
 
 

CONSENT FOR RELEASE OF INFORMATION 

 

I, ______________, hereby authorize and consent to the release of medical and health care information from my health care 

provider, _______________________, to _____________, _____________Service District No. ___, [Add Contact 

Information].   

 

This authorization and consent is for the purpose of determining the availability of reasonable workplace accommodations. 

This Consent authorizes you to discuss my health condition with the above contact person and to provide any medical 

information or records reasonably necessary to evaluate the availability of a reasonable workplace accommodation. 

 

I understand that signing this release is voluntary; however, if I do not provide this information, the School District may 

not provide me with an accommodation.  

 

My consent is valid until such time that I terminate, in writing, such consent. I understand that I can revoke this consent at 

any time so long as I provide a written and dated revocation of such consent to the School District at least 5 days prior to 

revocation. 

 

 

___________________________________  _______________ 

Employee’s Signature     Date 
 
 

TO BE COMPLETED BY THE PHYSICIAN OR CARE PROVIDER  

This Medical Information Request form is to be completed by the employee’s health care provider.  Employees are to 

provide a copy of their job description to their provider and have the provider provide the information sought below.  All 

documents, including the employee’s job description, must be attached to this form. 

 

To initiate a request for reasonable accommodations, employees must provide current documentation of a disability. As the 

employee’s physician or care provider, you are asked to provide the information sought below.  Please provide answers on 

a separate sheet.  
 

Before providing the information below, please review the employee’s job functions and other information relevant to the 

employee’s job. If those materials have not been provided, please contact the employee and let him or her know you cannot 

complete this form without those materials. Thank you for your assistance. 
 

1. Please describe the nature, severity and duration of the employee’s physical or mental impairment/disability. 

2. By reviewing the attached information concerning the employee’s job duties, please describe the effect or 

limitations the impairment has on the employee’s ability to perform the job duties, if any. 

3. Are there any activities or situations that should be avoided or that would present a health or safety risk to the 

employee or others due to the impairment and, if so, what activities or situations? 

4. The employee has requested the following accommodation:  _______________________________________ 

________________________________________________________________________________________.   

5. Please substantiate whether the above requested accommodation is needed and, if so, why.  

6. Please offer any suggested accommodations that might enable the employee to perform his or her job duties: 

 

Thank you for your assistance in providing this information so that we may assess the employee’s request. Please 

sign below. 
 

 

 

Signature of physician or care provider Date 
 

 

Provider name (please print) Telephone Number 
 


