HEALTH CARE PROVIDER CERTIFICATION
Dear Health Care Provider, 
The undersigned individual has identified you as the health care provider who is treating the medical condition(s) for which they are or may be seeking reasonable accommodation in the context of their employment.  In order to assist with the interactive process, we are requesting you to provide feedback to the following questions based on your medical expertise. 
At the end of this form you will find the patient’s signed authorization for disclosure of information as may be necessary to respond to this inquiry, and they have also been provided with a copy of their job description to provide to you as well to assist with this process.  Thank you in advance for your assistance.  
Background:  To be protected by the American’s with Disabilities Act (ADA) and/or its Oregon equivalent, an individual must have a disability as that term is defined by law.  The ADA defines an individual with a disability as one who has an impairment that substantially limits one or more major life activities or a record of such an impairment.  Examples of “major life activities” under the law includes: caring for oneself, performing manual tasks, seeing, hearing, eating, sleeping, walking, standing, lifting, bending, speaking, breathing, learning, reading, concentrating, thinking, communicating, working, and the operation of a major bodily function, such as functions of the immune system, normal cell growth and digestive, bowel, bladder, neurological, brain, respiratory, circulatory, endocrine and reproductive functions.  
Please note, the Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other entities covered by GINA Title II from requesting or requiring genetic information of an individual or family member of the individual, except as specifically allowed by this law. 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 tests, 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.
Please answer the following questions to help us assess potential disability and reasonable accommodation-related information.
1. Does the individual have a physical or mental impairment?     Yes / No
If yes, what is/are the impairment(s)? 
______________________________________________________________________________________________________________________________________



2. Does the impairment(s) affect a major life activity (see examples above)?    Yes / No

If so, which ones? ______________________________________________________________________________________________________________________________________
___________________________________________________________________

3. Is/are the impairment(s) permanent?    Yes / No

If not permanent, how long will the impairment(s) likely last? ___________________
___________________________________________________________________

4. What limitation(s) is interfering with job performance, and how does it interfere with the employee’s ability to perform the job function(s)?  See attached job description the employee should have provided to you along with this form.  Please be as specific as possible by listing duration and extent of the restrictions (e.g. needs [what amount] of leave; can work no more than X hours per day; unable to stand/sit for more than one hour; unable to walk for more than one block, unable to concentrate, unable to manage complex tasks, unable to read, write, or type, unable to multitask, etc.).  If there is a specific limitation, please state whether it is a total restriction or limited, and if limited, to what extent. 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

5. What adjustments to the work environment or position responsibilities would enable the employee to perform the essential functions of that position?
_________________________________________________________________________________________________________________________________________________________________________________________________________

6. The patient’s current work schedule is ____________________________________. 

What, if any, adjustments need to be made to the current work schedule to enable the patient/employee to perform the essential functions of that position?  Please list all that you recommend.  If a leave of absence and/or other schedule modification is necessary (in addition to or instead of a leave of absence), please describe the anticipated length or duration of each.  
_________________________________________________________________________________________________________________________________________________________________________________________________________

7. Is the patient/employee currently unable to work in his or her current position as a result of this/these physical or mental impairment(s)?  If so, how long do you anticipate that will last? If you do not know, when will you next evaluate this employee?  
_________________________________________________________________________________________________________________________________________________________________________________________________________

8. How would your suggestions assist the patient/employee with job performance, if known? 
_________________________________________________________________________________________________________________________________________________________________________________________________________

9. How long will the patient/employee need the accommodation(s)? If unable to provide date, when will he or she be medically reevaluated?
_________________________________________________________________________________________________________________________________________________________________________________________________________

Any additional comments or suggestions (feel free to attach a separate page):
_________________________________________________________________________________________________________________________________________________________________________________________________________


Signature of Physician:___________________________________________________

Name (Printed):____________________________	Date: ______________________

Name of Practice/Clinic:	________________________________________________

Address:_______________________________________________________________

______________________________________________________________________

Phone: 			Fax:				Email:




CONSENT TO DISCLOSURE OF HEALTH INFORMATION 
By signing this Authorization, I authorize my health care provider to provide this information and to disclose my individually identifiable health information as provided on this form, for the purposes of determining qualification and potential reasonable accommodations at my place of employment. 
_____________________________	________________		____________
<NAME>					SSN				Date
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