




August 11, 2015


Re:  __________________________
Name of CCSU Employee

Dear Medial Provider:  

Your patient, ______________________, is an employee of our University and has requested a reasonable accommodation for her disability.  In order to fulfill our responsibility as an employer under the Americans with Disabilities Act, specific information is being requested at this time.  A Release of Information is attached to this document.

Please do not send copies of medical records.  We are not authorized to have medical records and are not qualified to interpret them.  Please read through all of the attached questions and answer them to the best of your ability.  Thank you in advance for your prompt reply to this brief inquiry.  If you prefer to discuss this on the telephone, please feel free to contact me at either 860-832-0178 or rosa.rodriguez@ccsu.

Sincerely, 

Rosa Rodríguez

Rosa Rodríguez
Chief Diversity Officer
[bookmark: _GoBack]

Medical Provider Report for ADA
Date: _____________________________
Name of Employee: _____________________________________________________________
Name of Person Completing This Form: _____________________________________________
“An individual with a disability is a person has a physical or mental impairment that substantially limits one or more major life activities.”
1. Does this individual currently have a physical or mental impairment?
If yes, what is the diagnosis?   __________________________________________________
___________________________________________________________________________
2. Does this impairment substantially limit one or more major life activities?  (Major life activities are those which an average person can perform with little or no difficulty, such as walking, talking, hearing, seeing, thinking, concentrating, working with others, etc.)
___________________________________________________________________________
___________________________________________________________________________
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. If your response to questions 1 and 2 is that the employee has an impairment that substantially limits one or more major life functions, please list what, if any, medications and/or other corrective measures are currently prescribed to control or eliminate the individual's symptoms and/or limitations.  Please describe how the impairment is mitigated and include information about any side effects that the individual experiences in light of the use of the medications and/or corrective measures outlined.
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
5. Please list any specific functional limitations resulting from the impairment.
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
6. The essential functions of this individual's current job include:
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
7. How do the functional limitations listed impact the individual's ability to perform the essential functions identified?
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
8. 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?
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
Doctor's Signature: ______________________________________________________________
Date: _____________________________
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