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ADEC Approved:______Date: ____________ 
ADEC Not Approved:______Date:_________ 
Discussion: ___________________________     
_____________________________________

 
             Department of Human Resources 
 

Assistive Device Equipment/Auxiliary Assistance 
Information Request Form 

AME: ___________________________________________________________________ 

OB CLASSIFICATION: _____________________________________________________ 

orking Job Title: ___________________________________________________________ 

epartment: ________________________  Department Phone Number: _________________ 

mail address: ___________________________  Office Phone Number: _________________ 

heck One below: 
tatus of Position: ____  Faculty  _____  Staff  ____  Administrator (MPP) 

             _____ Temporary   __________________________________________ 
          (Indicate end date of appointment and if position is eligible for renewal) 

isabling condition(s): 

s disabling condition permanent? 

hat are the essential job functions for which reasonable accommodation is being requested? 

as disability been verified? Yes G No G 

lease indicate from whom (medical doctor; licensed health care practitioner, rehabilitation 
rofessional) and attach verification. 


