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STATE OF GEORGIA

Division of Family and Children Services
Nathan Deal
Bobby D. Cagle 

    Governor   
Director


Caregiver ADA Reasonable Accommodations Request
The ADA Individual Assessment must be completed on all qualified individuals with a disability. This assessment must be completed at initial application by prospective caregivers, or at the onset of a disability with current caregivers. DFCS will evaluate whether the applicant/participant (A/P) is a ‘qualified individual with a disability’ as defined by the ADA (See 42 U.S.C. § 12131) and whether the A/P poses a ‘direct threat’ to the health or safety of a child(ren) in DFCS care. DFCS is not required to provide an auxiliary aid or modify its policy, practice, or procedures if doing so would fundamentally alter the nature of its foster care/adoption program or result in undue financial and administrative burdens. The term “qualified individual with a disability” means an individual with a disability who, with or without reasonable modifications to rules, policies, or practices, the removal of architectural, communication, or transportation barriers, or the provision of auxiliary aids and services, meets the essential eligibility requirements for the receipt of services or the participation in programs or activities provided by a public entity.  
Date:
__________________

Applicant/Caregiver Name:
  ___________________________________________________
Address:
_______________________________ City_____________  County ____________ 
Zip  ______________Home Phone:
__________________________

Mobile:
  ____________________________

Email:
____________________________
DOB:  
   /    
  /     


Please describe the covered disability for which are making this request. 
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Please describe in as much as detail as necessary your reasonable modifications request.  
Please describe in as much detail as possible the modifications or accommodations that you are requesting at this time.  

How long do you think you will have these restrictions, or need this accommodation?

Agency use only:


Agency Use Only
For Agency Use Only:
Date Received in County Office:  _______________________________

Received by:  ______________________________

________________





 Staff Name









        Title


















I attest/affirm that the information provided in this assessment accurately reflects the information provided by and discussed with me:








______________________________		__________


Signature of Caregiver								Date
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