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Medical Certification for ADA Reasonable Accommodation

The information provided on this form must pertain only to the condition for which the employee is requesting accommodation under the Americans with Disability Act (ADA).  A job description, including ADA checklist, must be attached to this form prior to the form’s completion.

To be completed by Employee

Employee Name: type name here		Employee Banner ID: Type Banner ID here	

Job Title: type job title here			Department: type department name here.	

Supervisor Name: type supervisor name here

By submitting this form to your health care provider, you authorize your provider to release the completed form, which may contain protected health information (PHI) as defined by HIPAA and similar state and federal laws, to the administrators of the Americans with Disabilities Act at Lansing Community College. You may rescind authorization at any time; however, failure to provide information necessary to evaluate your leave request, will impact its approval.

Employee Signature: _____________________________________________	Date: ________________________

To be completed by the Healthcare Provider		

Instructions to Healthcare Provider:
Attached are copies of the employee's job description and ADA checklist which indicates the essential functions of the position and includes the physical/mental demands and the environmental conditions associated with the job. Please review both the attached job description and ADA checklist prior to completing this form.

Background:
An employee has a disability if he or she has an impairment that substantially limits one or more major life activities, or has a record of such an impairment.  “Substantially limits” under the ADA has been broadened to allow someone with an impairment to be “regarded as” having a disability, even without the perception that the impairment limits a major life activity, provided that the impairment does not have an actual or expected duration less than or equal to six months.

The Americans with Disabilities Act (ADA) provides examples of “major life activities,” including “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.

Provider Name (please print): ___________________________________________________________________________
Type of Practice/Specialty: _____________________________________________________________________________
Business Address: ____________________________________________________________________________________
Phone: ____________________________________________	Fax: ___________________________________________

To be completed by the Healthcare Provider	

Questions to help determine whether an employee has a qualifying disability.

1. Patients Medical Diagnosis: _____________________________________________________________________

2. Does the employee have a physical and/or mental impairment?		  YES	    NO

3. Please describe the physical and/or mental impairment. _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

4. When did the physical and/or mental impairment begin? ______________________________________________

5. What is the expected duration of the impairment? Please include start and end date of duration.

_____________________________________________________________________________________________

6. Is this a condition which:
a. Requires periodic visits for treatment by health care provider?  	  YES    NO
b. Continues over an extended period of time?				  YES	  NO

7. Does this impairment affect a major life activity?			  YES	  NO

8. If yes, what major life activities is/are affected?

 Standing		 Walking		 Manual Tasks	 Working
 Working		 Seeing		 Speaking		 Toileting		
 Hearing		 Sleeping		 Thinking		 Sitting
 Lifting		 Reaching		 Learning		 Concentrating
 Breathing		 Reading		 Communicating	 Caring for oneself
 Other _____________________________________________________________________

9. Please describe how the impairment substantially limits the major life activities noted above: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



10. Does this impairment affect a major bodily function?			  YES	  NO

11. If yes, what major bodily functions is/are affected?

 Immune System	 Normal Cell Growth	 Digestive		 Bowel
 Bladder		 Neurological		 Brain			 Respiratory
 Circulatory		 Endocrine		 Reproductive Functions		
 Other ______________________________________________________________________

12. Please describe how the impairment substantially limits the major bodily functions noted above: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Questions to help determine whether an employee has a qualifying disability.

Review the attached job description and ADA checklist prior to answering the questions regarding the following section.  
If job description was not included, discuss with the employee to determine essential job duties and expectations.  

13. Is the employee able to perform the essential function(s) of this position with, or without, reasonable accommodation?							
  YES, with reasonable accommodation(s)	   YES, without reasonable accommodation(s)	
  NO, employee is unable to perform essential job functions

14. If NO, what is the expected duration that the employee will remain unable to perform job functions?  Please include start and end date of the duration.
__________________________________________________________________________________________________________________________________________________________________________________________

15. What limitation(s), if any, is interfering or may interfere with the essential function(s) of the employee’s job?
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

16. What essential function(s) of the job, if any, is the employee having difficulty performing or may have difficulty performing because of the limitation(s)?
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

17. How does the employee’s limitation(s), if any, interfere with their ability to perform the essential function(s) of the job, if they do?
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Questions to help determine effective accommodation options.

18. Do you have any suggestions regarding the possible reasonable accommodation to the work environment, work equipment, and/or essential functions that would allow the employee to perform the required duties as stated in the job description?
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

19. How would your suggestion(s) improve the employee’s ability to meet the required job functions?
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

20. Additional Comments:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Healthcare Provider Signature: _____________________________________________	Date: _____________________


RETURN COMPLETED FORM TO:
Lansing Community College
Human Resources Benefits Department
Fax: (517) 483-1883
Email: lcc-hr-benefits@star.lcc.edu
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