
  
  
  
  
  
  

MMeeddiiccaall  LLeeaavveess  AAddmmiinniissttrraattiioonn  
884400  HHaannsshhaaww  RRooaadd,,  IItthhaaccaa,,  NNeeww  YYoorrkk  1144885500  

Request for Accommodation Based on Disability – Allergies and Environmental Sensitivity 
MMeeddiiccaall  IInnffoorrmmaattiioonn  RReeqquueesstt  &&  VVeerriiffiiccaattiioonn  ffoorr  EEmmppllooyyeeee  RReeqquueessttiinngg  AAccccoommmmooddaattiioonn  

uunnddeerr  tthhee  AAmmeerriiccaannss  wwiitthh  DDiissaabbiilliittiieess  AAcctt  aanndd  NNeeww  YYoorrkk  HHuummaann  RRiigghhttss  LLaaww..  
  

Personal Information 
                                                                                                                                 
 
 Date: ___________________________ 
 
 Name: __________________________________________________________________________  
                                          (Last)                                                      (First) 
 
 
 SS# or Employee ID# ______________________ 
                                                  
             
 Home   Address______________________________________________________________________________ 
                                          (Number &Street) 
    
  _____________________________________________________________________________ 
                              (City)                                               (State)                                                           (Zip) 
 
 

  
To Be Completed By Physician or Other Appropriate Medical Professional: 

  
Briefly describe the nature and severity of the disability: 
 
 
 
 
 
 
 What would be the effect of medication prescribed for this disability? 
 
 
 
 
 
 
 Please describe the impact of the disability on the employee’s work responsibilities: 
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Briefly describe the cause(s) of the allergic reaction or environmental sensitivity: 

 
 
 
 
 
 
 
 
 
 
 
 

Please indicate suggested accommodation(s) of this disability that will assist the employee in performing the essential functions of his/her 
work responsibilities: 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

(IF REQUIRED, PLEASE USE ADDITIONAL SHEETS FOR ANY OF THE INFORMATION REQUESTED ABOVE). 
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   Name of certifying professional:  _______________________________________________________________________________
         (Please Print) 

 
   Title: _____________________________________________________________________________________________________

 
 

   Certification or License # _________________________________________  Telephone # ________________________________
  

 
    Address:  _________________________________________________________________________________________________

(Number &Street) 
 

            _________________________________________________________________________________________________ 
                  (City)                                                                (State)                                                                                   (Zip) 

  
  

  Diagnosis: _______________________________________________  Prognosis: _______________________________________ 
 
 

 (Please Circle):  Is the disability                 Permanent            OR           Temporary 
  

 If disability is ‘temporary’, how long is the condition expected to last?  
                                              ________________ Days  _______________ Weeks ________________ Months 

e Information provided is based on an evaluation that I have completed for this employee. 
              
 
 

 ________________________________________         _______________________ 
              (Signature of Physician)                                                (Date)   

  
RReevviisseedd  66//0088  
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