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	CUSTOMER OR COMPANION 
REASONABLE MODIFICATION ASSESSMENT 
AND AUXILIARY AID/SERVICE RECORD


This form is to be completed by DCF Staff or Provider Staff for each service date where reasonable modification or communication assistance is required for individuals with a disability.
	Customer and Program Information

	Customer Name:

     
	Reasonable Modification or Communication Assistance is needed for:
 FORMCHECKBOX 
 Customer      FORMCHECKBOX 
 Companion

	Date:

     
	Time:
     
	Case Number:

     

	Region/Circuit/Institution:

     
	Program:
     

	 FORMCHECKBOX 
 Initial Assessment
 FORMCHECKBOX 
 Subsequent Appointment
	 FORMCHECKBOX 
 Reassessment

	 FORMCHECKBOX 
 Scheduled Appointment
 FORMCHECKBOX 
 No Show
	 FORMCHECKBOX 
 Non-Scheduled Appointment


	Section 1:  Needs Assessment

	Complete this section when doing an assessment. Check all that apply. Ask the person which major life activity is impaired by their disability.

	 FORMCHECKBOX 
 Hearing
 FORMCHECKBOX 
 Hearing and Seeing
 FORMCHECKBOX 
 Speaking

 FORMCHECKBOX 
 Seeing
 FORMCHECKBOX 
 Moving
 FORMCHECKBOX 
 Understanding

 FORMCHECKBOX 
 Other:      

	What is the communication assistance or reasonable modification requested by the Customer or Companion?

this field will accept as much information as needed        

	What is the nature, length, and importance of anticipated communication assistance or reasonable modification situation?

this field will accept as much information as needed        

	Is this customer also limited English proficient?  If so, please 
indicate customer’s preferred spoken language for communication.
	     

	Auxiliary Aids and Services/Reasonable Modification Plan for Multiple or Long-Term Visits (see Section 6):

 FORMCHECKBOX 
 Completed
 FORMCHECKBOX 
 Not Applicable

	Will electronic devices or equipment interfere with medical condition or monitoring equipment?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If “yes,” explain:      

	Will use of such equipment constitute a threat to any customer’s medical condition?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If “yes,” explain:      

	What auxiliary aids and services or reasonable modifications were requested?

     

	In response, what was provided?        

	Is another equally effective means of communication available or reasonable modification to ensure equal opportunity to participate?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If “yes,” what is it?       

	Would the use of the requested accommodation result in a fundamental alteration of the program, service, or activity?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If “yes,” explain:      

	Would use of the requested accommodation result in an undue burden for the Department?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If “yes,” explain:      


	Section 2:  Denial of Reasonable Modification by the Department or Service Provider

	The Department (a Title II entity) is required to give primary consideration to the choice of aid or service requested by the person who has a disability. The Department must honor the person’s request unless it can demonstrate that another equally effective means of reasonable modification or communication is available, or that the use of the means chosen would result in an undue burden. Staff must still ensure that effective communication or reasonable modification is achieved through alternative means. The Goal for a Title III entity is to provide an aid or service that will be effective, given the nature of the activity or what is being communicated and the person’s modification need or method of communicating. All covered entities are required to provide aids and services and reasonable modifications unless doing so would result in an undue burden, which is defined as significant difficulty or expense. The entity must provide another effective aid or service. All denials must be approved by the DCF Secretary (or designee) or by the Provider Executive Director/CEO (or designee).

	Reason the requested auxiliary aid or service or reasonable modification was not provided:

     

	Name and title of the person making denial determination:

     

	Signature:


	Denial Date and Time:
     


	Section 3:  Auxiliary Aid or Service/Reasonable Modification Assistance Provided

	Complete this section for each contact/appointment with the customer and/or companion.

	 FORMCHECKBOX 
 Sign Language Interpreter
 FORMCHECKBOX 
 Video Relay Service
 FORMCHECKBOX 
 Video Remote Interpreting
 FORMCHECKBOX 
 Florida Relay
 FORMCHECKBOX 
 Large Print
 FORMCHECKBOX 
 Written Material
 FORMCHECKBOX 
 Assistance Filling Out Forms
 FORMCHECKBOX 
 Note Taker
 FORMCHECKBOX 
 CART
 FORMCHECKBOX 
 Speech Transliteration
 FORMCHECKBOX 
 Alternative Input Device
 FORMCHECKBOX 
 Speech Recognition

 FORMCHECKBOX 
 Trackball/Joystick
 FORMCHECKBOX 
 Pictures/Symbols/Diagrams
 FORMCHECKBOX 
 Voice Output on Compute

	List any other type of communication assistance or reasonable modification provided:

     

	Name of Sign 

Language Interpreter:       
Arrival Time:       
 FORMCHECKBOX 
 Met Expectations of Customer
 FORMCHECKBOX 
 Met Expectations of Staff

 FORMCHECKBOX 
 No Show
 FORMCHECKBOX 
 Cancellation
 FORMCHECKBOX 
 Did Not Meet Expectations of Customer or Staff

Explain:       


	Section 4:  Effective Communication means that whatever is written or spoken must be as clear and understandable to people with disabilities as it is for people who do not have disabilities.

	Was the communication effective?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If “no,” please explain why?       

	What action was taken to ensure effective communication?

     


	Section 5:  Was a referral made to another service provider?

	Name of Provider:       

	Date of Referral:

     
	Provide the referral source information regarding reasonable modification or communication assistance needs.


	Section 6:  Reasonable Modification Plan for Ongoing Services

	During the initial assessment, or the reassessment, if it is determined that multiple or long-term visits will be needed, an Auxiliary Aid and Services/Reasonable Modification Plan shall be completed. Services shall continue to be provided to the Customer and/or Companion during the entire period of the Mental Health Treatment Facility hospitalization, residency, long-term treatment, or subsequent visits. Discuss with the Customer or Companion their preferred mode of communication or reasonable modification in each of the following on-going communication or reasonable modification situations and document that reasonable modification or communication method in the case plan. The following list is not exhaustive and does not imply there are no other reasonable modification or communication situations that may be encountered.

	In each situation requiring Communication Assistance or Reasonable Modification, identify (1) the type of aid or service or reasonable modification requested; (2) the purpose of the aid and service or reasonable modification; and (3) the name and title of the person responsible for ensuring the auxiliary aid and service or reasonable modification is provided.

	 FORMCHECKBOX 
 Intake/Interview/ Meeting:
	     

	 FORMCHECKBOX 
 Medical:
	     

	 FORMCHECKBOX 
 Dental:
	     

	 FORMCHECKBOX 
 Mental Health:
	     

	 FORMCHECKBOX 
 Safety and Security:
	     

	 FORMCHECKBOX 
 Programs:
	     

	 FORMCHECKBOX 
 Off Campus Trips:
	     

	 FORMCHECKBOX 
 Legal:
	     

	 FORMCHECKBOX 
 Food Service/ Dietician:
	     

	 FORMCHECKBOX 
 Other:
	     

	Additional Comments Relevant to Ongoing Communication Assistance or Reasonable Modification:
     


	Section 7:  Sign and Date

	Signature of Person Completing This Form:


	Date:
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