



October 14, 2025

SENT VIA ELECTRONIC MAIL TO EMPLOYEE/PATIENT [Employee Email]

Dr. _________________________________ 
Address: ________________________________________
_______________________________________________
_______________________________________________
_______________________________________________
Phone: ________________________________

RE: DISABILITY INTERACTIVE PROCESS: SUPPLEMENTAL MEDICAL QUESTIONNAIRE REQUEST

Dear Dr. ___________________________:

Foothill-De Anza Community College District (FHDA) is requesting your assistance in obtaining information needed to explore reasonable accommodations for your patient, [Employee Name], in compliance with the requirements of Title I of the Americans with Disabilities Act (ADA) and the Fair Employment and Housing Act (FEHA) and consistent with the goals of the FHDA to assist disabled employees to remain at work with reasonable accommodations.

FHDA is currently engaging with your patient to discuss reasonable accommodations that can be implemented to support them to perform the essential functions of her position fully and safely. As part of this process, we would appreciate your assistance to help us ensure we have a full and correct understanding of all work restrictions/functional limitations or leave needs that may need accommodation to support your patient.

We respectfully request you complete the attached Medical Questionnaire Form. Please note that as part of this process, we are only seeking a listing of work restrictions/functional limitations and their duration, if any. Please do not provide any information pertaining to medical condition, diagnosis, or treatment.



Please return the completed questionnaire within 10 calendar days to your patient, Employee Name.

Thank you for your assistance in this matter. As further decisions regarding accommodation are pending your reply, I look forward to your response as soon as possible. Please contact me if you have any questions regarding the information above at browntony@fhda.edu or (650) 949-6284.


Sincerely,

Tony Brown
Director, Human Resources, Equity and Compliance

cc: [Employee Name]
     HR ADA File

Enc.: Medical Questionnaire, [Employee Name] Job Description/duties, Medical Waiver Release
[image: A black and white logo with a tree and a blue circle
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12345 El Monte Road
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Supplemental Questionnaire
Dr. _____________________________
Patient: [Employee Name]
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Date of Examination: ___________


SUPPLEMENTAL MEDICAL QUESTIONNAIRE


I have reviewed the Job Description for [Employee Name] position of [Job Classification, Title] and can provide the following clarification (Check boxes and insert text as appropriate):  
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 determine whether an employee has a disability.
[bookmark: _Int_8dqR3Pmm]1.	Does the employee have a physical or mental impairment?  		Yes  ¨	No  ¨
2.	If yes, what is the impairment or the nature of the impairment?






Note: Reasonable medical documentation may include a description of physical or mental limitations that affect a major life activity. Disclosure of the nature of the disability is not required. (2 Cal. Code Regs., tit 2 § 11069(d).)
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.

	
3.       Does the impairment substantially limit a major life activity as compared to most people in the general population?

Note: Does not need to significantly or severely restrict to meet this standard. It may be useful in appropriate cases to consider the condition under which the individual performs the major life activity; the manner in which the individual performs the major life activity; and/or the duration of time it takes the individual to perform the major life activity, or for which the individual can perform the major life activity.
	Yes  ¨
	No  ¨

	
	OR

Describe the employee’s limitations when the impairment is active.




	
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: _________________________________________________________________




4. What limitation(s) is interfering with job performance or accessing a benefit of employment?






5. What job function(s) or benefits of employment is the employee having trouble performing or accessing because of the limitation(s)?






6. How do the employee’s limitation(s) interfere with her ability to perform the job function(s) or access a benefit of employment?







7.	Please use the space below to include any additional information that you believe would be helpful to the interactive process for this employee.




Signature	Date


Print Physician’s Name	Physician’s License Number


PLEASE RETURN A COPY OF THIS FORM VIA Email: browntony@fhda.edu or FAX: 650-949-2831, ATTN: Tony Brown
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