ADA Reasonable Accommodation Attachment 1 
SUPERVISOR'S ACCOMMODATION REQUEST QUESTIONNAIRE 
The purpose of the questions listed below is to make a determination about whether an employee qualifies for an accommodation consistent with the Americans with Disabilities Act (ADA) and, if so, to identify reasonable accommodations.  Please respond to all questions completely and specifically and attach appropriate backup documentation (e.g. medical certification).  The form should be completed by the supervisor in cooperation with the employee for whom the accommodation is sought. 

	Employee Name  
	     
	Position
	     

	Division  
	     
	Unit/Facility  
	     


	1. 
	What is the underlying medical condition causing the need for an accommodation?

	
	     

	
	

	2. 
	What is the specific job function or work activity being impacted or limited by the condition AND to what extent (e.g. lifting restriction of 20 lb.)?

	
	     

	
	

	
	

	3. 
	What is the specific accommodation being requested?

	
	     

	
	

	
	

	
	

	
	a.  What is the purpose of the accommodation?

	
	     

	
	

	
	

	
	b.  How does the accommodation lessen the impact described in Question 2?   

	
	     

	
	

	
	


	
	c. Why does the employee require this specific accommodation?  Are there 

  other available accommodations?

	
	     

	
	

	
	

	4. 
	How will the requested accommodation enable the employee to perform the essential functions of the employee’s position?

	
	     

	
	

	
	

	5. 
	Please include additional, relevant information

	
	     

	
	

	
	

	Name of Person Completing Form:
	     

	Title:  
	     

	Signature:
	

	Date:
	     

	Relationship to Employee (e.g. Supervisor, Manager, Administrator)      

	


(Date) 
Physician’s Name

Medical Office Address

RE: Request for Reasonable Accommodations

Dear Physician: 

I (Enter Name) am an employee of agency (Enter Division, Unit), and this concerns a request for accommodation consistent with the Americans with Disabilities Act (ADA). Agency needs the information on the enclosed ADA Medical Questionnaire (Questionnaire) to evaluate my ability to perform the essential functions of my job and the need for an accommodation in my job.  Please be advised that requesting a specific accommodation does not guarantee my receiving it. 

To assist Agency in evaluating the need for an accommodation, please provide specific and detailed answers on the Questionnaire.  To assist you, the Questionnaire includes definitions of certain terms used in the questions as defined under the ADA.  Please pay careful attention to these definitions and answer the questions with this information in mind.  Other documentation CANNOT be substituted for this Questionnaire, but additional documentation can be attached to the Questionnaire.  A list of the my essential job functions is also enclosed to aid in the completion of the Questionnaire. 

Title II of the Genetic Information Nondiscrimination Act (GINA) “prohibits employers and other entities covered by GINA Title II from requesting or requiring genetic information of employees or their family members.  In order to comply with this law, we are asking that you not provide any genetic information when responding to this request for medical information. ‘Genetic information,’ as defined by GINA, includes an individual’s family medical history, the results of an individual’s or family member’s genetic test, the fact that an individual or an individual’s family member sought or received genetic services, and genetic information of a fetus carried by an individual or an individual’s family member or an embryo lawfully held by an individual or family member receiving assistive reproductive services.”

After completing this Questionnaire, please sign, date and provide your name, business address and phone number.   Please return both completed signed  Questionnaires no later than (Enter Date) to me at the address provided below.  Thank you for completing this Questionnaire.  
Sincerely, 
(Enter Name) 

Address

cc: 
Agency Human Resource Department 

Enclosures: 
ADA Medical Questionnaire 
  

Essential Job Functions

MEDICAL QUESTIONNAIRE IN SUPPORT OF
ACCOMMODATION REQUEST 
	Employee Name  
	     

	
	

	1. 
	Have you examined employee? 
	 FORMCHECKBOX 
 YES
	 FORMCHECKBOX 
 NO

	
	If Yes, date of last Examination:
	     
	

	
	
	
	

	2. 
	Does the employee have a “physical or mental” impairment? 
	 FORMCHECKBOX 
 YES
	 FORMCHECKBOX 
 NO

	
	(The ADA defines “major life activities” as the basic activities that the average person in the general population can perform with little or no difficulty, such as caring for oneself, performing manual tasks, walking, seeing, hearing, speaking, breathing, learning, sitting, standing, lifting and reaching.  This list of examples is not necessarily exhaustive.)


	
	

	
	a. If you answered YES to #2, please identify the specific physical or mental impairment. (i.e. diagnosis)
	

	
	     
	

	
	
	

	
	
	
	

	3. 
	Does the physical or mental impairment impact any “major life activity” of the employee?
	 FORMCHECKBOX 
 YES
	 FORMCHECKBOX 
 NO

	
	(The ADA defines “major life activities” as the basic activities that the average person in the general population can perform with little or no difficulty, such as caring for oneself, performing manual tasks, walking, seeing, hearing, speaking, breathing, learning, sitting, standing, lifting and reaching.  This list of examples is not necessarily exhaustive.)


	
	

	
	a. If you answered YES to #3, please identify the specific major life activity/activities impacted:
	

	
	     
	

	
	
	

	
	
	
	

	
	b. If you answered YES to #3, is the employee’s ability to work at a class of jobs or a broad range of jobs impacted by the impairment?
	 FORMCHECKBOX 
 YES
	 FORMCHECKBOX 
 NO

	
	(The individual must be limited in performing more than just a single, particular job or a single profession requiring extraordinary skill, prowess or talent.  Rather, the individual must be significantly restricted in the ability to perform either a class of jobs or a broad range of jobs in various classes as compared to the average person having comparable training, skills and abilities.
	
	

	4. 
	With respect to a major life activity identified in your response to #3a OR the activity of working if you answered YES to #3b, is the employee substantially limited in such activity?
	 FORMCHECKBOX 
 YES
	 FORMCHECKBOX 
 NO

	
	(“Substantially limited” means the employee is unable to perform the activity, or is significantly restricted in the manner or duration under which he/she can perform the activity, as compared to the ability or the average person in the general population.  Relevant factors include:  the nature and severity of the impairment; the duration or expected duration of the impairment; and the permanent or long term impact, or the expected permanent or long term impact of or resulting from the impairment.)


	
	

	5. 
	Is the substantial limitation temporary or permanent?
	 FORMCHECKBOX 
 Temp
	 FORMCHECKBOX 
 Perm

	
	
	
	

	6. 
	Can the employee perform the essential functions of the position WITH a Reasonable accommodation?

(See attached description of essential job function)


	 FORMCHECKBOX 
 YES
	 FORMCHECKBOX 
 NO

	
	a. If you answered YES to # 6:
	
	

	
	1. Which job functions require an accommodation?
	
	

	
	     
	

	
	
	

	
	
	
	

	
	2. What accommodation(s) is requested for each job function?
	

	
	     
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	3. What is the purpose of the accommodation(s)?
	

	
	     
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	
	4.  How will the accommodation(s) enable the employee to perform the essential functions of the position?
	

	
	     
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	
	


	
	
	     

	Signature of Physician providing the information
	Date

	Physician Name:
	     

	Address
	     

	
	Street

     

	
	City
	
	

	
	     
	     

	
	State
	Zip Code

	Phone Number:
	     

	Fax Number:
	     

	
	

	
	
	     

	Employee Signature


	
	Date
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