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Date:  _____________________ 
 
To:   Cathy Hoog, Executive Director choog@salemha.org  
 Marblehead Housing Authority 
 26 Rowland Street 
 Marblehead, MA 01945 
 

REQUEST FOR REASONABLE ACCOMMODATION 
 
NOTE: This form is to be completed and signed by the Head of Household on behalf of the 
Household Member needing the accommodation. Please complete a separate “Request for 
Reasonable Accommodation” form for each Household Member requiring an 
accommodation(s). If the disabled Household Member who needs the accommodation is 18 
years of age or older, he or she AND the Head of Household must sign this form. 
 
Head of Household: ___________________________________________________________ 

Household Member Who Needs Accommodation(s): _________________________________   

Date of Birth:  ________________________ Last 4 of SSN:  ________________________ 

Relationship to Head of Household: ______________________________________________ 

Address: ____________________________________________________________________ 

Daytime Phone: _______________________ Cellular Phone: ________________________ 

Email:  ______________________________   

 
The above-named Household Member has a disability because: s/he has a physical or mental 
impairment that substantially limits one or more life activities or has a record of having such an 
impairment. 
 
As a result of this disability, I am requesting the following reasonable accommodation(s) from 
the MARBLEHEAD HOUSING AUTHORITY:  
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
The disabled Household Member needs this reasonable accommodation(s) because: 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
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If you have any additional information you wish to provide, you may use the space below or 
attach additional pages if necessary: ______________________________________________ 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
Knowledgeable Professional (relevant physician(s), psychiatrist(s), licensed psychologist(s), licensed nurse 
practitioner(s), licensed social worker(s), rehabilitation professional(s), and/or non-medical service agency whose function 
is to provide services to the disabled): 
 

Name:   ________________________________________________ 
Title    ________________________________________________ 
Business Name  ________________________________________________ 
Business Address ________________________________________________ 
    ________________________________________________ 
Telephone:    ____________________ email:  _____________________ 

 
AUTHORIZATION 
 
I/We authorize the MARBLEHEAD HOUSING AUTHORITY to verify that the above-referenced Household 
Member, has a disability and that s/he needs the reasonable accommodation(s) requested, and I/we agree to have 
the MARBLEHEAD HOUSING AUTHORITY’s Certification of Disability under the Fair Housing Act and 
other federal and state laws protecting the rights of disabled persons completed and signed by the relevant 
physician(s), psychiatrist(s), licensed psychologist(s), licensed nurse practitioner(s), licensed social worker(s), 
rehabilitation professional(s), and/or non-medical service agency whose function is to provide services to the 
disabled. (Note: This authorization is requested only if third-party verification is necessary because the disability 
and the resulting need for accommodation are not self-evident.) I/We understand that the information obtained 
by the MARBLEHEAD HOUSING AUTHORITY will be kept completely confidential and used solely to make 
an evaluation and determination on this reasonable accommodation(s) request. 
 
________________________________________________ ____________________  
Signature of Household Member needing accommodation(s)    Date 
(only if 18 years old or older)  
 
________________________________________________ ____________________ 
Signature of Head of Household or authorized Guardian    Date 
 
If the Household member needing the accommodation(s) is under 18 years of age, are you the parent or 
guardian of Household Member needing accommodation? 
_____ YES   _____ NO  
 
Please return this form as promptly as possible, so that the Marblehead Housing 
Authority may make a determination on this request. 


