
[Date]

Dear [Health Care Provider]:

[Employee] is an employee of Multnomah County [Department Name].  [He or she] is currently classified as a [Job Classification Title].

We need your assistance in determining if [Employee] is able to perform the job duties of [his or her] position with or without a reasonable accommodation. In order to do so, we need your medical opinion on (1) whether the employee has a mental or physical impairment; (2) whether the impairment, if any, substantially interferes with a major life activity; and (3) what types of accommodations are recommended (including accommodations that are currently ameliorating the condition) that would allow the individual to perform the essential functions of his or her job.  A copy of the form Authorization to Release Medical Information is attached to this letter indicating [Employee] authorization allowing you to release this information to the county.

Below is a list of some of the key essential functions of [Employee]’s position description.   Enclosed are copies of the position description and the classification specification for his or her job.  The job description lists the complete "essential functions" of the position. The classification specifications will provide you with general information about the position.  These documents will assist you in identifying any potential accommodations to the job that you believe would allow him or her to perform the job’s essential duties.
Please provide us with your medical opinion on the following questions:

1. Please describe [Employee]’s physical and/or mental impairment, if any, and symptoms, including your diagnosis(es):

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

The determination of whether an impairment substantially limits a major life activity shall be made without regard to the ameliorative effects of mitigating measures such as:  medication, medical supplies, equipment, appliances, low-vision devices, prosthetics, 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.  However, the ameliorative effects of the mitigating measures of ordinary eyeglasses or contact lenses shall be considered.
Major life activities are basic activities that most people in the general population can perform with little or no difficulty.  

Examples of some major life activities are listed below.  Please check as applicable.

	· Caring For Self

· Performing Manual Tasks

· Eating
· Breathing

· Sleeping

· Walking
· Standing

· Sitting

· Lifting

· Reaching

· Bending


	· Working

· Concentrating
· Thinking

· Communicating
· Hearing

· Seeing

· Speaking
· Reading

· Learning


	Major bodily functions such as functions of the immune system:

· Normal cell growth

· Digestive

· Bowel

· Bladder

· Neurological

· Brain

· Respiratory

· Circulatory

· Endocrine

· Reproductive



	· Other: (describe)



2. Do the mental or physical condition and symptoms described in (1) substantially limit [Employee’s Name] in performing a major life activity?  

Yes:_______________________________No:__________________________________

3. If you answered yes, please describe the nature and severity of the impairment, the long-term impact and the expected duration of the impairment as it relates to the major life activity.
__________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________
_________________________________________________________________________
4. What medication, prosthetics or other medical accommodations, if any, is [Employee’s Name] currently taking or utilizing to ameliorate their impairments or symptoms?
___________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Is [he or she] utilizing the medications/devices as directed?  Yes _____
No _____
If [Employee] utilizes these medications/devices as directed, would the impact on his or her ability to perform the essential functions of his or her job be affected?
Yes ____________________________No_______________________________ _____  

If yes, how?

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

5. Is [Employee] able to perform the essential functions of his or her job as of the date you are answering this letter?
Yes ____________________________No_______________________________ _____  

If you answered no, is there a date on which you anticipate that [Employee] will be able to perform the essential functions of his or her job?

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

If no, can you suggest any accommodations to [Employee] job that would enable her to perform all essential job functions? Yes _____
No _____

If yes, please describe accommodations you suggest that we may consider.  In making suggested accommodations please describe any additional medications or treatment that you believe would enable [Employee] to perform the essential job functions.

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

6. Is the need for accommodation likely to be temporary or permanent? If temporary, how long do you estimate the need for accommodation will exist?
________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

7. If the employee cannot perform the essential functions of this position with or without an accommodation, what type of work, if any, can the employee perform with or without an accommodation? Please be specific.

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Please return your medical evaluation to us as soon as possible to the HR representative at the address indicated below.  We need your answer to each of the above questions, however, we are interested in your complete opinion, so please feel free to provide any other information you believe will be of assistance in evaluating [Employee’s Name] ability to perform the essential functions of [his or her] position.







Sincerely,







[HR Representative Name]






[Department Name]







[Address]







[City, State Zip]






[Phone number]

_____________________________________

Physician's Signature
Date: ________________________________
 Phone No. ___________________________

Attachments:
Position Description

Authorization to Release Medical Information


Classification Specifications
NOTICE: 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.
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