AUXILIARY APPARATUS TO PERMIT EMPLOYMENT  -  EMPLOYER'S CERTIFICATION OF NEED FOR 


Name of family member with disabilities:


Full name and address of employer completing this certification:


Name:




Address:



I certify that the above-named person is employed by our agency/firm; and that the use of auxiliary apparatus is necessary for his/her employment.

If further information is required, please contact 


by calling (____) ______ -
.







Signature

Date



Title

TENANT/APPLICANT RELEASE

I, 
, hereby authorize the release of the requested information





Signature

Date

