MEDICAL REVIEW
County of Pulaski, Indiana
an Equal Opportunity Employer
Please type in gray area for responses to all questions.
I have reviewed the medical qualifications of       and I understand he/she is being considered for OR holds the position of      , of which Pulaski County has provided a job description that details job duties and requirements.

1. Are there functions of the job the individual cannot perform?   Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

(If yes, please explain the medical and/or factual basis for your answer:)

     
2. Are there any functions of the job that the individual can perform only by posing a direct threat (i.e. a significant risk of substantial harm to self and others)?    Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

(If yes, please explain the medical and/or factual basis for your answer:)

     
3. In determining that there is a significant risk or high probability of substantial harm to the individual should he/she perform the function in question, I have considered:
a. the duration of the risk



Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

b. the nature and severity of the potential harm





Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

c.
the likelihood that the potential harm will occur





Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

c. the imminence of the potential harm




Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

4. Does the individual have a physical or mental limitation that would prevent the individual from performing the functions of this job or would pose a direct threat to the health and/or safety of self or others?    Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

(If yes, please explain the medical and/or factual basis for your answer:) 

     
5. Has the individual suggested any accommodation(s) that would allow him/her to perform the function without any significant risk?    Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

(If yes, please explain the accommodation[s] that has been suggested:)

     
6. Do you believe the accommodation(s) suggested would allow the individual to perform the functions without significant risk?    Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

(If yes, please explain the medical and/or factual basis for your answer:) 

     
7. Are you personally aware of any accommodation that would allow the individual to perform the functions without significant risk of harm to self or others?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

(If yes, please explain the accommodation[s]:)

     
8. I have conducted a  FORMCHECKBOX 
 physical   FORMCHECKBOX 
 mental examination of the individual, and determined that he/she is  FORMCHECKBOX 
 or is not  FORMCHECKBOX 
 fit to perform all of the essential functions of the job.
Certification of medical provider who conducted examination:

Name:       
Date:       
Signature:       
Phone:  (     )      
This form is to be returned directly to:       
This document is prepared for exclusive use of Waggoner, Irwin, Scheele & Assoc., Inc., and shall not be duplicated without written consent. (2011
    L-3

