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COVID-19 Facial Covering Requirement in the Workplace Request for Accommodation


S P O K A N E C O U N T Y
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Effective Monday, June 8, 2020 all Spokane County employees are required to wear a mask or cloth facial covering to address safety concerns related to the COVID-19 pandemic. Exclusions include when working alone in an office, vehicle, or at a job site, or by any individual who is deaf or hard of hearing – or who is communicating with someone – who relies on language cues such as facial markers and expression and mouth movements as a part of communication, or when the job has no in-person interaction.

Employees with a documented disabling condition under the Americans with Disabilities Act (ADA), where the condition precludes the wearing of a mask/facial covering, may request an accommodation from the above requirement. Please note:  employees finding the wearing of a mask or facial covering to be inconvenient or against personal preference is not sufficient to satisfy an approval for accommodation from the current requirement.

While accommodation requests were initially processed via the filing of an abbreviated variance request, effective September 15, 2020 this process was expanded.  Under advisement of the Spokane Regional Health District, and with concurring recommendation from the Spokane County Risk Management Department, the modified procedure (attached) requires certification from the employee’s medical provider, supporting the inability to wear a facial covering in the work place.  Please note:  new requests, as well as those on file prior to September 15, 2020 must follow the modified procedure.       

To request an accommodation from the Facial Covering mandate described above, your treating physician must complete the attached Medical Certification- Facial Covering Accommodation Request.  Upon receipt of this certification, Human Resources personnel will engage in an interactive process with the employee to discuss what accommodation(s) may be reasonable.  

Failure to provide the requested information will result in delay or denial of a requested accommodation and enforcement of our Facial Covering Requirement in the Workplace mandate.  

Questions?  Please contact Human Resources at (509) 477-2130.  
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Medical Certification- Facial Covering Accommodation Request 


Employee Name:						Employee’s Date of Birth:		_

Dear Provider:

To address safety concerns related to the COVID-19 pandemic, all Spokane County employees are currently required to wear a mask or cloth facial covering in the workplace.  Exclusions include when working alone in an office, vehicle, or at a job site, or by any individual who is deaf or hard of hearing – or who is communicating with someone – who relies on language cues such as facial markers and expression and mouth movements as a part of communication, or when the job has no in-person interaction.

We have been advised the above captioned Spokane County employee suffers from a medical condition preventing him/her from wearing a facial covering in the workplace, insomuch that he/she has requested an accommodation from this requirement.  We seek medical information to determine if an effective reasonable accommodation can be provided under the Americans with Disabilities Act and Washington law (“ADA”) to enable the employee to perform the essential functions of his/her position.    

An ADA accommodation is defined in part as modifications or adjustments to the work environment, or the manner or circumstances under which the position is customarily performed.  Accommodations may include schedule changes or medical leave.  In order to determine what, if any, reasonable accommodations are available to the above captioned employee, we request that you confirm the medical condition, address how the employee’s medical condition might impact his/her ability to wear a facial covering when performing work duties and activities and if other reasonable accommodations may be made.   Please specifically identify any medical restrictions and suggest accommodations that may be effective to enable the employee to perform the essential functions of his/her position.  Please provide the requested information only – do not send copies of medical records.  

Please respond to this request within ten working days of receipt.  If you have any questions, please contact Jamie Burchett at (509) 477-2130.  









To Be Completed by Medical Provider:


Employee Name:				_______	Employee’s Date of Birth:		


1. Please refer to the attached description of the employee’s job.  Is the employee able to perform the essential functions of this position with or without reasonable accommodation?

		Yes	_____		No_____

2. Is the employee able to wear a facial covering/mask while in the workplace?  

	Yes _____		No _____

3.     For what portion of the employee’s scheduled shift is he/she unable to wear a facial covering/mask: 

____ Employee is unable to wear facial covering/mask for any portion of his/her work shift.  
____ Employee may wear a facial covering/mask intermittently (provide interval below).  

__________________________________________________________________________________________


4.    Estimated duration of facial covering/mask modification or restrictions. ___                                          _________

5.    Is the employee able to wear a full (ear to ear & forehead to below chin) face shield with extension bib?
	
	Yes _____		No _____

6.    What suggestions can you provide for possible accommodations that will enable the employee to perform the essential functions of his/her position without wearing a facial covering/mask, or face shield (if applicable)?  

							_____					______________


Other information to be considered by the employer in evaluating the employee’s request for accommodation from the facial covering requirement:

_____________________________________________________________________________________________

________________________________________                           _________________________________________
Name of Health Care Provider (Please Print)                                    Signature of Health Care Provider               Date 		
Return completed form by secured fax to (509) 477-6042, by email to jburchett@spokanecounty.org or by mail to 
Spokane County Human Resources, attn:  Jamie Burchett, Human Resources Benefits Specialist, 824 N. Adams, 
Spokane, WA  99260.
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