


If so - are there any essential functions the employee is not able to perform? (Answer after reviewing job description, or, if none provided,  
 
after discussing with employee) _____________________________________________________________________________________ 
 
Will the employee need to attend follow-up treatment or appointments because of                                                                    Yes     No 
the employee’s medical condition?                
 
If yes – Estimate treatment schedule, if any, including the dates of any scheduled appointments and the time required for each  
appointment, including any recovery period:_________________________________________________________________ 
Does the employee require other medical accommodations? If yes, please describe:                                                                 Yes    No 
 
 
 
 

 
 
Name of Health Care Provider:_______________________________________     Specialty:________________________________ 
 
 
Address_______________________________________________________________  Phone Number: ______________________ 
 
 
My Signature below verifies that the information provided above is true and accurate.        Fax Number:  _______________________ 
 
 


