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(THIS FORM IS AVAILABLE IN ALTERNATIVE FORMAT UPON REQUEST) 

 
 

REQUEST FOR REASONABLE ACCOMMODATION 
 
 
NAME:             SS#  ____________________ 
ADDRESS:  
PHONE: ___________________________________________________________ 
   
1. I am a person with a disability as defined by one or more of the following:  A 

physical or mental impairment that substantially limits one or more life 
activities; or a record of having such an impairment; or is regarded as having 
such an impairment.   
**If I am not the person with a disability, the following member of my household has 
a disability as defined above: 
 
Name:  _____________________________________________________________ 
Relationship to you (e.g.  child, parent):____________________________________ 

 
2. As a result of this disability, I am requesting the following reasonable 

accommodation for my household: (Please check one or more boxes below.) 
(    ) A change in my apartment/unit or other part of the housing development 
Please specify: ______________________________________________________ 
___________________________________________________________________ 
 
(    ) A change in the following rule, policy/procedure or voucher policy.  (Note 
that a change in how to meet the terms of the lease may be requested, but the terms 
of the lease must be met.)  Please specify:  ________________________________ 
___________________________________________________________________
___________________________________________________________________ 
 
(    )  Other (for example, a change in the way the BHA communicates with 
you).  Please specify:   _________________________________________________ 
___________________________________________________________________ 
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3.  This request for reasonable accommodation is necessary so that I can:  
___________________________________________________________________
___________________________________________________________________ 

 
4.   To get to my appointments, I rely most on (please circle one):      
 
      my car            the bus           the T               the RIDE         walking 
 

a friend or family member drives      other  (please specify) _________________     
 
5. I authorize the Boston Housing Authority to verify that I have or someone in my 

household has a disability and we have the need for the reasonable accommodation 
I have requested.  In order to verify this information the BHA may contact the 
following physician, psychiatrist, licensed psychologist, licensed nurse practitioner, 
licensed social worker, rehabilitation professional, or non-medical service agency 
whose function is to provide services to the disabled, or other expert in the field of 
______________________________.  (Note:  You may present verification directly 
to the BHA in addition to sending us the completed Request and Certification forms.) 
 

Name:___________________________________________________________ 
Title of professional or expert:  _____________________________________  
Agency/Clinic/Facility:  ____________________________________________ 
Address: ________________________________________________________ 
Telephone:  ______________________________________________________ 
Fax:  ____________________________________________________________ 
 

I understand that the information obtained by the BHA will be kept completely 
confidential and used solely to make a determination on my reasonable accommodation 
request.   
 
Please return this form as promptly as possible so that the BHA may make a 
determination on this request. 

 
Signed: _______________________________________________________________  
      [**Head of household or authorized representative] 
Date: _________________________________ 
                
Witness: ______________________________Date:  __________________________ 
 
**If on behalf of a minor child, please indicate whether you are the parent or guardian.  
Where the individual with the disability is over 18 and is not the head of household, s/he 
should sign the authorization for verification. 


