understand that I may revoke this authorization at any time by sending written notice of the 
revocation directly to the physician/health care provider named above (except to the extent that such 
physician/health care provider has already disclosed my health information in reliance on this 
authorization). 

I recognize that the information or records disclosed, once received by the Clarence Central School 
District, may no longer be protected by the HIPAA Privacy Rule, but will be kept confidential to the 
extent required by other applicable federal and state law.   

I understand that my authorization is voluntary, however, failure to complete this authorization may 
prevent my employer from receiving information necessary for its determination of my accommodation 
request.  Any decision by me not to sign this authorization will not interfere with my ability to obtain 
health care from my physician or other health care provider, except for health care that is provided solely 
for the purpose of creating the health information described above for disclosure to the Clarence Central 
School District. 

I have had the opportunity to review and understand the content of this authorization.  A photocopy or 
faxed copy of this signed authorization shall have the same effect as the original. 

Date 

_ Signature of Employee 

_ Printed Name of Employee

 

____________________________________________

____________________________________________

___________________
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