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Department of Developmental Services

Medical Provider Report for Reasonable Accommodations Requests

Date:______________

Employee Name:____________________________


The following questions may help determine whether an employee has a disability.

1. Does the employee have a mental or physical impairment?   	Yes  		No  
If yes, what is the impairment?
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. Does the impairment substantially limit one or more major life activities?  
If yes, what major life activity(s) is/are affected?
Caring For Self	Interacting With Others	Performing Manual Tasks	Breathing 	Working	Walking	Standing	Reaching	Thinking	Toileting	Hearing	Seeing	Speaking 	Learning 	Sitting		Lifting		Sleeping	Concentrating	Reproduction	Other: (describe)  
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

3. Describe the nature, severity and anticipated duration of the impairment.

Temporary (explain) ____________________________________________________________________________________________________________________________________________________________

	Temporary but will take longer than normal to heal (explain) ____________________________________________________________________________________________________________________________________________________________Anticipated healing period: ______________________________________________________________________________

	Temporary with residual effects (explain)
____________________________________________________________________________________________________________________________________________________________

	Permanent

	Chronic (explain) ____________________________________________________________________________________________________________________________________________________________

4. Please list any specific functional limitations resulting from the impairment.
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

5. The employee’s job description is attached hereto.  How do the functional limitations listed above impact the employee’s ability to perform the essential functions identified? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

6. If you answered “Yes” to question 1, are there any reasonable accommodations you would suggest that may enable him/her to perform the essential functions identified?  If so, what suggestions do you have? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

7. Additional Questions/Comments:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	Name of Medical Provider________________________________  License #______________
	
Address ____________________________________________ Phone Number_____________

____________________________				______________
Medical Professional’s Signature                                                Date
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