	MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES                                                                             Administrative Policy 3.3
OFFICE OF HUMAN RESOURCES
                               Attachment B
MEDICAL INFORMATION FOR WORK ADJUSTMENT OR ACCOMMODATION REQUEST

	
	


	Complete and submit directly to the ADA Coordinator in the Office of Human Resources. This information will be filed in employee’s confidential medical file.

	EMPLOYEE SECTION

	By signing this form, I hereby authorize health care providers with information or documentation concerning this request to release such medical records and provide any opinions concerning my ability to perform my job duties to the Department of Health and Senior Services. 

	EMPLOYEE NAME (PRINT)
	EMPLOYEE SIGNATURE
	DATE

	JOB TITLE
	WORK LOCATION/UNIT
	WORK PHONE NUMBER

	HEALTH CARE PROVIDER SECTION  (Please Return This Completed Form  To Employee; Do Not Send or Fax Directly to the Office of Human Resources)


1. What is the diagnosis?
_______________________________________________________________________________________
________________________________________________________________________________________

2. What is the expected duration of the condition?
________________________________________________________________________________________
3. What specific limitations are causing interference with the employee’s ability to perform their job function(s) or access a benefit of employment?
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
4. What specific type(s) of assistance will help the employee to perform the essential duties of his or her position?
__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

	HEALTH CARE PROVIDER’S NAME (PRINT)
	HEALTH CARE PROVIDER’S SIGNATURE
	DATE


Please do not include genetic information (which includes family history information) as per the Genetic Information Nondiscrimination Act of 2008 (GINA).[image: image1]


