[bookmark: _GoBack]Dear Healthcare Provider:

On [Date], your patient, [Employee’s Name], submitted a request for accommodations under the Americans with Disabilities Act.  To better assess [Employee’s Name]’s request, it is necessary that we be provided with additional information concerning [his/her] medical condition.  The employee has been advised that [he/she] is required to provide the requested information as soon as possible, as we can not appropriately evaluate the request unless it is received.   

The employee works in [Describe working environment] environment, with the requirements that [Describe job requirements. Make sure to cover anything that might not be in the PD.  For example, commuting/travelling, stairways, crawl spaces, repetitive hand or other movements, requirement to work all posts and all shifts and to remain alert at all times, etc. Please note: this section must be adapted to the specific environment of each employee]. After carefully reviewing the attached job description, please complete the attached Interactive Process Questionnaire and return it to your patient. 

Please note, the Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other entities covered by GINA Title II from requesting or requiring genetic information of employees or their family members. In order 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.

If you have any questions or need any additional information, please contact Heather Musinski, FRYSC Corps Program Director, 502-564-4986 X3831.

Sincerely,







Attachments:  
Interactive Process Questionnaire
Position Description

INTERACTIVE PROCESS QUESTIONNAIRE
To: Dr. Healthcare Provider, M.D.
Name of Employee: Jane/John Doe
Job Evaluated: Class Specification
Please answer and return the following questionnaire to your patient within the time frame indicated. The questionnaire format is a guide and we would appreciate a response to every question. We need your complete medical opinion, so please feel free to include a more detailed narrative response to any and all questions if needed to answer more fully. Thank you for your anticipated cooperation.
Please note, the Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other entities covered by GINA Title II from requesting or requiring genetic information of employees or their family members. In order 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.
IMPORTANT NOTE TO HEALTH CARE PROVIDER: When answering questions 1-5, please do not take into consideration any ameliorative effects of mitigating measures, such as medications, medical supplies, equipment, or appliances, low-vision devices (which do not include ordinary eyeglasses or contact lenses), prosthetics including limbs and devices, hearing aids and cochlear implants or other implantable hearing devices, mobility devices, or oxygen therapy equipment and supplies; use of assistive technology; reasonable accommodations or auxiliary aids or services; or learned behavioral or adaptive neurological modifications.


1. Does Mr./Ms. Doe have a physical or mental impairment?     Yes         No 
If so, please state the type of impairment: ________________________________________________________________________________________________________________________________________________
2. Does Mr./Ms. Doe’s impairment substantially limit any major life activities?    Yes         No
3. If so, which major life activity or activities are limited? ______________________________________________________________________________________________________________________________________________

4. For each major life activity that is limited by the impairment, please describe how Mr./Ms. Doe is restricted as to the condition, manner, or duration under which that activity can be performed, as compared to the way in which an average person in the general population can perform that activity:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
5. What is the duration or expected duration of Mr./Ms. Doe’s impairment? ________________________________________________________________________________________________________________________________________________

IMPORTANT NOTE TO HEALTH CARE PROVIDER: From this point forward, please base your responses on the employee’s current condition, including the ameliorative effects of any mitigating measures or treatments.
6. Attached is a job description for the Class Specification position. Please review the job description and assess whether Mr./Ms. Doe can perform all job functions:   Yes         No
7. If not, which job functions can not performed, and why not? ________________________________________________________________________________________________________________________________________________________________________________________________________________________
8. Please describe any specific assistance that would allow this employee to be able to perform those job functions:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
9. Would performing any of the job functions listed result in a direct safety or health threat to this employee or other people (co-workers, members of the general public, etc.)?
 Yes         No

10. If yes, please describe: 
which job function(s) would pose such a threat: ________________________________________________________________________________________________________________________________________________
the direct safety or health threat posed: ________________________________________________________________________________________________________________________________________________
any recommendations that would eliminate the direct safety or health threat, or reduce it to an acceptable level: ________________________________________________________________________________________________________________________________________________
   
Signature                                            Title                                     Date ________                                                                    
Printed Name and Address:
______________________________________________
______________________________________________
______________________________________________
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