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  Dickinson College  
  Americans with Disabilities Act (ADA)  
  Employee Accommodation Medical Certification Form  

This is a confidential form and will be used solely for the purpose of determining (1) whether you, the employee, have a “qualified disability” as defined by 
the Americans with Disabilities Act (ADA), and if so, (2) the limitations caused by the condition and how those limitations impact the performance of the 
essential functions of the job and (3) the accommodation you and/or your doctor/medical professional believe will enable you to perform the essential 

functions of the job.   

  

SECTION I:  For Completion by the EMPLOYEE  

  
Your Name: __________________________________________________________            _______________  
    First      MI      Last            Date  
  
Your Job Title: _______________________________________________________________________________  
  
Your Regular Work Schedule: ___________________________________________________________________  
  
 
  
   

SECTION II:  For Completion by the HEALTH CARE PROVIDER  

  
Instructions to the Physician  
  
A request for a reasonable accommodation has been made by our employee, ____________________________.  
In order to assist with the interactive process, we are requesting you to provide feedback to the following 
questions based on your medical expertise.  Please answer the questions on this form to help determine disability 
and reasonable accommodation.  
 
Do not provide information about genetic tests, as defined in 29 C.F.R. §1635.3(f), genetic services, as defined in 
29 C.F.F. §1635.3(e), or the manifestation of disease or disorder in the employee’s family member, 29 C.F.R. 
§1635(b). 
  
Background  
  
An employee has a disability if he or she has an impairment that substantially limits one or more major life 
activities, or has a record of such an impairment. “Substantially limits” under the ADA has been broadened to 
allow someone with an impairment to be “regarded as” having a disability, even without the perception that the 
impairment limits a major life activity, provided that the impairment does not have an actual or expected 
duration less than or equal to six months.  
  
The Americans with Disabilities Act (ADA) provides examples of “major life activities,” including “caring for 
oneself, performing manual tasks, seeing, hearing, eating, sleeping, walking, standing, lifting, bending, speaking, 
breathing, learning, reading, concentrating, thinking, communicating, working, and the operation of a major 
bodily function, such as functions of the immune system, normal cell growth and digestive, bowel, bladder, 
neurological, brain, respiratory, circulatory, endocrine and reproductive functions.”  



Revised 03-2019 

  
Provider Name (please print): ___________________________________________________________________  
  
Type of Practice / Medical Specialty: _____________________________________________________________  
  
Business Address: ____________________________________________________________________________  
  
Phone: ______________________________________    Fax: ________________________________________  
   

  
  
  

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

If yes, what is the nature and severity of the impairment? 
 

 
 
2. What is the prognosis as to the duration of the condition? 
 
 
 
3. Does the impairment substantially limit a major life activity?                       Yes             No 

 
If yes, what major life activity(s) is/are limited?  __________________________________________ 
 
(examples: speaking, hearing, seeing, breathing, walking, standing, sitting, sleeping, reaching, learning, 
concentrating, thinking, reproducing, care for self, interacting with others, performing manual tasks) 
 

4. Does the impairment substantially limit a major bodily function?              Yes             No 
 

If yes, what major bodily function(s) is/are limited?  _______________________________________ 
 
(examples: circulatory, endocrine, reproduction, hemic, special sense organs and skin, lymphatic, 
immune, normal cell growth, digestive, neurological brain, respiratory, bowel, bladder, genitourinary, 
musculoskeletal, cardiovascular) 
 

5. What are the limitations/restrictions caused by the condition and/or the treatment of the condition? 
 

_________________________________________________________________________________ 
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6. Please indicate how the condition impacts the employee’s ability to perform the essential job functions, 

and how long you anticipate the condition will last. (see attached) 
 

Essential Job Function Limitation/Impact Anticipated Duration 
1. 
 

  

2. 
 

  

3. 
 

  

4. 
 

  

5. 
 

  

6. 
 

  

 
 

7. What accommodation, if any, do you believe will enable the employee to perform the essential 
functions of the job? 

 
____________________________________________________________________________________ 

 
 
 
 
 
 

________________________________________________   ______________________ 
       Signature of Medical Provider      Date 
 

When form is complete, please either: Mail to Dickinson College, Human Resource Services, P.O. Box 1773, Carlisle PA  17013-2896; 
Fax to (717) 245-1785; or Email to mould@dickinson.edu 

 
If you have questions, please contact:  (717) 245-1503 or HRServices@dickinson.edu 

 
 


