
Department of Human Services
State of Illinois

APPEAL OF DENIAL OF REASONABLE ACCOMMODATION REQUEST

Employee/Applicant: ______________________________________________ Date: _________________________

Date of denial of reasonable accommodation request: ______________________________________________________

Accommodation denied (what was requested?):

Reason for appeal:

Additional supporting information: (attach copies of further medical or supporting information):

Alternative accommodation requested:

_____________________________________________________________ _________________________________
Signature Date

Send appeal to SECRETARY'S OFFICE (attach a copy of the original request and denial)

APPROVED DENIED ALTERNATIVE ACCOMMODATION

Comments:

__________________________________________________________ __________________ __________________
Secretary Date received Date of decision
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