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ACCOUNT NUMBER: 		Item description: 	

Request rec'd: 			

Req. ordered: 	

Req. filled/shipped: 		Serial #: 	

Closed in CCS: 	

��

DEPARTMENT OF DEFENSE

COMPUTER/ELECTRONIC ACCOMMODATIONS PROGRAM

REQUEST FORM



Complete this form to request accommodations for employees with disabilities. Upon completion, including approval from first and second line supervisors (Item 19), mail to:



	DoD Computer/Electronic Accommodations Program Office

	Defense Medical Information Management

	5111 Leesburg Pike, Five Skyline Place, Suite 810

	Falls Church, VA  22041-3206



A SEPARATE request form must be submitted for EACH accommodation requested.  Please respond to all questions on this form.  Mark questions that do not apply "NA."



1.	REQUESTING ORGANIZATION:  [  ] Army          [  ] Navy          [  ] Air Force

	[  ] Other (please specify): 	



2.	NAME OF PERSON, OFFICE, SCHOOL, OR HOSPITAL TO BE ACCOMMODATED:





	ADDRESS:  (Please type in full - No acronyms)



	AGENCY NAME		

	OFFICE SYMBOL		

	FULL ADDRESS		

			

	CITY, STATE, ZIP		

	TELEPHONE #	_(____)_____________

	DSN #	___________________  INTERNET	

	FAX #	_(____)_____________



3.	DESCRIPTION OF DISABILITY: (Please include disability code from Form 256)





	Check if request is workers’ comp. ____     or     Flexiplace ____     or     N/A ____



4.	GRADE LEVEL __________          OCCUPATIONAL SERIES __________



5.	NUMBER OF YEARS EMPLOYED BY DEPARTMENT OF DEFENSE:

	[  ] New Employee               [  ] 1-5 Years               [  ] More than 5 years



6.	HOW DID YOU HEAR ABOUT THE CAP OFFICE? 	



�7.	TYPE OF ACCOMMODATION REQUESTED:  (If requesting interpreting services, please go directly to Item 15.)  Include brand name and model, if known. Attach vendor information or brochures, if available.  NOTE:  A specific brand may not be available.

	

	



8.	Has this accommodation been tested or used?  [  ] Yes        [  ] No



9.	IS TRAINING REQUIRED FOR ACCOMMODATION REQUESTED?  [  ] Yes        [  ] No



10.	DOCUMENTATION FORMAT:  [ ] large print  [ ] tape  [ ]Braille  [ ] diskette  [ ] standard



11.	IF SOFTWARE IS REQUESTED, INDICATE DISK SIZE:  [  ] 3.5"    [  ] 5.25"    [  ] Either



12.	JUSTIFICATION:  Please describe how the item requested in Question 7 will be used to perform job duties.

















13.	PLEASE DESCRIBE SPECIFIC FUNCTIONS OF ITEM REQUESTED IN QUESTION 7.  (For example, 20" screen, scans fax material, 6 dot and 8 dot Braille capacity, max weight 10 lbs., prints 20 characters per line, etc.)















14.	USER'S CURRENT ADP EQUIPMENT:  Please describe any hardware, software, and adaptive devices being used.  This information is used to handle compatibility questions.















After completing Item 14, go directly to Item 18 if requesting equipment from CAP.  Go to Item 17 if requesting a MIPR from CAP.





NOTE: 	EQUIPMENT MAINTENANCE BEYOND INITIAL WARRANTY PERIOD AND ADDITIONAL SUPPLIES AFTER RECEIPT OF EQUIPMENT ARE THE RESPONSIBILITIES OF THE RECEIVING AGENCY/ORGANIZATION.

�15.	SIGN LANGUAGE INTERPRETER SERVICE REQUEST

(NOTE:  Training sessions must last two or more days in order to request interpreting services.  Please submit request at least 30 days prior to the start of the class.)



	TRAINING/COURSE TITLE: 	

		



	SPONSORING ORGANIZATION: 	



	COURSE DATES: 	



	COURSE LOCATION: 	



	INTERPRETER ORGANIZATION NAME: 	



	INTERPRETER ORGANIZATION COST: 	





16.	JUSTIFICATION:  Please describe why this course is required.  Attach additional information if necessary.























17.	REQUESTING AGENCY'S BUDGET POINT OF CONTACT:

Funding may be provided through a reimbursable Military Interagency Purchase Request (MIPR) to pay for interpreting services or adaptive equipment.  Please provide the requesting agency's budget point of contact for MIPRs.  MARK “NA” IF MIPR IS NOT REQUESTED.



	NAME		

	AGENCY		

	OFFICE SYMBOL		

	STREET ADDRESS		

			

	CITY, STATE, ZIP		

	TELEPHONE #	_(____)_________________

	DSN #	_______________________

	FAX #	_(____)_________________





�18.	POINT OF CONTACT FOR THIS REQUEST

	(Please type in full - No acronyms.  NO P.O. BOXES ALLOWED, as accommodations will be mailed to this address.)



	NAME		

	AGENCY NAME		

	OFFICE SYMBOL		

	STREET ADDRESS		

	        (no P.O. boxes)		

	CITY, STATE, ZIP		

	TELEPHONE #	_(____)_____________

	DSN #	___________________  INTERNET	

	FAX #	_(____)_____________



19.	SUPERVISOR APPROVAL.  Approval is required from first and second line supervisors.  These approvals certify that the proposed user has a legitimate need for the accommodation requested.



First Line Supervisor:



Name: 		Date:	



Signature: 		Telephone #:	



Second Line Supervisor:



Name: 		Date:	



Signature: 		Telephone #:	



20.	APPROVAL BY MANAGEMENT INFORMATION SYSTEM (MIS) OFFICIAL.  Signature indicates that this request has been technically evaluated by the organization’s MIS officials for equipment compatibility and interoperability with existing or planned systems (e.g., sufficient RAM, appropriate software format).  Signature is not needed for items that will not be connected to other equipment.



Name: 		Date:	



Signature: 		Telephone #:	



21.	AGENCY PROPERTY BOOK INFORMATION  Signature verifies that you understand that the item requested becomes the property of your activity and is your responsibility as noted in item 14 of this form.



AGENCY PROPERTY BOOK ADMINISTRATOR:



Name: 		Date:	



Signature: 		Telephone #:	



�
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