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	ADA Request for Accommodation Form



Employee Name        FORMTEXT 

     


ID  

SSN        FORMTEXT 

     


Date  

FTE       

Title  
Department  
Work Location       

Phone       

Supervisor       

Phone       

Work Schedule (Days and Hours)       

Please use back of sheet if you need more room to answer any questions listed below.

1.
Please describe the physical, mental, or cognitive impairment(s) that limit your ability to do your job.

	     


2.
Describe the accommodations you are requesting.  Be as specific as possible (i.e. if you are requesting a piece of equipment or device, please provide description, manufacturer, cost, where to order, etc.)

	     


3. Describe how the requested accommodations will enable you to perform your job.           

	     


4. Please provide any other information that might help Messiah College evaluate request.           

	     


I give Messiah College permission to explore coverage and reasonable accommodations under the Americans with Disabilities Act.  This may include speaking to appropriate College personnel and/or my health care professional.  I understand that all information obtained during this process will be maintained and used in accordance with ADA confidentiality requirements.  I further understand that I will be required to provide appropriate documentation of my disability, including the impact of the functional limitations on my ability to perform the essential functions of my job.

Signature  

Date       


Request for Accommodation 

HR CHECKLIST
	TASK
	DATE
	HR SIGNATURE



	Employee self-identifies to HR.


	
	

	Job Analysis completed and submitted by Supervisor.


	
	

	Essential Functions Analysis completed and submitted by Supervisor.
	
	

	Job Description and Job Analysis attached to medical certification and given to employee for completion.


	
	

	Medical Certification received by HR.


	
	

	All documentation (request for accommodation, medical certification, job description, job analysis and essential function analysis) shared with ODS.
	
	

	Determination of eligible disability made by HR and ODS.

Determination:    YES   FORMCHECKBOX 
          NO   FORMCHECKBOX 

	
	

	Accommodations identified, if applicable.
	
	

	Accommodations agreed upon by employee and college, if applicable.


	
	

	Accommodation agreement signed by employee, if applicable.


	
	


ADA MEDICAL CERTIFICATION

NOTE:  The information sought on this form pertains only to the condition for which the employee is requesting accommodation under the ADA.

	To be completed by EMPLOYEE
	Employee Name
	Soc Sec #



	
	Job Title:
	Department:



	
	Employee Signature:
	Date:




	To be completed by the

HEALTH CARE PROVIDER
	INSTRUCTIONS:  Attached are copies of the employee’s job description and a job analysis which indicates the essential functions of the position and includes the physical/mental demands and environmental conditions associated with the job.  Please review both the attached job description and job analysis and then complete and sign this form.

	
	Physician Name:
	Specialization/Type of Practice:



	
	Address:
	Phone #



	
	Questions to help determine whether an employee has a qualifying disability.  A person has a qualifying disability under the ADA if the person has an impairment that substantially limits one or more major life activities.

1.   Does the employee have a physical or mental impairment?
Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 

2.   What is the impairment?  

3.   Is the impairment long-term or permanent? 
Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 

4.   If not permanent, how long will the impairment likely last? 

5.   Is this condition considered a chronic condition which:


A. requires periodic visits for treatment by a health care provider?
Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 


B. continues over an extended period of time?
Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 


C. may cause episodic rather than a continuing period of incapacity? 
Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 

6.   Does the impairment mean that the employee is substantially limited 
      in one or more major life activities?
Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 

7.   If yes, what major life activity(s) is/are affected:


 FORMCHECKBOX 
caring for self
 FORMCHECKBOX 
walking
 FORMCHECKBOX 
hearing
 FORMCHECKBOX 
lifting


 FORMCHECKBOX 
interacting with others
 FORMCHECKBOX 
standing
 FORMCHECKBOX 
seeing
 FORMCHECKBOX 
sleeping


 FORMCHECKBOX 
performing manual tasks
 FORMCHECKBOX 
reaching
 FORMCHECKBOX 
speaking
 FORMCHECKBOX 
concentrating


 FORMCHECKBOX 
breathing
 FORMCHECKBOX 
thinking
 FORMCHECKBOX 
learning
 FORMCHECKBOX 
working


 FORMCHECKBOX 
toileting
 FORMCHECKBOX 
sitting
 FORMCHECKBOX 
reproduction
 FORMCHECKBOX 
other: _______________


	
	


	To be completed by the

HEALTH CARE PROVIDER
	Questions to help determine whether an accommodation is needed.

1.  What limitation(s) in major life activities is/are interfering with this employee’s job performance?

2.  What job function(s) listed in the job analysis is the employee having trouble performing because of the limitation(s)? 

3.  How does the employee’s limitation(s) in major life activities interfere with his/her ability to perform the job functions listed in the attached job analysis?



	
	Questions to help determine effective accommodation options.

1.  Do you have any suggestions regarding possible accommodations to improve job performance?  If so, what are they?

2.   How would your suggestion(s) improve the employee’s performance?



	
	Comments:



	
	SIGNATURE OF HEALTHCARE PROVIDER:

(Stamps and Designee Signature NOT accepted)


	Date:


***ALL INFORMATION PROVIDED IS CONFIDENTIAL AND WILL BE RETAINED IN THE EMPLOYEE’S MEDICAL FILE***

Return form to: 

     ADA Coordinator, Benefits Office, Human Resource Office, Messiah College, 1 College Avenue, Grantham, PA 17027
ADA Accommodation Form.doc
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