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DoD Computer/Electronic Accommodations Program (CAP)

Summer Accommodation Request Form

Workforce Recruitment Program for College Students with Disabilities (WRP)



Complete this form to request assistive technology and services for students who have accepted summer internships through the WRP.  Please do not omit any of the contact information specified. The signature certifies that the accommodation is necessary for a WRP student to accomplish an essential job requirement and indicates agreement that equipment is being loaned to the employing organization and will be returned to CAP at the end of the summer.  If you have any questions, please call CAP at 703-681-8813 (Voice), 703-681-0881 (TTY) or email CAP@tma.osd.mil.  


Complete the form online at http://www.tricare.osd.mil/cap/request/request_wrp_acc.cfm or you may fax completed form to 703-681-9075.


You may also send via US Mail to:

TRICARE Management Activity, OASD (HA)

 Computer/Electronic Accommodations Program Office

5111 Leesburg Pike, Five Skyline Place, Suite 810

Falls Church, VA  22041-3206

1. NAME OF WRP (SUMMER)  STUDENT TO BE ACCOMMODATED:

2. ADDRESS/CONTACT INFORMATION: (No P.O. Boxes - No acronyms)


Organization:                   [   ] Army                          [   ] Navy                       [   ] Air Force

[   ] DoD Agency (please specify):  



[   ] Non-DoD Federal Agency (please specify): 



Activity Name:



    

Full Address:  



   

City, State, Zip:




Telephone/TTY/DSN#: (please indicate which) 



Fax #: 


  Email:  




3. DISABILITY INFORMATION: 



[   ] Deaf/Hard of Hearing        [   ] Blind/Low-Vision           [   ] Learning Disability          [   ]Cognitive

 [   ] *Dexterity (explain) 
 



Dates of Internship:  

                                            Pay Grade Level:  



 Date of Graduation from College ______________________________________________________
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4.     POINT OF CONTACT/SUPERVISOR APPROVAL (Please complete all fields):  
        Name:                                                                          Title:


        Telephone/DSN #:                                                     .
TTY#


        Fax #:  
     
Email: 



        Signature:                                                                                             
Date:



(   (   (              E Q U I P M E N T              (   (   (
 5.
ITEM REQUESTED: Please use the WRP list of equipment and include brand name/model and attach any vendor information/brochures you may have (one item per request form): 

JUSTIFICATION:  Please explain how this item will assist you in completing the essential functions of 

     your job.  You may use a separate sheet if necessary.

     COMPUTER SYSTEM CONFIGURATION:  In order to establish compatibility, please identify your                              

     computer operating system:

          Win98___   WinNT____   Win95____   Win00____   WinME____   OS/2 ____   UNIX ___   Mac ____    

(   (   (      F U N D E D  S E R V I C E         (   (   (
Note:  Request for services for orientation (one day only), or training sessions (two days or longer) should be submitted at least fifteen (15) calendar days prior to the start of the session.  Please complete both 6A and 6B.

   6.  
TYPE OF FUNDED   
[    ] READER     
    [    ] PERSONAL ASSISTANT


SERVICE:
[    ] INTERPRETER    
    [    ] COMPUTER-AIDED NOTETAKING

A. ORIENTATION OR TRAINING SESSION:

Orientation/Training Title: 

  
 Location: 

 Date & Time: 

B. INFORMATION ON SERVICE PROVIDER (INTERPRETERS, READERS, ETC):  REQUIRED
Please provide cost information on a local service provider, or you may contact CAP if you do not have 
interpreting service information.

Interpreting Agency/Service Provider:                                                                                                     . 

Address:                                                                                                                                                  


Point of Contact: 



Telephone #:  
 Fax #:

Cost/Quote (please attach):  
  Accepts Credit Card Payment? YES 
  NO 


               E-Mail:  
   WWW Site: 
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Request # _________________


Received: _________________


Completed: _______________


Approved: ________________


Ordered: _________________


Declined: _________________


Cancelled: ________________


Vendor: __________________


Item Description: 
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