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Medical – Order for Medical Examination

(COPY TO AGENCY LETTERHEAD)


Date



CONFIDENTIAL

Name
Address
City, State, Zip Code

Dear Mr./Ms. (Last Name):

You are employed as a (position title).  It is your responsibility as a (position title) to (briefly describe responsibilities).  The essential functions of your position include (describe essential functions).

Your recent job performance demonstrates that you may be unable to perform the essential functions of your position for medical reasons.  You have been employed in this position for (length of time).  During that time, your performance evaluations reflect that you have been performing satisfactorily.  Within the last (time period), your performance has dramatically changed.  (Describe behavior that prompted this letter.)

The State Personnel System Rules provide that an employee may be referred for a medical examination at the employer’s expense to determine whether the employee is medically fit to perform his or her job.  See State Personnel System Rule R2-5A-B603(D)(3).

You have been scheduled for an appointment with Dr. (Name) on (date), at (time).  Dr. (Last Name) is located at (address) and (his/her) telephone number is (area code and phone number).  The time for this appointment and travel to and from the examination is considered work time, so there will be no deduction from your sick leave or annual leave.  Transportation can be provided at no cost upon request.

After the examination, Dr. (Last Name) will provide the agency with a report indicating whether, in (his/her) opinion; you are able to perform the essential functions of your position as a (position title).  This information will be reported to me and shared only with those who have a need to know.  No information concerning this medical examination, including this letter, will be placed in your personnel file.





Your failure to appear for this examination will be considered insubordination, refusal to follow a direct work order, and may result in disciplinary action up to and including dismissal from State employment.  See State Personnel System Rule R2-5A-501.

Sincerely,



(Name of Approving Authority)
(Title of Approving Authority)


I, ________________________________ acknowledge receipt of this Order for Medical 
    (Employee Signature)

Examination on ___________.
                                (Date)

cc:	Employee Medical File
