
Reasonable Accommodation How-to Guide for Employees 

This guide provides a clear roadmap for requesting reasonable accommodations, ensuring 
your needs are met while upholding the requirements outlined in DAFI 36-2710. 

 

I. Understanding Your Rights and Responsibilities 

Before submitting a request, familiarize yourself with these key points: 

• Qualified Individual with a Disability: To be eligible for reasonable 
accommodation, you must meet specific criteria under the Rehabilitation Act: 

o Individual with a Disability: You must have a physical or mental impairment 
that substantially limits one or more major life activities, have a record of 
such impairment, or be regarded as having such an impairment. This applies 
whether or not the impairment actually limits a major life activity or is 
perceived to do so. 

o Qualified Individual with a Disability: You must also satisfy the skill, 
experience, education, and other job-related requirements of your position, 
and be able to perform its essential functions with or without reasonable 
accommodation. 

• Essential Functions: These are the fundamental job duties of your position, 
determined on a case-by-case basis, reflecting actual job requirements, not simply 
the generic position description. 

• Medical Documentation: Providing sufficient documentation is crucial. This may 
include information about: 

o The nature, severity, and duration of your impairment. 

o The specific activity or activities limited by your impairment. 

o The extent to which your ability to perform those activities is limited. 

o Why you require reasonable accommodation to perform your job effectively. 

• Communicating with Your Supervisor: Ensure your supervisor understands: 

o The specific workplace conditions necessitating your request. 

o How your disability impacts your ability to perform the essential functions of 
your position. 



o Potential alternative accommodations that could effectively address your 
needs. 

• Important Notes: 

o Performance Standards: Lowering or changing performance standards is 
NOT considered a reasonable accommodation. 

o Caregiver Responsibilities and Temporary Conditions: These situations 
are not eligible for a reasonable accommodation, please discuss with your 
supervisor other appropriate avenues for assistance (EMR/HR).  

o Reassignment: While reassignment to a different position may be 
considered as a last resort if accommodation within your current position is 
deemed impossible, it is not guaranteed and is subject to available 
vacancies and your qualifications. 

 

II. The Reasonable Accommodation Process: A Step-by-Step Guide 

1. Submitting Your Request: Begin the process by submitting an electronic 
Reasonable Accommodation Request. You can access the form 
here: https://forms.osi.apps.mil/pages/responsepage.aspx?id=jbExg4ct70ijX6yIGO
v5tD5WkmzuZEBIh0-
bxJ1Ow1xURVI0TzNESk01OThEOVEyOUhZSU1MWVY0QiQlQCN0PWcu 

2. Confirmation: Upon submission, you will receive an email confirmation. 

3. Review and Determination: The Disability Program Manager (DPM) and your 
supervisor will review your request to determine if it constitutes a reasonable 
accommodation. 

4. Medical Documentation: For efficient processing, it is highly recommended to 
upload your medical documentation supporting your impairment when submitting 
your request. 

5. Decision: Once your supervisor has reviewed your request and any necessary 
medical documentation, they will make one of the following decisions: 

o Grant the accommodation: Your requested accommodation is approved. 

o Grant an alternative accommodation: An alternative accommodation is 
deemed more suitable and is approved. 

https://forms.osi.apps.mil/pages/responsepage.aspx?id=jbExg4ct70ijX6yIGOv5tD5WkmzuZEBIh0-bxJ1Ow1xURVI0TzNESk01OThEOVEyOUhZSU1MWVY0QiQlQCN0PWcu
https://forms.osi.apps.mil/pages/responsepage.aspx?id=jbExg4ct70ijX6yIGOv5tD5WkmzuZEBIh0-bxJ1Ow1xURVI0TzNESk01OThEOVEyOUhZSU1MWVY0QiQlQCN0PWcu
https://forms.osi.apps.mil/pages/responsepage.aspx?id=jbExg4ct70ijX6yIGOv5tD5WkmzuZEBIh0-bxJ1Ow1xURVI0TzNESk01OThEOVEyOUhZSU1MWVY0QiQlQCN0PWcu


o Recommend Denial of the accommodation: Your supervisor recommends 
denying your request and will provide justification for this decision. 

 

III. Navigating the Online Request System (See Screenshots below) 

This guide is intended to help you navigate the reasonable accommodation process with 
ease and clarity. Please consult with your supervisor or the DPM if you have any questions 
or require further assistance. 

 

 

 

Click on Reasonable Accommodation Request Form 



 

Select applicable options 



 

Select applicable options and provide responses  



 

Upload supporting medical documentation in box 9 by clicking upload file 



 

 

 



 





___ 


___ 


 Your reasonable accommodation request has been approved with no modifications to your 


original request. The accommodation will be implemented no later than: 


___________________.  


 An accommodation other than the one specifically requested is being offered. 


    Department of Air Force Reasonable Accommodation 


Request Decision Notification 


Reasonable Accommodation Request 


Number 


Requester 


Requested Reasonable Accommodation: 


_______________________________________________________________________________________


_______________________________________________________________________________________


_______________________________________________________________________________________


_______________________________________________________________________________________


_______________________________________________________________________________________ 


Supervisor will identify decision rendered after engaging in the interactive process (as appropriate) with the 


requester. Supervisor will place a check in the box next to applicable decision. Requester will accept or reject 


the decision by initialing on the line next to applicable supervisory notice of decision identified below. 


Supervisor Notice of Decision: 


1.


or 


2.


The following alternative accommodation is being provided and determined to be equally 


effective for the following reasons: 
____________________________________________________________________________________


____________________________________________________________________________________ 


___________________________________________________________________________________


___________________________________________________________________________________ 


This alternative reasonable accommodation will be implemented no later than: ___________. 


Requester Accepts this Decision: ____________ Requester Rejects this Decision: __________ 


Initial                       Initial 







__       3. There is no reasonable accommodation available that will allow you to accomplish the


essential functions of your job. The reason for this decision is as follows: 
__________________________________________________________________________________


__________________________________________________________________________________


__________________________________________________________________________________


__________________________________________________________________________________ 


Identify if you would like to be considered for a reassignment or change to lower grade (CLG) 


by initialing next to your preference.   


___________ I wish to be considered for reassignment or CLG 
 Initial 


___________ I decline to be considered for reassignment or CLG 
  Initial  


I, __________________________, am willing to accept a reassignment or a change to


lower grade and will consider the following (select all that apply): 


Reassignment to a position for which I am qualified in the local commuting area.


Reassignment to a position for which I am qualified outside the local commuting area, 
relocating at my own expense. Please specify below which locations are acceptable to you.
Change to lower grade, to a position for which I am qualified in the local commuting area.


Change to lower grade, to a position for which I am qualified outside the local commuting area, 
relocating at my own expense. Please specify below which locations are acceptable to you.


_______________________________________________________________________________
The requester’s first level supervisor is typically the decision authority for reasonable 


accommodation(s) requests. The deciding official must consult with the Installation Disability 
Program Manager and the servicing legal office when modifications or alternative accommodations 


which are different than the requested accommodation(s) are selected. Decision on accommodation 


request must be documented and filed with the original request.  


____________________________ ________________ 


Supervisor/Decision Authority   Date 


_____________________________  _________________ 


Requester  Date 


_____________________________  _________________ 


Disability Program Manager    Date 
________________________________________________________________________________
Any decision to deny a request for reasonable accommodation must first be reviewed and approved 
by the installation and/or organization legal office. Denial of a request for reasonable 
accommodation must also be approved by the Wing/Delta commander (or equivalent) or their 
designee at the level of O-6 or civilian equivalent. The employee must be advised of their right to 
file a Equal Employment Opportunity Complaint. Guidance is contained in Department of the Air


Force Instruction 36-2710, Equal Opportunity.


 ________________ 


 Date 


________________ 


          Date 


   _______________________________      
Servicing Legal Office (Coord on Denial)


________________________________


Wing/Delta Commander (or equivalent) or


designee at O-6 or civilian equivalent 
(Approval of Denial Decision)
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Medical Documentation Request and Release Form 


Section A – To Be Completed by the Employee 


Requestor Name RAR Case Number 


I am requesting a reasonable accommodation for a medical condition that may qualify as a 
disability. To support this request, I authorize my health care provider to release the medical 
information requested in Section B of this form to the Disability Program Manager (DPM) and 
other designated agency officials involved in processing my request. This information will be 
used solely to evaluate and respond to my reasonable accommodation request. 


Employee Signature Date 


Note: This information will be maintained in a confidential file separate from official personnel 
records, in compliance with the Privacy Act and EEOC regulations. 


Instructions for Health Care Provider 


Pursuant to the EEOCs Enforcement Guidance on Reasonable Accommodation and Undue 
Hardship under the Americans with Disabilities Act, sufficient medical documentation must 
include the following information: a description of the diagnosed medical condition (if the 
employee consents to disclosure); the nature, severity, and anticipated duration of the condition; 
a statement describing how the condition limits the employees ability to perform specific job 
functions or major life activities; any recommended accommodations or restrictions to support 
the employee in the workplace. 


The employee listed above has requested reasonable accommodation. Please answer the 
following questions as thoroughly as possible. Attach additional pages if needed. 


Note: The employer is entitled only to documentation necessary to establish that a disability 
exists and that it necessitates reasonable accommodation. Do not include extraneous medical 
information. 


Section B – To Be Completed by the Health Care Provider 


Provider Name 
Specialty  
Phone  Fax/Email 
Address  


1. Diagnosis (if employee has consented to disclosure):







2. Is this a physical or mental impairment that substantially limits one or more major life
activities?


☐ No  ☐ Yes
If yes, please describe the nature and extent of the limitations, including major life activities
affected (e.g., walking, standing, seeing, concentrating):


3. Expected duration of the condition or limitations:


☐ Permanent ☐ Temporary – Expected to last until: _______________


4. Functional limitations in the work environment (be specific):


Explain how the condition impacts the employee’s ability to perform essential job functions.


5. Recommended accommodation:


List any accommodations you believe would assist the employee in performing job functions or 
reducing barriers in the work environment. 


Note: You are not required to identify specific accommodation but may do so if you are aware of 
potential options. 


Provider Certification 


I certify that the above information is accurate based on my professional knowledge and 
treatment of the patient.  


Provider Signature Date 
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Supplemental Medical Documentation Request Form 


 


Requestor Name      RAR Case Number 


This request is issued in accordance with DAFI 36-2710, Chapter 14 and 29 CFR 1614.203 (d). 
If medical information is submitted but is insufficient to document the disability or the functional 
limitations of the requestor, supplemental information may be requested by the decision 
authority.  Of note, medical documentation must describe the disability; its nature, severity, and 
duration; and the extent to which it limits the employee’s ability to perform the activity or 
activities.    


1. Specific reason the original documentation is insufficient:  


 


 


 


 


2. Specific additional documentation required:  


 


 


 


 


3. Explanation of why the additional documentation is necessary:  


 


 


 


 


Deadline for submission of supplemental information (no less than 5 calendar days):  


 


 


Decision Authority Signature     Date 
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