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Medical Information to Support Application for Reasonable Accommodation Under the ADA

Carthage College  ●   Human Resources Office
2001 Alford Park Drive, Kenosha, WI 53140
Office: (262) 551-5774  

	[bookmark: _GoBack]INSTRUCTIONS:  THIS FORM SHOULD BE COMPLETED BY YOUR HEALTH CARE PROVIDER.  The employee named below is requesting a reasonable accommodation for a medical condition under the American’s with Disabilties Act (ADA) and has identified you as the treating health care provider.  The employee believes a reasonable accommodation relating to his/her condition is necssary to perform the essential functions of his/her job.  To assist the College in evaluating this request, please provide complete answers to all of the following questions.  If a question is not applicable, please indicate “n/a” in the space provided.  A job description is attached to this document.  Please review the job description before responding to the questions below.   Attach additional sheets, if necessary.

	EMPLOYEE INFORMATION

	Name:
	
	Date of Birth:
	

	Job Title:
	
	Department:
	

	INFORMATION

	Question #1.  Describe the details of the employee’s present medical condition which gives rise to his/her request for an accommodation.

	

	

	

	

	Question #2.  How does the employee’s medical condition affect his/her ability to perform the essential functions of his/her job?

	 

	

	

	

	  

	Question #3.  Does the employee’s present condition allow him/her to return to work without restrictions? 


	

	

	Question #4.  What restrictions, if any, on his/her ability to work are currently required by his/her present medical condition? Please describe any objective testing performed by you, or on your behalf, that substantiate each restriction identified herein.

	 

	

	

	

	Question #5.  How long will any restrictions identified in your answer to question #4 be in place?


	

	

	Question #6.  If the employee is not able to work without restrictions, please identify which essential functions of his/her job that he/she is unable to perform. 

	 

	

	

	

	

	

	Question #7.  Is the employee’s present medical condition temporary or permanent?  Please explain.

	

	

	

	Question #8.  Can you provide a date when the employee will be able to return to full-duty work without restrictions?  If so, when?  

	

	

	Question #9.  If you are unable to provide a date when the employee will be able to return to full-duty without restrictions, please provide an opinion about whether the employee will ever be able to return to full-duty work without restrictions. Please explain.

	

	

	

	

	

	

	The undersigned has read and understands this form.  The responses that I have provided thereto are complete and truthful.


Health Care Provider Signature: _____________________________________________    Date:___________________

Printed Name, Address and Phone Number: __________________________________________________________


	**RETURN THIS FORM TO THE HUMAN RESOURCES DEPARTMENT**

Office Use Only:     For Date Received ___________________      By: ___________________
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