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MEDICAL VERIFICATION FOR DISABILITY ACCOMMODATION 

CONSIDERATION  
 
 
TO: Treating Physician or Practitioner 
 
 
Our employee,       ,  has informed us that you are 
treat ing h im/her  for  a ser ious medical condi t ion which may be cons idered a d isabi l i t y.  
 
As a condi t ion of  request ing an accommodat ion for  a ser ious health condi t ion,  the 
employee must have h is/her phys ic ian provide medical ver i f icat ion of  th is d isabi l i t y.   
For  our mutual convenience,  please complete th is  standardized form. This informat ion 
must be returned before the in teract ive process wi th the employee can begin.  
 
 
1.  Employee’s  Job T it le:           

2.  Date of  Most  Recent Phys ical  Examinat ion:         

3.  W ith respect  to your unders tanding as to what  are the employee’s essent ia l  job 
funct ions,  p lease check the source(s)  where you received your  information:  

 
  Col lege job descr ipt ion 
  Discuss ion wi th the employee’s  supervisor  
  Discuss ion wi th the employee 
  Other  -     
                   Please expla in:           
 

 

Please indicate the exact  restrictions AND duration that  these l imitations will  be 

in place for the employee.  
  

 
Physical Limitations 

 
Ful l  Restr ic t ions/  

Durat ion 

 
Part ia l  

Restr ict ions/  
Durat ion 

 
No Restr ic t ions 

Sedentary-L if t ing 0 to 10 pounds    

Light-L if t ing 10 to 20 pounds    

Moderate-Lif t ing 20 to 50 pounds    

Heavy-Lif t ing 50 to 100 pounds    

Pul l ing/Pushing, Carrying    

Reaching or work ing above 

shoulder  

   

W alk ing (hrs .)     

Human Resources  
 



 
 

 

Physical Limitations 
 

 

Ful l  Restr ic t ions/  
Durat ion 

Part ia l  
Restr ict ions /  
Durat ion 

No Restric t ions 

Standing (hrs .)     

Sit t ing (hrs .)     

Stooping (hrs .)     

Kneel ing (hrs .)     

Repeated Bending (hrs.)     

Climbing (hrs .)     

Operat ing a motor  vehic le,  crane,  

trac tor,  e tc.  

   

Exposure L imitat ion (Spec if y)   

 
OTHER LIMITATIONS (specify) 

 

 
 
 I  hereby cert ify that  the foregoing facts are t rue and correct,  and are executed  
 
under penalty of perjury in     ,  California this     
 
day of     ,  20  .  
 
  
             
*  Signature of  Treat ing Phys ic ian or  Pract i t ioner   Date 
 
 
             
Pr int /Stamp Name of  T reat ing Phys ic ian or Pract i t ioner  Phone Number  
 
 
                      
Address of  Treat ing Phys ic ian     Fax Number  
 
 
* “Treating Physician or Practitioner” is intended to mean Primary Care Physician, Urgent Care Physician, Emergency Room 
Physician, Physician’s Assistant, Specialist, etc. 
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