<Insert your letterhead here>


[bookmark: Text9]<Enter Date - Spell Month, DD YYYY>

[bookmark: Text1]To:     	<Doctor's Name>
[bookmark: Text2]	<Doctor's Street Address>
[bookmark: Text3]	<Doctor's City, State Zip Code>
[bookmark: _GoBack]
[bookmark: Text4]Re: 	<Employee's Full Name>; Request for Medical Information after Initial DPS-RRA

[bookmark: Text5]Dear Dr. <Doctor's Name>:

[bookmark: Text6]<Employee's Full Name> is currently employed by the Department of Public Safety (DPS) as a <Employee's Current Position> at <division, work unit, or facility>.  <Employee's Full Name> has requested an accommodation under federal and state disability laws as a result of having <indicate medical condition>.  DPS is seeking information concerning <Employee's full name>’s medical condition and to determine his/her ability to perform the essential job functions (EJFs) of a <Employee's Current Position>.

Answer the questions listed below and be specific.  Attached is a copy of the completed Request for Reasonable Accommodation (DPS-RRA) which includes a medical release statement signed and dated by the employee.
1) Does  <Employee's Full Name> have a physical or mental impairment that substantially limits one or more major life activity(ies) such as: 
caring for oneself, performing manual tasks, seeing, hearing, eating, sleeping, walking, standing, lifting, bending, speaking, breathing, learning, reading, concentrating, thinking, communicating, working, and/or the operation of a major bodily function, including but not limited to: functions of the immune system, normal cell growth, digestive, bowel, bladder, neurological, brain, respiratory, circulatory, endocrine, and/or reproductive functions? 
	
2) Describe the nature and severity of the employee’s impairment.

3) Is this impairment short term or long term? 
4) If short-term, what is the duration of the impairment?  If unsure how long the condition will last, please give your best estimate.
5) If long-term, describe the long-term impact of the impairment. If unsure how long the condition will last, please give your best estimate.

6) Provide results of all diagnostic testing, including any functional capacity evaluation, pulmonary function tests, etc. 

7) Which essential job function(s) (copy attached) would be affected by the impairment and to what extent and duration? Please indicate the essential job function(s) you believe (employee) cannot perform due to his/her medical.

Since <Employee's Full Name>‘s Request for Reasonable Accommodation cannot be processed without the requested information, it is very important that you provide this requested information in a timely manner.  A note or letter from the health care provider in lieu of specific answers to the questions above may not provide the necessary information needed to determine if the employee’s medical condition falls within the federal and state disability laws.  

Additionally, the Genetic Information Nondiscrimination Act of 2008 (GINA) (29CFR 165.8(b)(l)(i)(B) prohibits employers and other entities covered by GINA Title II from requesting or requiring genetic information of an individual or family member of the individual, except as specifically allowed by this law. To comply with this law, do 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, results of an individual’s or family member’s genetic tests, fact that an individual or 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 embryo lawfully held by an individual or family member receiving reproductive services. Do not send office visit notes as they may contain medical information not relevant to the Request for Reasonable Accommodation. 

[bookmark: Text7]For questions regarding the EJFs and/or how they relate to <Employee's Full Name>’s condition, you are encouraged to contact <Contact Person's Full Name> at (###) ###-####. Return this document and attachments to:  <Name of Sender, Address> or fax to: (###) ###-####. Thank you in advance for your assistance.

Sincerely,
 


[bookmark: Text8]<Sender's typed full name>
<Sender's Job Title>

Attachments:  DPS-RRA Medical Release Form
                        Essential Job Functions (EJFs)

cc:  <Employee's Full Name>
        File      


	
	

	(Printed Name of Physician)
	

	
	/

	(Signature of Physician)
	(Signature Date)

	

	(Title of Medical Professional)
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