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Minnesota State University, Mankato 

Employee Reasonable Accommodation Request Form 
 

The purpose of this form is to assist MSU Mankato in evaluating reasonable accommodation requests by 
employees.  Please return the completed form to Human Resources, 336 Wigley Admin. 

 
 
_________________________________________  _______________________________________ 
Name of MSU Employee (Last, Middle, First)   Department/College 
 
_________________________________________  _______________________________________ 
Employee Job Title      Phone Number 
 
_________________________________________  _______________________________________ 
Immediate Supervisor      Work Schedule 
 
Name(s) of Health Care Providers (attach additional sheets if necessary): 
 
_________________________________________  _______________________________________ 
Name        Phone Number 
 
_________________________________________  _______________________________________ 
Name        Phone Number 
 
_________________________________________  _______________________________________ 
Name        Phone Number 
 
TO BE COMPLETED BY THE EMPLOYEE: 
 

1. Identify and describe the physical, sensory or mental condition which is the basis for your request for 
reasonable accommodation: 
 

 
 
2. What major life activity is substantially limited by your condition: 

 
 

 
3. Attach a copy of your position description and identify and describe the essential function(s) of your job, 

which you are unable to perform due to the limitations from your condition: 
 
 

 
4. Identify and describe the reasonable accommodation(s) you believe are needed to enable you to perform 

the essential functions of your job properly and safely, including special equipment, changes in the 
physical layout of your work area, or other accommodations: 
 
 

 
5. Identify the names, addresses and telephone numbers of physicians, therapists, psychologists or other 

health care providers who have information or documentation concerning your condition or your need for 
reasonable accommodation: 
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AUTHORIZATION TO RELEASE PROTECTED PERSONAL HEALTH INFORMATION 

 
I, ____________________________, hereby authorize __________________________ to disclose my Protected 
   (print name)                                                                                                                     (provider or health plan) 
Health Information to __________________________________________ as described in this authorization. 
                                    (college/university name and address)  
 

1) The person or class of persons authorized to provide the information is:  __________________________ 
 
____________________________________________________________________________________ 
 (name or describe employees of provider/health plan who can release the information) 

 
2) The person, organization, or class of persons authorized to receive and use the information:___________ 

 
____________________________________________________________________________________ 
 (college/university HR office and/or staff members) 

 
3) The information that may be used or disclosed is (check all that apply): 

□ Medical information from the following doctor, clinic, or hospital: ___________________________ 

____________________________________________________________________________________ 

□ Information held by the Health Insurance Plan concerning payment of claims. 

□ Other.  Please specify: _______________________________________________________________ 

____________________________________________________________________________________ 

 
4) Right to revoke:  I understand that I have the right to revoke this authorization at any time by notifying  

 
the ___________________________________ in writing at  ___________________________________. 
      (provider/plan)                                                                                                                         (provider/plan address)  
I understand that the revocation is only effective after it is received and logged by the provider/plan.  I 
understand that any use or disclosure made prior to the revocation under this authorization will not be 
affected by a revocation. 

 
5) I understand that, after this information is disclosed, federal law may not protect it and the recipient might 

 
redisclose it. I also understand and agree to hold _____________________________________________,    
                                                                               (provider/plan)                                                      

______________________________ or their agents and subcontractors harmless if information is redisclosed. 
 (college/university name)    

6) I understand that I am entitled to receive a copy of this authorization. 
 

7) I understand that this authorization will expire on ___________ or under these circumstances:_________ 
                                                                                                                               (date) 
____________________________________________________________________________________. 

 
8) This is an authorization to provide an employer with protected health information.  The Covered Entity 

(provider or plan) may not condition treatment, payment, enrollment, or eligibility for benefits on whether 
the Covered Person signs the authorization when the prohibition on conditioning of authorizations 
applies.  An authorization can be conditioned, in part, on: health plan eligibility, enrollment and 
underwriting; and the provision of health care that is solely for the purpose of creating protected health 
information for disclosure to a third party [164.508 (b) (4)]. 

 
Signature of Covered Person: _____________________________________________ Date ______________ 
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Personal Representative.  I represent and warrant that I am the Personal Representative for the Covered 
Person specified above and am signing this form in my capacity as Personal Representative. 
 
Describe your authority or relationship to the Covered Person:______________________________________ 
 
________________________________________________________________________________________ 
 
 
Signature of Personal Representative________________________________________ Date _____________ 
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