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REQUEST FOR A REASONABLE ACCOMMODATION
Name of head of household/ Participant/Applicant: __________________________________________                 
Address of Participant/Applicant: ________________________________________________________
Name of Person(s) requesting accommodation: ____________________________________________
Relationship to head of household/ Participant/Applicant: ____________________________________ 
REQUEST FOR A REASONABLE ACCOMMODATION If you need:

· a change in our policies or procedures

· a repair or change in your apartment

· change to some other part of the property

· a change in the way we communicate with you because of a disability, you may ask for this change, which is called a “reasonable accommodation.”
Requests for reasonable accommodation will be considered on a case-by-case basis. Decisions regarding reasonable accommodation will be made in compliance with all applicable accessibility laws and requirements. 
Additionally, in those circumstances where SAVIN ROCK COMMUNITIES deems that a proposed reasonable accommodation would fundamentally alter the service, program, or activity, or would result in undue financial and administrative burdens, SAVIN ROCK COMMUNITIES has the burden of proving such result.

We will make every effort to make a decision within twenty 20 business days. We will let you know if we need more information or verification from you or if we would like to discuss other ways of meeting your needs. If we turn down your request, we will explain our decision, and you may give us additional information.

If you need a reasonable accommodation to access the program at the Housing Authority or at your current residence because of a disability which is covered under Section 504 or the A.D.A., you may use this form to request this change, which the Authority calls a “reasonable Accommodation”.
Please advise us if you need help in using the form, or if you wish to receive this Request Form in an alternative format to meet your communication needs.

If you need forms, documents, services or information in a language other than English, to read or understand this or any other communications from the Savin Rock Communities (SRC),  or if you or anyone in your family is a person with disabilities, and you require a specific accommodation to fully utilize our programs and services, please notify our agency at, 203-934-9266 x 100 or email us at section8@savinrockcommunities.org.  
Si necesita, formularios, documentos, servicios o información en un idioma que no sea inglés, para leer o comprender esta o cualquier otra comunicación de Savin Rock Communities (SRC), o si usted o alguien de su familia es una persona con discapacidades y necesita una adaptación específica para utilizar plenamente nuestros programas y servicios, notifique a nuestra agencia al 203-934-9266 ext. 100 o envíenos un correo electrónico a section8@savinrockcommunities.org.
The following member(s) of my household has a disability:

Please provide this reasonable accommodation needed (specify accommodation(s)):

I need this reasonable accommodation because:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
1. Nature of Need(s):
 A separate bedroom

 Apartment for visually impaired

 A barrier free apartment

 Apartment for hearing impaired

 One level unit


 Bedroom/bathroom on first floor

 Live-in aide



 Other (specify) ____________________________________
**Head of household information: By signing this form I give Savin Rock Communities permission to contact the medical professional listed below to verify the need for the reasonable accommodation listed above. **
Name:     

Address:     

Telephone:     

Signature: ___________________________________________________________________
Name of Physician or medical professional that will verify reasonable accommodation request:

Name: ___________________________________________________________________

Address: ___________________________________________________________________________
Telephone number: ___________________________________________________________________
Fax number: ________________________________________________________________________
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