
 

 

ORANGE COUNTY HUMAN RESOURCES 

REASONABLE ACCOMODATION REQUEST 
 

 
 

1. Employee Complete Section 1 

2. Employee Complete Section 2 

3. Supervisor Complete Section 

and turn into HR 

 

 

 

SECTION 1:  PERSONAL INFORMATION 

Employee Name 

 

 

Social Security Number Home Telephone 

Home Address  

 

 

Department 

Department 

 

 

Email Address (MUST have valid email address to receive pay stub) 

SECTION 2:  EMPLOYEE CERTIFICATION 

In accordance with ADA Requirements and Orange County Policy No. 122, ADA as well as Policy 365, Return to work, this process is designed to 
help determine effective accommodations and comply with Title I of the Americans with Disabilities Act (ADA). This is a starting point in the 
accommodation process and may not address every situation. Accommodations should be made on a case by case basis, considering each 
employee’s individual limitations and accommodation needs.  
 

1. What specific accommodations are you requesting? (ie., no heavy lifting, no prolonged standing, etc.) 

_________________________________________________________________________________________ 

 

2. What, if any, job functions are you having difficulty performing?  

_________________________________________________________________________________________ 

 

 

3. What limitation is interfering with our ability to perform your job or access?  

_________________________________________________________________________________________ 

 

4. Describe the accommodation you are requesting.  Be as specific as possible?  

_________________________________________________________________________________________ 

 

5. Will you be able to perform all of the essential functions of your job if you receive the requested accommodations?  If not, 

describe the specific functions you will not be able to perform? 

 

__________________________________________________________________________________________ 

 

6. Expected duration of accommodation:  ___________________________________________________________ 

 

__________________________________________________________________________________________ 

 

As the employee, I understand that this information is true and correct to the best of my knowledge and that it is my responsibility 

to ensure that I am adhering to the requirements/restrictions outlined by my physician.  As set forth in the attached documentation. 

 
 

_______________________________________________                ____________________________                     Physician Statement Attached:   Yes     No 

Employee Signature                                                                    Date 

SECTION 3:  SUPERVISOR COMPLETION 

Supervisor Name: 

 

 

Supervisor Phone:   Email:   

Will requested accommodation 

create an undue hardship on 

department:   Yes     No 

Can department accommodate the 

request:   Yes     No 

Supervisor Signature & Date: 

 

 
SECTION 4:  SUPERVISOR COMPLETION 

Date Received in HR _______________  

Approved 

 

 Yes     No 

Date Employee & Department Notified 

____ Add  ____ Change  ____ Delete 
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ORANGE COUNTY HUMAN RESOURCES 

REASONABLE ACCOMODATION REQUEST 

Request for Medical Information Form 
 

 

 
To be filled out by medical 

provider. 

 

 

 

INSTRUCTIONS FOR MEDICAL PROVIDER 

Your patient has requested that the County of Orange provide him/her with a reasonable accommodation/modification to his/her current job duties.  Please provide a 

detailed description of the specific physical and/or mental condition(s) that affects the patient’s ability to perform certain tasks and engage in certain activities, any 
reasonable accommodation/modification needed and the relationship between the accommodation/modification and the patient’s impairment.  You may attach 

additional medical information to the forms as needed.   

 

Return this completed form to the patient. 

Employee Name 

 

Social Security Number Home Telephone 

Medical Provider Name & Address: 

 

 

Phone: 

1.  Please state patient’s medical and or mental health condition(s): 

 

 

 
 

2. Provide a detailed description of the specific physical and/or mental health restrictions/limitations affecting the 

patient’s ability to perform certain tasks and engage in certain activities.  Please describe how the impairment 

affects the patient’s daily functioning: 

 

 

 

 

 

 

3. Indicate whether the patient’s condition(s) is permanent, chronic or temporary.  If temporary, please state its 

anticipated duration. 

 

 

4. Please describe the reasonable accommodation/modification needed by the patient and the relationship between 

it and the patient’s medical and/or mental health condition. 

 

 

 

Does the patient’s physical and/or mental health condition(s) make it difficult for the 

patient to perform the following activities?  (If so, please fully describe the difficulties 

the patient has for each checked box. 

 
   Walking and/or climbing stairs:  ________________________________________________ 

 

    Sitting or standing for extend periods of time:  ____________________________________ 

 

    Lifting objects heavier than 20 pounds:  _________________________________________ 

 

 

Medical Provider’s Signature:  ________________________________ Date:  _____________ 

 

Medical Provider’s License Number:  __________________________ 
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