Lehigh University Medical Information Request and Verification Form 

for Requests for Reasonable Accommodations
Submit to Human Resources

Part I:

Name:      





LIN or Soc. Sec. Number:      
Address:
     
     
Department:       




Phone Number:      
I authorize the release of the information requested on this Medical Information Request Form to Lehigh University, Human Resources Office.

Signature: 





Today's Date:      



Part II:

TO BE COMPLETED BY PHYSICIAN OR OTHER APPROPRIATE MEDICAL PROFESSIONAL

Diagnosis:

Prognosis:

This disability is (check one): 
   Permanent    
Temporary    
If temporary, disabling condition is expected to last:

_____________     Days     Weeks     Months     (Circle one)

Name of certifying professional:

Title:

Certification or License #:

Phone Number:

Address:

Physician’s Statement continued

I verify that the information provided is complete and accurate to the best of my knowledge.
Signature:






Date:

Important Information about Your Accommodation Request

Documentation regarding your accommodation request and communications related to the accommodation will be shared with individuals who need to be involved to accommodate the disability.

Confidential medical information to be kept separate from personnel file.

