
ILLINOIS STATE UNIVERSITY 
HUMAN RESOURCES 

MEDICAL INFORMATION REQUEST FORM 
CONFIDENTIAL 

 

 
RE:              
     (Applicant/Employee Name) 

 
 

Dear Health Care Provider: 

The above named applicant/employee has requested an accommodation under the Americans with 

Disabilities Act. (ADA) based on their disability/medical condition.  

The employee’s request for an accommodation cannot be processed without the requested information. 

It would be greatly appreciated if you could provide this information as soon as possible. Please contact 

me if you have any questions or concerns.   Thank you in advance for your assistance.  

Sincerely,  

Michael Hurt 
Assistant Director, Employment Accommodations 
 
 

1. What is the employee’s diagnosis?  

 

2. Does the condition substantially limit a major life activity?  If so, how?  

 

 

  

3. Describe the nature and severity of the employee’s impairment.  

 

  

4. Is this impairment short-term or long-term?  

  

5. If short-term, what is the duration of the impairment?  (If unsure how long condition will 

last, please give your best estimate.)  

  



 

6. If long-term, describe the long-term impact of the impairment.  (If unsure how long 

condition will last, please give your best estimate.)  

  

 

7. List medications (over-the-counter and prescribed) that employee takes for the impairment 

and/or prosthetic devices used.  

 

 

 

8. What are the side effects of the medication as it relates to employees job/testing? 

  

 

What accommodations does the employee require to perform the essential job functions of their position, 

or complete employment exam? 

 

 

 

__________________________________                     ______________________________ 
Physicians Signature     Date 
 

 


