
Reasonable Accommodation How to Guide 
(For Supervisors) 

What to know before you begin: 

 The employee must be a qualified individual with a disability
• You’ll need to know how the employee meets the definition of a qualified individual

with a disability under the Rehabilitation Act (definitions below)
 Individual with a disability is a person who has a physical or mental impairment that

substantially limits one or more major life activities, has a record of such
impairment, or is regarded as having an impairment (regardless of whether or not it
limits or is perceived to limit a major life activity)

 Qualified individual with a disability is an individual with a disability, who satisfies
the requisite skill, experience, education and other job-related requirements of the
employment position such individual holds or desires, and who, with or without
reasonable accommodation, can perform the essential functions of such position

• Sufficient medical documentation may be needed regarding
 Nature, severity, and duration of the impairment
 Activity or activities that the impairment limits
 Extent to which the impairment limits your ability to perform the activity/activities
 Why you require reasonable accommodation

 You’ll need to know
 The precise nature of the workplace that is generating the request
 How a disability is prompting the need for an accommodation in the essential

functions of the assigned position
 Possible alternative accommodations that may be effective in meeting the

employees need for reasonable accommodation
 Essential functions are the functional job duties of the employment position the individual

with a disability holds or desires
 The term essential functions does not include the marginal functions of the position

 Determination of the essential functions of a position must be conducted on a case- by-
case basis so that it reflects the job as actually performed and not simply the components
of the generic position description

 Additional Information
 Lowering or changing a performance standard because an employee cannot meet

it due to a disability is NOT considered a reasonable accommodation.
 Disability Program Manager (DPM) is a neutral steward available to provide

process advisement to the agency and requestor.
 Granting an alternate accommodation is not a denial
 Requests will not be delayed due to leave, TDY, or other absence of anyone in the

process

STEP 1: Send an email to the employee with the How to Guide for Employees 
Suggested email verbiage: 

o You have indicated that a disability exists that may limit your ability to perform the
job. If you wish to request a reasonable accommodation, please submit an electronic
request using the instructions in the attached how to guide. You have 7 calendar days
to respond.

STEP 2: Requestor, Supervisor and Disability Program Manager (DPM) will be notified 
by email upon submission which initiates the interactive process 
Subject CUI/PII: RAR Submission Review for Supervisor  



o “Validated” to acknowledge the request

o “Denied” if the request is invalid (i.e. in error, you cannot deny)

o “Reassign” if the approval should be redirected to another individual

 Requests can also be view on the portal,
https://usaf.dps.mil/teams/ReasonableAccommodationRequestPublicTeam/SitePages/Re
asonable-Accommodation-Request-and-DPM-AEPM-Site.aspx

NOTE: Per DAFI36-2710, it’s the supervisor’s responsibility to provide the employee with 
a written response within 30 days from date of request, unless there are extenuating 
circumstances (i.e., awaiting employee to provide medical documentation). 

STEP 3: You will do the following: 

 Ensure essential functions of the position are identified & accurate
 Ensure information provided on the request by employee

o Clarifies the precise job-related limitations
o Identifies how those limitations could be overcome with a reasonable accommodation

 Engage in an "informal, interactive process" with the employee to identify the limitations
caused by the disability and the potential reasonable accommodations to overcome
those limitations. The process requires a meaningful dialogue with the employee to find
the best means of accommodating that disability.

 Determine if medical documentation is required
(This documentation is used to determine if the employee is a qualified individual with a
disability, to identify functional limitations & to determine appropriate accommodations)
o Is the disability/need for reasonable accommodation obvious?
o If the disability is NOT obvious and medical documentation is required, complete RAR

Form 3, Request for Medical Information, RAR Form 5, Medical Release, and position
description (core doc) then send to your employee.

Suggested email verbiage: 
o Sufficient medical documentation is needed in order to determine if you’re a qualified 

individual with a disability, identify functional limitations and to determine appropriate 
accommodations. IAW DAFI36-2710, 14.4., sufficient documentation, is documentation 
describing the disability; its nature, severity, and duration; and the extent to which it 
limits the employee’s ability to perform the activity or
activities. Please sign the attached RAR Form 3, RAR Form 5 and return to me. You have 
20 calendar days to provide sufficient medical documentation. Your failure to provide 
medical documentation within this time frame is interpreted as your withdrawal from 
the reasonable accommodation interactive process.

o Courtesy copy (your servicing DPM contact)
o Send complete/signed RAR 3 & RAR 5 to (your servicing DPM contact)

STEP 4: Determine if medical documentation is sufficient to make a determinate. 
 If medical documentation provided by employee is not sufficient for you to make a
determination, complete RAR Form 4, Request for Supplemental Medical Documentation,
sign and send to employee.
Suggested email verbiage: 
o

 Review the details of the request and click on:

https://usaf.dps.mil/teams/ReasonableAccommodationRequestPublicTeam/SitePages/Reasonable-Accommodation-Request-and-DPM-AEPM-Site.aspx
https://usaf.dps.mil/teams/ReasonableAccommodationRequestPublicTeam/SitePages/Reasonable-Accommodation-Request-and-DPM-AEPM-Site.aspx
mailto:jeana.love.1@us.af.mil
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The medical documentation given to me is insufficient. Sufficient medical
documentation is needed in order to make a determination. IAW DAFI36-2710, 
14.4., sufficient documentation, is documentation describing the disability; its 
nature, severity, and duration; and the extent to which it limits the employee’s ability 
to perform the activity or activities. Please sign the attached RAR Form 4 and return 
to me. You have 20 calendar days to provide sufficient medical documentation. Your 
failure to provide medical documentation within this timeframe is interpreted as your 
withdrawal from the reasonable accommodation interactive process.

o Courtesy copy (your servicing DPM contact)
o Send complete/signed RAR 4 to (your servicing DPM contact)

STEP 5: Once you have sufficient medical documentation to make an informed decision, 
you’ll make one of the following decisions and document on the Request Decision 
(RD) form. Your decision will be communicated to the employee via the RD form.
Suggested email verbiage: 

o My decision is attached via the Request Decision From. Please review, initial in
applicable option on the form, sign and return to me within 5 calendar days. Your
failure to respond within this time frame is interpreted as acceptance of the Request
Decision Form as written.

 Grant the accommodation
o You will complete RD Form, sign, date and issue to the employee to sign accepting or 

rejecting your decision
o If employee accepts, send signed RD Form to (your servicing DPM contact)
o If employee rejects, complete, sign RD Form and issue the RAR Form 8 to employee, 

then send RD Form & RAR 8 to (your servicing DPM contact)
o

 Grant an accommodation other than the one requested
o On the RD Form , you will state:
 Reasons for not granting
 Why alternate reasonable accommodation will be effective
 When alternate reasonable accommodation will be implemented

o You will sign, date and issue RD Form to the employee to sign accepting or rejecting 
your decision RD Form to (your servicing DPM contact)

o If employee rejects, complete, sign and issue the RAR Form 8 to employee, then send 
RD Form & RAR 8 to (your servicing DPM contact)

o
 Recommend Denial of an accommodation

o You will provide a detailed justification in the Request Decision Form
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NOTE: This is used to explain/justify your recommended denial to the Installation 
Commander. Provide as much detail as possible to defend your position 

o You will sign as supervisor and date
o Send to (your servicing DPM contact)
o Reasonable Accommodation Manager will assist you with completion of the denial eSSS 

for legal coordination and final determination. IAW DAFI36-2720, para. 14.2, all 
denials of requests for reasonable accommodation will be reviewed and endorsed by 
the wing/delta commander (or equivalent) or designee, not below the grade of O-6 or 
civilian equivalent.

Supervisor References/Resources:

• Disability Program Manager: Name of servicing DPM 
o (your servicing DPM contact)
o XXX-XXX-1924 (DSN XXX) Servicing DPM Contact Number

• DAFI 36-2710, Chapter 14, Reasonable Accommodation of Disability
• DoDI 1035.01 DAFI 36-816, Civilian Telework Program
• Job Accommodation Network

o www.askjan.org
o Click “Accommodation Search” for assistance with locating accommodation 

options
• Computer/Electronic Accommodations Program (CAP)

o www.cap.mil
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REQUEST FOR SUPPLEMENTAL MEDICAL DOCUMENTATION 


_______________________________ 
Requestor’s Name 


Notice:  Medical Information may only be requested when needed to evaluate a request for 


reasonable accommodation.  The Agency may request, and the requestor must provide, 


appropriate medical information related to the functional impairment and the requested 


accommodation where the disability and/or need for accommodation is not obvious or already 


known. 


MEMORANDUM FOR ___________________________ 


On _____________________, you gave me a letter from your physician which was in response 
to my request to you on ________________ for medical information to assist me in addressing 
your request for reasonable accommodation.  As I noted at that time, my purpose in requesting 
documentation was not for the purpose of delving into your private medical history or harassing 
you; I simply needed more relevant information in order to make an informed decision.  The 
medical documentation given to me so far is insufficient for me to make an informed decision.  


To date, the medical documentation given to me is insufficient because it does not describe the 
nature or severity of your impairment, the activity or activities that the impairment limits, and the 
extent to which the impairment limits your ability to perform the essential functions of your job.   


I am willing to grant a reasonable accommodation provided one is available and you supply the 
necessary information.  I wish to continue the interactive process to determine what actions, if 
any, can be taken to allow you to perform the essential functions of your position.  Please keep in 
mind that this interactive process requires good-faith communication between both the 
supervisor and the individual employee.   


To this extent, please provide the requested medical documentation to me within (15) calendar 
days from the date of issuance of this form.  Failure to submit this requested medical 
documentation by that date will be interpreted as your agreement to end the interactive process.  


_________________________________ ________________________________ 
Decision Maker (Supervisor)  Date 


_________________________________ _________________________________ 
Requestor’s Signature  Date Received 


Completed forms should be sent to 88ABW.DE.DisabilityProgram@us.af.mil 





		Requestors Name: 

		MEMORANDUM FOR: 
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MEDICAL RELEASE 


_______________________________ 
Requestor’s Name 


I hereby authorize the installation to keep and maintain the medical documentation I provide as 
part of my request for reasonable accommodation in accordance with the following provisions: 


(a) Supporting medical documentation obtained in connection with the reasonable
accommodation process must be kept confidential.  Such information and documentation, 
including information about functional limitations and reasonable accommodation needs, will be 
kept in a secured file separate from the supervisor’s employee work folder (971).  The folder 
may be labeled Personal Data Privacy Act 1974 Reasonable Accommodation.  Any employee 
who obtains or receives such information is strictly bound by confidentiality requirements. 


(b) Records will be maintained in accordance with the Privacy Act of 1974, the
requirements of 29 CFR Section 1611, Privacy Act Regulations, the Equal Employment 
Opportunity Commission Order 150.003, Procedures for Providing Reasonable 


Accommodations for Individuals with Disabilities, and applicable Air Force instructions.  This 
information may only be disclosed to:  


(1) Supervisors, managers and personnel specialists who need to know may be
told about necessary restrictions concerning the work or duties of the employee or applicant and 
about the necessary accommodations, but medical information will not be disclosed without 
consent of the employee in accordance with the Privacy Act of 1974.  


(2) First aid and safety personnel may be informed when appropriate, if the
disability might require emergency treatment.  


(3) Government officials, as necessary, to investigate compliance with the
Rehabilitation Act and/or defend the agency against a claim of failure to comply with the Act. 


(4) The Workers’ Compensation offices in certain circumstances or to the Office
of  Personnel Management in connection with disability retirement applications. 


(5) The Occupational Medicine Services Flight of the installation.


_________________________________ ________________________________ 
Requestor  Date 


Completed forms should be sent to 88ABW.DE.DisabilityProgram@us.af.mil 





		Requestors Name: 

		Date25_af_date: 








RAR FORM 6. 


RECORD OF INTERACTIVE PROCESS 


_______________________________ ______________________________ 
Case Number  Date Received by Program Manager  


_________________________________ ________________________________ 
Requestor Decision Maker 


_________________________________ ________________________________ 
ADR Facilitator (if none, leave blank) Date/Dates of Interactive Process 


Affected Essential Functions of the Position: 


Requested Reasonable Accommodation: 


Options for Reasonable Accommodation Discussed: 


Date of Conclusion of Interactive Process: 


Signatures: 


_________________________________ __________________________________ 
Requestor Decision Maker 
Date: ____________________________ Date: _____________________________ 


_________________________________ 
Facilitator 
Date: ____________________________ 


Completed forms should be sent to 88ABW.DE.DisabilityProgram@us.af.mil 
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RAR FORM 8. 


 


RIGHTS ADVISEMENT 


 


 


_______________________________  ______________________________  


Case Number      Date Received by Program Manager   


 


 


_________________________________  ________________________________ 


Requestor      Decision Maker 


 


 


 


Notice to Requestor: 


 


On ____________________________, you were advised of my decision regarding your request 


for a reasonable accommodation.   


 


Additionally, if you believe this action to be unjustified or improper you may challenge the 


action by electing one of the grievance, complaint or appeal procedures described below. 


  


a.  If you consider this action improper, you have the right to grieve under the Negotiated 


Grievance Procedure (NGP) contained in Article 6, Section 6.08, of the 2012 AFMC/AFGE 


Master Labor Agreement (MLA), within 20 calendar days of receipt of this decision.  The 


written grievance must be submitted on the Standard Grievance Form, AFMC form 913, at Step 


1 to the first level supervisor.  If you desire representation for a grievance, it will be in 


accordance with Article 4 of the MLA.  Your representative may accompany you during any 


discussion or presentation of your grievance under the NGP.  Both you and your representative, 


if otherwise in an active duty status, will be allowed official time to prepare and present a formal 


grievance.  For you, Section 4.09 of the MLA mandates 1 hour to prepare a Step 1 grievance.  


Your representative will be allowed a reasonable amount of time.  In this case, it has been 


determined that two hours of official time is reasonable.  You should contact the undersigned to 


make arrangements for use of the official time you are allowed.  Your representative should 


contact his/her supervisor for the same purpose. 


 


b.  If you raise unlawful discrimination and/or a failure to accommodate as an issue in your 


grievance, and your grievance proceeds to arbitration, you may request that the Merit systems 


Protection Board (MSPB) review the final grievance decision.  The procedure for requesting 


MSPB review of an arbitration award dealing with discrimination may be found at the MSPB 


website: www.mspb.gov. 


c.  If you feel this action comes within the jurisdiction of the MSPB1, you may elect to appeal 


your removal to the Merit Systems Protection Board (MSPB).  You may file your appeal in 


                                                 
1 The MSPB has jurisdiction to hear complaints alleging that an agency committed a prohibited personnel practice, 


such as firing an employee for whistleblowing activity. The employee may request that Special Counsel pursue the 


complaint with the MSPB or in some cases, such as whistleblowing, an employee may proceed directly to the 







writing as set forth below, or on-line by submitting your appeal through www.mspb.gov.  If you 


elect to appeal the decision to the Board in writing, your appeal must be signed by you and 


should include in detail the reasons why you believe this action is not warranted.  Further, your 


appeal must clearly set forth the parties involved, the agency involved, the date of this decision 


and the effective date of the action.  You may be represented in your appeal by anyone of your 


choosing.  If you designate a representative, the representative must be identified in your appeal.  


You are entitled to a hearing unless you waive this right.  Your appeal may be submitted on or 


after the effective date of this decision, but not later than 30 calendar days after the effective date 


of the decision.  If you do not submit an appeal within the time set by statute, regulation, or order 


of a judge, it will be dismissed as untimely filed unless good cause for the delay is shown.   


d. If you believe this action was motivated, in whole or in part, by unlawful


discrimination based on race, color, religion, sex, national origin, age or handicap, you may raise 


such allegations before the Equal Employment Opportunity Commission by filing EEO 


complaint at the installation EO office.  You must contact an Agency EEO counselor within 45 


days of the effective date of this action and filing a formal complaint of discrimination after EEO 


counseling is completed. You are also entitled to take this matter to the installation’s Alternative 


Dispute Resolution Office and submit it to mediation. 


e. If you believe this action was taken in reprisal for whistleblowing, you may raise the


matter by filing a MSPB appeal as outlined above, or by filing a complaint with the Office of 


Special Counsel.  The Office of Special Counsel will investigate your complaint and will either 


file an action on your behalf or notify you or your right to file an Individual Right of Action 


appeal to the MSPB.  A complaint may be filed electronically at www.osc.gov, or may be filed 


in writing by filling out Form OSC-11, and faxing or mailing the completed form to the Office of 


Special Counsel at the following address or fax number: Complaint Examining Unit, Office of 


Special Counsel, 1730 M Street NW (suite 218), Washington, DC 20036-4505; Fax: 202-254-


3711. 


4. If you need further information about your appeal or grievance rights with regard to this


action, you may contact Employee Relations of the Civilian Personnel Office.


_______________________________ ______________________________ 


Decision Maker Date 


MSPB.  The MSPB has jurisdiction over agency adverse actions such as unfair removals, suspensions, reductions in 


pay or grade or extended furloughs.  The MSPB may hear discrimination issues but only if those issues are 


combined with an adverse action or other reason for appeal that is within the jurisdiction of the MSPB.  


Completed forms should be sent to 88ABW.DE.DisabilityProgram@us.af.mil 





		Case Number: 

		Requestor: 

		Decision Maker: 

		Date63_af_date: 

		Date64_af_date: 

		Date66_af_date: 








___ 


___ 


 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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REQUEST FOR MEDICAL INFORMATION 


 


Notice:  Medical Information may only be requested when needed to evaluate a request for 


reasonable accommodation.  The Agency may request, and the requestor must provide, 


appropriate medical information related to the functional impairment and the requested 


accommodation where the disability and/or need for accommodation is not obvious or already 


known. 


 


MEMORANDUM FOR:  


 


You are currently employed on the installation as a/an  


 


 


The essential functions and applicable environmental factors of that position are as follows: 


 


 


 


 


 


 


 


 


 


 


 


 


 


You have indicated you have a disability which affects your ability to accomplish those essential 


functions and have requested a reasonable accommodation(s) in the form of: 


 


 


 


I am unable to determine the scope and extent of your named disability and how it affects your 


ability to accomplish the essential functions of the job as listed above.  In order for you and I to 


continue the interactive process, I am requesting that you provide me medical documentation 


which will reflect an individualized medical assessment of your present ability to accomplish the 


essential functions of the position for which you are requesting a reasonable accommodation.  


My purpose in requesting more specific documentation is not for the purpose of delving into 


your private medical history or harassing you; I simply need more relevant information in order 


to make an informed decision.   Medical documentation is sufficient if it: 


 


  (1) describes the nature, severity, and duration of your impairment, the activity or 


activities that the impairment limits, and the extent to which the impairment limits your ability to 


perform the activity or activities; and  


 


 (2) substantiates why the requested reasonable accommodation is needed.   







 


I am providing a copy of your position description.  You should provide that to your medical 


provider and ask that he/she ensure that at a minimum, in addition to the above, they address the 


following questions: 


 


 


 Does your patient have a permanent medical condition which affects his/her 


ability to do the essential functions of the job as outlined in the job description 


provided?  If the condition is not permanent, is there a projected date when your 


patient will not need a reasonable accommodation? 


 


 If your patient has a medical condition, how does that condition affect his/her 


ability to do the critical aspects of the job? 


 


 Are there any restrictions to how your patient could accomplish the job?  What 


are these restrictions? 


 


 What are your recommendations as to reasonable accommodations which might 


exist to allow your patient to perform the critical aspects of the job?  Please state 


the medical basis for your conclusion. 


   


The timelines for processing your request for reasonable accommodation outlined in the AFMC 


Guide will be suspended while you obtain this information.  It is, of course, in your best interest 


to provide the information as soon as possible. Under normal circumstances, fifteen (15) 


calendar days is sufficient in order to schedule an appointment with your physician and obtain 


medical documentation. If you require an  extension to obtain medical documentation, you 


should submit your written request to the undersigned within five (5) work days of this 


notification. If you have noted that a reasonable accommodation is time-sensitive, we can discuss 


an interim accommodation while we await receipt of your medical information.  


 


If you have any questions, please let me know. 


 


 


 


_________________________________  ________________________________ 


Decision Maker (Supervisor)    Date 


 


_________________________________  ________________________________ 


Requestor’s Signature     Date Received 
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