 STATE OF CALIFORNIA






         DEPARTMENT OF GENERAL SERVICES

 Form DGS RA1 Rev.0901

REQUEST FOR REASONABLE ACCOMMODATION

	Parts A, B, and C must be completed by the employee personally when requesting reasonable accommodation whether or not the request requires expenditure of funds.  Form DGS RA3, “Authorization for the Release of Medical Information”, must be attached to the original request for reasonable accommodation.  Part D is to be completed by the supervisor/Office Chief and submitted with the employee’s current duty statement with essential functions attached.  Send all documentation to: Reasonable Accommodation Coordinator, Office of Risk and Insurance Management, 707 Third Street, First Floor, West Sacramento, CA 95605.
 (MS,Z-01)

	1. EMPLOYEE’S NAME (PLEASE TYPE OR PRINT LEGIBLY)

(Miss, Mr., Mrs., Ms.)

     

	2. SOCIAL SECURITY NUMBER:


     
DATE OF BIRTH:       

	MAILING ADDRESS (Street, City and Zip Code)

     

	RESIDENCE TELEPHONE:

     

	3. DIVISION AND OFFICE NAME:

     
	4. OFFICE TELEPHONE:

     
	5. CLASSIFICATION:

     


	1. IDENTIFY THE LIMITATION WHICH REQUIRES ACCOMMODATION.  BE SPECIFIC:  E.G., “MAY NOT LIFT OVER 25 POUNDS FOR SIX MONTHS.”  (Attach an additional sheet of paper, if necessary.)

     
IS YOUR DISABILITY     FORMCHECKBOX 
  PERMANENT       FORMCHECKBOX 
  TEMPORARY        FORMCHECKBOX 
  UNKNOWN





If temporary, Anticipated Recovery Date:       


	2. DESCRIBE THE TYPE OF ACCOMMODATION REQUESTED.  (Attach an additional sheet of paper, if necessary.)

     
IF EQUIPMENT IS REQUESTED, PLEASE SPECIFY BRAND, MODEL NUMBER AND VENDOR, IF KNOWN.

     


	3. SPECIFY HOW THIS ACCOMMODATION WILL ASSIST YOU TO PERFORM THE ESSENTIAL FUNCTIONS OF THE POSITION HELD OR DESIRED.  (Attach an additional sheet of paper if necessary.)

     


	
VERIFICATION BY A HEALTH PROFESSIONAL FOR YOUR REASONABLE ACCOMMODATION MUST MEET THE FOLLOWING CRITERIA:

1. Documentation must provide a diagnosis of mental or physical disability and include a medical recommendation for a specific reasonable accommodation.

2. The documentation must be written on the official letterhead of the qualified health professional or health professional’s organization,

3. The health professional’s credentials must be identified, e.g., M.D., D.O., D.C.

4. The documentation must be dated and signed by the health professional.

5. Describe the limitations in detail as they currently exist and only in relationship to the job, and state whether the disability is permanent or temporary.  If temporary, specify the date the disability is expected to end.

6. Indicate the extent to which the accommodation will permit the employee to perform the essential functions of the job.

7. If equipment purchase is recommended, please be specific.  If work site modification is recommended, or restructuring or sharing of specific duties, describe the recommended action.  Please be specific.



	8. I HAVE READ AND UNDERSTAND PART C

Employee Signature
	Date submitted by employee

	NOTE:  YOU ARE RESPONSIBLE FOR ANY EXPENSE INCURRED IN PROVIDING MEDICAL DOCUMENTATION TO THE DEPARTMENT.  SUPERVISOR OR OFFICE CHIEF MUST COMPLETE PART D.



	
	


SUPERVISOR/OFFICE CHIEF

Because the law requires requests for reasonable accommodation to be responded to in writing by the Reasonable Accommodation Coordinator (RAC) no later than 20 working days from the receipt of the request, the supervisor/office chief must forward this request to the RAC within five working days. Form RA1 (Req. for Reasonable Accommodation), RA3 (Auth. For Release of Medical Information), and employee’s duty statement must be forwarded to the RAC within the 5-day period.  The employee has the right to appeal to the California State Personnel Board within 30 days after expiration of the initial 20-day period (If no response has been received) or receipt of a written denial by the RAC.
NOTE:
SUPERVISOR/OFFICE CHIEF DOES NOT HAVE THE AUTHORITY TO DENY A REQUEST FOR REASONABLE

ACCOMMODATION.  CONSULT THE RAC.
THIS FORM AND ALL MEDICAL INFORMATION MUST BE KEPT CONFIDENTIAL.


1. Print Name of Employee’s Immediate Supervisor and that Person’s Office Telephone Number:

    ___________________________________________________     ________________________

    Print Immediate Supervisor’s Name



Office Telephone Number


    (REASONABLE ACCOMMODATION COORDINATOR COMPLETES PARTS E AND F)

 FORMCHECKBOX 
  RESOLVED:

Describe resolution:

(Office will incur any expenses)

Cost $ _______________
 FORMCHECKBOX 
  UNABLE TO RESOLVE:

(Explain reasons)

 FORMCHECKBOX 
  BSO CONTACTED:  _________

                                         (date)


Please Print Shipping Information:        ____/____/____/____/____/           Invoice No._________________ Date_______





     Five Digit Cost Center No.









    Delivery Date:__________________________

Office Name:________________________________________________________________________________

Street Address:________________________________________ Room #_____________  Floor_____________

City:__________________________State___________________ Zip Code:_____________________________

Print name and Title:








Date:

Signature:  ____________________________________________                        

_________________

DISTRIBUTION:


ORIG.   – REASONABLE ACCOMMODATION COORDINATOR
 FORMCHECKBOX 





COPY   -- ADA COORDINATOR (EEO OFFICE)


 FORMCHECKBOX 





COPY   -- CONFIDENTIAL MEDICAL FILE



 FORMCHECKBOX 





COPY   -- EMPLOYEE





 FORMCHECKBOX 

REQUEST FOR REASONABLE ACCOMMODATION


DEPT. OF GENERAL SERVICES

(Retain for your records)

The Department of General Services (DGS) does not discriminate on the basis of disability in admission to, access to, or operations of its’ programs, services or activities.  The DGS does not discriminate on the basis of disability in its hiring or employment practices, the California Fair Employment and Housing Act, and the Americans with Disabilities Act.

Information requested on the Reasonable Accommodation Form is used by the Supervisor/Office Chief, the Reasonable Accommodation Coordinator (RAC), and the Reasonable Accommodation Review Committee (RARC) for the purpose of assessing employee requests for Reasonable Accommodation.  It is extremely important for the employee to complete the form with accurate information.  Failure to supply the requested information will delay processing of your request.

INSTRUCTIONS FOR COMPLETION – PLEASE TYPE OR PRINT LEGIBLY

Employee PERSONALLY completes Parts A-C 

	PART A  ITEMS 1-5

PART B  ITEM 1


ITEM 2


ITEM 3

PART C  ITEM 8


	Complete with appropriate employee information

Explain the limitation that requires accommodation.  Give a specific description of the accommodation being requested

If equipment is needed, if known, please specify brand and model number and a vendor

Specify in detail how the accommodation requested will allow the employee to perform the essential functions of the job.

Employee must sign and date the form before submitting to the Supervisor/Office Chief

Employee is responsible for ensuring a health professional’s documentation substantiates the limitations or restrictions by objective evidence of the need for reasonable accommodation.  You are responsible for any expense incurred in providing this information to the Department.  Exceptions to this requirement are those instances in which the employee’s disability is obvious, such as paraplegia or blindness.  The “Authorization for the Release of Medical Information” must be attached to the original request for reasonable accommodation when submitted to the supervisor/office chief.

	Supervisor/Office Chief completes Part D

	PART D
ITEM 1
	Print name of employee’s immediate supervisor and office telephone number 

Provide a copy of the essential functions duty statement to the employee.  For assistance preparing an essential functions duty statement, contact your personnel liaison.



	Reasonable Accommodation Coordinator (RAC) completes Parts E + F

	
	


The RAC receives the request and within five working days reviews for completeness – adequate information from the employee, completed Form RA1, the essential functions duty statement, and the medical release.  The RAC then requests direct verification of the impairment from the employee’s health-care provider.  Using the four step interactive process, RAC works closely with the RA applicant to resolve the request.

When the RAC determines that the accommodation is appropriate it will advise the supervisor/office chief relative to such determination.  The RAC (OHR) will notify the employee and employee’s supervisor/office chief, in writing, of the RAC’s decision to accommodate  If the request is denied, the RAC will notify the employee in writing of the final decision to deny.  The supervisor/office chief will be copied on all relevant correspondence to the requester.

If a reasonable accommodation is denied by the department or 20 working days from the date received by RAC have elapsed without a response, the requester may appeal directly to the State Personnel Board’s Appeals Division.  Employees denied reasonable accommodation also have the concurrent right to file complaints with the Department of Fair Employment and Housing and the Equal Employment Opportunity Commission.
PART A





PART B





PART C





PART D





PART E





PART F








