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Am ericans with Disabilit ies Act  (ADA)  

Accom m odat ion Request  Form   
          Date:  

EMPLOYEE I NFORMATI ON ( PART 1 )  

Name:        Work site:        

Address:        Posit ion:        

City:         Supervisor:        

State:        Home Phone:   

Zipcode:        Cell Phone:   

EMAI L       

Please provide detailed responses to each quest ion below . 

What  is the situat ion or condit ion that  is prompt ing you to make an accommodat ion request? 

(e.g. nature of impairm ent ;  chronic or temporary condit ion, etc.)  

      

Describe the condit ions of employment  or job responsibilit ies that  would be affected by your 

accommodat ion request :  

      

What  specific accommodat ion request (s)  are you proposing? 

      

Describe the ant icipated length of the accommodat ion(s)  requested. 

      

 

 

 

 

 
 

 
 

 

Signature of EMPLOYEE      Date 
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Am ericans with Disabilit ies Act  (ADA)  

Accom m odat ion Request  Form   
 

 

EMPLOYEE NAME:  

 

MEDI CAL CERTI FI CATI ON ( PART 2 )  

Part  2  m ust  be com pleted by a licensed health care provider  for  the request  to be considered: 

Start ing date for the accommodat ion(s) :        

Ant icipated end date for the accommodat ion(s) :        

Please state the physical and/ or m ental im pairm ent  that  substant ia lly lim its one or m ore 

m ajor life  act ivity.  Also include w hether the im pairm ent  is a  perm anent  or  tem porary 

condit ion. 
      

I f  an em ployee requires an accom m odat ion, please com plete the appropriate sect ions.  Please 

m ark each applicable sect ion and provide as m uch inform at ion as possible. 

 

PHYSI CAL ABI LI TI ES: 

( I f applicable to the m edical 

condit ion.)  

FULL RESTRI CTI ON PARTI AL RESTRI CTI ON NO RESTRI CTI ON 

 

Sedentary-Lift ing 0 to 10 pounds         

 

   

Light -Lift ing 10 to 20 pounds  

 

   

Moderate-Lift ing 20 to 50 pounds  

 

   

Heavy-Lift ing 50 to 100 pounds  

 

   

Pulling/ Pushing, Carrying  

 

   

Reaching or working above shoulder  

 

   

Walking (hrs)   

 

   

Standing (hrs)   

 

   

Sit t ing (hrs)   

 

   

Stooping (hrs)   

 

   

Kneeling (hrs)   

 

   

Repeated Bending (hrs)   

 

   

Clim bing (hrs)   

 

   

Operat ing m otorized equipm ent   

 

   

Exposure Lim itat ion (Specify) :   

 

   

Other (please describe) :  
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_____________________________________________________________________________________________  
Signature of Health Care Provider       Date  

 

_________________________________________________________________________________________ 
Print Name of Health Care Provider                                    Name of Practice  

 

_________________________________________________________________________________________ 
Address                 City         State                Zip Code 

 

 

 

 

Com pleted Accom m odat ion Request  form  ( Parts 1  and 2 )  m ust  be subm it ted to:  
  

Heather Listebarger, ADA Coordinator 

Hum an Resources Departm ent  

6410 Carolina Beach Road 

Wilm ington, NC 28412 

Fax:  910-254-4129       

Heather. listebarger@nhcs.net  

 
Revised 1/ 15 

COGNI TI VE ABI LI TI ES AND 

SENSORY SKI LLS: 

( I f applicable to the m edical 

condit ion.)  

NOT CAPABLE LI MI TED CAPABI LI TY FULLY CAPABLE  

 

Thinking/ Reasoning 

 

   

Concent rat ing 

 

   

Recalling/ Recollect ing 

 

   

Crit ical decision-m aking 

 

   

I nteract ing with others 

 

   

Alertness 

 

   

Following direct ions 

 

   

Speech/ Com m unicat ion  

 

   

Visual/ Spat ial Processing  

 

   

Auditory  

 

   

Other (please describe) :  

 

 

 

 

   

I s the employee taking medicat ions that  will impact  their abilit y to work?      No    Yes  

( I f yes, please explain below.)  

 
 

 


