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POLICY

It is the policy of the City of Sacramento not to discriminate on the basis of disability against any
qualified person. To this end all decisions relating to employment including, but not limited to
recruitment, selection, training, assignment, promotion, compensation, transfer, benefits, and
education, will be determined by the applicant’s or employee’s ability with consideration of any
requested reasonable accommodation. This policy is applicable to all employment policies and
practices. The City also provides reasonable accommodation in connection with the provision of

City services, programs and activities.

A,

Definition of reasonable accommodation:

(1)

@

Reasonable accommodation is an adjustment to job duties, performance methods,
and/or work sefting or service delivery to meet the individualized need of a

individual, applicant or employee with a disability.

The provision of a reasonable accommodation removes barriers in a specific
situation, which prevent or limit the application process, recruitment, employment
and upward mobility of a qualified person with a disability or prevents their
participation in a program, activity or event.

Examples of reasonable accommodation are:

Making facilities accessible and usable;

Job restructuring;

Modifying work schedules;

Implementing flexible leave policies;
Reassigning to a vacant position;

Providing assistive equipment at City programs;
Modifying test, training materials and policies; or
Providing qualified readers or interpretess.
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SCOPE AND PURPOSE

1.1

1.2

Scope: This Administrative Policy Instruction (APY) provides gunidance and the
procedure through which individuals may request reasonable accommodation; and
the manner in which departments should consider and review those requests.

Purpose: This Administrative Policy Instruction (API) is intended to assist
applicants for employment, current employees, individuals desiring to participate
in City sponsored programs or activities, and department supervisors and
managets in requesting and processing reasonable accommodation requests. It -

covers the following:




* Guidelines for filing a Request for Reasonable Accommodation

* Guidelines for considering and evaluating a Request for
Reasonable Accommodation.,

* Appeal process

2. FILING A REQUEST FOR REASONABLE ACCOMMODATION

2.1

2.2

Any applicant for employment, current employes, or individual with a disability
seeking to participate in a City program or activity, or his/her representative, may
request reasonable accommodation, The applicable department shall provide
persons requesting accommodation a Reasonable Accommodation Request Form
(Attachment 1), It is the responsibility of the requester to complete in full and
submit the.form fo the Director or the department representative responsible for

the employment ox program activity.

@

(®)

Individuals seeking, or supervisors wanting to provide informally, a
reasonable accommodation may do so; a formal request would follow if

the informal request was rejected.

Although the responsibility for requesting the reasonable accommodation
rests primarily with the applicant, employee, or participant the department
ADA Coordinator and the City’s Affirmative Action Officer are available
as resources in the preparation, explanation, and dissemination of
reasonable accommodation information or technical assistance.

All requests for accommodation must indicate the following:

@

(b)

(0)

Name, address, and telephone number of the person requesting
accommodation,

The specific limitation, the type of accommodation requested, with an
explanation of how the accommodation will allow the performance of the
essential functions of the position or the participation in a program or

activity.

Verification of the disability by the requester’s physician, medical
provider or vocational/rehabilitation counselor may be required. (Xf
medical verification is required the person requesting accommodation
must sign a release form (Attachment 2),




3. REVIEW OF REQUESTS FOR REASONABLE ACCOMMODATION

3.1

32

33

34

Because of the personal natute of some disability issues every reasonable effort
should be taken to ensure confidentiality during the entire review process.

(8  The determination whether to provide an accommodation is made on a
case-by-case basis. This is an individual process through which the
department and the individual with a disability discuss and arrange for the
necessary (and reasonable) changes. The department must make a
“reasonable effort” to determine the appropriate accommodation, Primary
consideration should be given to the preferences of the individual when
deciding on accommodation, however, the department has the ultimate
discretion to choose between effective accommodations.

(b) A department may not compel an individual with a disability to use an
accommodation that is not necessary to perform the job,

In considering a request for accommodation a department will complete the
Reasonable Accommodation Review Form (Attachment 3). The following factors

must be considered when reviewing a request for accommodation:
(@)  Analyze the job or activity to determine the essential functions.

(b)  Determine with the employee, applicant or participant how the disability
limits their performance of the essential functions.

(¢)  Identify accommodation options that overcome limitations and determine
the effectiveness and feasibility of the proposed accommodations.

(@)  Considering the requester’s preference, the department selects the
accommodation most appropriate for the requester and the department.

If the request is approved, the Director or department representative will notify
the requester and make the necessary implementation arrangements. If the request
is denied, the requester may appeal to the Affirmative Action Officer within thirty

(30) calendar days. -

The review process coﬁcluding with the approval or denial recommendation, shall
be completed in fifteen (15) working days from the date of the request, unless the
requester and the department agree to an extension of time.




If a department reviews and approves the request for accommodation, it shall
provide the accommodation without undue delay.

4. APPEAL PROCESS

4.1  Department decisions on reasonable accommodation may be appealed to the
Affirmative Action Officer. The appeal must be submitted within thirty (30)
calendar days from the date of notification by the Department, The Affirmative
Action Officer shall review the matter and inform all parties of his/her decision.
The department will provide all necessary information to facilitate this review.

4.2  The decision of the Affirmative Action Officer may be appealed to the City
Manager. All appeals must be in writing and submitted within five (5) calendar
days of notification of decision by the Affirmative Action Officer, Upon
notification, the Affirmative Action Officer shall forward all related documents to
the City Manager. The decision of the City Manager is the final internal appeal.




CITY OF SACRAMENTO
REASONABLE ACCOMMODATION REQUEST FORM

PERSONAL INFORMATION NOTICE
Pursuant to the Foderal Privaty Act (P L, 93—579) and ms lnformallon Practicer Act of 1877 {Civll Cado Sactlons 1798, ot seq.), nuuus is hereby g[van tor the requsst of pereanal
information by this form, The req is y. The principle purpose of the veluntary | ton Is to T tha g of this form, No disclosure o
porsonai Infermation wifl ho mada unless poylgsible under Arilclo 6, Sectlon 1798.24 of the IFA of 1877, Eoch Individuef has the right upon n;qmasl and pmperldam‘!llcatlnn to
inspeot ait parsanal information in apy racord malntalned on the Individual by an {dentliying particular, Direct any Inquirlaa on infonnatlon malntenance 1o your ADA Coordlnau;r.

To:

{Depattmont Head)
From:

(Name of person requesting accommodation)
Addvress

Strost Apt. # City State Zip

Telephono { )

REQUEST FOR REASONABLE ACCOMMODATION

1 am requesting accommodation because (circle one): A or - B or C

(A) 1 am requesting accommodation that will allow me to participate in a City offered program, activity or service,
Activity name:
B I am applying for employment. The accommodation requested will allow me to participate in the examination for
{position title):
©) T am currently employed by the City and request a reasonable accommadation. My current job title is:

My specific functional limitation is: The accommodation I sm

requbsting is described below. (Describs the type of accommodation; if it is a purchasable itom list modef, number, cost, whers it can be
obiained, ete,, suggestions for work site or examination site modifications or specific job dutles which may be restructured or shated to

facilitate employment, participate in the sxamination or utilize a City program, activity or service,)

Degoribe how this accommodation will assist you. @ Pleage aftach additional sheefs as necessary

EMPLOYEE CERTIFICATION

Y certify that I have n disahility or medical condition that requires reasonable accommodation, which will be met by acqulrmg the
equipment, services, or work adjustments described abova.

Signature:

(Date)

reasaccom.docl0/12/1999




CITY OF SACRAMENTO

REQUEST FOR MEDICAL INFORMATION FOR
REASONABLE ACCOMMODATION

{Physician or Medical Provider)

FROM:

(ADA Coordinator)

SUBJECT: REQUEST FOR MEDICAL INFORMATION NEEDED TO ASSIST IN PROVIDING A REASONABLE
ACCOMMODATION FOR:

(ApplicantEmployee/Participant) (Medical Record #)

(Social Security #)

The City of Sacramento is attempting to provide reasonable accommodation to the Applicant/Employee/Participant indicated above
to assist in providing employment or participation in a program, activity or servics. The information requested below is confidential
and will only be used to determine the specific equipment and/or services necessary to accommodate the identified limitations due to
the verified disability.
Under the Americans with Disabilities Act, an Individual with a disability is a person who:

®  Has a physical or mental impairment that substantiaity limits one or more major life activitics
(magjor life activity may Include walking, breathing, speaking, performing manual task, sceing,
heacing, leaming, caring for oneself, sitting , standing, lifting; or reading);

®  Has a record of such an impairment; or

® s reparded as having such an impairmeni.

Please take the above definition into consideration and answer the followlng questions with respect to Applicant/Employes/

Participant's request for reasonable accommodation:

1. Does the individual have an impairment that limits a major life activity? [1 YES O NO
If yes, please see the reverse side of this form to describe the limitation,
2. Isthe disability permanent? [ VES 1 NO Length of anticipated duration

3. From the enclosed job description, specify the job duty that the smployee cannot pexform

4., How does the limitation(s), impair the ability of the Appiican’r/Emplo&ae/Parﬁcipant to perforin the job duty described above?

PHVYSICIAN'S SIGNATURKE DATE PHONE

Roxpuactisad pescsm o 1641355




Cityof
SACRAMENTO

Department of Human Resources

AUTHORIZATION FOR THE RELEASE OF
MEDICAL INFORMATION

I, , HEREBY AUTHORIZE
(name) (name)

to release to the City of Sacramento medical information pertinent to the

reasonable accommodation requested in the attached document.

To any licensed physician, other licensed practitioner, hospital,
clinic, or other medically related facility, or United States Veteran
Administration: I authorize you to release to the City of Sacramento the
above-requested information to be used solely for the purpose of evaluating
my request for reasonable accommodation. This authorization shall be valid
for a period 180 days after the date of my signature or earlier if revoked by
me in writing to the City of Sacramento. I hereby acknowledge that I have
been informed of my right to receive a copy of this authorization request. I
further acknowledge that I have been informed that if the medical
information contained herein is not released, my reasonable accommodation

may be denied.

REDISCLOSURE: Once this health information is disclosed, how the recipient
further discloses it may no longer be protected under federal privacy law (HIPAA).
California recipients are required to obtain your authorization before further

disclosing this information.

Employee Signature Date

Labor Relations

Main: (916) 808-8795; Fax: (916) 307-6163
915 | Street, |st Floor - Historic City Hall
Sacramento, CA 95814-2604



Cityof
SACRAMENTO

Department of Human Resources

AUTHORIZATION FOR THE RELEASE OF
MEDICAL INFORMATION

I, , HEREBY AUTHORIZE
(name) (name)

to release to the City of Sacramento medical information pertinent to the

reasonable accommodation requested in the attached document.

To any licensed physician, other licensed practitioner, hospital,
clinic, or other medically related facility, or United States Veteran
Administration: I authorize you to release to the City of Sacramento the
above-requested information to be used solely for the purpose of evaluating
my request for reasonable accommodation. This authorization shall be valid
for a period 180 days after the date of my signature or earlier if revoked by
me in writing to the City of Sacramento. I hereby acknowledge that I have
been informed of my right to receive a copy of this authorization request. I
further acknowledge that I have been informed that if the medical
information contained herein is not released, my reasonable accommodation

may be denied.

REDISCLOSURE: Once this health information is disclosed, how the recipient
further discloses it may no longer be protected under federal privacy law (HIPAA).
California recipients are required to obtain your authorization before further

disclosing this information.

Employee Signature Date

Labor Relations

Main: (916) 808-8795; Fax: (916) 307-6163
915 1 Street, Ist Floor - Historic City Hall
Sacramento, CA 95814-2604



% KAISER PERMANENTE.

Kaiser Foundation Hospitals
Permanente Medical Groups

AUTHORIZATION FOR USE OR DISCLOSURE
OF PATIENT HEALTH INFORMATION

Note: Fees may apply to certain requests

Patient Name:

Kaiser # Date of Birth:

Address:

City:

State:
Phone #:

Zip Code:

[

Email:

Kaiser Permanente will not conditio
eligibility for benefits on providing, or

n treatment, payment, enrollment or
refusing to provide this authorization.

This authorizes the following Kaiser Permanente
Medical Center(s):

Kaiser Permanente may disclose this information to:
[]Check if same as above (disclosure to patient)
Recipient Name:

to disclose information as specified below for the Address:

following purpose(s): City:
State: Zip Code:
Phone#: ( ) Fax#: ()
Email:

Copies of records or medical record information within the following dates: to

[ ] Both Hospital and Medical Office Records
1 Records limited to a specific provider:

] Medical Office Records

[1Hospital Records
or department:

[]X-Ray films [ X-Ray Digital Images

[ILaboratory Results

NOTE: Hospital and Medical Office records may include disclosure of information related to mental

health, alcohol/drug, and HIV references contained

within those records as part of this authorization.

The actual treatment records from mental health,
antibody tests are specifically protected, and will not be disclosed unless you sign below.

Mental Health department records —> Signature:
Alcohol / Drug dependency treatment records = Signature:
HIV antibody test results —» Signature:

or alcohol/drug departments, or results of HIV

Media Type: [_|Electronic [ _]Paper

Delivery Preference: [_] Email/Secure Portal

[IMail  []Pickup

This authorization shall remain in effect for one year from the date of signature unless a

(date).

You or your representative can revoke this authorization upon written request. If you

revoke, it will not affect information disclosed before the receipt of the written request.

DURATION:

different date is specified here
REVOCATION:
REDISCLOSURE: Once this health information is dis

longer be protected under federal

closed, how the recipient further discloses it may no
privacy law (HIPAA). California recipients are

required to obtain your authorization before further disclosing this information.

If you are requesting a form to be completed, we may
provides the same or similar information requested.

A copy of this authorization is as valid as an original. |

substitute a standardized version of the form that

have the right to receive a copy of this authorization.

Date Signature

SCAL: NS-9934 (6-12) SPANISH-NS-1614; CHINESE-NS-6274
NCAL: 90258 (REV. 6-12) SPANISH 01782-000; CHINESE 01782-002

If not patient, print your name and relationship

ORIGINAL - DISCLOSING PARTY CANARY - PATIENT




CITY OF SACRAMENTO
REASONABLE ACCOMMODATION

REQUEST REVIEW FORM

This form Is to be completed In full by the deparinment and returned o the Affirmative Action Officer.

Requester’s Name: Date Request Received

Currently employed by the City? Yes No

Type of functional limitation:

Indicate the purpose for requesting accommodation:

Describe the accommodation being requested

Indicate the essential functions of the job or program/activity:

Was a Request for Medical Information Form sent to the applicant’s physician/medical provider/vocational/rehabilitation counselor?
No Yes '

The medical information provided the City was reviewed by (name):

Can the person perform the essential functions of the job/program/activity when provided a reasonable accommodation?
No Yes

—

List the accommodation options that overcome the limitations:

What steps were taken to deterinine the effectiveness and feasibility of the proposed accommodations?

REQUEST FOR REASONABLE ACCOMMODATION:
GRANTED DENIED

If granted, indicate what accommodation will be provided, If denied, explain the rationale for this decision.:

Date of completion of Request Review:

Staff person responding to Reasonable Accommodation Request:

Telephone:

Name:

Title:

Signature:

(Dept. Head/Division Manager)

fras0n niseged INISHS




