REASONABLE ACCOMMODATION REQUEST VERIFICATION

CHATE
0
HEALTH CARE PROVIDERS HANE
N HEALTH CARE PROYIDER'S ACDREES
FROM

CORMLNITY AZS0CIATION BLARE

CORGRIRITY 85000 ATICH ADDRESS

rE: REQUEST FOR ACCOMMODATION

MEMBER'S MaNE

ADORESS

The member named abave has requested that our community asscciation accommodate hisfher disabiliy by (ste nature of
Accammadation request:

Under nomnal circumstances, our palicies would reguire us to deny the reguest. However, under fedaral law, if an indnidual with
disabilities reguests a reasonsble sceommodation to thart disabiity, we must consider the request. To do this, we must verify that
the individual qualifies 2s disabled under federal law and requires the ascommodation in order to have an equal oppartunity to use
and enjay the hisher home,

Wie would appreciate your cogperation in answering the quastians on this form and returning it to the address listed above.
Enclosed is a stamped, seff-addressed envelope for this purpose. The member has consentad ta this release of information, as
shiover below

INFORMATION REQUESTED
1. Is member narmed abave disabled as defined below? ves o

2. In yeour professicnal cpinion, doss mermbsr named above need the accommedation requested in ordar To have the sama
apporunity that a nondisabled individual has to use and enjoy the living quarters? L ves Mo

2. [Fyouanswered “Yes"” to question number 1, can the mambar's condition be otherwiss treatad 1o prevent any substariial limits
in any of hisfhar majar life activities?

DEFINITION OF ‘DISABLED"

Under federal lav, an individual is disablad if hefsha has a physical or mantal impairment that substantially limits one
or more major fife activities: has & record of such an impairment; or is regarded as having such an irmpairment.

The term "physical or mental impairment™” includes, but is not limited to, sush disesses and conditions as orikapedic,
visugl, speech, and hearing impairments, cerebral palsy, autism, epileosy, muscular dystrophy, multiple sclerosis, ean-
cer, heart disease, diabetes, Hurman Immunadeficiency Virus infeclion, mental retardation, smotional iliness, drug
addiction, and alcohalism. This definition dossn't include any individual whe is a drug addict and is cumantly using ille-
gal drugs, or an alcoholi: who poses a direct threar o property or safety bacawse of aloohol use.

RAME & TITLE OF PERSOR SLFFLYING INFORMATION

FIRMCRGANIZATION

Wil you be willing to testify in any cowrt action or related proceeding as 1o mamber's need for the requested accommo-
datinn? A ves [ Mo

HEALTH CARE PROVIDER'S SIGNATURE

FEDHCAL LICENSE & (IF PHYSICIAN) DATE
TO THE MEMEBER:

YOU DO NOT HAVE TO SIGN THIS FORM IF THE NAME OR ADDAESS OF EITHER THE COMMUNITY association OF THE
HEALTH CARE PROVIDER IS LEFT BLAME,

RELEASE: | hereby autharize the release of the requested information. Information obitainad under this corsent is limited 1o infor-
rmation that is ro older than 12 months. Thers ame ciroumstances that would require the comm unity association named abiows 1o wer-
ify infarmation that s up to five years old, which wiauld be autharized by me on a separate consent, sttached to a copy of thiz congent,

SIGKETURE GATE




