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Please Note: UNC Charlotte will provide, upon request, reasonable accommodation to qualified employees or applicants for employment with disabilities in accordance with PIM 50. Employees (or applicants) who seek an accommodation have the responsibility to make the request and provide reasonable documentation and adequate information for the need of an accommodation. Completion of this is voluntary; however, failure to provide information may result in a denial of your request. All information relating to an accommodation request, including medical documentation and this form, shall be maintained in a separate file; it shall be treated as confidential medical records. 
	Employment Status
	       Employee
	       Applicant

	REQUESTOR CONTACT Information


	Full Name:
	     

	Position Title:
	     
	Employee ID:
	     

	Home Street Address:
	     
	Home/Cell Phone:
	     

	Home City, State, Zip:
	     
	Work Phone:
	     

	Preferred Email Address:
	     

	Department Name:
	     

	Immediate Supervisor:
	     

	MEDICAL ACCOMMODATION REQUEST


	Please identify the desired accommodation by checking one (1) box: 
      Accessible communications (sign language interpreters, closed captioning configuration)

      Accessibility to the facility 

      Computer enhancements/technologies 

      Equipment: “Ergonomic” (chair, desk, mouse, keyboard)

      Equipment: “material” (braille, noise-canceling headphones, etc.)

      Job reassignment/restructure

      Longer/Frequent breaks
      Modified work hours 

      Religious accommodation

      Remote work (fully remote)

      Telework (Occasional commuting)

      Uniform/dress code modifications

      Use of Paid or Unpaid Accrued Leave

      Return to work restrictions

      Workstation/environment modifications

       “I'm not sure what accommodation I need.”


	Describe the limitation(s) due to your disability that impacts the performance of your job or accessing university benefits.       


	Please describe the medical condition that affects your ability to perform your essential job duties or access university benefits. Include any specific challenges or limitations you experience as a result of the condition.     


	How do the functional limitation(s) described above affect your ability to perform essential job functions or access university benefits?      


	What, if there are any essential job function(s) are you having difficulty performing? (Employee)      


	What, if there are any employment benefit(s) are you having difficulty accessing? (Applicant)      


	If you are not sure what accommodation is needed, do you have any suggestions on options we can explore?  Yes         No      
If yes, please share your suggestions:       


	Is your request time-sensitive?  
	Yes         No      

	If yes, please explain:      


	What is the expected time frame for your inability to perform the demands of your employment responsibilities? 
If temporary, please indicate the length of time (e.g., 30 days, 60 days, or up through x-date).       


	What limitation is interfering with your ability to perform your job or access any employment benefit(s)?       


	If you are requesting a specific accommodation, how will that accommodation assist you in performing the job functions you are having difficulty performing or the employment benefit you are having difficulty accessing?      


	What specific ergonomic accommodation request are you requesting? Please also feel free to provide safe Weblinks to suggested equipment products.       


	Have you discussed your request with your supervisor? (Employee) Yes         No      


	Please provide any additional information that might be useful in processing your accommodation request:       

	I give UNC Charlotte permission to explore coverage and reasonable accommodations under the Americans with Disabilities Act and other applicable laws. This may include speaking to appropriate University personnel and/or my health care professional. I understand that all information obtained during this process will be maintained and used in accordance with confidentiality requirements.  I understand that I may be required to provide appropriate documentation, including the impact of my limitations on my ability to perform the essential functions of my job.  I further understand that the University has the right to determine which effective reasonable accommodation will be provided.

	Signature:
	
	Date:
	


Mail this form to: 
Employee Relations, UNC Charlotte Office of Human Resources, 9201 University City Blvd, Charlotte, NC 28223-0001.

OR Fax this form to: 
Employee Relations at 704-687-5255.

OR Deliver this form to: 
Employee Relations, King Building 113/ Office of Human Resources (Main Office), King Building 222
ADA requests will be reviewed for completeness if further information is needed for clarification, you and/or your doctor will be contacted for more information.  Please allow up to 20 business days from the time all documentation is received for a response.
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