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A
s part of the accommodation process, documentation that an employee has a qualifying disability is required.  The Rehabilitation Act of 1973 prohibits
employment discrimination in the federal sector against individuals with disabilities.  The Americans with Disabilities Act (ADA) of 1990 provides the standards
addressing discrimination against individuals with disabilities and defines a qualifying disability as one that fits into one of the following categories:
-  A physical or mental impairment that substantially limits one or more major life activities;
-  A record of impairment; or
-  Regarded as having an impairment.
To be eligible for a reasonable accommodation under the ADA, the individual must also be qualified to perform the essential functions of his/her position with or
without the accommodation.
This form is designed to provide a method for compliance with this mandate for documentation and should be completed by the employee's
diagnosing professional.  Please use the space below or attach a letter.
INSTRUCTIONS:  
EMPLOYEE NAME:
DIAGNOSING PROFESSIONAL'S NAME:
DIAGNOSING PROFESSIONAL'S TITLE:
DIAGNOSING PROFESSIONAL'S LICENSE #:
DATE:
DIAGNOSING PROFESSIONAL'S WORK PHONE:
EMPLOYEE WORK PHONE:
SECTION I.  QUESTIONS TO HELP DETERMINE WHETHER AN EMPLOYEE HAS A DISABILITY.
1.  DOES THE EMPLOYEE HAVE A PHYSICAL OR MENTAL IMPAIRMENT?
If not permanent, how long will the impairment likely last?
c.  Does the impairment affect a major life activity?
d.  Is the employee substantially limited in one or more of these major life activities?
If "Yes," answer questions a through e.
If "Yes," what major life activity(s) is/are affected?
If "Yes," please explain how the employee is limited.
If "Yes," explain what they are and the extent to which they mitigate the impairment.
Yes
No
Yes
No
Yes
No
e.  Is the employee using/taking any corrective measures (i.e., medications, assistive devices) which mitigate the impairment?  
a.  What is the impairment?
Caring for self
Interacting with others
Performing manual tasks
Breathing
Working
b.  Is the impairment long term or permanent?
Yes
No
Walking
Standing
Reaching
Thinking
Toileting
Hearing
Seeing
Speaking
Learning
Sitting
Lifting
Sleeping
Concentrating
Reproduction
Other (describe below)
If "No," answer the question below.
Yes
No
NOTE:  WHEN COMPLETED, THIS FORM CONTAINS PRIVACY ACT PROTECTED INFORMATION.
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SECTION II.  QUESTIONS TO HELP DETERMINE WHETHER AN ACCOMMODATION IS NEEDED.
SECTION III.  QUESTIONS TO HELP DETERMINE EFFECTIVE ACCOMMODATION OPTIONS.
SECTION IV.  COMMENTS.
2.  WHAT LIMITATION(S) IS/ARE INTERFERING WITH JOB PERFORMANCE?
3.  WHAT JOB FUNCTION(S) IS/ARE THE EMPLOYEE HAVING TROUBLE PERFORMING BECAUSE OF THE LIMITATION(S)?
4.  HOW DOES THE EMPLOYEE'S LIMITATION(S) INTERFERE WITH HIS/HER ABILITY TO PERFORM THE JOB FUNCTION(S)?
If an employee has a disability and needs an accommodation because of the disability, the employer must provide a reasonable accommodation, unless the
accommodation poses an undue hardship.  The following questions are used to help determine effective accommodations:
5.  DO YOU HAVE ANY SUGGESTIONS REGARDING POSSIBLE ACCOMMODATIONS TO IMPROVE JOB PERFORMANCE?  
6.  HOW WOULD YOUR SUGGESTION(S) IMPROVE THE EMPLOYEE'S JOB PERFORMANCE?
MEDICAL PROFESSIONAL'S SIGNATURE:
DATE:
If "Yes," what are they?  Explain below.
Yes
No
A
n employee with a disability is entitled to an accommodation only when accommodation is needed because of the disability.  The following questions may help
determine whether the requested accommodaiton is needed because of the disability.  A copy of the employee's job description/essential functions are attached.
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