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REASONABLE ACCOMMODATION

HEALTH CARE PROVIDER STATEMENT FORM
(THIS FORM TO BE COMPLETED BY THE HEALTH CARE PROVIDER)

Date:

Applicant/Employee Name: DOB:

The above noted individual has requested a reasonable accommodation in order to participate in the job application
process, perform the essential functions of a job, or to participate in other terms, conditions and privileges of employment.
The information requested on this form will assist in making a determination regarding the individual’s request.

INSTRUCTIONS: The following form must be completed in detail and signed by the health care provider. Please attach
additional pages or records as needed. Do not provide information unrelated to the reasonable accommodation request.
All information submitted will be kept confidential to the extent permitted by law. *

‘ SECTION 1- HEALTH CARE PROVIDER INFORMATION
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