PHYSICIAN REPORT FOR DISABILITY BENEFITS

(To prevent any unnecessary delays in processing your patient’s claim, all questions must be answered.)

Member Name Social Security #
Date of birth: If pregnant: EDDelivery _____orDeliveryDate _______ Type of delivery
ICD-9 Diagnosis

a. Symptoms:

b. Has patient ever had same or similar condition?

O No O Yes; please state when and describe.
c. Objective findings: Please forward the results of any tests relevant to the diagnosis listed above.
1. Is/Was patient totally disabled on a full-time consistent basis from:  Patient’s job? O Yes O No
Any other work? Oves O No
2. Please furnish exact dates of total disability (unable to work): From — }I}nggyog‘pmm)

3. Please indicate the patient’s expected return to work date:

HISTORY
A. When did symptoms first appear or accident happen: Date

B. Is condition due to injury or sickness arising out of patient's employment?
O No [ Yes; please explain:

TREATMENT
A. Please list all dates of treatment (since previously reported if this is an update):

B. Please indicate the types of treatment (you may provide treatment notes in place of dates and types of treatment):

1 - Medications prescribed:
2 - Type of surgery: 2a - Date of surgery: CPT code:

3 - Therapy:

C. Names and addresses of other treating physicians:

D. Please indicate limitations in activities and how the condition prevents work performance on a full-time consistent
basis:

E. Has patient been in the hospital? ONo [ Yes From_______ through
Name of hospital:

F. Has patient been confined to his/her home?
O No O Yes From _____ through
If yes, give a brief description why:

G. Has the patient reached maximum medical improvement with regard to this disability? ONo OYes
If no, when do you anticipate the patient will reach the maximum medical improvement?

H. Do you have a signed release of information form in the event MESSA needs to contact you for additional information?

Oyes CNo
-over-



PROGNOSIS

Has patient: [0 Recovered; when
O Recovered with restrictions; from through

O improved
OO0 Unchanged
O Retrogressed

PHYSICAL IMPAIRMENT (if applicable) (Class 1-3 relate to patient’s ability to work on a full-time basis consistently.)

[0 Class 1 - No limitation of functional capacity; capable of heavy physical activity. No restrictions. (0-10%)

O Class 2 - Slight limitation of functional capacity; capable of light manual activity. (15-30%)

O Class 3 - Moderate limitation of functional capacity; capable of clerical/administrative (sedentary) activity. (35-55%)
O Class 4 - Marked limitation. (60-70%)

O Class 5 - Severe limitation of functional capacity; incapable of minimal (sedentary) activity. (75-100%)

MENTAL/NERVOUS IMPAIRMENT (if applicable)

[O Class 1 - Patient is able to function under stress and engage in interpersonal relations. (no limitations)

O Class 2 - Patient is able to function in most stress situations and engage in most interpersonal relations. (slight limitations)

[0 Class 3 - Patient is able to engage in only limited stress situations and engage in only limited interpersonal relations.
(moderate limitations)

O Class 4 - Patient is unable to engage in stress situations or engage in interpersonal relations. (marked limitations)

O Class 5 - Patient has significant loss of psychological; physiological, personal and social adjustment. (severe limitations)

Do you believe the patient is competent to endorse checks and direct the use of the proceeds thereof: [ Yes O No
If no, please advise name and address of next of kin:

CARDIAC (if applicable)

(a) Functional capacity O Class 1 (No limitation) O Class 2 (Slight limitation)
(American Heart Assn.) O Class 3 (Marked limitation) O Class 4 (Complete limitation)
(b) Blood Pressure (last visit): /
Systolic Diastolic
REHABILITATION
A. Is patient working to your knowledge? O Yes O No
Is patient a suitable candidate for trial employment? Patient’s job? O Yes O No
Any otherwork? [ Yes O No
If yes, when could trial employment begin?
Patient’s job O Full-time O Part-time
date
Any other work O Full-time O Part-time

i date
If no, please explain:

REMARKS:
Do not sign this form if it was not filled out entirely by your office. No information should be completed by the patient.
Attending Physician (please print) Degree Telephone
Street Address City or Town State or Province Zip Code
Signature TaxID # Date
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