


Medical Certificate
Request for Accommodation

To the Physician:

NAME is employed by School District No. XXXX and holds a 1.0 FTE (full time equivalent) teacher assignment at xxx.  Her current teaching assignment includes: specify her teaching assignment.
The District has been providing a workplace accommodation for XXX for a number of years, on the basis of a medical condition.  She has requested a XXX partial medical leave since specify the year if possible .  The District is seeking current medical information to ensure that we are appropriately considering the medical and functional basis for any return to work and accommodation options going forward.
Please provide responses to the following questions.

Employee’s Authorization for Release of Information
I, XXX hereby authorize my physician to complete this “Physician’s Statement” and to release this Medical Certificate to my Employer. The guidelines of the College of Physicians and Surgeons are attached.
Employee’s Signature 							Date 				

Physician’s Statement
1. Following examination, and at present, does XXX suffer from any medical condition that affects her ability to fully carry out the responsibilities of her teaching assigment (1.0 FTE at xxx)?  
Yes 			No		
2. If yes, what is the nature of the condition? (diagnosis is not required)
																									
3. Please list and describe functional (physical or cognitive) restrictions/limitations that affect XXXX ability to perform her work duties.  This will assist the District’s accommodation process and help to ensure a successful outcome.
																																							
4. XXX has requested XXX FTE medical leave for this school year.  Please indicate the maximum hours or FTE that XXX is medically cleared to work:			
5. If XXX is cleared to work less than 1.0 FTE please indicate whether the restriction is:
		 Permanent
		 Temporary
Estimated return to full time 					.
6. Course of Treatment: 
a. Has XXX been prescribed a course of treatment for the medical condition rendering her unable to work her full assignment? 
																										
b. If a course of treatment has been prescribed or recommended, has XXX followed the prescribed or recommended course of treatment?
																										
c. Has XXX been referred to a medical specialist?
Yes_____	No____
If YES, is the medical specialist in agreement with this certificate? _________
7. She was seen by me regarding this illness/injury on:						
8. What medical follow-ups, if any, are occurring related to this illness/injury?
________________________________________________________________
9. Is there any other information the district should consider with regard to XXX medical condition as it relates to her duties as teacher and a workplace accommodation?
																										
For informational purposes, this is to make you aware of the availability for employees of the Employee and Family Assistant Program (EFAP).
Name of Attending Physician (please print) 								
Address 							 Postal Code 				
Phone 					 Date 					
Signature 									
[bookmark: _GoBack]The information in this report is considered confidential.  
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