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Medical Verification in Response to an Accommodation Request

Instructions to Healthcare Provider:  Your patient/our employee, _________________________________, has made a Request for Reasonable Accommodation under the Americans with Disabilities Act (ADA).  In order to process this request, Denver Public Schools needs the following information.  When completing the form, please reference the attached job description for job duties and essential functions.  If you have questions, you may contact the Denver Public Schools ADA Coordinator at (720) 423-3312.  

A person has a disability under the ADA if the person has an impairment that substantially limits one or more major life activities.  

	Questions to help determine whether an employee has a disability



1. Does the employee have a physical or mental impairment? 	____Yes	____No
If yes, name the medical impairment(s) and describe briefly: ____________________________
________________________________________________________________________________________________________________________________________________________________________

2. Is the impairment permanent? 	____Yes	____No
If the condition is not permanent, please describe its expected duration: __________________
________________________________________________________________________________________________________________________________________________________________________

3. Does the impairment affect a major life activity?	____Yes	____No
If yes, what major life activity(s) is/are affected?
	____ Caring for self    			____ Walking    	____ Hearing    	____ Lifting    
	____ Interacting with others		____ Standing		____ Seeing		____ Sleeping
	____ Performing manual tasks	____ Reaching		____ Speaking		____ Sitting
	____ Concentrating			____ Breathing	____ Learning		____ Thinking	
	____ Toileting		 		____ Other: ___________________

4. Is the employee substantially limited in one or more of these major life activities?  ____Yes        ____No

	Questions to help determine whether an accommodation is needed



5. What impairment(s) is interfering with job performance? _____________________________________
________________________________________________________________________________________________________________________________________________________________________


6. Please identify which specific job function(s) you are aware the impairment makes difficult and how it makes the job function(s) difficult to perform. ______________________________________________
________________________________________________________________________________________________________________________________________________________________________

7. Does the patient/employee currently have any medical work restriction(s)?	 ____Yes         ____No
If yes, list the restriction(s) and describe briefly.  Please indicate if the restriction(s) are permanent or temporary.  ________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	Questions to help determine effective accommodation options



8. What are your recommendations for reasonable accommodations that will enable the patient/employee to perform the job function(s) that are made difficult by the impairment? 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

9. How will your suggestions enable or improve the employee’s job performance? ___________________
________________________________________________________________________________________________________________________________________________________________________

	Additional Comments






Medical Professional’s Signature: _____________________________ Date: ________________________
Print Name: ______________________________
Address:  _________________________________
	            _________________________________	
Phone #: _________________________________


Submit all forms to: HR Disability Management- 1860 Lincoln St. 11th floor; Denver, CO. 80203; fax to
(720) 423-3853 or email to HR Disability Management: hr_disability_mgmt@dpsk12.org
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