City of Toledo 
Office of Diversity & Inclusion

Administrative Procedure for Providing a Reasonable Accommodation


If it is determined that an employee has a need for a reasonable accommodation, it is the employee’s responsibility to request such accommodation.

The procedures to be utilized are as follows:

1. The employee is to obtain a copy of the Request for Reasonable Accommodation – Form A.

2. The employee shall complete form A and submit it to the immediate supervisor. The supervisor shall review the request and submit it to the department, division, or agency head. The supervisor shall retain a copy of this form.

3. Upon receiving form A, the department, division, or agency head shall schedule a meeting with the employee and supervisor within 5 working days to discuss such a request.

4. After the meeting, the department, division, or agency head shall complete the Request for Reasonable Accommodation – Departmental Form B. A copy of forms A & B shall be forwarded to the Director of the Office of Diversity & Inclusion, One Government Center, Suite #1900, Toledo, Ohio 43604, within 7 working days from the date of the meeting.

5. The Director shall review forms A & B to determine whether the accommodation has been provided.  If question #12 has indicated that the department, division, or agency was unable to provide such accommodation, the Director of Diversity & Inclusion shall convene a meeting with the representatives of Human Resources, Finance and Law to determine if availability of alternative funding sources to provide for the reasonable accommodation. 

6. The Director of Diversity & Inclusion shall submit the committee’s recommendations in writing to the Mayor.












City of Toledo
Request for Reasonable Accommodation
Employee Form A
(To be completed by employee requesting the reasonable accommodation)

1. Employee Name:	______________________________________________________

2. Department, division, or agency:	__________________________________________

3. Position/title:	______________________________________________________

4. Immediate supervisor:	________________________________________________

5. Work Phone:	__________________	Home Phone:	__________________

6. Name of condition or disability:	__________________________________________

7. What major life activity is substantially limited due to your disability?	____________



8. What specific accommodations are you requesting?	________________________



9. Discuss the essential job function(s) that will be performed as a result of receiving this accommodation:	


________________________________________________________________________

10. Does this reasonable accommodation remove any physical or structural barriers in the workplace?	Yes	__________	No	___________

If yes, please explain:






Employee Signature:	________________________________	Date:	____________



City of Toledo
Request for Reasonable Accommodation 
Departmental Form B
(To be completed by Director, Commissioner or Agency Head)

1. Name of employee requesting accommodation(s):		________________________

2. Employee’s department and job title:	____________________________________

3. Employee’s immediate supervisor:		____________________________________

4. Name of employee’s disability:		____________________________________

5. Reasonable accommodation requested:	____________________________________

6. Can the essential functions of the job be performed with the requested reasonable
    accommodations?	Yes	_____________	No	____________

7. If the department is unable to provide the requested accommodation, what alternative 
    reasonable accommodation(s) could be provided to retain the employee in his/her 
    current position able to perform the essential functions of the job?


________________________________________________________________________

________________________________________________________________________

8. Does the employee’s department/division/agency have available financial resources to provide:

(a) the requested accommodation?	Yes	___________	No	____________

(b) the alternative reasonable accommodation?	Yes	__________	No	______

9. Estimated annual cost to provide the requested accommodation and resources available:




10. Can funds be transferred from another account to provide for the accommodation?

Yes	__________	No	____________

11. If the requested or any reasonable accommodation can be provided, please indicate the date on which it will occur:	_______________________________________

12. If the department is unable to provide the requested reasonable accommodation, please explain why it cannot be provided:




________________________________________________________________________



________________________________________________________________________




Administrator’s Signature:	____________________________	Date:	____________




























City of Toledo
Office of Diversity & Inclusion
Request for Reasonable Accommodation
Physician’s Medical Form
(To be completed by employee’s physician)

1. Patient’s Name:	______________________________________________________

2. Patient’s department and job title:	____________________________________

3. Please indicate how long you have treated the patient noted above:	____________

4. Please indicate the medical name for the patient’s condition/disability:	____________



5. Under the Americans with Disabilities Act of 1990, a person with a disability has a physical or mental impairment that substantially limits one or more major life activities, has a record of such a disability, or is regarded as being disabled. Please indicate the substantially limiting impairment (includes unable to see, hear, walk, bend, climb, stand, etc.) of this patient:



________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

6. Can this patient safely and substantially perform the essential job functions of their position with or without a reasonable accommodation?	

Yes	_________		No	___________

7. What reasonable accommodation do you recommend is necessary for this patient to perform their essential job functions?






________________________________________________________________________


8.  Date of last examination:	________________________________________________

9. Physician’s additional comments:






________________________________________________________________________





















Physician’s Signature:	_________________________________	Date:	____________
PG/ecs
