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Questions concerning this Administrative Regulation should be referred to the General Counsel and the 
Control Department listed at the top of this document. 

 

1. Full duty, no restrictions:  An employee who seeks to return to work without work related 
restrictions must provide Medical Documentation evidencing the ability of the employee 
to perform the essential functions of their assigned position with no restrictions, including 
all necessary certifications.  

 
2. Modified Work:  Modified work may be temporarily available for an employee who has 

provided Medical Documentation demonstrating that the employee cannot perform the 
essential functions of their assigned position. 

 
a. Modified work will only be available to employees who have provided sufficient 

information for the District to determine that the need for a modified work plan is 
temporary and that the employee will be able to resume the essential functions of 
their assigned position.  

 
b. Employees will only be offered a modified work assignment if they will be available  

for the duration of that assignment; if an employee has a multi-day planned or 
unplanned absence (including but not limited to pre-planned vacations) after 
beginning a modified work assignment, the District reserves the right to reassign the 
modified work to another employee. 

 
c. The District will consider modified work options beginning with the employee’s 

current assigned location. The District has sole discretion to offer any modified work 
assignment at any District work location. 

 
d. Modified work assignments should not exceed 60 calendar days unless otherwise 

agreed upon between the District and the employee.  
 

3. Reasonable Accommodation:  Reasonable accommodations may be available for an 
employee who can perform the essential functions of their assigned position with or 
without an accommodation.  
 
a. Employees are expected to cooperate with all requirements of the reasonable 

accommodation process, including but not limited to: 
 
i. Completing and returning the reasonable accommodation request form; 

ii. Providing all supporting Medical Documentation; 
iii. Engaging in the interactive process; and 
iv. Being responsive to all communications from the District. 

 
b. The District will review reasonable accommodation requests on a case by case basis 

to determine its ability to provide a reasonable accommodation.  
 

4. Lactation Accommodation: Lactation accommodations may be available for an employee 
who requests an accommodation to express milk during the workday. 
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Employee’s Signature Date 

Supervisor/Manager’s Signature Date 

AC TRANSIT RESERVES THE RIGHT TO RETURN AND/OR REJECT INCOMPLETE FORMS 
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