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Applicant ADA Accommoda�on Request 

This form is to be completed by applicants/candidates reques�ng ADA accommoda�on, if you 
are a current UToledo employee please click here to request a workplace accommoda�on.  

Full Name* 

Email address* 

Phone Number* 

Title/Job applying 
to*  

Department*  

Campus*  Main Campus   Hospital/Health Science Campus   Other 

Hiring Manager 

Iden�fy the physical and/or mental impairment(s) that substan�ally limits one or more daily 
ac�vi�es for which you are reques�ng an accommoda�on and include the date of diagnosis. * 

Expected dura�on of 
the impairment(s)? 

Explain what barriers you experience that are associated with the impairment(s) listed above as it 
relates to performing the essen�al func�ons of the posi�on. Or state an�cipated barriers that you 
foresee, which would impact performing job du�es. Be as specific as possible in your descrip�on of 
func�onal limita�ons associated with your medical condi�on(s). * 

https://forms.office.com/r/LG2UbAs3pm
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List the accommoda�ons(s) you are reques�ng in order to perform the essen�al job func�ons. * 

Add any comments you feel may be helpful in our considera�ons of your request. 

Medical verifica�on 
of the impairment(s): 

 Atached   Not Atached^    

^Explana�on for 
above ques�on 

Medical Inquiry and Release Form 

Ques�ons or Concerns?  
Reach out to HR Compliance at  hrcompliance@utoledo.edu or 419-530-4747 
Fax: 419-530-1496 

Attach medical verification document or other supporting documents in email after clicking submit

https://www.utoledo.edu/depts/hr/eeo-aa/docs/Medical-Inquiry-Form-ADA.pdf
mailto:hrcompliance@utoledo.edu
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