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EMPLOYEE REQUEST FOR WORKPLACE ACCOMMODATION 
FOR YOUR MEDICAL CONDITION 

 
The Tempe Union High School District has provided several workplace accommodations for employees due to 
the COVID-19 Pandemic.  This form may be used if you need additional workplace accommodations due to 
having a medical condition during the COVID-19 Pandemic. 
 
If you have a medical condition or compromised immune system, as defined by a healthcare provider, which puts 
you at a higher risk for developing complications associated with COVID-19, you may qualify for a reasonable 
accommodation.  Accommodations will be considered based on the employee’s needs, job responsibilities, and 
the District’s ability to provide a reasonable accommodation. 
 
Please Print 
 
Employee Name: _______________________________ Campus/Site: ________________________ 
 
Employee Position: _______________________________ Supervisor: ________________________ 
 
THIS PART OF THE FORM TO BE COMPLETED BY THE EMPLOYEE (Check all that apply) 
 
Reason for Leave (check applicable option) 
I am unable to work on site or telework for the following reasons: 

 
 1. I have a medical condition, as documented by my healthcare provider, that may place me at a 

higher risk for developing complications associated with COVID-19.  (Please provide Healthcare 
Provider documentation) 

 
 2. I am not able to maintain an appropriate social distance and/or wear a mask while performing my 

job responsibilities in my current location. 

 
 3. I am able to perform the essential functions of my job responsibilities with a reasonable 

accommodation such as those listed below: 
 
• Reduced contact with others; 
• Change in the work environment or location; 
• One-way aisles, Plexiglas or other physical barriers that are not currently present; 
• Temporary modified shift; or 
• Temporary change of assignment. 

 
Please indicate the estimated percentage of your job duties that require you to be onsite at the workplace 
to complete certain tasks.  (For example: Face to face interaction with students, staff or general public, 
cleaning facilities, grounds care, mechanical/maintenance work, food preparation, etc. 
(Please note a range from 100% to 0%) __________ 
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Please indicate the estimated percentage of your job responsibilities that can be completed from another 
District location. 
(Please note a range from 100% to 0%) __________ 
Please indicate the estimated percentage of your job duties that can be completed from your home with 
internet connection. 
(Please note a range from 100% to 0%) __________ 

 
 4. I am willing to be reassigned to a different position, if a position is available and I am qualified 

for the position.  I understand my pay may be adjusted accordingly if reassigned to a different position. 
 
List certifications, skills, and experience relative to other District positions you feel you could perform 
with or without reasonable accommodations. 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 

 
__________________________________________________ ____________________________________ 
Employee Signature       Date 
 
PLEASE EMAIL THE COMPLETED SIGNED FORM TO TUHSDBenefits@tuhsd.k12.az.us. 

 
Received: ______________________________________ 
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THIS PART OF THE FORM SHOULD BE COMPLETED BY HUMAN RESOURCES AND/OR 
BENEFITS 
 

1. Based on the information that has been provided, the employee is approved for a workplace reasonable 
accommodation.  Yes  No 
 

2. Based on the information that has been provided, the employee’s workplace reasonable accommodation 
will be: 

 
_______________________________________________________________________________________ 

 
3. Based on the information that has been provided, the workplace reasonable accommodation will: 

Begin on ________________ and End on _________________ 
 

4. During this workplace reasonable accommodation, the rate of pay will be ________________________ 
 

5. During this workplace reasonable accommodation, the hours/day will be 
___________________________ 

 
6. Comments: 

 
_______________________________________________________________________________________ 
 
_______________________________________________________________________________________ 
 
_______________________________________________________________________________________ 
 
_______________________________________________________________________________________ 
 

 
 

__________________________________________________ ____________________________________ 
Authorized Signature       Date 
 
Originated:  6/2020 
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