San Mateo County Community College District

Office of Human Resources

3401 CSM Drive, San Mateo CA  94402

Tel:  (650) 574-6555

FAX:  (650) 574-6574

AMERICANS WITH DISABILITIES ACT: 

 APPLICANT ACCOMMODATIONS REQUEST FORM

Thank you for your interest in our District.  In compliance with the spirit and regulations of the Americans with Disabilities Act, San Mateo County Community College District may be able to provide you with the accommodations needed to complete our application and selection procedures if you have a qualifying disability. (Note:  once completed, please return this form to the Office of Human Resources at the address above)

Your request for reasonable accommodation(s) will be reviewed by the Director of Human Resources (ADA Compliance Officer) in conjunction with other management staff as appropriate, and you will be notified as soon as possible after this form is received.

We wish you the best in the selection process!

PART A:  To be completed by the Job Applicant

Announcement Title: _____________________________________ Annct #: _______________

Your Name:  (please print)________________________________________________________  

Last




First


M.I.

Address: ______________________________________________________________________

City, State, Zip Code:____________________________________________________________ 

Home Tel.: (_____)____________

Business Tel.: (_____)_____________ 

E-mail address: ______________________________________

I hereby request accommodation for (check one or more of the following):

___Completion of the application form and/or related materials

___Participation in a performance/skills demonstration (test)

___Participation in the Screening Committee or final interview

___Other (specify): _________________________________________  

In order to fully participate in the activity checked above, I request that the District provide me with the following accommodation: (describe) _____________________________________________________

Applicant Signature: _________________________________________  Date: ____________

San Mateo County Community College District
ADA Request Form (continued):

PART B:  To be completed by the Office of Human Resources ONLY

Date received:
__________

Received by:______________________________

Medical verification attached?  ___YES

___NO

Estimated cost of accommodation: $__________    
Actual cost: $________ 

Resource used for accommodation: ______________________________________  

Can applicant be accommodated? ___YES

___NO

 (Explain): ____________________________________________________________

______________________________________________________________________  

If YES, what accommodation was made? ______________________________________________________________________  

______________________________________________________________________ 

Comments: ____________________________________________________________  

______________________________________________________________________

______________________________________________________________________

Signature:___________________________________  Date: _________

     Director of Human Resources (or designee)
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