Medical Provider Inquiry Form in Response
to an Accommodation Request
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HUMAN RESOURCES OFFICE
Holloway Hall Room 153, Phone: (410) 543-6035, Fax: (410) 677-5026

Employee Name: Phone: Email:

1. Does the employee have a physical or mental impairment (circle yes or no)? Yes No

2. Ifyes, what is the impairment?

3. How long will the impairment likely last?

4. Does the impairment substantially limit a major life activity (circle yes or no)? Yes No

5. If so, what activities?

6. Isthe employee unable to perform any of the essential functions of his/her job as listed in the position
description? If so, please identify each limitation and the suggested duration.

7. Does the condition cause the employee any functional limitations (e.g. ability to speak, stand, etc.)? If so,
please identify each limitation and the suggested duration.

8. Do you have any suggestions regarding possible accommaodations that would permit the employee to
perform the essential functions of his/her job? If so, what are your suggestions?

9. Does the employee require leave from work or a reduced schedule? If so, please describe the additional
leave/modified schedule needed and the expected duration.
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Medical Provider Name

(Please Print)

Name of Medical Practice:

Address
City State Zip Code
Telephone Email
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