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Americans with Disabilities Act 
ACCOMMODATION REQUEST FORM 

 

 

Employee Name: Location:     
 

Job Title: Employee ID No.:     
 

Please provide the following information.  Use additional pages or provide documentation as needed. 
 

 
1. Identify your disability or physical or mental impairment(s) or limitation(s) (“Disability”): 

 

 
2. Explain how your Disability impairs or limits your ability to perform assigned job duties: 

 

 
3. Expected duration of the Disability: 

 

 
4. What specific accommodation(s) are you requesting, if known? 

 

 
5. If you are not sure what accommodation is needed, do you have any suggestions about what 

options we can explore?   If yes, please explain or attach information. 
 

 
6. Has a health care professional recommended a specific accommodation?  Please describe or attach 

documentation: 
 

 
7. Is your accommodation request time sensitive?  If yes, please explain. 

 

 
8. If you are requesting a specific accommodation(s), how will that accommodation(s) assist you to 

perform you job? 
 

 
9. Have you had any accommodations in the past for this same limitation?  If yes, what were they and 

how did the accommodation(s) help you perform your job? 
 

 
10. Please provide any additional information that might be useful in processing your accommodation 

request.  We will set up a time to meet to discuss your request. 
 
 
 

Signature Date 
 

Return this form to the Human Resources Department. 
 

 
 

© Copyright Reed Group 2014. All rights reserved. 
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 ADA ACCOMMODATION  
 GUIDE TO THE INTERACTIVE PROCESS  
 

Employee name:         Employee ID No.:      

Employee position:         Employee Location:        

Process supervised by:          Position:      

Participants:               

NOTES: 

A. Document every step in this process, including discussions, information gathered, and 
decisions.  

B. The purpose of the interactive process is to identify an accommodation that is reasonable and 
effective, and does not impose an undue hardship on the employer.   

C. The interactive accommodation process must be flexible and suited to the employee’s and 
employer’s situations.  This Guide is intended as an aid to the process and not a set of rules. 

D. In many cases the employee’s disability and limitations are relatively obvious and it is simple 
to identify an appropriate accommodation, and/or to determine that the identified 
accommodation will not impose an undue hardship.  In such event the employer does not 
have to – and should not – complete every step of the process outlined below.   

E. Once an accommodation is determined and implemented, be sure to document the decision 
reached.  Then, monitor the effectiveness of the accommodation periodically after its 
implementation.  

F. The employer’s accommodation obligation is ongoing.  If an accommodation is no longer 
effective (e.g., if the employee’s condition changes) the employer has the obligation to 
engage in the ADA interactive process again to determine whether a change of the 
accommodation is warranted. 
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INTERACTIVE ACCOMMODATION PROCESS: 

1. Accommodation request received or accommodation identified:   

a. Date received:           

b. Who made the request or identified the need?         

c. Method of request (written, phone, in person, etc.):        

d. Type of accommodation requested:         

             

2. Initiate communications with employee.   

a. Date:     ___________________________    

b. Does the employee have a disability?  If so, what is it:      

             

c. What limitations or restrictions does the disability impose on the employee?    

            

             

d. Anticipated duration of the limitations:          

e. Essential functions of employee’s position (attach job description or similar): 

i. Per existing job description:         

            

ii. Opinions of essential functions as actually performed in the workplace: 

Employee:            

            

Employee’s supervisor:          
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Human resources:           

            

Determination of essential functions:        

           

            

iii. How do the employee’s limitations or restrictions affect the employee’s ability to 

perform the essential and/or marginal functions of his/her position?    

           

            

3. Is medical documentation needed to identify or substantiate the employee’s disability, limitations, 

and effective accommodations?  If so, check each step below when completed: 

a. Is the employee’s disability/impairment and need for an accommodation obvious?     

Yes        No      If yes, do not request medical information. 

b.                   Provide ADA Medical Assessment Form and medical authorization form to 

employee.  (Include GINA language on each.) 

c.                   Obtain employee’s signature on medical authorization form. 

d.                   Notify employee of deadline for return of medical forms, and explain the 

consequences of failure to return the form.  Due date:        

4. Assess medical information when received: 

a. Does medical information support the existence of disability and need for an 

accommodation?   Yes     No       Explain:     
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b. Is clarification or supplementation is needed?  Describe:       

            

          

c. Discuss medical information with employee, even if answer to Question 4.a., above, is 

“No”.   Date:       Participants:          

d. Contact with employee’s health care provider: 

i. Provide employee with letter to provider for clarification or supplementation if 

necessary.  N/A:        -OR-    Due date for return of information:      

-OR-   

ii. Has employee granted permission to contact provider directly:     

No   Obtain medical information only through employee. 

Yes     Is medical authorization signed by employee?   Yes                 No    

Describe contact with medical provider (date, name, content of conversation):   

           

            

5. Based on the medical and other pertinent information received, discuss with employee: 

a. Date of discussion:            Participants:        

Content of discussion:           

            

             

6. Accommodation suggestions:   For each suggested accommodation under consideration, identify 
whether it is: 
 

— Reasonable: Plausible or feasible in the ordinary course of things. 
— Effective:  Enables the employee to perform the essential functions of the job. 
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— Imposes an Undue Hardship:  Creates a significant difficulty or expense (unduly extensive, 
substantial, disruptive, or would fundamentally alter the nature of the business operation).   
Include specific facts, amounts, and considerations as evidence of undue hardship.  
Generalities and assumptions are not adequate. 

— Use additional pages and attach supporting documentation if necessary. 
 

a. Accommodation suggestion and analysis:          

Reasonable:             

Effective:                

Undue hardship:            

             

b. Accommodation suggestion and analysis:          

Reasonable:             

Effective:                

Undue hardship:            

             

7. The accommodation determination.   

a. Employer’s preferred accommodation and reasons:       

             

b. Employee’s preferred accommodation and reasons:       

             

c. Decision and reasons:           
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d. Discuss and communicate the decision to the employee.       Date:       

Participants:             

Content of discussion:           

            

            

             

8. Implementation plan: 

a. Date of implementation:            

b. Anticipated duration of accommodation:          

c. Notification to and discussion with  

i. Employee’s supervisor:           Date:     

Comments/discussion:          

            

ii. Human resources representative:           Date:       

Comments/discussion:          

            

9. Follow up and monitor.   

a. Follow up shortly after implementation of the accommodation.  Date:      

Is accommodation effective?  Any problems?  Results/discussion with employee:    

            

             

b. Schedule for periodic follow-up:  Is accommodation still effective ad not an undue 

hardship?  

i. Date:      Comments:           
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ii. Date:      Comments:          

iii. Date:      Comments:          

 

10. Leave as an accommodation – special considerations: 

a. Expected return-to-work date:           

b. Date for employee to confirm RTW date:          

c. Follow-up/monitoring:  Employee may be required to provide status reports periodically 

during leave if required by employer’s general leave of absence policies.  Instructions to 

employee for status reports (dates/frequency):        

            

             

d. Is employee able to end leave and return to work with a workplace accommodation (e.g., 

modified schedule, special equipment, or relief from marginal duties)?     

            

             

11. Consider an interim/temporary accommodation – if it will take time to gather information and 
appropriately evaluate suggested accommodations, an interim accommodation may be in order. 

a. Examples:  modified schedule, temporary leave, temporary change in equipment, 
furniture, or workspace 

b. Reason:  avoid having employee in an unsafe or unproductive situation, or subject to co-
worker issues 

12. Does the employee present a direct threat of harm to himself or others? Factors to consider 

(attach documentation, if available): 

What is the specific risk?             

How significant and probable is the risk?           
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What is the expected duration of the risk?           

What specific harm could result from the risk?          

Is the threat of harm substantial, serious and imminent?  Describe:        

             

              

Can the risk or the harm be reduced by a reasonable accommodation?  If yes, what 

accommodation? (Follow above accommodation process if needed.)      
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 ACCOMMODATION REQUEST ASSESSMENT FORM 
 

Date:  
Regarding:  
Employee name:  

 
COMPLETED FORM MUST BE RETURNED TO _______________________________WITHIN ______ DAYS OF 
THE DATE OF THIS PACKET. 
 
The above employee has requested a workplace accommodation to enable the employee to perform the 
essential functions of his/her position, either because of a disability as either defined under the Americans with 
Disabilities Act (ADA), as amended, or state law, or because the employee is pregnant and seeks an 
accommodation under the applicable state pregnancy accommodation law.  The information requested on this 
form will assist us in making a determination regarding the employee’s request. 

INSTRUCTIONS: The following form must be completed in detail and signed by the employee’s attending 
medical provider. Please attach additional pages or records as needed.  Do not provide information not 
related to the employee’s ability to perform his/her job duties. Example:  Do not identify an impairment 
if it does not have an impact on employee’s ability to perform his/her job duties. For California employees 
who are pregnant without an underlying medical condition and are only seeking a workplace accommodation 
and not a leave of absence, please only complete questions 1 and 10. For Hawaii and Montana employees who 
are pregnant and seeking either leave or a workplace accommodation, please only complete questions 1, 9, and 
10. 

 

IMPORTANT NOTICE REGARDING GINA 

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 
employees or their family members. In order to comply with this law, Reed Group is 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. 
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1. Please confirm you have examined the employee and are familiar with the employee’s medical history.  

Yes No 

2. Will this employee have a need for restrictions, limitations, or accommodations in order to return to or stay 
at work?   Yes No; If No, please state the employee’s unrestricted return to work date:     

 

IF YES, PLEASE COMPLETE THE REMAINDER OF THIS FORM. 

3. Existence of impairment.   

a. Does the employee have a physical or mental impairment(s)?       Yes         No  

b. Is the impairment open and obvious?     Yes No 

 

If the employee’s impairment is open and obvious, i.e., a visible disability, do not answer questions 4-7; 
rather skip to question 8 and proceed from there. 

4. Please list impairment(s) (do not provide medical diagnosis without patient consent in CA, CT, ME, or RI): 
_____________________________________________________________________________________ 

Note:   A physical or mental impairment under the ADA is: 

• Any physiological disorder, condition, cosmetic disfigurement, or anatomical loss 
affecting one or more of the following body systems: Neurological, musculoskeletal, 
special sense organs, respiratory (including speech organs), cardiovascular, 
reproductive, digestive, genitourinary, hemic and lymphatic, skin, and endocrine; or 

• Any mental or psychological disorder, such as an intellectual disability, organic brain 
syndrome, emotional or mental illness, and specific learning disabilities. 

• The disorder or condition is considered: 

o  In its active state, even if presently in remission.  (Examples:  epilepsy, MS, asthma, 
cancer, bipolar disorder.) 

o Without regard to the effects of mitigating measures such as prostheses, medication, 
etc., except ordinary eyeglasses. 

o With consideration of the negative effects of treatment such as medication or other 
measures. 

*The definition of a disability may differ slightly under state law. 
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5. Limitations on major life activities.  If the answer to #4 is yes, does the employee’s impairment substantially 
limit one or more major life activities?   Yes No 

Note:  Whether an impairment substantially limits the ability of an individual to perform a 
major life activity is determined: 

• As compared to most people in the general population; and  

• Does not need to prevent, or significantly or severely restrict, the individual from 
performing a major life activity – the impairment only needs to “substantially limit” the 
employee’s ability to perform the major life activity. 

 

6. Limitations on major life activities (cont.).  If the answer to #5 is yes, which major life activity(s) is/are 
affected? Check all major life activities that both (a) are affected by the employee’s impairment(s) and (b) 
restrict or limit the employee’s ability to perform the employee’s job duties.   

Major life activities – general life activities: 

□  Bending 
□  Breathing 
□  Caring for self 
□  Concentrating 
□  Eating 
□  Hearing 

□  Interacting with others 
□  Learning 
□  Lifting 
□  Performing manual tasks 
 

□  Reaching 
□  Reading 
□  Seeing 
□  Sitting 
□  Sleeping 
□  Speaking 

□  Standing 
□  Thinking 
□  Walking 
□  Working 
□  Other(s) (describe) 
 

 
Major life activities – operation of major bodily functions: 

 
□  Bladder 
□  Bowels 
□  Brain 
□  Cardiovascular 
□  Circulatory 

□  Digestive 
□  Endocrine 
□  Genitourinary 
□  Hemic 
□  Immune 

□  Lymphatic 
□  Musculoskeletal 
□  Neurological 
□  Normal cell growth 
□  Operation of an 
organ 

□  Reproductive 
□  Respiratory 
□  Sensory organs & skin 
□  Other(s) (describe) 
 

 
7. Commencement of impairment(s).  For the impairments identified above, when did the employee’s 

impairment(s) commence? If there is more than one impairment, please specify the start date for each: 
               

8. Performance of essential job functions.  Does the employee’s impairment(s) limit his/her ability to perform 
the essential functions of the employee’s position (as defined in the job description) without any 
accommodation?   Yes  No 

If the answer is yes, please: 
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a. Identify which essential function(s) the employee is unable to perform without an accommodation:  
              
               
 
b. Describe the manner in which the employee’s ability to perform each essential function is limited:  
              
               

9. Accommodation(s).   

a. If the employee is on a leave of absence, when can the employee return to work with restrictions or an 
accommodation?  ________________________________________________________________ 

b. Please describe the requested workplace accommodation (for leave as an accommodation, please see 
question 10):              

Note:  Reasonable accommodations may include such things as a modified work schedule, provision of 
special equipment, workplace accessibility modifications, shifting of non-essential duties of the 
employee’s position, and a leave of absence to allow time for recovery, therapy, training, or other 
disability-related needs. 

 

c. If the accommodation is physical in nature, please complete the attached Physical Capacity Assessment 
form. 

d. How will the accommodation(s) assist the employee in performing the essential job functions?  
               

e. Duration.  For how long do you anticipate the employee will need the identified accommodation(s) to 
perform the essential job functions?  
________  (circle one) days/weeks/months/years; or           permanent 

For multiple accommodations, please list each accommodation’s duration separately: ____________ 

___________________________________________________________________________________ 

NOTE:  You must provide your best medical judgment, based on current information, as to the length of 
time the employee will need an accommodation to perform his/her essential job functions. 

10. Is this employee specifically requesting a leave of absence as an accommodation?         Yes         No 

a. How will leave assist the employee in returning to work?       
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b. Duration.  Please complete the chart for the appropriate form of requested leave 

I. CONTINUOUS/REGULAR 
LEAVE 

 
If the employee requires leave 
for a single continuous period of 
time, please complete this 
section. 
 

II. INTERMITTENT LEAVE 
 
If it is medically necessary due to 
the patient’s condition, for the 
employee to take leave in 
intermittent periods of time please 
complete this section. 
 

III REDUCED-SCHEDULE LEAVE 
 
If it is medically necessary due to 
the patient’s condition for the 
employee to reduce the number of 
hours of the employee’s daily or 
weekly work schedule, please 
complete this section. 

 
Start date of leave:         /         /        
 
End date of leave:         /         /        

 
First date of leave:         /         /        
 
Anticipated end date of leave:  
        /         /        

 
Start date of reduced 
leave:       /      /       
 
Date employee may return to full 
duty: ____/____/____ 
 

 1. In your opinion, how often is 
the employee likely to need 
leave for this condition? 

 
Number of times absent:         times 
every           days (use 7, 30, 365) 
(e.g., 2 times every 30 days) 
 
2.  In your opinion, how long will 

each period of absence last? 
 

Each episode of incapacity will last 
approximately          hours OR  
          days (e.g., 3 hours or 2 days) 
 

Please provide the schedule the 
employee is able to work: 

 
       days per week 
 
       hours per day and/or week 

 

 

NOTE:  You must provide your best medical judgment, based on current information, as to the length 
of time the employee will need an accommodation to perform his/her essential job functions. 

11. Additional information.  Are you aware of any other information that should be considered in assessing 
whether the employee can perform the essential job functions with or without accommodation?    

Yes  No 

If yes, please describe:            
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Provider Name (print):             

Provider Signature:            

Provider Practice/Specialty:           

Provider Phone Number:            

Provider Address:             

Date:         _____________________  
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PHYSICAL CAPACITY ASSESSMENT FORM 

EMPLOYEE NAME: 

In a Workday, Patient can: 

Activity Never 1-2 hours 2-4 hours 4-6 hours 6-8 hours 8-10 hours 10-12 hours 
Sit        
Stand        
Walk        
Drive        

 

B.  Check the Maximum Limit and Frequency that the Patient can: 

Activity 0 – 10 
lbs 

11 - 24 
lbs 

25 – 34 
lbs 

35 – 50 
lbs 

51 - 74 
lbs 

75 – 100 
lbs 

Lift       
Not at All (0%)       
Occasionally  (1% - 33%)       
Frequently  (34% - 66%)       
Continuous  (67% - 100%)       
Carry       
Not at All (0%)       
Occasionally  (1% - 33%)       
Frequently  (34% - 66%)       
Continuous  (67% - 100%)       
Push/Pull       
Not at All (0%)       
Occasionally  (1% - 33%)       
Frequently  (34% - 66%)       
Continuous  (67% - 100%)       

 

C.  Check the Frequency that the Patient could: 

Frequency Bend/Stoo
p 

Squa
t 

Knee
l 

Craw
l 

Clim
b 

Balanc
e 

Twist Reach 

Not at All (0%)         
Occasionally  (1% - 33%)         
Frequently  (34% - 66%)         
Continuous  (67% - 
100%) 
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D.  Indicate the Patient’s Capacity to use the hand for Repetitive Physical Tasks: 

Activity: Please 
Circle 

Simple 
Grasping 

Firm 
Grasping 

Fine 
Manipulation 

Pushing/Pulling 

Right Hand Yes                 
No  

Yes           
No 

Yes               
No 

Yes                No 

Left Hand Yes                
No 

Yes           
No 

Yes               
No 

Yes                No 

 

 

E.  Indicate the Patient’s Capacity to use Feet for Repetitive Movements as in Operating Foot Controls 

Right Foot Left Foot Both Feet 
Yes          No Yes           No Yes         

No 
 

F.   Does the Patient have any Difficulties with:   

  

 

 

Please explain: -
_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 

G.  Does the Patient have any Restrictions of Activities Involving: 

o Exposure to Cold, Heat, Wet or Humidity 
o Noise (please include dB limit) 
o Vibration 
o Exposure to Fumes, Odors, Chemicals, Gases or Dust 
o Moving Mechanical Parts 
o Unprotected Heights 
o Operating Equipment 

 
Please explain:______________________________________________________________________ 
 
__________________________________________________________________________________ 
 

    Talking     
Yes         
No                 

    
Hearing   
Yes        
No                 

Smelling/Tasting      
Yes                   No                 

        Vision     
Yes               
No                 
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H.  Is this Patient taking Medications that may affect their ability to work?   Yes           No 

If Yes, please explain the work limitations as a result of taking the medication: 
_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

I.  Please Check the Exact Degree of Work you feel this Patient is able to Perform: 

o Sedentary Work Exerting up to 10 pounds (4.5 kg) of force occasionally and/or a negligible 
amount of force frequently or constantly to lift, carry, push, pull, or otherwise move objects, 
including the human body. Sedentary work involves sitting most of the time, but may involve 
walking or standing for brief periods of time. Jobs are sedentary if walking and standing are 
required only occasionally and other sedentary criteria are met. 

o Light Work Exerting up to 20 pounds (9.1 kg) of force occasionally and/or up to 10 pounds (4.5 
kg) of force frequently, and/or negligible amount of force constantly to move objects. Physical 
demand requirements are in excess of those for Sedentary Work. Light Work usually requires 
walking or standing to a significant degree. However, if the use of the arm and/or leg controls 
requires exertion of forces greater than that for Sedentary Work and the worker sits most the 
time, the job is rated Light Work. 

o Medium Work Exerting up to 50 (22.7 kg) pounds of force occasionally, and/or up to 25 
pounds (11.3 kg) of force frequently, and/or up to 10 pounds (4.5 kg) of forces constantly to 
move objects. 

o Heavy Work Exerting up to 100 pounds (45.4 kg) of force occasionally, and/or up to 50 pounds 
(22.7 kg) of force frequently, and/or in excess of 20 pounds (9.1 kg) of force constantly to move 
objects. 

o Very Heavy Work Exerting in excess of 100 pounds (45.4 kg) of force occasionally, and/or in 
excess of 50 pounds (22.7 kg) of force frequently, and/or in excess of 20 pounds (9.1 kg) of 
force constantly to move objects. 
 

  
Health Care Provider’s Name: ______________________________________________________ 

Health Care Provider’s Signature: ___________________________________________________ 

Date: _________________________ 

 

 

 

 

 




