



AGENCY LOGO

Physician’s Response Form
	Name:  Last                        First                      Middle Initial     

                                                     
	Department


	Job Title 
	


Please check one (1) of the following:

________
Employee Name is able to perform all the essential job functions of the position title without accommodation
________
Employee Name is able to perform all the essential job functions of the position title with accommodation.  (If checked, please detail your suggested accommodation, i.e. , keyboard, use of handcart, etc.  List options if possible.  Do not list “restrictions” here.)


________________________________________________________________________


________________________________________________________________________


________________________________________________________________________

________________________________________________________________________

________
Employee Name is unable to perform all the essential job functions of the position title. 
	Printed Name of Physician                                                            Signature of Physician
	Date


	Work Address
	Work Telephone Number



Fax Complete form to My Name, My Title, My Fax Number (503) 000.0000.

