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IRVINGTON TOWNSHIP
ADA/NJLAD EMPLOYEE ACCOMMODATION REQUEST

The Irvington Township pursuant to Section 504 of the Rehabilitation Act of 1973, the Americans with
Disabilities Act of 1990, ADA/New Freedom of Initiatives, Title VII of the Civil Rights Act of 1964 amended by the Equal
Opportunity Commission and Title [ of the ADA will, in good faith, provide reascnable accommodations for its qualified
employees. The Township may require additional information in order to consider when to provide a reasonabie
accommodation and when to be interactive with certain parties in an effort to determine what, if any, accommodations
should be provided. The Township will regard the dissemination of information in order to make determination
regarding accommodations on a “need to know basis”. in addition, the Township will act in a timely manner on such
requests for accommeodation. It should be noted information submitted is kept in confidence.

INSTRUCTIONS: e

Township employees requesting accommodatlon as a result of a medical condntlon ‘must file this ADA/NILAD 504
Accommodation Request Form and submlt supporting medical documentation to the Offlce of the Business
Administrator for review and consnderatlon Thereafter, the Business Admlnlstrator wull convene the 504 Committee

Please note that Section 1, ent|tled "Appllcant's lnformatlon,” must be srgned by the appllcant's Superwsor The
applicant must submlt the request, supported with the necessary medical documentation that mcludes- diagnosis,
prognosis, time perlod in whlch the appllcant seeks an accommodatlon, and a detalled descrtpt[on of the
accommodatlon bemg requested 1 e —— -

To protect the appllcant’s privacy rights, the 504 Committee respectfully requests that the supporting medlcal
documentatlon be submitted directly to the Offlce of the Business Admmistrator, Attention Musa A. Mahk 1 Civic
Square, Irumgton, New Jersey 07111, Upon receipt and acknowledgement of the fully executed request, 1 the 504

~ Commitiee wiII review the request in an effort to make a determmatlon as to whether the requested accommodation

is reasonable” and “feasible”. Upon such determmatlon, the 504 Commtttee WIH notify all interested partles of its
determmatlon ina tlmely manner. Please complete the attached apphcation Print clearly where appl:ca 'e.

After submlttmg this form and supportmg medlcal documentatlon, the applicant must provide, in writing,
his/her avallabihty for a meeting to discuss’ this request to the Busmess Admlnistrator. At the time of this meeting,
the applicant must must bring a union or legal rep enta ve or prov:de, in writing, why he/she has elected_to represent
him/herself. R 7

! The request for documents means ALL documents related to this request. A one (1) page “prescription” or “return to work® form is
insufficient. You MUST produce all underlying medical docuinentation related to your request.
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IRVINGTON TOWNSHIP
ADA/NJLAD EMPLOYELE ACCOMMODATION REQUEST

SECTION 1:

Name: Date:
Address: Phone:
City: I . _Zip Code:
Department/School: o o Tltle
Location:

Applicant’s Signaturei:" L o SRS NS

Supervisor’s Slgnature. K

Supervisor’ sName. 5 R ~Phone:

Date:

SECTION

MEBICAL AUTHORIZATION[W AIVER

By way of executlon of this. Conﬁrmatlon of Aceommodatwn Request Form and the Medical
Release Form (attached to this appllcation), Ihereby authorize the use/or disclosure of my health
information to the members of the Irvington Townshlp ADA/NJLAD 504 Accommodation Committee
and grant this yaiver for a period of nmety (90) days from the below date of execution. I understand that
I have the rlght to revoke this authorization at any time by notifying the Township, in wrltmg, of the
revocation to the attention of Musa A. Malik Busmess Admlnlstl atm Irvington Townshlp, 1 Civie
Square, Irvmgton, New Jersey, 07111, SRR IR S i

I understand that revopatlon is only effective after it is received and recorded by the Township. I
understand that after this information is disclosed, it may no longer be protected bj{f federal and/or state
privacy laws and the recipient may disclose it. I understand that I am entitled to receive a copy of this
authorization. I understand that thls authorlzatlon explres when my employment is terminated, unless
otherwise noted here i (explratlon date)

Applicant’s Signature: e Date:

Print Name;




IRVINGTON TOWNSHIP
ADA/NJLAD EMPLOYEE ACCOMMODATION REQUEST

SECTION 3:

Job Description — describe, in detail, the nature and responsibilities of your position with the Irvington
Township. The description should include, but not be limited to, work hours and duties performed.

SECTION 4:

Requested Accommodatmn In detall explain the accommodatlon requested Such mformatlon must
include: any . and all reasonable accommodations needed; the reasonable time period for the requlred
aceommodatmn(s) (Attach any additional mformatlon) :

SECTION 5: ADA?N__,JLAD 504 COMMITTEE ONLY

Date Request Received byOffice of tshe:.B.IIfS.ine:s"s. Administrator;

Name and Signature of receiving party

Signature

*Applicants are fo submif this application and receive an executed copy of Section 5 of the application within
two (2) working days.




IRVINGTON TOWNSHIP
ADA/NJLAD EMPLOYEE ACCOMMODATION REQUEST

MEDICAL RELEASE FORM

Date:

I - { _ heieby authorxze i
Employee Name i T Patlent S Physmlan or Medical Facility
to release the followmg mformatmn FER T o : =

{ ) All Medical Recozds 01( )

I understand thlS mformanon is conﬁdential and, in accordance with HIPPA laws is to be held as such by the
recipient of thts information. K . B 5

This authonzatlon is valid for ninety (90) days and may be 1ev0ked at any time in writing prior to the expnatlon
date. ] : g L

Patient’s Slgnature G Date

SS#:

Date of Birth:




IRVINGTON TOWNSHIP
EMPLOYEE ACCIDENT INJURY REPORT

AUTHORIZATION TO RELEASE MEDICAL INFORMATION

Patient/Employee Name:

Patient/Employee DOB: B R

Patient/Employee SSN:

orize the release of my medical information by the following provider: .

[ hereby request and au

Name of Provideig ;

Address:

Phone No.:

To the follm\'—f- g'

Irvington Townshlp

Office of the Busmess Administrator

1 Civic Square I LY ST IR

Irvington, New Jeré’e’j 07111

Tunderstand this 1nf01mat10n is conﬁdentlal and m accordance wnth HIPPA Law is to be held as such by the recipient of
this information. : S

This authorization is valid for ninety (90} days fi om thc date of thIS 1cicase and may be revoked at any time, in writing,
prior to the expiration date

Patient/Employee Signature: Date:




