UNIVE R S I T Y O F COLLEGE PARK, MARYLAND 20742
(301) 226-9963 VOICE

MARYLAND FIRE AND RESCUE INSTITUTE
DISABILITY ACCOMMODATION REQUEST FORM

If you are requesting accommodation due to a disability, please complete and submit this form
(including documentation of your disability) to your supervisor, instructor, as soon possible. Note your
disability and the type of accommodation being requested. The requester (employee or student) must
provide medical documentation confirming the disability, functional limitations and a list of possible
accommodation(s). The medical documentation should be no more than three years old and should be
from an appropriate health care professional (e.g., certified clinician/physician.) The requester should
review with the appropriate professional the essential functions and responsibilities of his or her position
and provide them a copy of their job duties. In the case of a class or training program, the requester
should review with the appropriate professional the class/training programs essential student performance
objectives for the class/program in which the student has enrolled. The Maryland Fire and Rescue
Institute, in concert with the requester and his or her appropriate health professional, will review each
request on an individual basis.

I am requesting the following accommodation(s) due to my disability: (Please type or print)

Check box if health care provider’s documentation is included.

Check box if you have previously requested an accommodation from MFRI.

REQUESTER INFORMATION:
Name Student ID/SSN#

Address

Day Phone Evening Phone

Health Care Provider Name

Address

Phone Email

Requester’s Signature Date

Official use only: Class Number
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Submit

I understand that checking this box constitutes a legal signature confirming that I acknowledge and agree to the above Terms.
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