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CONSENT FOR EXAMINATION

 I, _______________________, authorize the Public Health Service (PHS) to conduct the following examination(s) of my reasonable accommodation request.

Medical ____

Psychological ____

Psychiatric ____

The examination may include taking related tests or studies, and being interviewed.  I understand that the professionals performing the examination will communicate their findings pursuant to a limited request by the Department of Labor.  I understand that the information that is collected is to be treated with confidentiality.  However, directly relevant information may be shared with supervisors/managers, others who need to know to address work restrictions and/or accommodation, or with those responsible for emergency treatment.

I consent and authorize obtaining information for the following:

___  

Confirmation that my medical condition is a disability under the Rehabilitation Act, 
as 
amended;

___  
The functional limitation(s) or work related restrictions associated with the stated 
disability;

___  
Why the requested reasonable accommodation is needed;

___ 
Clarification of medical information previously submitted to DOL; or

___  
Recommendations regarding alternative accommodations.

PHS will only request medical information that is directly related to the aforementioned.
I further understand that I have been informed and consent to receive any material and information generated by this evaluation through PHS’s Freedom of Information Office.  I understand that the Department of Labor is the client to whom examiners are responsible. 

I also understand that failing to participate in this evaluation may result in the denial of my reasonable accommodation request.

This release terminates 90 days after the date of the signature below.

________________________________



______________

Employee/Applicant Signature
Date
_________________________________                                      ______________

Witness Signature
Date

A photocopy or facsimile of this form will serve as an original. 
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