[image: ]
[bookmark: _s4j30tzexe7]ACCOMMODATION REQUEST 
[bookmark: _yn1cauysa575]MEDICAL INFORMATION FORM
[bookmark: _GoBack]
TO BE COMPLETED BY THE MEDICAL PROVIDER
[bookmark: _pcuf3v35nhbh]Name: ________________________ Date of request: ______________________

The above individual has requested an accommodation for a disability. The information requested on this form will assist the University of Alaska in making a determination regarding the request. Please discuss the limitations the requester is experiencing in the workplace and any specific preferences the requester has for how they would like the University of Alaska to accommodate these limitations before completing this form. 

Please do not provide information beyond that required by the individual’s request. 

Please review all attachments to this form, if applicable. 




The requester or the medical provider may 
return this form to the University of Alaska via fax to (907) 450-8201.









The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits entities covered by GINA Title II from requesting or requiring genetic information of an individual or family member of the individual, except as specifically allowed by this law. To comply with this law, we are asking that you not provide any genetic information when responding to this request for medical information. “Genetic information,” as defined by GINA, includes an individual’s family medical history, the results of an individual’s or family member’s genetic tests, the fact that an individual or an individual’s family member sought or received genetic services, and genetic information of a fetus carried by an individual or an individual’s family member or an embryo lawfully held by an individual or family member receiving assistive reproductive services.
[bookmark: _3zs9h31z8xn4]Part A: Verification of Disability 
1. Please confirm that you have examined the requester and are familiar with the requester’s medical history. 
YES	/	NO  
2. Does the requester have a sensory, mental, or physical impairment? 
YES	/	NO  
a. If yes, does the requester’s impairment substantially limit one or more major life activities?
YES	/	NO  
b. If yes, which major life activity(s) is/are affected? Check all major life activities that both (a) are affected by the requester’s impairment and (b) directly relate to the individual’s request for accommodations.

	
Major life activities - general life activities:


	· Bending 
· Breathing
· Caring for Self
· Concentrating
· Eating 

	· Hearing 
· Interacting with Others
· Learning
· Lifting
· Performing Manual Tasks

	· Reaching
· Reading
· Seeing
· Sitting 
· Sleeping

	· Speaking
· Standing
· Thinking
· Walking
· Working

	· Other: (describe below)


	
Major life activities - operation of major bodily functions:


	· Bladder
· Bowel 
· Brain 
· Cardiovascular 
· Circulatory


	· Digestive 
· Endocrine
· Genitourinary 
· Hemic
· Immune 

	· Lymphatic
· Musculoskeletal
· Neurological 
· Normal Cell Growth
· Operation of an Organ

	· Reproductive
· Respiratory 
· Special Sense Organs & Skin
· Other: (describe below)



If you selected “Other,” please describe below.
________________________________________________________________________________________________________________________________________________
[bookmark: _48js7umt0bd]Part B: Limitations

3. Do the requester’s impairment(s) directly relate to their requested accommodations?
YES	/	NO  
Please explain below.
________________________________________________________________________________________________________________________________________________

4. Please identify specific difficulties the individual experiences in the workplace without an accommodation:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

5. Please describe the manner in which the individual’s access to the workplace is limited by their impairment(s):
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

6. For how long do you anticipate the requester will need accommodation(s)? 
[bookmark: _y1y9jiat309k]________ (circle one) days/weeks/months


[bookmark: _p28e5hr4fta6]Part C: Certify the Need for Requested Accommodation(s)
7. Do you have suggestions regarding possible accommodations to mitigate the limitations the requester is experiencing in the workplace?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
8. How will these accommodation(s) mitigate the impairments the requester is experiencing?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
9. Are you aware of any other information that the University of Alaska should consider in assessing the request? Please include additional notes, comments, or resource recommendations below: 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Thank you for your assistance in providing this information. Please sign below. 

_______________________________________             			________________________ 
Provider Signature		 		    			Date
_______________________________________	   			________________________
Provider Name & Title (please print)				   	Phone Number



_______________________________________             			________________________ 
Requester Signature		 		    			Date
_______________________________________	   			
Requester Name (please print)				   	
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