STATE OF HAWAII

DEPARTMENT OF HUMAN SERVICES


REQUEST FOR AUXILIARY AID (CONFIDENTIAL)
UNDER TITLE II OF THE AMERICANS WITH DISABILITIES ACT, AS AMENDED
DEPARTMENT OF HUMAN SERVICES

CLIENTS AND APPLICANTS FOR SERVICES, PROGRAMS AND ACTIVITIES

	
	Date of Request:
	     

	Please Check One:
	 FORMCHECKBOX 
  Applicant
	 FORMCHECKBOX 
  Client

	Requester’s Name:
	     

	Program/Activity or Service:
	     

	Division/Section/Unit:
	     

	Mailing Address:
	     

	Day Phone:
	     

	

	APPLICATION

(To be completed by client/applicant)

	1.  I am requesting the following auxiliary aid(s):
	     

	     

	2.  It is necessary for me to have this auxiliary aid(s) for the following reasons:

	     

	

	     

	Requester’s Signature:
	
	Date:
	

	

	For INTERNAL USE ONLY

DETERMINATION

	Your request of 
	     
	for an auxiliary aid(s) has been:

	
	(Date of Request)
	

	 FORMCHECKBOX 

	Approved
	AUXILIARY AID(S) PROVIDED:
	     

	
	

	 FORMCHECKBOX 

	Disapproved
	REASON(S) DENIED:
	     

	
	     

	 FORMCHECKBOX 

	Approved with Modification:
	     

	
	     

	 FORMCHECKBOX 

	Approved for Trial Period from:
	     
	to:
	     

	
	Comments:
	     

	
	     

	If you disagree with this determination, you may present additional information to further substantiate your request by contacting Geneva Watts, Civil Rights Compliance Officer, at 586-4955 or via gwatts@dhs.hawaii.gov.
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