MERCER COUNTY

REQUEST FOR REASONABLE ACCOMMODATION FORM

Requests for reasonable accommodation(s) under the American with Disabilities Act (“ADA”) must be made using this form. Employees
must complete Page 1 of the form and have their Healthcare Provider complete Page 2 prior to submitting the form for review.

Submissions must be made directly to: Mercer County Department of Human Resources

640 South Broad Street, Room 110, Trenton, NJ 08650.
Phone: (609) 989-6676 | Fax: (609) 989-6535

EMPLOYEE CONTACT INFORMATION

Employee Name Title
Email Address Phone
Number

Department/
Division

ADA REQUEST INFORMATION

How long will the requested
accommodation(s) be needed?

|| Permanent || Temporary, Approximate Duration

Describe the specific job tasks
or aspects of your role that are
impacted by your disability or
medical condition.

Clearly state the specific
accommodations you are
requesting to perform the
essential functions of your job.
Be as detailed as possible.

Explain how the requested

accommodation(s) will enable
you to effectively perform the
essential functions of your job.

Please also provide any other
information that you believe is
relevant to your

request.

| certify that the information contained on this form and submitted with this form is true and correct.

Employee Signature

Date




CERTIFICATION OF HEATHCARE PROVIDER
REQUEST FOR REASONABLE ACCOMMODATION

EMPLOYEE CONTACT INFORMATION

Employee Name Phone
Number
Title
Department/
Division
HEALTHCARE PROVIDER INFORMATION
Provider Name Phone
Number
Address Fax Number

This certification will be used for the purpose of assessing whether your patient has a disability that would benefit from a
reasonable accommodation within the workplace. Please base your assessment on your patient’s present abilities or
limitations in performing the essential functions of his/her current position as described to you.

1. Does your patient have a disability as defined by the Americans with Disabilities Act (ADA)? L] ves L] o

2. If you answered “yes” to question #1, is your patient able to perform each of the [ ] Yes [ ] No
essential job functions described without reasonable accommodation(s)?

3. If you answered “no” to question #2, would your patient be able to perform each of D Yes D No
the essential job functions described with reasonable accommodation(s)?

4. If you answered “yes” to question #3, please provide the following information:

(a) State which essential function(s) of the job require an accommodation

(b) For each such essential function, any recommendations you have for reasonable accommodation(s). If there is more
than one recommended accommodation, please describe all possible accommodations

¢ )Explain why the disability requires this accommodation to allow the employee to perform the essential function(s).

—_

| certify that the information contained on this form and submitted with this form is true and correct.

Health Care Provider Signature Date
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