Arlington Central School District

Office of Human Resources
144 Todd Hill Road, LaGrangeville, NY 12540, 845-486-4460

REQUEST FOR WORKPLACE ACCOMMODATION

***Completed by Employee ***

Employee: Date of Request:

Title: Building:

Condition/limitation:

How does this condition/limitation affect your ability to perform the essential functions of your job?

Workplace accommodation(s) requested:

***Completed by Employee’s Physician ***

Physician (please print): Date:

Physician Signature: Telephone #:

Based on ADA criteria, please explain how/why the employee’s condition/limitation constitutes a non-disqualifying
disability (attach additional pages as needed):

Please identify the workplace accommodations that are either recommended or required for the employee to be able
to perform the essential functions of his/her job (attach additional pages as needed):

Accommodation(s) Recommended or Required

] Recommended
[ Required

] Recommended
[ Required

] Recommended
] Required

Return this form and any additional supporting documentation to:

Francesca Seidita, Administrative Assistant to the Assistant Superintendent for Human
Resources at fseidita@acsdny.org or

Arlington Central School District

144 Todd Hill Road

LaGrangeville, NY 12540
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Arlington Central School District

Office of Human Resources

144 Todd Hill Road
LaGrangeville, NY 12540
845-486-4460

MEDICAL INFORMATION/RECORDS RELEASE AUTHORIZATION

Patientis Name Date of Birth / /

Social Security Number Home Phone

Address (street, city, state)

Please release my information and/or medical records from:

Name of provider

Provideris address

Telephone number

Release of information and/or medical records to:

TEK Medical Services
Dr. Andrew Weber
1075 Route 82, Suite 10
Hopewell Junction, NY 12533.

| hereby authorize the above named provider to discuss my medical condition with the physician named
above who represents the Arlington School District. | also authorize my physician to release any
records requested by said physician, including but not limited to, progress notes, operative notes,
laboratory test results, diagnostic tests, and x-rays. Additionally, | give permission to Dr. Weber to speak
with the Arlington Central School District about my medical condition.

Patientis Signature Date

Please sign, forward a copy to your physician and a copy to:

Francesca Seidita, Administrative Assistant
to the Assistant Superintendent for Human Resources

fseidita@acsdny.org
or
Arlington Central School District, 144 Todd Hill Road, LaGrangeville, NY 12540
ATTN: Francesca Seidita
4/102025
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