
Employee’s Name:   _______________________________________________________

Employee’s Position:   _____________________________________________________

Based on the employee’s current condition and the information provided in the attached job description, please provide the following information:

1.
Is the employee physically able to perform all of the essential functions listed above on a full time basis?  Yes [ ]     No [ ]

2.
If no, please describe any limitations.


__________________________________________________________________
__________________________________________________________________
__________________________________________________________________


a.
Have you and the employee, after consultation, determined there is
reasonable accommodation available which could permit the employee to

perform the essential functions of the job?   Yes [ ]   No [ ]

b. If yes, please describe such reasonable accommodation(s).

____________________________________________________________________________________________________________________________________________________________________________________

3.
Does the employee’s present condition currently pose a significant risk (i.e. a high 
probability of substantial harm) to the health or safety of the employee or others?  
Yes     No

4.
If yes please provide the following information:

a. The duration of the risk:

____________________________________________________________________________________________________________________________________________________________________________________

1

b. The nature and severity of the potential harm:

____________________________________________________________________________________________________________________________________________________________________________________

c. The likelihood that the potential harm will occur:

____________________________________________________________________________________________________________________________________________________________________________________

d. How imminent is the risk of potential harm?  (Does the employee’s condition present a current risk or a risk at some time in the future?  If a future risk is involved, please state, if possible, when the risk will present itself.)

____________________________________________________________________________________________________________________________________________________________________________________

e.
Is any reasonable accommodation available (e.g. work limitations, safety


devices, workplace modifications, etc.) which could eliminate the risk or 


reduce the probability or severity of he potential harm to an acceptable


level?

____________________________________________________________________________________________________________________________________________________________________________________

Please provide any additional information that you feel might be helpful:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I certify that the above information is based on my reasonable medical judgment and the most current medical knowledge and/or the best available objective evidence regarding the condition of the employee.

_____________________




________________________

Date






                                        Physician Signature
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