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LOUISIANA DEPARTMENT OF JUSTICE 
ADA ACCOMMODATION REQUEST FORM 

 
FOR COMPLETION BY EMPLOYEE 
 
Employee’s Name: _______________________________________ 
 
 

Authorization for Release of Medical Information 
 
I authorize my Healthcare Provider to release medical information that is specifically related to and necessary for my employer to 
determine whether I have a disability for which an accommodation(s) may be needed. I authorize my Healthcare Provider to speak 
directly to my Agency ADA Coordinator in regards to my medical condition and its effects upon my ability to perform the essential 
functions of my job. I understand that I may refuse to sign this Authorization. However, I understand that my failure to permit these 
disclosures may impact my employer’s ability to fully address my request for accommodation. 
 

Employee’s Signature:  _____________________________________________ Date:  _______________ 
 

 
FOR COMPLETION BY HEALTHCARE PROVIDER 
 
SECTION 1: Determination of Employee’s Disability Status  
For reasonable accommodation under the Americans with Disabilities Act (ADA), an employee has a disability if he/she has an 
impairment that substantially limits one or more major life activities or has a record of such an impairment. The following 
information may help to determine whether an employee has a disability: 

 
Does the employee have a medical condition? 
 
  Yes (proceed to section A. below)         No (discontinue completion of form) 
 

A.  What is the impairment or the nature of the medical condition?________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 

  
When did the condition start? ______________________   
How long is the condition expected to last? _____________________ 

 

B.  Does the medical condition substantially limit a major life activity? 
 

 Yes   No 
 

C. What major life activity(s) and/or major bodily function(s) is limited?  
 

 Major Life Activities: 
 Bending  Eating  Lifting   Seeing  Standing 
 Breathing  Hearing  Performing Manual Tasks  Sitting  Thinking 
 Caring for Self  Interacting with Others  Reaching  Sleeping  Walking 
 Concentrating  Learning  Reading  Speaking  Working 
 Other:   

 

CONFIDENTIALITY STATEMENT: 
A request for accommodation, including medical 
and other relevant information, is privileged and 

may only be released as appropriate to 
individuals with a business need to know. 
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 Major Bodily Functions: 
 Bladder  Circulatory   Hemic  Neurological  Respiratory 
 Bowel   Digestive  Immune  Normal Cell Growth  Special Sense  

       Organs & Skin  Brain  Endocrine  Lymphatic   Operation of an Organ 
 Cardiovascular  Genitourinary  Musculoskeletal  Reproductive 
 Other:   

  
D.  Describe any functional limitations caused by the medical condition:_____________________________ 

_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 

 
SECTION 2: Questions to help determine whether an accommodation is needed. 
 

A. What job duties is the employee unable to perform or having difficulty performing?  
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 

 

B.  What accommodation(s), if any, do you recommend for this employee? __________________________ 
 _____________________________________________________________________________________ 

_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 

 
 
Health Care Provider’s Signature: _______________________________________ Date: _____________ 
 

Health Care Provider’s Name (Printed): _____________________________________ 

Practice Specialty: ______________________________________________________ 

Clinic Name: ___________________________________________________________ 

Address: __________________________________________________________________________________ 

Telephone #: ____________________________________ Fax #: ____________________________________ 
 
 

HCP RETURN COMPLETED FORM DIRECTLY TO: 
LADOJ, HUMAN RESOURCES, AGENCY ADA COORDINATOR 

Fax to: (225) 326-6795; or, email to: AdaCoordinator@ag.louisiana.gov   
   



Created 10/19/2021 
 

Louisiana Department of Justice 
Healthcare Provider 

Release to Return to Work Form 
 

LADOJ employees returning from an extended medical absence must submit a release to return to work, completed by 
the treating physician to Human Resources at least one (1) day prior to the requested return to work date when there 
are no restrictions; or, at least three (3) days prior to the employees requested return to work date if the employee may 
only return to work with restrictions or accommodations.  Note:  In some cases, additional time may be required for the 
review and response when restrictions and accommodations are required by the treating physician.  Employees shall not 
return to the office until approval to return is received from Human Resources.  
 
Section A:  EMPLOYEE INFORMATION (LADOJ Employee Completion) 
 

Employee Name: _______________________________ Personnel Number:   ________________________ 
Job Title:    ____________________________________ Division/Section:       ________________________ 

 
Section B:  RELEASE TO RETURN TO WORK (Physician Completion) 
 

I hereby certify that _________________________ is released to return to work in the position (Job Title) of 
___________________________, as follows (select one): 

 
  _____full duty (without restrictions) on (date) ______________________, (OR) 
  _____light duty (with restrictions) on (date) ________________________, and 
 

If the employee has restrictions, list each restriction below 
(include reduced schedule or intermittent leave, if 
applicable): 

For each restriction identified, please identify how 
long each restriction is anticipated to remain in 
effect: 

  
  
  
  
  
  
  
  
Signature of Health Care Provider___________________________________________ Date Signed_____________ 
Printed HCP Name:______________________________________ Phone: _________________________________ 
HCP Address: __________________________________________________________________________________ 

GENETIC INFORMATION AND NONDISCRIMINATION ACT REQUIREMENT 
The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other entities covered by 
GINA Title II from requesting or requiring genetic information of an individual or family member of the individual, 
except as specifically allowed by this law. To comply with this law, we are asking that you not provide any genetic 
information when responding to this request for medical information. `Genetic information' as defined by GINA, 
includes an individual's family medical history, the results of an individual's or family member's genetic tests, the 
fact that an individual or an individual's family member sought or received genetic services, and genetic 
information of a fetus carried by an individual or an individual's family member or an embryo lawfully held by an 
individual or family member receiving assistive reproductive services. 

 
Section C: HUMAN RESOURCES 
 
The request to return to work has been [  ] approved, or [  ] denied; and the employee and Division Director were notified via email 
on ____________date.   Comments: ______________________________________________________________________________ 
____________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________ 

HR Rep Signature _________________________________________  Date ___________________________________ 
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