LETTERHEAD GOES HERE
Including email and phone number 
ADDITIONAL INFORMATION FOR WORK RESTRICTIONS 
Dear ____:

In order to determine how best to accommodate your condition, we will need to gather some more detailed information. 

Just so you will know which functions are essential to this job, we have also attached a checklist to this letter for you to review and sign off on.

We need to have this form completed and returned to us no later than ___________________ by the close of business.  We will not be able to accommodate your position until we receive this information.  

It is very important that your health care provider provides us with a complete and sufficient release for you to not only return to work but also for you to obtain and retain any potential benefits under the ADA, FMLA and other legal protections and requested leaves.  
Please return this fully completed forms to us at:

If you have any questions at all, please feel free to contact us at your convenience.  

Thank you,

Essential Job Requirements Checklist

Please indicate either “YES” they can perform each essential function or “NO” she cannot.

If they will need any reasonable accommodations to perform these functions, please list those accommodations at the end of this form.  

ESSENTIAL FUNCTIONS 







YES

NO

Is the employee still contagious? 






_____ 

_____

Be on site for the 12-hour day shift while at jobsite 




_____ 

_____

On-call for emergencies for 12-hour night shift.




_____ 

_____

Managing a case load of clients at multiple site locations



_____ 

_____

Monitor and support clients by overseeing Individual Service 
plans, finances, state benefits and medical care




_____ 

_____

Required traveling in Columbus, Ohio





_____ 

_____
Be on call throughout the night






_____ 

_____
How long can the patient SIT?




_________________

How long can the patient STAND?




_________________

How long can the patient RIDE IN A CAR?


_________________

How much weight can the patient LIFT?



_________________

How much weight can the patient PULL?



_________________

How much weight can the patient PUSH?



_________________

How many REST PERIODS does the employee need in a day? 
_________________

How LONG do these REST PERIODS need to be?  

_________________

How MANY HOURS a day can the employee perform sedentary non-manual office duties?  ___________

Other specific limitations? (Describe below)

Will the employee require any reasonable accommodations?  If so, please be specific and state for what period of time.
___________________________________________________________________

Print Name of Health Care Provider



Type of Practice

Signature of Health Care Provider




Date

Address







(Area Code)  Telephone number
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