
 

ADA Leave Request Form 
 

Form to be completed by a medical professional 
 

 
 

Employee’s full name (please print):  
 

 
For reasonable accommodation under the ADA, an employee has a disability if he or she has an impairment 
that substantially limits one or more major life activities or a record of such an impairment. The following 
questions may help us to determine whether our employee has a disability: 
 

 

 

Yes  ◻ No  ◻ Does the employee have a physical or mental impairment?   

 

 
If yes, what is the impairment or the nature of the impairment? 
 
 

Answer the following question based on what limitations the employee has when his or her condition is in an 
active state and what limitations the employee would have if no mitigating measures were used. Mitigating 
measures include things such as medication, medical supplies, equipment, hearing aids, mobility devices, the 
use of assistive technology, reasonable accommodations or auxiliary aids or services, prosthetics, learned 
behavioral or adaptive neurological modifications, psychotherapy, behavioral therapy, and physical therapy. 
Mitigating measures do not include ordinary eyeglasses or contact lenses. 
 

 

Does the impairment substantially limit a major life activity as compared to 
most people in the general population? 
 
Please describe the employee’s limitations when the impairment is active. 
 
 

Yes  ◻ No  ◻ 

 
 
 
 
 
 
 
 

 

If yes, what major life activity(s) (includes major bodily functions) is/are affected? 
 

◻ Bending  
◻ Breathing 
◻ Caring For Self 
◻ Concentrating 
◻ Eating  

 

◻ Hearing  
◻ Interacting With Others 
◻ Learning 
◻ Lifting 
◻ Performing Manual Tasks 

 

◻ Reaching 
◻ Reading 
◻ Seeing 
◻ Sitting  
◻ Sleeping 

 

◻ Speaking 
◻ Standing 
◻ Thinking 
◻ Walking 
◻ Working 

 

◻ Other: 
(describe) 

 

 



 
Major bodily functions: 

 

◻ Bladder 
◻ Bowel  
◻ Brain  
◻ Cardiovascular  
◻ Circulatory 

 
 

◻ Digestive  
◻ Endocrine 
◻ Genitourinary  
◻ Hemic 
◻ Immune  
 

◻ Lymphatic 
◻ Musculoskeletal 
◻ Neurological  
◻ Normal Cell Growth 
◻ Operation of an Organ 

 

◻ Reproductive 
◻ Respiratory  
◻ Special Sense Organs & 

Skin 
◻ Other: (describe) 

 
If you believe your patient has a disability or an impairment that substantially limits one or more major life 
activities or a record of such an impairment, please specify suggestions regarding possible accommodations 
that could assist with job performance. 
 
______________________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
 
Additional information: 
 
______________________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
 
Kindly return the completed form to Scituate Public School District, 606 Chief Justice Way, Scituate, MA  
02066. Via confidential fax: (781) 545-6291 or email: hr@scit.org. 
 
If you have any questions, please contact me directly at: (781) 545-8759  ext. 23303.  Thank you for your 
assistance. 
 
Sincerely, 
 

Bonnie L. Donohue 
Bonnie L. Donohue 
Director of Human Resources 
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