
Documenting Disability
Simple Strategies for Medical Providers

“Facilitating applications for 

disability benefits is perhaps the 

single most important intervention 

that clinicians can offer to 

minimize the health risks 

associated with poverty and to 

assure a better quality of life.”

Jim O'Connell, MD, Boston HCH 

Program

This brochure reviews key criteria for 
documenting disabilities in claims for Social 
Security Income (SSI) and Social Security 
Disability Insurance. We hope that this 
brochure and the attached packet of sample 
letters and forms for clinicians documenting 
medical impairments will help healthcare 
providers better understand the Social 
Security Administration’s process for 
evaluating a claimant’s disability and how 
clinicians can provide supporting evidence in 
an efficient and effective manner.





Documenting Disability: 
Strategies & Tips for Medical Providers

i

Table of Contents                Page

Documenting Disabilities: Simple Strategies for 
Medical Providers ................................................................................................................. 1

Appendix A: Letter Writing Guidelines,
                     Samples & Interviewing Tips....................................................................... 14

Appendix B: Sample Forms & 
                Information on Functional Abilities................................................................ 46

Appendix C: Sample Forms for Specific Impairments .................................................... 65

Prepared by GR-SSI Training Curriculum Committee: 
Abby McClelland, Staff Attorney, Neighborhood Legal Services of LA County
Don Medearis, Staff Attorney, Bay Area Legal Aid 
Kate Meiss, Supervising Attorney, Neighborhood Legal Services of LA County
Nancy Rimsha, Directing Attorney, Legal Aid Society of Orange County
Steve Weiss, Staff Attorney, Regional SSI Advocacy Coordinator, Bay Area Legal Aid

Funded by a grant from The California Endowment

Last Updated October, 2010



Documenting Disability: 
Strategies & Tips for Medical Providers

Strategies Summary                          Page  
            

I. Introduction-- SSI and SSDI.............................................................................. ...1

II. The SSI Application Process & Successful Advocacy .................................... ...1

III. SSA’s Five Step Disability Determination Process........................................ ...2
    

IV. Putting It All Together – Tips On SSI Advocacy.......................................... ...8
A.  The Clinician’s Role Is Critical.................................................................... ...8

1.  Gathering and summarizing medical records............................................. ...8
2.  Filling Out and Supplementing Forms Sent by DDS............................... ...9
a. Tips on Completing Mental Health Forms .................................... ...9
3 Narrative Letters Improve Success Rates ................................................. . .9
4 Providing Needed Medical Exams or Treatment ..................................... 10

    B.  Tips for Writing Effective Medical Summaries......................................... 10
    C.  Ethical Concerns Raised by Clinicians .........................................................11

V.  Special Issues Raised by Drug Addiction and Alcoholism..............................11

Endnotes ...........................................................................................................................................12



Documenting Disability:
Simple Strategies & Tips for 
Medical Providers

I. Introduction-- SSI and SSDI

This brochure summarizes and supplements
“Documenting Disability: Simple Strategies for 
Medical Providers,” published by Health Care for 
the Homeless (HCH) Clinicians’ Network (revised 
in 2007).  The 74 page publication outlines key 
criteria for documenting disabilities in claims for 
Social Security Income (SSI) and Social Security 
Disability Insurance (SSDI).
(http://www.nhchc.org/disabilityresources.html)

We hope that this brochure and the attached packet 
of sample letters from clinicians documenting 
medical impairments and other attached forms will 
help healthcare providers better understand the 
Social Security Administration (“SSA”) process for 
verifying disability and how they may provide 
supporting evidence in an efficient and effective
manner.

Supplemental Security Income (“SSI”) and Social 
Security Disability Insurance (“SSDI”) are federal 
programs that provide a safety net (cash aid and 
either Medicaid or Medicare) for individuals who 
are aged, blind or disabled. The medical disability 
criteria are the same for both programs, but the 
non-medical criteria are different. To qualify for 
SSDI, individuals must be linked to a worker with
specified number quarters of employment before 
becoming disabled. SSDI is not based on income 
level or resources.  SSDI recipients generally qualify
for Medicare after they have received SSDI for 24 
months and may also qualify for Medicaid.   

SSI is designed for those who have limited 
income and resources. There is no “quarters” of 
work rule.  The person must be disabled or 

elderly. States, including California, pay a 
supplement to the federal SSI grant. Most 
persons who qualify for SSI are also eligible for 
Medicaid.

II. The SSI Application Process 
And Successful Advocacy

A. The Application Process 
The first step in the application process for 
disability benefits is contacting SSA to schedule 
an appointment to complete the application.  SSI 
benefits can only go back to the date of the 
application, so it is important to call SSA at 1-
800-772-1213 to get a protective filing date. The 
application can be completed at a later date. 

Once filed, SSA forwards applications to 
California’s Disability Determination Services 
(DDS), which determines whether applicants 
meet the federal criteria for disability.  DDS 
sends requests for medical records to all 
identified treating health care providers and 
questionnaires to the applicant regarding daily 
functioning and/or work history.

The SSA defines a disabled adult as “…an 
individual [age 18 or older who is] unable to 
engage in any substantial gainful activity by 
reason of any medically determinable 
physical or mental impairment which can be 
expected to result in death or which has 
lasted or can be expected to last for a 
continuous period of a continuous period of 
not less than 12 months…”

[Children may qualify under different standards.]

The Health Consumer Alliance
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Evidence provided by treating clinicians is 
supposed to weigh more heavily than non-
treating medical sources. DDS need not follow 
up and ensure that all records are sent to them. 
Based on all available evidence, DDS makes an 
evaluation of whether the person meets SSA’s 
criteria for disability. (Described fully in section 
III below). If the application is denied, SSA sends 
a letter of denial to the person. An initial denial of 
benefits may be appealed to SSA for 
“Reconsideration1.” If the claim is still denied, the 
patient may request a Hearing.

B. A Good Application

Many individuals believe that getting on SSI takes 
years. Yet, when properly documented and 
organized, an initial application for benefits may 
be approved quickly within a few months. 
However, without upfront advocacy and 
assistance most applications will be denied. In 
1999, only 1/3 of applications filed nationally 
were approved. This approval rate stands in stark 
contrast to the successful county and private SSI 
advocacy programs that achieve success rates of 
60 to 90% at application. Keys to a successful 
application include:

 Gathering and summarizing all medical 
records; and 

 Identifying needed tests, labs or 
documents to supplement the existing 
records; and 

 Providing clinical based assessments of 
the person’s functional capacity; and 

 Submitting the records/application with a 
good narrative that summarizes the 
medical records and functional capacity 
of the person for DDS.  

This training curriculum focuses on providing 
functional capacity assessments and narrative 
reports for success at the application stage. 

III. SSA’s Five Step Disability         
Determination Process

A. Steps One and Two

Social Security uses a 5-Step process to determine 
if someone is disabled.  The first two steps 
examine: 

 The severity of the disability – it must 
have more than a minimal impact on 
work for the person to qualify for 
disability 

 Whether the person supports them self
through work (known as substantial 
gainful employment); 

Most GR recipients who are disabled will pass 
steps one and two. We therefore focus on steps 
3-5 which are most relevant to clinicians. 

B. Step 3:  Does the Applicant Suffer 
From an Impairment Which Meets
or Equals The Severity of a Listed
Impairment?

SSA’s “Listing of Impairments” 2 (the “Listings”) 
provides specific medical criteria that are 
presumed to be disabling for a variety of 
impairments, organized into different body 
systems.3  If an applicant is determined to possess 
an impairment that meets the criteria in the 
Listings (or is equivalent in severity to) and the 
impairment has lasted or is expected to last at 
least 12 months or result in death, then he will be
automatically approved. At this step, claims are 
frequently denied due to the lack of medical 
evidence that the person’s condition(s) meets the 
Listings. In many cases, a clinician’s clear and 
precise evaluation of an individual’s impairment 
with regard to the Listings is critical to the 
success of an application.

2



Documenting Disabilities
Tips for Medical Providers
Page 3 of 13

As part of any program that attempts to obtain 
benefits at application, and to ensure early 
approval, clinicians who provide evaluations of 
their patients for DDS/SSA should (whenever 
possible) familiarize themselves with the language 
in the appropriate Listing and use that language 
in documentation.  An effective approach to 
completing evaluations is for a clinician to 
compare existing medical records to the criteria 
of the Listings for the relevant impairments.  

As we discuss below, a nurse, social worker, case 
manager, or physician should draft a narrative 
summary of the medical evidence with the 
Listings in mind, comparing the available 
evidence to the requirements of the Listing(s). 
But any report or letter to DDS should be signed 
by a supervising treating M. D. or Ph. D.  The 
attached letters in Appendix A (“App.”) illustrate 
the use of the Listings as a basis for disability 
determination. 

The forms in Appendix C can also be used to 
show how an individual meets a specific Listing. 
If the applicant’s impairment does not meet or 
equal a Listing, the SSA’s definition of disability 
may still be met through subsequent steps (4-5) 
of the administrative process. 

1. Listings Example 

Listings for mental and physical impairments are 
somewhat different.  Below is an example of a 
listing for a physical impairment that indicates the 
required physical symptoms and conditions: 

11.04 Central nervous system vascular 
accident. With one of the following 
more than 3 month post-vascular 
accident: 

A. sensory or motor aphasia resulting in 
ineffective speech or communication: or 

B. significant and persistent 
disorganization of motor function in two 
extremities, resulting in sustained 
disturbance of gross and dexterous 
movements, or gait and station. 4

For physical disabilities the Listings primarily 
contain requirements related to symptoms and 
clinical findings.  On the other hand, most 
Listings for mental health conditions require not
only documentation of symptoms (“Part A”) but 
also specific limiting effects on life activities and 
functioning (“Part B and C”). 5

Social Security evaluates mental limitations with 
regards to four overall functional areas: 

1) Activities of Daily Living 
2) Social Functioning 
3) Concentration, Persistence or Pace and 
4) Episodes of Decompensation.

For the first three areas, a five point scale is used 
to evaluate degree of limitation: None, Mild, 
Moderate, Marked, Extreme (See App. B p. 51 for 
a sample form). Social Security doesn’t say more 
specifically what each of these degrees of 
limitations actually means (e.g., in percentages) 
other than to state that a rating of “none” or 
“mild” will generally result in a finding that a 
claimant’s impairment is not severe. Also, in the 
context of the Listings, a degree of limitation of 
“Marked” or “Extreme” in two of the functional 
areas listed above, will often result in a claimant 
being found disabled, assuming the other 
requirements of the Listing are met. Letter 2 in 
Appendix A, (at page 20 (“p.”)) incorporates these 
concepts into a narrative form. 6

In regard to the fourth area, Episodes of 
Decompensation, a four-point scale is used: 
None, One or Two, Three, Four or More. In the 
Listing context, Social Security talks about 
“repeated” episodes of decompensation, “each of 
extended duration” and this is defined as at least 
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three episodes within a year, each episode lasting 
at least 2 weeks. Social Security says that four 
episodes means there is no ability to do any 
gainful activity.

If it the medical evidence and the clinician’s 
findings match the requirements of the Listings 
the person will be found to be disabled and SSA 
will not consider steps 4 and 5.  If the person 
doesn’t meet the Listing DDS/SSA proceeds to 
steps 4 and 5.

C. Step 4: Can the Applicant do 
Any of Her Past Relevant Work? 

If the patient can perform the functional 
requirements of his/her past work (looking back 
15 years), then disability benefits will not be 
granted.  In making this determination, SSA is 
concerned with the person’s “Residual Functional 
Capacity” (“RFC”). 7 Put simply, SSA must 
determine how the disability impacts the person’s 
ability to work. The completion of 
evaluations/letters on behalf of individuals who 
do not meet the criteria of the Listings is critically 
important to ensuring accurate assessments of the 
person’s Residual Functional Capacity. The 
clinician’s job is to connect the diagnoses and 
impairment to the resulting functional limitations, 
thus indicating the person’s RFC. The summary 
section of Letter 4 illustrates this. (App. A @
p. 25; See also SF Narrative App. A @ p. 37) 

(Physical Functional Capacity) Please refer to 
the forms in Appendix B on functional capacity, 
which can assist clinicians in identifying and 
documenting the persons’ existing functional 
limitations. Letters should include information 
about functional limitations8 and two key 
assessments of physical functional capacity, 
regardless of whether the information is 
requested by SSA:

1) How many hours during an eight hour 
work day an individual can sit, stand, or walk, 
and if they need the option to alternate sitting 
and standing at will. 
2) How many pounds can the individual lift 
frequently (around 2/3 of the time) and 
occasionally (about 1/3 of the time).

If you know that the answers to these two
questions would preclude the patient from doing 
their past work, draw that conclusion explicitly in 
your letter. (See App. A Letter 5 @ p. 27)

(Mental Functional Capacity) The assessment 
of mental residual functional capacity relies on 
whether the patient can do even simple, unskilled 
work on a sustained basis.  Questions to consider 
include whether their condition prevents them
from: 

1) Interacting appropriately with co workers, 
the public or supervisors; or

2) Sustaining focused attention sufficiently
long to permit the timely completion of 
tasks usually found in work settings; or

3) Completing a normal workday or 
workweek without interruption from 
psychologically based symptoms; or 

4) Maintaining adequate attendance. 

When writing a letter, document everything you 
know about the individual’s physical and mental 
functional capacity.  If you know the answers to 
the above-mentioned questions would preclude 
the patient from doing their past work, draw that 
conclusion explicitly in your letter. If you don’t, 
just clearly describe the limits you know about 
the person. (See Letter 4, App. A @ p. 25)

At this step, SSA only looks at whether the 
individual RFC allows them to return to their 
past work.  At Step 5, SSA broadens their inquiry 
to ask whether the individual has (RFC) to do any 
work, taking into account their age, education, 
and work experience.
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D. Step 5:  Can the Applicant 
do Work That Exists in the 
National Economy, Given his 
Residual Functional Capacity, 
Age, Education, and Work 
Experience?

This determination is made based on whether an 
individual has the ability to perform work 
available in the regional or national economy 
based on his remaining functional capacity 
(RFC) and other vocational factors.  DDS 
reviews the person’s medical records, past work 
history, current conditions, and records of 
treatment to see what level of work they can 
perform.  It does not matter if an actual job is 
available for them—the inquiry is about their 
capacity to work. 

SSA divides work into three categories: 
sedentary, light, and medium. In essence, 
describing the physical (exertional) demands of a 
job.  The clinicians’ evaluation of a person’s 
demeanor, physical limitations and ability to 
think clearly are all key to a determination of 
what work can be preformed and whether the 
person is disabled or not. 

If the applicant is able to perform any work
other than their past job, most likely the claim 
will be denied.  If the applicant cannot perform 
work that is available in the national economy, 
then the claim is allowed.  If the patient cannot 
perform any sustained work activity without 
excessive interruptions from psychologically 
based symptoms, the claim should also be 
allowed. 
In very simplified terms, unskilled individuals 
with only physical or non-exertional limitations 
who are unable to perform their past work are 
likely to be approved at the 5th step of the 
analysis if they are: 

1. 50-54 years old and limited to sedentary 
work;9 or 

2. 55-59 years old and limited to light
     work or less;10 or 

3. 60+ years old and limited to 
    medium work11 or less 

The rules are somewhat more lenient for illiterate 
applicants. People younger than 50, who are 
illiterate or unable to communicate in English, 
with past work at the unskilled level (e.g. 
laborers) have an easier time qualifying than more 
educated, higher skilled workers. (See chart on 
next page for an illustration of this). DDS will 
review the records of such a worker to determine 
what level of work they can perform. If they are 
limited to “sedentary” work, they will be found
disabled and granted SSI.

Another way people younger than 50 may be able 
to get benefits is if they can show they are limited 
to significantly less than the full range of 
sedentary work due to physical limitations, or 
more commonly, a combination of physical and 
mental limitations.12

For example, a 48 year old–man with 
degenerative disc disease who must take a 5-
minute break every 15 minutes to alternate 
sitting with standing or vice-versa, will be able to 
do well less than the full range of sedentary 
work, because the number of breaks available in 
the average sedentary job (morning and 
afternoon breaks, plus lunch) wouldn’t be 
enough to accommodate this claimant.

Or, a claimant younger than 50 years old may 
physically be capable of the full range of 
sedentary work, but due to her depressive 
disorder, has a deficit of 20% in the area of 
concentration, persistence, or pace when 
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compared to the average worker. Almost all 
vocational experts will tell you that due to the 
competitive demands of the workplace, such a 
claimant would be unemployable.

1. The “Grids”

Social Security uses set criteria, called the Medical 
Vocational Guidelines13, or “the grids,” to 
determine whether an individual is disabled based 
on their age, their work history, their educational 
level, and their level of residual functional 
capacity.  These grids are only applicable for 
individuals with solely physical impairments and 
exertional limitations.  If an individual has any 
non-exertional limitations, such as those resulting 
from mental impairments or mental functional 
limitations from physical impairments, pain, or 
any treatments or medications, their disability will 
be evaluated individually rather than using the 
grids. The grids can be used to approve a case 
without vocational expert testimony. On the next 
page we provide a summary of the grids.
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Here is a simplified overview of the criteria in the grids, indicating that a claimant may be found disabled if
their work history and education match the level in the relevant square:

Claimant’s Age Residual Functional Capacity

Sedentary Work Light Work Medium Work

60-64 Work History: Skilled 
but no transferable skills 
or less 
Education: High school 
graduate, but permits no 
direct entry into skilled 
work, or less 

Work History: Skilled 
but no transferable skills 
or less 
Education: High school 
graduate, but permits no 
direct entry into skilled 
work, or less 

Work History: Unskilled or 
less
Education: Marginal or less
OR
Work History: None 
Education: Limited or less

55-59 Work History: Skilled 
but no transferable skills 
or less 
Education: High school 
graduate, but permits no 
direct entry into skilled 
work, or less 

Work History: Skilled 
but no transferable skills 
or less 
Education: High school 
graduate, but permits no 
direct entry into skilled 
work, or less

Work History: None
Educational: Limited or less

50-54 Work History: Skilled but 
no transferable skills or 
less
Education: High school 
graduate, but permits no 
direct entry into skilled
work, or less 

Work History: Unskilled 
or none
Education: Illiterate or 
unable to communicate in 
English

Claimant is presumed to 
be NOT disabled

Less than 49 Work History: Unskilled 
or none
Education: Illiterate or 
unable to communicate in 
English

Claimant is presumed 
to be NOT disabled

Claimant is presumed to 
be NOT disabled
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IV. Putting It All Together – Tips On 
SSI Advocacy

A.  The Clinician’s Role Is Critical.

The role of the clinician is vital to a determination 
of disability. The medical evidence that clinicians 
provide through treatment histories, evaluations, 
tests, reports and narrative letters is what will make 
or break an application for disability. Quite simply, 
while vital, the clinician’s role in the SSI application 
process is to provide objective information and 
observations of a patient.  

We recommend a five-pronged approach for SSI 
advocacy in county GR/GA, health, and mental 
health programs: 

 gathering all medical records, and
summarizing them;

 completing DDS forms and avoiding 
consultative exams;

 drafting narrative letters and completing 
forms  that include information regarding 
the person’s functional capacity; and

 when needed, obtaining missing medical 
evaluations or treatment. 

Helping patients with disabilities obtain financial 
and medical assistance is well within the purview of 
health care professionals. Time spent providing a 
current assessment of a patient’s impairments and 
functional limitations may be reimbursed by DDS 
and/or billable to Medi-Cal and can help expedite 
the SSI application process.

1. Gathering and Summarizing 
Medical Records

The first step in assisting an individual with an 
application is to find all medical records within or
outside of the county health system. Simply
gathering and forwarding the records is not the best 
way to get a person off GR and onto SSI. The 

clinician or case manager should review the records
in light of the appropriate listing(s). Summarizing 
the key points will help DDS analysts and may well 
identify a gap—a need for additional testing, 
evaluation, or, even treatment.  DDS analysts may 
get hundreds of pages of records in a single 
application and sifting through them (trying to read
notes) can be daunting.  A summary that highlights 
key findings is invaluable to DDS’ analysts in 
making a determination. A good summary may 
also obviate the need for a consultative 
examination (discussed below). (See the HCH 
letters and SF’s narrative letter template in App. A 
for examples)

When a medical provider who has had a treating 
history with a patient receives a request for medical 
records from DDS, the optimal response is to send 
a letter or evaluation form with the patient’s 
medical records explaining the patient’s diagnosis 
and functional limitations. The attached form titled 
“Medical Source Statement –Mental” is an example 
of the type of evaluation that could be completed 
by clinicians when providing documentation for 
disability benefits claims based on mental 
conditions.  (See App. B @ p. 51; and DDS’ form 
1002 @ p. 47). Although describing a patient’s 
functional limitations can be challenging for 
medical providers alone, working as part of a 
clinical team that includes social workers/case 
managers can facilitate this process. We have 
included a narrative template that San Francisco 
uses as part of their SSI advocacy project which 
includes case workers and clinicians. (See App. A 
@ p. 37)

Moreover, doctors or analysts who work for DDS
routinely rate functional limitations based solely on 
review of records without ever having met the 
applicant.  Any conflict between the information 
provided by the treating doctor and the non-
examining doctor should generally be resolved in 
favor of the treating doctor.  

8
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2. Filling Out and Supplementing 
Forms Sent by DDS 

Forms used by DDS: In addition to the Medical 
Source Statement-Physical, referenced above, we’ve 
enclosed other questionnaires that DDS typically 
sends to treating clinicians in Appendices B and C.  
These include the 1002—the form used by DDS 
when evaluating a person’s mental health. (See 
App. B @ p. 47). It is important for clinicians and 
other staff involved in SSI advocacy to become 
familiar with or review these questionnaires so that 
they become familiar with the limitations that 
Social Security considers.

In Appendix B, we’ve also included the Residual 
Functional Capacity (RFC) forms that the DDS uses 
to establish a claimant’s physical and mental RFC, 
after they review the medical evidence (including, 
hopefully, the letters and questionnaires from treating 
clinicians). 

a. Tips on Completing 
Mental Health Forms

Because many psychologists and psychiatrists are 
trained in a psycho-social rehabilitative approach 
they sometimes do their patient a disservice when
filling out the mental health forms for DDS (such 
as the 1002). Clinicians are sometimes hesitant to 
characterize their patient’s prognosis in a way that 
will negatively affect the patient’s recovery.   

When filling out the 1002 or other forms, especially 
any prognosis sections, it is important to keep in 
mind that DDS is looking at whether this person 
can work---not whether they can live on their own, 
or be released from an institution.  While a
prognosis indicating high functioning might be 
good for the patient in terms of reducing 
hallucinations or other inappropriate thoughts or 
behaviors, or becoming compliant with taking 
medication or returning to society, DDS is simply 
asking about their ability to work.

Therefore, it is important to remember for mental 
health questionnaires what is needed is a 
description of the patient’s prognosis as related to 
their ability to work and maintain employment.

3 Narrative Letters Improve Success 
Rates 

Writing summary letters that detail the person’s 
condition is essential to making and winning a 
claim for SSI. DDS will evaluate all of the medical 
evidence and make the final determination of 
whether the individual meets the disability standard.  
Even in a summary letter, a clinician should not 
make a recommendation or determination of 
whether the individual patient should or should not 
be found disabled. The disability determination is 
solely up to DDS/SSA and the DDS analyst may 
be annoyed by such conclusions. (See section IV. B 
below for tips on effective narratives). 

The Problem of Consultative Exams:  Whenever 
DDS believes that a person’s medical records 
conflict or aren’t clear enough, they will refer a 
person to get assessed by an outside medical 
examiner paid for by SSA called “consultative 
examiners.(“CEs)”   Avoiding the need for CEs 
should be the goal of all SSI advocacy projects.  If a
treating medical provider does not send DDS a 
narrative letter or evaluation form that includes 
functional information the chances are very good 
that the person will be referred by DDS to a 
consultative examination.  

Most consultative examiners are paid so little that 
they cannot afford to spend any real time with the 
patient.  Many spend only 5 or 10 minutes with the 
person.  Rarely do they have access to the person’s 
medical records.   Also, patients often minimize 
their illnesses and try to be on their best behavior 
for the appointment.  As a result, the CEs often fail 
to comprehend the full extent of the individual’s 
impairments.  Yet the CE’s report is relied upon 
heavily by DDS. This often leads to inappropriate 
denials of benefits. 

9
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For this reason it is important that treating 
physicians provide records and submit their 
own letters or forms to the best of their ability to 
avoid the need for a consultative exam. 

4 Providing Needed Medical Exams 
or Treatment 

After reviewing the medical records of a patient, 
the need for further medical evaluations or 
treatment may be apparent. A successful program 
addresses these needs by providing or facilitating 
access to medical services. For instance, with 
mental health claims, especially those that aren’t 
accompanied by a physical illness, or don’t evidence 
repeated institutionalizations or psychotic breaks,
DDS often wants to see to a year of mental health 
treatment.  Ensuring such treatment is critical to 
success.  Such treatment and evaluations may be 
reimbursable by Medi-Cal if timed with a protective 
filing date or the actual date of filing and after a 
successful application. Once approved for SSI, 
Medi-Cal will reimburse for care provided up to 
three months before the date of application.  

Treating medical sources can bill DDS for 
performing a current evaluation14, and may be able 
to bill Medi-Cal retroactively for services provided 
while a claim is pending, including assessment.

B.  Tips for Writing Effective 
Medical Summaries

Narrative letters can be valuable in providing a 
longitudinal picture of a patient’s impairments and 
treatment that a questionnaire or form might not 
give.  It is always important for the clinicians to 
include a discussion/assessment of the patient’s 
limitations in such a letter.  To assist providers, 
App. A contains examples of narrative letters that 
clinicians have written covering many of the most 
frequent condition encountered in the GA or
homeless population.  These materials are taken 
from Documenting Disability by Health Care for 

the Homeless (see p. 1, above). We have also 
included a guide to letter writing used by the San
Francisco Human Services Agency in its GA-SSI 
program.  (See App. A @ p. 37). Below is a brief 
summary of the recommendations regarding 
medical summary letters found in Appendix A @
p. 15.

Review the Listing for the impairment. Good 
narrative letters begin with you reviewing the 
Listings and comparing your clinical findings, notes 
of symptoms, laboratory results to those in the 
listings. 

Be Specific and Thorough Include your history 
with the patient (dates, length, and treatment) and 
the results of any laboratory tests or other 
diagnostic tools. 

Be Candid and describe the severity and duration 
of the illness(es) include all relevant details such as 
age, height, weight, work history. 

Describe Objective Medical Evidence, 
hopefully comparing it to the Listings.

Use Appropriate Medical Terminology and 
Measurements.   The Listings will indicate what 
factors, results, SSA wants to see for an illness.

Always Describe the Person’s Functional 
Limitations even when you think they may meet 
the Listings.  Include observations of their limits 
secondary to their condition and any relevant 
observed behaviors. 

Close With A Summary or the Most Pertinent 
Information and Why the Person Meets a 
Listing or Can’t Work Due to Their 
Limitations and Combination of Impairments.  

Signed by an Acceptable Medical Source Under 
SSA’s rules, to establish impairment, evidence must 
come from certain specific licensed medical 
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sources.15  Some clinicians work with a team 
including social workers or case managers. Case 
managers may write up a narrative summary, but it 
is critical that it be signed by a licensed medical 
provider – not the case manager. (See the template 
narrative letter from San Francisco’s Human 
Services Agency, App. A @ p. 36)

C. Ethical Concerns Raised 
by Clinicians

Some clinicians raise the concern that playing a role 
in the government’s process for determining a 
disabled person’s eligibility for benefits will 
compromise their primary role as health care 
providers.  In resolving this ethical problem, it is 
important to consider the distinction between the 
medical provider’s proper role of supplying 
information of impairments and the SSA’s role of 
determining whether an individual meets the 
administrative/legal criteria for a “disability.” As can 
be seen from the attached packet of sample letters 
(App. A), the role of the clinician is to accurately and 
clearly communicate the medical condition of the 
patient, not to make a determination of whether the 
patient should be considered “disabled.”

Some clinicians also raise the concern that some 
patients may be malingering, exaggerating their 
impairments, or trying to obtain benefits for which 
they are not qualified.  The role of the clinician is 
not to advocate for the claimant or simply 
document the patient’s subjectively reported 
symptoms and impairments, but to report the 
objective clinical evidence of the patient’s 
impairments and the functional limitations
observed an identified by the clinician. 

V. Special Issues Raised by Drug 
Addiction and Alcoholism

If a claimant is found disabled, and there is medical 
evidence of drug addiction or alcoholism (“DAA”), 
Social Security must determine whether the drug 

and/or alcohol addiction is a significant 
contributing factor to the determination of 
disability.  If DAA is a material factor then the 
person will be denied disability. 

In reviewing a case where drug addiction and 
alcoholism may be an issue, Social Security must 
first determine whether a claimant is disabled under 
the 5-step sequential evaluation process without 
attempting to separate out the impact of alcoholism 
or drug addiction. Then, if the claimant is found 
disabled, Social Security must consider whether 
alcoholism or drug addiction is a contributing 
factor material to the determination of disability. 
The claimant bears the burden of proving that drug 
and alcohol addiction is not a contributing factor 
material to his disability. Social Security explains 
how they make the determination, by asking: 16

1. Which of the existing physical or 
mental limitations would continue if the 
claimant stopped using drugs or 
alcohol? Would the claimant be found 
disabled based on the continuing 
limitations?

2. If the person’s remaining limitations are 
not disabling, then drug or alcohol use 
is “material” to the determination of 
disability.

3. If the person’s remaining limitations are 
disabling, then drug or alcohol use is 
not “material” to the determination of
disability. 

Clinicians can and should address the issue of a 
patient’s drug addiction and/or alcoholism in the 
letters they write. 

The form on Interviewing for Alcohol and Drug 
issues provides a guide on interviewing patients to 
gather information that can place the alcohol or 
drug use in context and document the presence or 
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absence of functional limitations during a
claimant’s periods of sobriety. (See App. A @ p. 
45)

Letters 3, 6, 7 and 8 in Appendix A provide 
examples of differentiating the effects of alcohol or 
drug abuse from the functional impairments caused 
by medical impairments. 

Prepared by Health Consumer Alliance July 20; Updated 
October 2010

                                           

Endnotes 
1 In some areas, the reconsideration step no longer exists and 
a person will go straight to hearings. 

2  The Listings area available online at 
http://www.ssa.gov/disability/professionalsbluebook/.

3  The Listings include 14 body systems, along with criteria 
for different disabling medical conditions: 1.00 
Musculoskeletal System;  Special Senses and Speech; 3:00 
Respiratory System;  4.00 Cardiovascular System; 5.00 
Digestive System: 6.00  Genitourinary Impairment; 7.00 
Hematological Disorder; 8.00 Skin disorders: 9.00 Endocrine 
System; 10.00 Impairments that Affect Multiple Body 
Systems; 11.00 Neurological; 12.00 Mental Disorders; 13.00 
Malignant Neoplastic Diseases; 14.00 Immune System 
Disorders

4 See Letter 1 in the attached packet of sample letters to see 
this listing incorporated into a clinician’s letter. 

5  A sample of a mental health listing is included in Appendix 
C at page 61. 
6  See Letters 2 and 7 in the attached packet of sample letters 
to see this listing incorporated into clinicians’ letters.

                                                             

7 RFC is what an individual can still do despite this or her 
limitations, or activity that an individual is able to perform 
consistently during a full work week.  SSA considers a work 
week to be 8 hours a day for /5 days a week.

8  See the packet of clinician letters in Appendix A for 
examples of functional limitation information. 

9 Sedentary Work: Exerting up to 10 lbs of force occasionally 
and/or a negligible amount of force frequently to lift, carry, 
push, pull or otherwise move objects.  This work involves 
mostly sitting but may involve brief periods of walking or 
standing

10 Light Work: Exerting up to 20 lbs of force occasionally 
and/or up to 10 lbs of force frequently and/or a negligible 
amount of force to lift, carry, push pull or otherwise move 
objects.  Even if the weight lifted may be a negligible amount 
a job should be rated as light if it requires walking or standing 
to a significant degree or when it requires sitting most of the 
time but requires pushing and pulling of leg controls or if 
production rate requires constant pushing and pulling 
materials of negligible amounts.  

11 Medium Work: Exerting 20 to 50 lbs of force occasionally, 
and/or 10 to 25 lbs of force frequently, and /or greater than 
negligible up to 10 lbs of force constantly to move objects.

12
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12 Social Security Ruling 96-9p gives information on what 
“less than sedentary” word means.  Available online at 
Http://www.ssa.gov/OP Home/rulings/di/01/S SR 96-09-
di-01.html, SSA indicates that, while rare, an individual under 
age 50 can be found to be capable of less than the full range 
of sedentary work when any of the individual’s exertional 
capacities is found to be less than required to perform a full 
range of sedentary work OR an individual whose exertional 
capacity would direct a decision of “not disabled,” but the 
individual has non-exertional limitations (such as pain, mental 
illness) that narrow the range of potential sedentary work. 

13  Grids are available online at http://www.ssa.gov/OP 
Home/cfr20/4040/404-ap11.htm

14 Payment for purchasing a current exam or testing from a 
treating source: 20 C.F.R. 416.919h
http://www.ssa.gov/OP_Home/cfr20/416/416-0919h.htm

15 These include: Licensed Physicians (medical or osteopathic 
doctors), licensed or certified psychologists, licensed 
optometrists (for visual disorders only), licensed podiatrists 
(for foot or foot/ankle disorders only, depending on whether 
the State in which the podiatrist practices permits practice on 
the foot only or on the foot and ankle), qualified speech 
pathologists (speech or language impairments only).

16 The key factor we will examine in determining whether 
drug addiction or alcoholism is a contributing factor material 
to the determination of disability is whether we would still 
find the claimant disabled if they stopped using drugs or 
alcohol.

1) In making this determination, we will evaluate which 
of the current physical and mental limitations, upon 
which we based our current disability determination, 
would remain if the claimant stopped using drugs or 
alcohol and then determine whether any or all of the 
remaining limitations would be disabling. 

2) If we determine that the claimant’s remaining 
limitations would not be disabling, we will find that their 
drug addiction or alcoholism is a contributing factor 
material to the determination of disability.

3) If we determine that the claimant’s remaining 
limitations are disabling, they are disabled independent of 
your drug addiction or alcoholism and we will find that 
their drug is not a contributing factor material to the 
determination of disability.

                                                             
G:\Docs\KATE\GR-SSI\Training\Final docs\documenting Disability final.doc
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Department of Human Services
Department of Aging and Adult Services

Trent Rhorer, Executive Director

City and County of San Francisco Human Services Agency

                 Gavin Newsom, Mayor

P.O. Box 7988, San Francisco, CA 94120-7988  (415) 557-5000  www.sfgov.org/dhs

Information is weighted by SSA based on source.  Approximate Hierarchy is:
1. Treating MD, Treating Psychologist,
2. Evaluating MD, Evaluating Psychologist
3. Masters level practitioners
4. Medical records
5. Client direct complaint, client descriptions of functioning
6. Family 
7. Friends, associates, neighbors

Clearly identify the source of information. 
Distinguishing whether it was 
 what the client said or described, or 
 what you observed or concluded 
 medical records
 other collateral

State Department of Social Services
Disability and Adult Programs Division
P.O. Box 24225
Oakland CA 94623-9917

RE: Psychological Evaluation of Rachael Delbee
SSN: 000-00-0000
DOB: 0/00/52

Dear Analyst:

Opening Primary goals 
Referral information, note who assessed the client – (name(s) and title, skill 
level), and determined he/she was disabled.  Attempt to demonstrate that 
clients are prescreened prior to meeting you. Only those with disabilities are 
referred for further evaluation. 
I am conducted a psychological evaluation of Ms. Rachael Delbee following her failure in employment 
activities in which she participated as a client in the DHS County Adult Assistance Program (CAAP) 
welfare to work program, the Personal Assisted Employment Services (PAES). 

Dates of Evaluation: 4/14/00 3.0 Hours
44//2211//0000 11..00 HHoouurr

Total Interview Time: 4.0 Hours
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RE: Psychological Evaluation of Rachael Delbee
SSN: 000-00-0000
DOB: 0/00/52 Page 2

Sources of Information:
1. Memo composed by Ms. Francine Austin, MSW, of the SF DPH TB Control Division, directed to 

the South of Market Clinic, intended to refer Ms. Delbee for treatment of depressive symptoms.  
Dated September 26, 1996.  

2. Conversation with Ms. Melissa McChesney, Employment Specialist, providing background 
information regarding Ms. Delbee behavior.  

Tests Administered
1. Semi-structured Clinical Interview
2. Formal Mental Status Evaluation
3. WAIS-3
4. Neurobehavioral Cognitive Screening Examination (Cognistat)

Current Situation: 

Quote the client’s reason he or she is not working now, 
Briefly elaborate on how the condition(s) are limiting and recent 
treatment. 
When asked that reason that she is unable to work, Ms. Delbee stated, “My back bothers me a lot.”  
When asked a series of questions to help her elaborate on her condition she reported that her back 
has bothered her on and off since 1987.  She was unable to identify a precipitant to her back problem.  
She reported that she has trouble sitting or standing for any length of time.  She also complained that 
she has diabetes and she stated, “My sugar is high,” indicating that her condition is not stable. She 
presented a card on which her prescription for Glyburide and Metformin was written.  However there 
were several different dosages noted and crossed out on the card and the dosage Ms. Delbee said 
she took differed from those written on the card.  The correct medication regimen remained unclear. 
Ms. Delbee is followed by Janet Diaz, M.D. at San Francisco General Hospital whom she has seen 
since 1994.  Of note, when asked to name her provider, Ms. Delbee spelled the name because she 
said she was unable to pronounce it. Ms. Delbee complained that she tires easily and has trouble 
following instructions.  She stated, “A lot of times I’m not remembering stuff they tell me.” Ms. Delbee 
reported that she takes Tylenol for her back pain and no other prescription medications other than 
those for diabetes.

Ms. Delbee has begun evaluation and treatment of depressive symptoms with Heli Nikulainen, Ph.D. 
of the PAES Counseling Service.  

Activities of Daily Living: 

Describe the client’s currently living situation, and note any support services 
he/ she may receive. 
Describe basic ADL’s - how a client feeds and clothes him/herself and uses 
free time etc.  

Ms. Delbee reported that she lives in a single room occupancy hotel located at 373 Ellis Street, where 
she has resided for several years.  She reported that she is currently participating in a 3-month 
internship through POWER, a welfare right organization.  She reported that she performs some office 
works that includes answering the phone and typing names into a database.  When asked specifically 
what she had done on one of the mornings prior to the evaluation, she reported that she took a bus to 
a Muni yard where she spoke to a few workfare participants and handed out some leaflets. She 
estimated she spent about 15 minutes at the yard and the remainder of the time on a bus ride to and 
from the location.  She was unable to name the Muni site she visited.  Ms. Delbee reported that she 
prepares simple meals. Her description of her daily activities showed that she has no friends and her 
only social contacts occur in structured settings. 
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RE: Psychological Evaluation of Rachael Delbee
SSN: 000-00-0000
DOB: 0/00/52 Page 3

History of Psychological Treatment

 Symptom history if relevant
 Treatment episodes:  precipitant, TX modality, response to treatment, 

Subjective, e.g. was it helpful, .
Objective,  e.g. any functional changes in client’s life.  

As noted above, Ms. Delbee has begun treatment with Heli Nikulainen, Ph.D. of the PAES Counseling 
Service

A memo dated September 26, 1996, written by Ms. Francine Austin, MSW, of the SF DPH TB Control 
Division indicated that Ms. Delbee was under treatment for tuberculosis.  The memo provided referral 
information to the South of Market Mental Health Clinic (SOM) requesting treatment of Ms. Delbee’s 
depressive symptoms.  The memo notes that Ms. Delbee experienced depression manifested by 
changes in weight, social isolation and feeling of low self-esteem.  She was described as having 
developmental delays in childhood and received intervention through special education. The deaths of 
Ms. Delbee’s mother, father, nephew and grandmother in a period from 1993 through 1996 were 
identified as contributing to and exacerbation of symptoms.  Ms. Delbee reported that the SOM Clinic 
did not accept her for treatment because her symptoms were judged not severe to meet medical 
necessity.  

Ms. Delbee reported that her mother suffered from a mental disorder and received psychiatric 
treatment.  She was unable to provide specific information regarding her mother’s condition such as 
her diagnosis or the type and duration of treatment.  She did recall that her mother reported seeing 
things that were not there and she observed her mother talking to herself.  Her mother’s condition 
resulted in Ms. Delbee’s placement in foster homes in an early age.  

History of Substance Abuse and Treatment

If active substance use, provide as much detail about last use and current use 
pattern as possible. 
Ages of Onset, progression of use pattern, impact on functioning.  
Treatment episodes:  precipitant, TX modality, response to treatment, 
subjective, e.g. was it helpful, .
Objective, e.g. any functional changes in client’s life.  

Ms. Delbee reported that she drinks alcohol beverages rarely and only during social occasions.  She 
recalled that she last had a drink in December 1999.  She denied ever using other psychoactive 
substances.  She demonstrated no behavioral and there is no collateral information that suggests that 
Ms. Delbee drinks or uses other psychoactive substances habitually.  

Family and Social History 

Primary goals 
 Positive and negatives regarding family of origin
 Describe Pre-morbid functioning, highest level of functional abilities in 

terms of capacity for relationships and education (or put ed in voc) .  

Ms. Delbee reported that she was born in San Mateo and raised in San Francisco.  She is the middle 
child in the family with two older sisters and a younger brother and sister.  At the age of five, Ms. 
Delbee and her siblings were taken from the parents and placed in different foster homes. She 
reported that she had little contact with her father during the period she was in the foster care system.  
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RE: Psychological Evaluation of Rachael Delbee
SSN: 000-00-0000
DOB: 0/00/52 Page 4

She explained that he did not pay child support and did not visit his children. Ms. Delbee reported that 
she was in one foster home until about age 14.  She explained that the first foster mother neglected 
her in favor of her genetic offspring.  “They (the Department of Social Services) were giving money for 
me but she’d spend it on her kids.”  In the second home, Ms. Delbee felt she was also treated poorly.  
She stated, “(The foster mother) had handicapped kids.  She’d treat me like I was handicapped.  She 
gave me pills to take.  I didn’t know what kind.”  Ms. Delbee was unable to identify the names or the 
types of medications she was given except to say that one was a birth control pill. She was also 
unable to describe possible behavior problems that may have led to a prescription of psychotropic 
medication.  She stated that she learned later that she had been prescribed birth control pills and 
responded that her first sexual experiences occurred when she was over 30 years old.  

Ms. Delbee reported that she attended a special education classed and graduated high school in 
1971. After the age of 18 she lived with and became a caretaker to her mother. She reported and the 
memo from Ms. Austin notes that Ms. Delbee cared for her father and for her mother until their deaths 
in 1992 and 1993. 

Ms. Delbee reported that she has had no long-term relationships.  She explained, “I thought it was 
because I was not good looking. I felt bad about myself.”  

Vocational History

Primary goals 
 Describe Pre-morbid functioning, highest level of functional abilities in 

terms of capacity gainful activities and education if not in social.  
 SSA is interested in the employment track record for the last 15 years in 

general and the last2 years in detail. 
 Contrast self report with earnings record.
 Note the reasons that client lost or left jobs 

Ms. Delbee reported that after high school, she attended a program she referred to as a “workshop 
handicapped place” that helped prepare her for work. In 1973 she was placed by the workshop in a 
job in the mailroom at the U.S. Mint.  She described her duties as “putting stuff in envelopes, sorting 
by zip codes.”  She reported that she left this position in 1986 when her position was transferred out of 
San Francisco. She was then placed in a job in the Navy Shipyard.  She reported that, in this job, she 
rolled up drawing and filed them.  She complained that she began to experience physical problems 
including problems with her hands, pain in her back and legs, and continual thirst.  She reported that 
she left this position in 1989 because of her physical complaints and because she felt unfairly treated.  
She explained that a co-worker was allowed to work less that she.  She has not worked since 1989.

Medical History 

 Current and past significant medical illness and conditions.  
 Current prescriptions and treatment  (if not in current situation)
 Effect on functioning (if not in current situation)
Ms. Delbee reported that she underwent a hysterectomy in early adulthood which she blamed on the 
birth control pills she was given during adolescence without her consent.  The memo from Francine 
Austin notes that Ms. Delbee underwent a hysterectomy also without her consent at age 20 for 
uncontrolled hemorrhaging.  

Ms. Delbee reported that she was diagnosed with diabetes in the late 1980’s.  
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SSN: 000-00-0000
DOB: 0/00/52 Page 5

Mental Status Exam

Recommend that you keep to a consistent outline regardless of disorder. 
Provide more or less detail as is relevant. 
1. General appearance, Motor behavioral, gait, response to interviewer and 

interview situation, Cognition and Memory  
2. Mood and Affect, Vegetative Signs, Suicidality/ Homicidality 
3. Thought content and Process; perceptual disturbances. 
Ms. Delbee dressed casually for her appointments.  She favored dark earth toned clothes. Ms. 
Delbee’s manner was pleasant and cooperative. She spontaneously answered each question, but her 
responses provided vague information upon which she frequently was unable to usefully elaborate.  

Ms. Delbee’s affect was generally sad and depressed.  When asked to describe her mood on she 
stated, “Okay,” despite obvious signs of depression.  She became tearful at times when describing 
painful memories.  She described anhedonia, “I don’t do much for fun.”  She complained of feeling 
tired and not having energy.  She reported that she has trouble falling asleep and wakes throughout 
the night with difficulty falling back asleep. She estimated her current weight to be 194 lbs. with a 
height of 5’-3”.  She reported that her weight was 180 lbs. earlier in the year and she explained that 
she is eating more because she feels depressed.  Her rate of speech was slowed and her voice was 
soft to inaudible.  At times she needed to be requested to repeat her answers and to speak up in order 
to be heard.  This was most apparent during testing when she was failing repeated items.  She 
fidgeted some as she sat through the interview.  She appeared to become fatigued in the last hour of 
the three-hour session.  Ms. Delbee’s motor behavior was slowed.  Ms. Delbee reported wishing that 
she were death and thoughts about taking her life.  She reported that these thoughts emerge when 
she thinks about her time spent in foster care and the deaths of her mother and father.  She denied 
that she ever formed a plan to commit suicide. Ms. Delbee denied homicidal thought or a history of 
assaultive behavior.  

Ms. Delbee thought flow was somewhat slowed and her thought production was lower than average.  
Her thoughts were well organized and associations were relevant.  She denied experiencing 
perceptual disturbances and she demonstrated no behavior that contradicts this assertion.  She 
demonstrated neither magical nor prominent delusional thinking.  

Test Results

WAIS IS RARELY REQUIRED. It is not often that our client have mental retardation. 

WAIS-3

Full Scale: 67
Verbal: 66 Performance: 76

Vocabulary: 3 Picture Completion: 3
Similarities: 6 Digit Symbol-Coding: 10
Arithmetic: 4 Block Design: 8
Digit Span: 6 Matrix Reasoning: 6

Information: 3 Picture Arrangement: 4
Comprehension: 3 Symbol Search: (10)

Letter-Number Sequencing: (7) Object Assembly: (8)

Neurobehavioral Cognitive Screening Examination (Cognistat)

Level of Consciousness: Alert Construction: N/A*
Orientation: 12 average Memory: 11 average

Attention: 3 moderate Calculations: 3 average
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Language Reasoning
Comprehension: 4 mild Similarities: N/A*

Repetition: 10 mild Judgment: S average
Naming: 8 average

* Sub-test not administered because a more substantive version is included on the WAIS-3

Summary of Test Results
Summarize salient finding.  Focus on dysfunction rather than efforts to overcome limitations.  
Consider the tests as a sample of behavior that demonstrated their ability. 
Descriptions of client’s behavior during testing is very helpful.

Ms. Delbee FSIQ as measured on the WAIS-3 is within the range of mild mental retardation.  She 
demonstrated a ten-point variation between Verbal and Performance abilities with her highest 
performance on the coding and symbol search sub-tests. Her performance is constituent with general 
observations during the clinical evaluation.  Ms. Delbee’s general knowledge of facts and her ability to 
provide descriptions of her situation was limited.  As noted previously, her affect became increasingly 
depressed during the administration of verbal sub-tests. Interestingly, Ms. Delbee’s best performance 
is on coding and symbol search which were skills that she used during her only successful period of 
employment, in the mailroom at the U.S. Mint.  

The Cognistat, which assesses a wide range of cognitive abilities, shows that Ms. Delbee has several 
areas of impairment.  She was fully oriented.  Attention, as measured in digit spans was in the 
moderate ranges of impairment. This is consistent with the performance measured by the WAIS digit 
span. On the comprehension sub-test, Ms. Delbee performed within the mild range of impairment.  
She followed simple two-step commands but consistently failed on simple three step operations. She 
demonstrated mild impairment when asked to repeat sentences. On the memory sub-test, Ms. Delbee 
required four trials before she was able to correctly repeat the four items.  After 5 minutes, she 
recalled 3 of the 4 objects spontaneously and recalled the fourth when prompted by category.  Her 
performance showed that she requires extra time to learn material.  Ms. Delbee’s responses to 
hypothetical situations assessing judgment showed that she was capable of simple problem solving 
but her solutions involved depending on family members for help.  For instance, If she were stranded 
in the Denver Airport with a dollar in her pocket, she stated that she would, “Get change. Call my 
sister.  Get me money.” 
Summary

1. Overall assessment of the reliability of the client’s self-report and of other 
relevant sources.

2. General overview of clients life, 
o Strengths and weaknesses of family of origin and impact on functional 

ability. 
o Description of highest level of functioning. Academically/Vocationally 

and Socially, i/e., accomplishments in work and relationships. 
o Onset of symptoms and impact on functioning.

3. Findings of current evaluation. 
o Describe specific symptoms that lead to a DSM diagnosis. 
o Include descriptions that satisfy durational criteria
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o Utilized medical records or other sources e.g. lay reports Case Manager 
statements, COQ’s or clients description of impairments, e.g. Loss of a 
job etc. BUT begin with your clinical description and assessment. 

o Organize by describing one diagnosis at a time. 
Ms Delbee provided an account of personal history that was limited by vague and impoverished 
responses that appeared to be attributable to a general lack of cognitive abilities. Ms Delbee’s 
behavior was consistent during each of the two interviews and with behavior reported by Ms. 
McChesney, her Employment Specialist.  There is no indication that Ms Delbee intentionally 
performed more poorly to secure secondary aims such as to qualify for Social Security benefits.  

Ms Delbee’s account of her history suggests that her mother was significantly impaired and 
consequently lost custody of her 5 children.  Ms. Delbee reported academic difficulties and complained 
of feeling her two foster mothers showed a lack of concern for her.  She described feeling unwanted 
and treated like she was less important than other children in the household.  Her description of her 
childhood suggests that she experienced the early onset of chronic depression or dysthymia.  Ms. 
Delbee reported that she maintained employment for 13-16 years.  She received support from 
vocational rehabilitation service to secure employment and appears to have lost her job when her 
mother developed cancer and she experienced the onset of diabetes.

As noted above, Ms Delbee’s performance on the intelligence testing is within the range of mild mental 
retardation.  Her description of daily activities suggests that she is dependent on others to maintain 
daily functioning.  Her lack of cognitive ability does result in serious complications.  For instance, she 
reported that her diabetes is unstable and she appears to not understand the correct medication 
regimen.  

Ms. Delbee’s current clinical presentation shows signs and symptoms of major depression which 
include feelings of depression anergia, anhedonia, insomnia, weight gain, feelings of worthlessness, 
and suicidal ideation. 

Diagnosis 
Axis I 296.32 Major Depressive Disorder, moderate

300.4 Dysthymic Disorder, early onset

Axis II 317 Mild Mental Retardation

Axis III Diabetes, Self-report of back pain

Axis IV Occupational, economic problems, problems accessing appropriate mental health 
services.

Axis V GAF 40

Assessment

Describe limitations in 3 or 4 four of the functional areas in the SSA Listing. Use 
the Mental Residual Functional Capacity Assessment Form as a guide.

provide descriptions and examples of impairment based on your clinical 
observation of the client and information from collateral sources. 

Include a statement about client’s capability to handle his or her funds. 
Ms. Delbee demonstrates impairment in daily activities, social functioning and concentration, 
persistence and pace. While Ms. Delbee has experienced mild chronic depression with an onset in 
childhood, symptoms have increase in the last decade with the death of her parents and the onset of a 
chronic medical condition.  Ms. Delbee’s ability to manage her medical and mental disorders is limited 
by her lack of cognitive resources. 
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Ms. Delbee demonstrates marked impairment in activities of daily living.  Her description of her typical 
day shows a very restricted range of activities.  She appears to be dependent on help from others to 
enable her to attend to daily responsibilities.  Ms. Delbee demonstrated confusion regarding many 
essential tasks such as attending to medical care.

Ms. Delbee is impaired in the area of social relationships. Ms. Delbee’s description of her daily 
activities shows that she has no social contacts beyond those she comes in contact during her routine 
activities. She described lack of self-esteem that limits her to interact with peers.  Untrained observers 
would readily recognize that Ms. Delbee appears troubled and depressed

Ms. Delbee is unable to maintain concentration, persistence and pace.  Ms. Delbee demonstrated 
significant cognitive limitations which impact her ability to understand and follow instructions.  Her 
ability to focus on tasks over the course of a normal workday and workweek is further limited by 
depressive symptoms that interfere with her ability to sleep and lead to fatigue. The instability of her 
medical condition, which effects mood and stamina, further limits her ability to attend to gainful 
activities. 

Ms. Delbee is able to handle her funds.  

I hope information contained in this report will be useful in your evaluation of Ms. Delbee in her 
application for benefits under Title II and/or Title XVI of the Social Security Administration. If I can 
provide additional information, please contact me.  I am most easily reached at 415 558-1375. 

Sincerely,
Thomas Neill, Ph.D.
Licensed Psychologist
PSY 13004
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PFS Training on Documenting Disability April/May 2009
Prepared by Neighborhood Legal Services

Interviewing Checklist for Alcohol 
and/or Illegal Drug (AOD) Use

 Status during periods of sobriety

o If impairment existed before AOD use started, explore 
the functional limits caused by the impairment prior to 
AOD use

o If the person had periods of sobriety, explore the 
functional limits caused by the impairments while sober

 If actively using, explore the context of AOD use

o Why they person started using AOD

o What effects the AOD has had on their life

o If treatment has ever helped AOD use

o How the person sees the relationship between their 
impairment and their AOD use

o Relationship of AOD use to past trauma or abuse
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1

STATE OF CALIFORNIA – HEALTH AND WELFARE AGENCY NAME:
DEPARTMENT OF SOCIAL SERVICES SSN:

DOB:     
LAC/DMH. MIS.

_ _
Date Patient First Examined                      Date of Most Recent Examination Frequency of Visits
______________________________________________________________________________________________________
EVALUATION FORM FOR MENTAL DISORDERS ___                         . _ 
A narrative report, covering the following points, may be substituted instead of this form.
NOTE: The evidence needed to evaluate this patient’s claim must be as object and as specific as possible. Specific examples of 
the patient’s behavior, thinking and functioning are necessary to make a determination. Verbatim quotations of the patient’s 
speech are frequently useful.

1. GENERAL OBSERVATIONS.  Does the patient require assistance to keep his/her appointments? in what way and by 
whom? Please describe posture, gait, mannerisms, and general appearance.

___________________________________________________________________________________________________
2. PRESENT ILLNESS. What are the patient’s complaints and symptoms? How and when did they begin? How does the 

patient describe complaints (verbatim quotes)?

___________________________________________________________________________________________________
3. PAST HISTORY OF MENTAL DISORDER. If patient has been hospitalized please indicate dates, location, and course 

of treatment. Also, please describe any treatment received on an outpatient basis.

___________________________________________________________________________________________________
4. FAMILY, SOCIAL AND ENVIRONMENTAL HISTORY:  Briefly discuss the following areas, if relevant: family, 

education, marriage, divorce, work, sickness, alcohol, drug abuse, prison, etc
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NAME:  
SSN:
DOB:     
LAC/DMH. MIS. #

___________________________________________________________________________________________________
5. MENTAL STATUS EXAMINATION: For each of the items listed below, please record enough detailed observations to 

recreate the patient’s clinical picture.

A. Attitude and Behavior. Please describe the patient’s general attitude, e.g. pleasant, hostile, relaxed, fearful, etc., and 
any examples of noteworthy behaviors, e.g. fearfulness, motor activity, emotional lability, etc.

B. Intellectual Functioning/Sensorium: Please describe and provide specific examples of orientation, memory, 
concentration, perceptual or thinking disturbance, judgment, etc. If intellectual functioning or organic involvement have 
been measured with standardized tests, please include any available results including dates of testing.

C. Affective Status: Please present any evidence of anxiety, depression, phobias, manic syndrome, inappropriate affect, 
somaform disorder, suicidal/homicidal ideation, etc. Please describe objective signs of any diagnosed affective disorder, 
e.g. weight change, insomnia, decreased energy, feelings of guilt or worthlessness, anhedonia, etc.

D. Reality Contact: Does the patient present delusions, hallucinations paranoid ideation, confusion, mood swings, 
emotional lability, emotional withdrawal and or isolation, catatonic or grossly disorganized behavior, loosening of 
associations, etc. Please describe in detail.
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NAME:  
SSN:
DOB:      
LAC/DMH. MIS. #

___________________________________________________________________________________________________
6. CURRENT LEVEL OF FUNCTIONING. indicate to what extent (if any) the patient’s current mental condition 

interferes with each of the following with supporting data and examples.
A. Present Daily Activities: Discuss the degree of assistance or direction needed to properly care for personal affairs, do 
shopping, cook, use public transportation, pay bills, maintain residence, care for grooming and hygiene, etc. In what ways, 
if any, have the patient’s daily activities changed as a result of the patient’s mental condition?

.

B. Social Functioning:  Describe the patient’s capacity to interact appropriately and communicate effectively with family 
members, neighbors, friends, landlords, fellow employees, etc. In what ways, if any, have these changed as a result of the 
patient’s condition?

C. Concentration and Task Completion: Describe the patient’s ability to sustain focused attention, complete everyday 
household routines, follow and understand simple written or oral instructions, etc. In what ways, if any, have these 
changed as a result of the patient’s condition?

D. Adaptation to Work or Work-like Situations:  Describe the patient’s ability to adapt to stresses common to the 
work environment including decision-making, attendance, schedules, and interaction with supervisors. In what way, if any, 
have these changed as a result of the patient’s condition?

E.  New Repeated Episodes of Decompensation: (exacerbation or temporary increase in symptoms, 
accompanied by a loss of adaptive functioning in the above four areas).  Examples: increased treatment; change 
to less stressful situation; alterations in medications; hospitalization or placement in structured living 
arrangement, like a halfway house or Board & Care. Need dates and duration of episodes.
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NAME:  
SSN:
DOB:     
LAC/DMH. MIS. #

___________________________________________________________________________________________________
7. CURRENT MEDICATION (if any):  List dosage and response.

___________________________________________________________________________________________________
8. DIAGNOSIS: (DSM IV)

___________________________________________________________________________________________________
9. PROGNOSIS:  Can the patient’s condition be expected to improve? If so, when do you consider significant changes 
likely to occur?

____________________________________________________________________________________________________
10. COMPETENCY:  Is the patient competent to manage funds on his/her own behalf?

(    )   yes          (     ) no
____________________________________________________________________________________________________
11.  ADDITIONAL COMMENTS:   Attach additional pages if necessary.

Name of reporting Psychiatrist/Psychologist (Print or type)__________________________________

Address______________________________________ Signature_____________________________________

City/State____________________________________Title__________________________________________

Telephone____________________________________Date__________________________________________

Best Time to Call, If Necessary_________________________________________________________
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MEDICAL SOURCE STATEMENT OF
ABILITY TO DO WORK-RELATED ACTIVITIES (MENTAL)

NAME OF INDIVIDUAL SOCIAL SECURITY NUMBER

To assist us in determining this individual’s ability to do work-related activities, please give us your professional 
opinion of what the individual can still do despite his/her impairment(s).  The opinion should be based on your 
findings with respect to medical history, clinical and laboratory findings, diagnosis, prescribed treatment and 
response, and prognosis.

For each activity shown below:

(1) Respond to the questions about the individual’s ability to perform the activity.  When doing check the box 
indicating the degree of limitation on the following five-point scale 

None Mild Moderate       Marked Extreme

If the degree of limitation is “None” or “Mild”, Social Security will generally conclude that the impairment is not 
severe.

“Extreme” represents a degree of limitation that is incompatible with the ability to do any gainful activity.

(2) Identify the factors (e.g, the particular medical signs, laboratory findings, or other factors described above) that 
     support your assessment.

IT IS VERY IMPORTANT TO DESCRIBE THE FACTORS THAT SUPPORT YOUR ASSESSMENT.
WE ARE REQUIRED TO CONSIDER THE EXTENT TO WHICH YOUR ASSESSMENT IS SUPPORTED.

(1) Is ability to understand, remember, and carry out instructions affected by the impairment?    □No    □Yes
If “no,” go to question #2.  If “yes,” please check the appropriate block to describe the individual’s ability to 
perform the following work-related mental activities.

None Mild Moderate      Marked Extreme

Remember locations and work-like procedures.     □ □   □         □ □
Understand and remember short, simple instructions.     □ □   □         □ □
Carry out short, simple instructions.     □ □   □         □ □
Understand and remember detailed instructions.     □ □   □         □ □
Carry out detailed instructions.     □ □   □         □ □
Maintain attention and concentration for extended periods.     □ □   □         □ □
Perform activities within a schedule, maintain regular     □ □   □         □ □
attendance, and be punctual.

Sustain an ordinary routine without special supervision.     □ □   □         □ □
Work with or near others without being distracted by them.     □ □   □         □ □
Make simple work-related decisions.     □ □   □         □ □
Complete a normal workday or workweek.     □ □   □         □ □
Perform at a consistent pace.     □ □   □         □ □
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What medical/clinical finding(s) support this assessment?     

(2) Is ability to respond appropriately to supervision, co-workers, and work pressures □No    □Yes
     in a work setting affected by the impairment?

If “no,” go to question #3.  If “yes,” please check the appropriate block to describe the individual’s ability to 
perform the following work-related mental activities.

None Mild Moderate      Marked Extreme

Interact appropriately with the public.     □ □   □         □ □
Ask simple questions or request assistance.     □ □   □         □ □
Accept instructions and respond appropriately to     □ □   □         □ □
criticism from supervisors.

Get along with co-workers and peers.     □ □   □         □ □
Maintain socially appropriate behavior.     □ □   □         □ □
Adhere to basic standards of neatness and cleanliness.     □ □   □         □ □
Respond appropriately to changes in the work setting.     □ □   □         □ □
Be aware of normal hazards and take appropriate precautions.    □ □   □         □ □
Travel in unfamiliar places or use public transportation.     □ □   □         □ □
Set realistic goals or make plans independently of others.     □ □   □         □ □
What supports this assessment?

(3) Are any other capabilities affected by the impairment? □No    □Yes
If “yes,” please identify the capability and describe how it is affected.

Capability Effect

______________________________________________ _______________________________________

______________________________________________ _______________________________________

______________________________________________ _______________________________________

What medical/clinical findings support this assessment?

(4) Can the individual manage benefits in his/her own best interest? □No    □Yes

52



____________________________________ _____________________________ _____________
Physician’s/Psychologist’s Signature Medical Specialty Date

Form HA-1152 (4/99) Page 2
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1

PHYSICAL ASSESSMENT

NAME OF PATIENT ________________________________     SSN_______________

In addition to your examination/treatment records for this patient, please provide a medical 
assessment of your patient’s physical capacities/limitations as of the earlier of the following 
two dates: 

□ Date of last visit _______________________________ , or

□ _________________________________ , end of period being evaluated

A. □ The patient has no impairment-related physical limitations; or

B. □ In relation to the impairment(s), the patient retains the capacity to:

1. Occasionally lift and/or carry (including                            What are the medical findings 
      upward pulling) for up to 1/3rd of an                                 that support this assessment? 
      8-hour workday at a maximum of: 

□ less than 10 pounds
□ 10 pounds
□ 20 pounds
□ 50 pounds
□ 100 pounds
□ Cannot assess

2. Frequently lift and/or carry from 1/3rd                              What are the medical findings 
      to 2/3rds of an 8-hour workday a                                        that support this assessment? 
      maximum of: 

□ 10 pounds
□ 25 pounds
□ 50 pounds
□ Cannot assess 

3. Stand and/or walk (with normal breaks)                             What are the medical findings
for a total of:        that support this assessment? 

□ Less than 2 hours in an 8-hour workday
□ At least 2 hours in an 8-hour workday
□ About 6 hours in an 8-hour workday
□ Cannot assess 
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4.      Sit (with normal breaks) for                                              What are the medical findings
         a total of:                                                                           that support this assessment?
                                                                                                  
□ Less than about 6 hours in an 8-hour workday
□ About 6 hours in an 8-hour workday
□ Cannot assess 

5. Postural Limitations

Climb Frequently Occasionally          Never

- ramps/stairs □ □ □

         - ladders/ropes/scaffolds □ □ □

Balance □ □ □

Stoop □ □ □

Kneel □ □ □

Crouch □ □ □

Crawl □ □ □

What are the medical findings
that support this assessment?

6. Manipulative Limitations Limited          Unlimited

Reach in all directions (including overhead) □ □

Handling (gross manipulation) □ □

Fingering □ □

` Feeling (skin receptors) □ □

What are the medical findings
that support this assessment?
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7. Visual Limitations Limited          Unlimited

Near Acuity □ □

Far Acuity □ □

Depth perception □ □

Accommodation □ □

Color vision □ □

Field of vision □ □

What are the medical findings
that support this assessment?

8. Communicative Limitations Limited          Unlimited

Hearing □ □

Speaking □ □

What are the medical findings
that support this assessment?

9. Environmental Limitations Limited          Unlimited

Extreme Cold □ □

Extreme Heat □ □

Wetness □ □

Humidity □ □

Noise □ □

Vibration □ □
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Fumes, odors, dust, 
Gases, poor ventilation, etc. □ □

Hazards
(machinery, heights, etc.) □ □

What are the medical findings
that support this assessment?

SIGNATURE___________________________________________
PHYSICIAN

Address: __________________________________________

Phone: ___________________________________________

DATE____________________________________________
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Third Party Questionnaire

1

RE:
CASE No:
DEA:

1.  What is your relationship to this applicant?

     How long have you known him/her?

     How often do you see him/her?

2.  Please describe the applicant’s personal appearance.  Are there any apparent difficulties with 
     grooming, dress, cleanliness, etc.?

3.  Does the applicant exhibit any unusual behavior, mannerisms, fears, posturing, etc.?  If so  
     please describe.

4.  What indications of memory loss or problems with concentration or focusing have you
     observed?

5.  Does the applicant need assistance in keeping appointments?  If yes, from whom?

     Generally, does he/she arrive on time? [    ]  Yes        [    ]  No

     Is he/she cooperative?  Please explain.

6.  Is the applicant able to understand and carry out simple verbal instructions? [    ]  Yes     [    ]  No
     Written instructions?  [    ]  Yes        [    ]  No
     If not, please explain and give examples.

7.  What difficulties, if any, does the applicant have interacting and communicating appropriately?
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Third Party Questionnaire

2

8.  Have you ever observed the applicant under the influence of drugs or alcohol?
     [    ]  Yes        [    ]  No

     If yes, how frequently?

     If yes, how recently?

9.  Has the applicant filed for SSI/SSA benefits in the past?  
     [    ]  Yes        [    ]  No        [    ]  I do not know

10. Please provide us with the names, addresses, and phone numbers of family members or friends 
      we may contact, if needed, for assistance.

11. Do you know if the applicant is working with any other agencies?
      Please give name, address, and phone number.

12. Do you have any additional comments or observations?

Your name:  ___________________________

Title:  ________________________________

Phone Number:  ________________________

Date:  ________________________________
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PFS Training on Documenting Disability                  April/May 2009
Prepared bt Neighborhood Legal Services

Examples of Functional Activities
and Limitations

Remember to evaluate if the person can do these activities: Independently;
Appropriately; Effectively; and Sustained over a period of time

AND
Social Security Wants Degrees of Limitation Expressed In Their Terms, so 
Use This Guide In Conjunction With The Physical And Mental 
“Medical Source Statement” Check-Box  Forms

Work Activities

Strength: Lifting, carrying, sitting, standing, walking, pushing, and pulling

Postural: Climbing ramps/stairs/ladder/rope/scaffold, balancing, kneeling, crouching, 
crawling, stooping

Manipulative: Reaching, handling (gross manipulation), fingering (fine manipulation), 
feeling (skin receptors)

Visual/Communicative Limitations: Seeing, hearing, speaking

Environmental: Temperature extremes, noise, dust, vibration, fumes, humidity/wetness, 
hazards (machinery, heights) fumes, odors, chemicals, gases

Activities of Daily Living

Caring for self: Taking medications, following medical treatment instructions, caring for 
grooming (hair, nails, facial hair) and hygiene (brushing teeth, showering, clean and 
appropriate clothing, clean bedding), using the toilet, caring for menstrual periods

Caring for home: Shopping for food, clothes, toiletries; meal preparation and cleanup, 
general cleaning (vacuuming, sweeping, trash removal, tidying), laundry

Caring for finances: Paying bills on time, keeping track of money

Moving through the world: Using telephone, public transportation, driving
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PFS Training on Documenting Disability                  April/May 2009
Prepared bt Neighborhood Legal Services

Social Functioning 

For Work: Responding appropriately to supervision; interacting appropriately with co-
workers and the public, asking simple questions or requesting assistance, work with and near 
others without being distracted by them, get along with coworkers an peers, maintain socially 
appropriate behavior, adhere to basic standards of neatness and cleanliness

In General: Ability to get along with family, friends, neighbors, store clerks, landlords, bus 
drivers, etc.

Maintaining concentration/persistence/pace

For Work: Remember locations and work-like procedures, understanding, remembering,  
following and carrying out instructions; maintaining attention and concentration, sustaining 
an ordinary routine without supervision, performing at a consistent pace, being aware of 
normal hazards and taking appropriate precautions, responding appropriately to changes in 
the work setting, complete a normal workday or workweek

In General: Travel in unfamiliar places, drive, use public transportation
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Prepared by Neighborhood Legal Services Updated by Bay Area Legal Aid (2010)

Functional Abilities Worksheet

You may want to use the chart below to record information on the functional abilities and 
impairments of the patient, before you fill out a Social Security Form. 

Remember to evaluate not only whether the patient has a particular functional limitation, but also 
whether that activity can be sustained throughout an 8 hour work day, 5 days a week. Specifically, 
Social Security wants to know if a person can do an activity “Frequently” (1/3 to 2/3’s of an 8-hour 
workday, or “Occasionally” (up to 1/3 of an 8-hour workday), or “Never”

Also evaluate whether the person can do the activity independently, appropriately, and effectively.  

Work Activities
Activities requiring strength Manipulative  Activities
Sitting Reaching

Standing Handling 
(gross)

Walking Fingering 
(fine 
manipulation)

Lifting/
carrying

Feeling (skin 
receptors) 

Pushing 
and/or 
Pulling

Postural Limitations Environmental limitations
Climbing-
ramps/ 
stairs/
ladder/
rope/
scaffold

Temperature
Extremes

Balancing Noise
Kneeling Dust
Crouching Vibration
Crawling Humidity/

Wetness
Stooping Hazards 

(machinery, 
heights …)
Fumes, odors, 
chemicals. gases

Visual/Communicative 
Seeing

Hearing
Speaking
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Prepared by Neighborhood Legal Services Updated by Bay Area Legal Aid (2010)

Activities of Daily Living

Caring for Self Caring for Home
Taking meds Shopping for 

food
Grooming Preparing 

food
Hygiene Cleaning

Laundry

Caring for Finances Moving in the world
Paying bills Telephone

Keeping 
track of 
money

Driving or 
public 
transport

Social Functioning
Work General

Responding 
appropriately 
to supervision

Ability to get 
along with 
family, friends, 
neighbors, store 
clerks, landlords, 
bus drivers, etc,

Interacting
appropriately 
with coworkers 
and the public
Asking simple 
questions or 
requesting 
assistance
Working with 
or near others 
without being 
distracted by 
them
Getting along 
with coworkers 
and peers
Maintaining
socially 
appropriate 
behavior
Adhere to 
basic standards 
of neatness and 
cleanliness
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Prepared by Neighborhood Legal Services Updated by Bay Area Legal Aid (2010)

Concentration/Persistence/Pace
Remember locations and work-like procedures
Understanding, remembering,
following, and carrying out instructions
Maintaining attention and concentration
Sustaining an ordinary routine without 
supervision
Performing at a consistent pace
Responding appropriately to changes in the 
work setting
Being aware of normal hazards and taking 
appropriate precautions
Complete a normal workday or workweek
Travel in unfamiliar places, drive, use public 
transportation

Additional notes
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SSA’s Sample Mental Disorder Listing ---Affective Disorders

1

12.04 Affective disorders: Characterized by a disturbance of mood, accompanied by a full or partial 
manic or depressive syndrome. Mood refers to a prolonged emotion that colors the whole psychic 
life; it generally involves either depression or elation. 

The required level of severity for these disorders is met when the requirements in both A and B are 
satisfied, or when the requirements in C are satisfied. 

A. Medically documented persistence, either continuous or intermittent, of one of the following: 

1. Depressive syndrome characterized by at least four of the following: 

a. Anhedonia or pervasive loss of interest in almost all activities; or 

b. Appetite disturbance with change in weight; or 

c. Sleep disturbance; or 

d. Psychomotor agitation or retardation; or 

e. Decreased energy; or 

f. Feelings of guilt or worthlessness; or 

g. Difficulty concentrating or thinking; or 

h. Thoughts of suicide; or 

i. Hallucinations, delusions, or paranoid thinking; or 

2. Manic syndrome characterized by at least three of the following: 

a. Hyperactivity; or 

b. Pressure of speech; or 

c. Flight of ideas; or 

d. Inflated self-esteem; or 

e. Decreased need for sleep; or 

66



SSA’s Sample Mental Disorder Listing ---Affective Disorders

2

f. Easy distractibility; or 

g. Involvement in activities that have a high probability of painful consequences which are not 
recognized; or 

h. Hallucinations, delusions or paranoid thinking; or 

3. Bipolar syndrome with a history of episodic periods manifested by the full symptomatic picture of 
both manic and depressive syndromes (and currently characterized by either or both syndromes); 

AND 

B. Resulting in at least two of the following: 

1. Marked restriction of activities of daily living; or 

2. Marked difficulties in maintaining social functioning; or 

3. Marked difficulties in maintaining concentration, persistence, or pace; or 

4. Repeated episodes of decompensation, each of extended duration; 

OR 

C. Medically documented history of a chronic affective disorder of at least 2 years' duration that has 
caused more than a minimal limitation of ability to do basic work activities, with symptoms or signs 
currently attenuated by medication or psychosocial support, and one of the following: 

1. Repeated episodes of decompensation, each of extended duration; or 

2. A residual disease process that has resulted in such marginal adjustment that even a minimal 
increase in mental demands or change in the environment would be predicted to cause the individual 
to decompensate; or 

3. Current history of 1 or more years' inability to function outside a highly supportive living 
arrangement, with an indication of continued need for such an arrangement. 
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DEGENERATIVE JOINT DISEASE
(ARTHRITIS) REPORT

Patient’s Name:      ________________________________________________________
Social Security #:    ________________________________________________________
Date of Birth          ________________________________________________________

TO THE DOCTOR: Please complete the following report attaching copies of lab results for
each condition. Please use the back of the forms if additional space is needed. 

1. Does this patient suffer from any arthritic impairment or disease?
2.

Yes ________ No _________             If yes, 

A. What is the current diagnosis? ____________________________________
    
____________________________________________________________

B. One what date was the diagnosis first made? _________________________
C. What is the date of onset, if different?______________________________
D. How long have you been treating the condition? ______________________
E. What is the date of the most recent examination?______________________
F. What was the patient’s height___________ and weight __________ at that 

time? 

3. If possible, state the date of onset of disease in each joint (for example: left knee 
8/82): ____________________________________________________________

__________________________________________________________________

__________________________________________________________________

4. Please describe any structural changes, i.e., structural deformity, bone destruction or 
bone hypertrophy: ________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

5. Clinical abnormalities: 
A. Atrophy; if present, cite affected joint(s) with appropriate comparative 

measurements: _______________________________________________

____________________________________________________________
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____________________________________________________________

B. Describe any local inflammatory or systemic signs: __________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

6. Please list any obtained lab data: 
Test         Result         Date         Normal        Abnormal         Antinucle       Antibodies 
_____     _______     ______    ________      _________    ___________  __________

_____     _______     ______    ________      _________    ___________  __________

_____     _______     ______    ________      _________    ___________  __________

7. Functional abnormalities: _____________________________________________

__________________________________________________________________

__________________________________________________________________

Physican Name: _____________________________________________________

Signature: _________________________________________________________

Address: __________________________________________________________

Phone:____________________________________________________________
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LIVER REPORT
Patient’s Name:      ________________________________________________________
Social Security #:    ________________________________________________________
Date of Birth          ________________________________________________________

TO THE DOCTOR: Please complete the following report attacking copies of lab results for 
each condition. Please use the back of the form if additional space is needed. 

1. Does this patient suffer from any liver impairment or disease?
Yes ________ No _________             If yes, 

A. What is the current diagnosis?
                        ___________________________________________________________

    
____________________________________________________________

B. One what date was the diagnosis first made? _________________________
C. What is the date of onset, if different? ______________________________
D. How long have you been treating the condition?______________________
E. What is the date of the most recent examination?______________________
F. What was the patient’s height___________ and weight __________ at that 

time? 
2. If there is evidence of chronic alcoholism, would the liver impairment persist at the 

same level of severity if there were no alcoholism?

__________________________________________________________________
__________________________________________________________________

3. Is the liver condition acute? Yes_____     No___ or chronic? Yes____     No____

4. Is it due to: 
A. Primary hepatic disorder? Yes______      No______ 
B. A systematic disorder involving the liver? Yes______      No______ 
If so, which disorder? _________________________________
C. Abuse of or dependence on alcohol or other drugs? 
Yes______      No______ 

5. Is there cholecystitis of intrahepatic origin? Yes______      No______ 
extrahepatic origin? Yes______      No______ 

6. Are there complications? If yes, please describe:___________________________

__________________________________________________________________

7. Have you palpated the liver? Yes______      No______ 
If so, describe the results ______________________________________________

__________________________________________________________________

__________________________________________________________________
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Is there: Yes No Date
   Enlargement                       _____             ______             ___________
   Rapid shrinking                  _____            ______             ___________
   Unusual firmness                _____            ______             ___________
   Other Abnormality              _____             ______             ___________

Describe: ______________________________________________

8. What are the lab values for: Value Date(s)
Serum bilirubin                              ________             ____________
Alkaline phosphatase                     ________ ____________
Serum aminotransferase           ________ ____________
(AST formerly SGOT)
Alanintransferase           ________ ____________
(ALT formerly SGPT)
Other           ________ ____________

9. What is the prothrombin time? Value Date
          ________ ____________
          ________ ____________

10. Are there enzyme abnormalities?                   Yes_____                       No_________
If so, what (include dates): _____________________________________________

__________________________________________________________________

11. Is there hypoalbuminemia of 3.0 gm. or less?
Yes______      No______

12. What diagnostic procedures have been performed? 
Date Results 

Biopsy                                 ____________                         ___________________
Paracentesis                         ____________                         ___________________
Peritoneoscopy                    ____________                         ___________________
Needle biopsy                      ____________                         ___________________
Endoscopy                           ____________                         ___________________
X-Ray                                  ____________                        ___________________
Other                                    ____________                        ___________________

13. Has surgery been recommended? Yes______                    No_________ 
If so, what procedure? ________________________________________________

14. Has surgery been performed? Yes______                    No_________           If so: 
When_____________________________________________________________

Where____________________________________________________________
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Procedure__________________________________________________________

Results___________________________________________________________
15. Does the patient suffer esophageal varices? Yes______                    No_________

If so, when was it first diagnosed? _______________________________________
Have there been hemorrhages attributable to the varices? 
Yes______                    No_________    Date(s) ___________________________

__________________________________________________________________

16. Does the patient have ascites not attributable to other causes? 
Yes______                    No_________ If so, when was it first observed? 
__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

Duration: _________________________________________________________

17. Is there hepatic cell necrosis or inflammation? Yes______                    No________
If so, how long has it persisted? _________________________________________

18. Is there portal hypertension? Yes______                    No_________
How diagnosed? ____________________________________________________
What were the test results? ____________________________________________

19. Is the patient jaundiced? Yes______                    No_________      If so, is it due to: 
Yes No

Hemolysis                                                   ________                      ________
Hepatocellular dysfunction                          ________                      ________
Biliary obstruction                                       ________                      ________
Other ____________________________________________________________

20. Has EEG been performed?      Yes______                    No_________
Date(s)____________________________________________________________

Results____________________________________________________________

21. Is there hepatic or portal-system encephalopathy?
Yes ______   No______    
If so, what is the cause or precipitating event ______________________________

__________________________________________________________________

__________________________________________________________________
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Is there: 
A. Asterixis                                                Yes ______   No______    Date_______
B. Cerebral edema                                     Yes ______   No______    Date_______
C. Impaired consciousness                        Yes ______   No______    Date_______
D. Loss of cognitive abilities                     Yes ______   No______    Date_______
E. Affective changes                                  Yes ______   No______    Date_______
F. Persistence of disorientation                 
      to time/place                                        Yes ______   No______    Date_______
G. Memory impairment                             Yes ______   No______    Date_______
H. Perceptual or thinking disturbances      Yes ______   No______    Date_______
I. Change in personality                            Yes ______   No______    Date_______
J. Disturbance in mood                            Yes ______   No______    Date_______
K. Emotional liability                                 Yes ______   No______    Date_______
L. Loss of measured intelligence
      of at least 15 I.Q. points                       Yes ______   No______    Date_______
M. Marked restriction of activities
       of daily living                                       Yes ______   No______    Date_______
N. Marked difficulty in maintaining
      social functioning                                  Yes ______   No______    Date_______
O. Deficiencies of concentration               Yes ______   No______    Date_______
P. Deficiencies of persistence in pace        Yes ______   No______    Date_______
Q. Repeated episodes of deterioration
      or decompression at work of work
      like setting.                                            Yes ______   No______    Date_______

22. Does the patient suffer from cirrhosis?           Yes______                    No_________      
If so, what is the etiology? _____________________________________________

__________________________________________________________________

What was it first diagnosed? ___________________________________________

__________________________________________________________________

23. What clinical signs in addition to the above, have you observed?
Anorexia                                               Yes ______   No______    Date_______
Wasted extremities                                Yes ______   No______    Date_______
Peripheral edema                                  Yes ______   No______    Date_______
Protuberant belly                                  Yes ______   No______    Date_______
Glossitis                                                Yes ______   No______    Date_______
Vascular spiders                                    Yes ______   No______    Date_______
Splenomegaly                                        Yes ______   No______    Date_______
Gynecomastia                                       Yes ______   No______    Date_______
Parotid gland enlargement                   Yes ______   No______    Date_______
Hair loss                                               Yes ______   No______    Date_______
Testicular atrophy                                Yes ______   No______    Date_______
Peripheral neuropathy                           Yes ______   No______    Date_______
Clotting disturbances                            Yes ______   No______    Date_______
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Renal abnormalities                               Yes ______   No______    Date_______
Clubbing of fingers                               Yes ______   No______    Date_______
Weight loss                                           Yes ______   No______    Date_______

24. What symptoms has the patient mentioned which are consistent with the diagnosis?
Pruritus                                                 Yes ______   No______    Date_______
Pain                                                      Yes ______   No______    Date_______
Fatigue                                                  Yes ______   No______    Date_______
Weakness                                              Yes ______   No______    Date_______
Nausea                                                  Yes ______   No______    Date_______
Malaise                                                 Yes ______   No______    Date_______
Vomiting                                              Yes ______   No______    Date_______
Loss of libido                                       Yes ______   No______    Date_______
Loss of appetite                                    Yes ______   No______    Date_______
Abnormal sensation                              Yes ______   No______    Date_______

25. What is the present therapy for the condition? _____________________________

__________________________________________________________________

26. What has been the response to treatment? ________________________________

__________________________________________________________________

27. What medication has been prescribed? ___________________________________

__________________________________________________________________

28. Are there any reported or observed side effects from the medication? 
Yes ______   No______           If so, what are they? ________________________

__________________________________________________________________

29. What modifications to lifestyle or daily living have been recommended? 

__________________________________________________________________

__________________________________________________________________

30. What other medical or psychological conditions does the patient suffer in addition to 
those described above? _______________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________
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31. Are you treating these conditions?                    Yes ______                       No______   

_________________________________________            ___________________
Signature of Physician           Date Report Completed

Please print                                    Physician Name _________________________

       Address _______________________________

       Phone ________________________________

       Specialty _______________________________
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NEUROLOGICAL REPORT

Patient’s Name:      ________________________________________________________
Social Security #:    ________________________________________________________
Date of Birth          ________________________________________________________

1. Does this patient suffer from any neurological impairment or disease?
Yes ________ No _________             If yes, 

A. What is the current diagnosis? ____________________________________
    
____________________________________________________________

B. One what date was the diagnosis first made? _________________________
C. What is the date of onset, if different? ______________________________
D. What is the date of the most recent examination?______________________
E. What was the patient’s height___________ and weight __________ at that 

time? 

2. Is paralysis or paresis present?        Yes______      No______
         If yes, please describe location and severity ______________________________

__________________________________________________________________

__________________________________________________________________

3. Please describe residual functioning capacity in the patient’s extremities: 
A. Upper extremities (check all that apply indicating % of function left)

       Left %         Right %
Pushing/pulling                    _______________     _________________
Gross manipulation              _______________     _________________
Fine manipulation                _______________     _________________

Lifting                  Left                               Right

Less than 5 lbs?                          yes ____ no_____       yes ____ no_____
5 to 10 lbs?                                 yes ____ no_____       yes ____ no_____
10 to 20 lbs?           yes ____ no_____       yes ____ no_____

a. Are there allegations of pain?  Yes______      No______
    If yes, please describe ___________________________________________

     ____________________________________________________________
b. If no, is there a medical or psychological explanation for the pain complained                
       of?       
     ____________________________________________________________

  ____________________________________________________________
          c. Is there any loss of grip in hands?     Yes______      No______
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  If yes, please describe. ____________________________________________
  
______________________________________________________________

B. Lower extremities: 
a. Have there been any Conduction Studies performed? 

            Yes______      No______        If yes, please give results 
              ________________________________________________________

             ________________________________________________________

            _________________________________________________________
b. Straight leg raising results: ____________________________________

      
      _________________________________________________________

      _________________________________________________________
c. Describe gait: _____________________________________________

      _________________________________________________________

      _________________________________________________________
d.    Ambulation:         Normal_______   Cane _______     Crutches ______

            Wheelchair ________         Bedfast _______

e.    Coordination of extremities:    Poor _______   Fair _______     
                                                       Good _______     No impairment ________

C.     Is assistance in weight bearing needed?      Yes______      No______
  If yes, please describe _________________________________________

____________________________________________________________

____________________________________________________________

4. Does the patient have sensory or motor aphasia? Yes______      No______
    If yes, please describe ability to communicate _________________________

    _____________________________________________________________

    _____________________________________________________________

5. Indicate and describe presence and severity of any of the following: 
Sensory changes  ______________________________________________
Atrophy               ______________________________________________
Tremor                 _____________________________________________
Fibrillation           _____________________________________________
Festination           _____________________________________________

77



Nystagmus           _____________________________________________

6. Results of pertinent laboratory test with dates (such as EEG, CT scan, x-ray, etc…) 
Test Date Results 
___________________       _______________    __________________________

___________________       _______________    __________________________

___________________       _______________    __________________________

7. Has the patient’s mental status been affected by impairment(s)? Yes____      No____
Is yes, please describe ________________________________________________

__________________________________________________________________

__________________________________________________________________

8. The patient’s condition is Improving ____   Stable_____  Deteriorating  _________
Remarks: __________________________________________________________

__________________________________________________________________

9. What is the present therapy for the condition? _____________________________

__________________________________________________________________

10. What has been the response to the therapy? _______________________________

__________________________________________________________________

11. What medication is the patient currently taking for the condition? ______________

__________________________________________________________________

12. Are there any side effects from the medication observed or reported? 

Yes______      No______          If so, what are they?
__________________________________________________________________

__________________________________________________________________

13. Please note any other medical impairment that would restrict the patient’s ability to 
function: __________________________________________________________

__________________________________________________________________
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__________________________________________________________________

14. Are you treating these other impairments?       Yes______      No______

_________________________________________           ___________________
Signature of Physician           Date Report Completed

Please print                                    Physician Name _________________________
       Address _______________________________
       Phone ________________________________
       Specialty _______________________________
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CARDIAC 
RESIDUAL FUNCTIONAL CAPACITY QUESTIONNAIRE

To:                             

Re:     (Name of Patient)

    (Social Security No.)

Please answer the following questions concerning your patient's impairments.  Attach all relevant 
treatment notes, laboratory and test results that have not been provided previously to the Social 
Security Administration.

1. Frequency and length of contact:  

2. Diagnosis (with New York Heart Association functional classification):  

3. Prognosis:  

4. Identify the clinical findings, laboratory and test results that show your patient's medical 

impairments: 

5. Identify all of your patient's symptoms:

__ chest pain __ edema
__ anginal equivalent pain __ nausea
__ shortness of breath __ palpitations
__ fatigue __ dizziness
__ weakness __ sweatiness

Other:  

6. If your patient has anginal pain, describe the frequency, nature, location, radiation,
precipitating factors, and severity of this pain: 

7. Is your patient a malingerer?  __ Yes __ No

8. Does your patient have marked limitation of physical activity, as demonstrated by fatigue, 
palpitation, dyspnea, or anginal discomfort on ordinary physical activity, even though your 
patient is comfortable at rest? __ Yes __ No
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9. a. What is the role of stress in bringing on your patient's symptoms?

b. To what degree can your patient tolerate work stress?

__ Incapable of even “low stress” jobs __ Capable of low stress jobs
__ Moderate stress is okay __ Capable of high stress work

c. Please explain the reasons for your conclusion: 

10. Do your patient's physical symptoms and limitations cause emotional difficulties such as 
depression or chronic anxiety? __ Yes __ No

Please explain:  

11. Do emotional factors contribute to the severity of your patient's subjective symptoms and 
functional limitations? __ Yes __ No

12. How often during a typical workday is your patient’s experience of cardiac symptoms 
(including psychological preoccupation with his/her cardiac condition, if any) severe 
enough to interfere with attention and concentration needed to perform even simple work 
tasks?

__ Never   __ Rarely       __ Occasionally       __ Frequently          __ Constantly

For this and other  questions on this form, “rarely” means 1% to 5% of an 8-hour working day; "occasionally" 
means 6% to 33% of an 8-hour working day; "frequently" means 34% to 66% of an 8-hour working day.

13. Are your patient's impairments (physical impairments plus any emotional impairments) 
reasonably consistent with the symptoms and functional limitations described in this 
evaluation? __ Yes __ No

If no, please explain:  

14. a. List of prescribed medications: _________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________
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b. Describe any side effects of your patient's medication and identify any implications 

for working: ________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

15. Have your patient's impairments lasted or can they be expected to last at least twelve 
months? __ Yes __ No

16. As a result of your patient's impairments, estimate your patient's functional limitations if 
your patient were placed in a competitive work situation:

a. How many city blocks can your patient walk without rest or severe pain? 

b. Please indicate how long your patient can sit and stand/walk total in an 8 hour 
working day (with normal breaks).

Sit Stand/Walk

__ __ less than 2 hours
__ __ about 2 hours
__ __ about 4 hours
__ __ at least 6 hours

c. Does your patient need a job that permits shifting positions at will from sitting,
standing or walking? __ Yes __ No

d. Will your patient sometimes need to take unscheduled breaks during an 8 hour 
working day? __ Yes __ No

If yes, 1) how often do you think this will happen?

2) how long (on average) will your patient
    have to rest before returning to work?

3)  on such a break, will your patient need to __ lie down or __ sit quietly? 

e. With prolonged sitting, should your patient's leg(s) be elevated?    __ Yes    __ No

If yes, 1) how high should the leg(s) be elevated?

2) if your patient had a sedentary job, what
percentage of time during an 8 hour
working day should the leg(s) be elevated?

82



4

f.    How many pounds can your patient lift and carry in a competitive work situation?

Never Rarely Occasionally Frequently
Less than 10 lbs. __ __ __ __
10 lbs. __ __ __ __
20 lbs. __ __ __ __
50 lbs. __ __ __ __

f.        How often can your patient perform the following activities?

Never Rarely Occasionally Frequently
Twist __ __ __ __
Stoop (bend) __ __ __ __
Crouch/ squat __ __ __ __
Climb ladders __ __ __ __
Climb stairs __ __ __ __

f. State the degree to which your patient should avoid the following:

ENVIRONMENTAL
RESTRICTIONS

NO 
RESTRICTIONS

AVOID
CONCENTRATED

EXPOSURE

AVOID
EVEN

MODERATE
EXPOSURE

AVOID
ALL

EXPOSURE

Extreme cold __ __ __ __
Extreme heat __ __ __ __
High humidity __ __ __ __
Wetness __ __ __ __
Cigarette smoke __ __ __ __
Perfumes __ __ __ __
Soldering fluxes __ __ __ __
Solvents/cleaners __ __ __ __
Fumes, odors, gases __ __ __ __
Dust __ __ __ __
Chemicals __ __ __ __
List other irritants:

__ __ __ __
__ __ __ __
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i. Are your patient’s impairments likely to produce “good days” and “bad days”?
  __ Yes       __ No

If yes, please estimate, on the average, how many days per month your patient is 
likely to be absent from work as a result of the impairments or treatment:

__ Never __ About three days per month
__ About one day per month  __ About four days per month
__ About two days per month __ More than four days per month

17. What is the earliest date that the description of symptoms and limitations in this 
questionnaire applies? 

18. Please describe any other limitations (such as limitations using arms, hands, fingers, 
psychological limitations, limited vision, difficulty hearing, etc.) that would affect your 
patient's ability to work at a regular job on a sustained basis:

Date Signature

Printed/Typed Name:

7-45a Address:
3/02

§234.3
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OBESITY REPORT
Patient’s Name:      ________________________________________________________
Social Security #:    ________________________________________________________
Date of Birth          ________________________________________________________

TO THE DOCTOR: Please complete the following report attaching copies of lab results for 
each condition. Please use the back of the form if additional space is needed. 

1. Does this patient suffer from any obesity?

Yes ________ No _________             If yes,

A. What is the current diagnosis? ____________________________________
    
____________________________________________________________

B. One what date was the diagnosis first made? _________________________
C. What is the date of onset, if different? ______________________________
D. Is there a known medical etiology? ________________________________

____________________________________________________________

____________________________________________________________
E. How long have you been treating the condition?______________________
F. What is the date of the most recent examination?______________________
G. What was the patient’s height___________ and weight __________ at that 

time? 
H. What weights have been recorded in the last 12 months? Please provide at 

least three weights. 
DATE WEIGHT
_____________ __________________________________________

_____________ __________________________________________

_____________ __________________________________________

2. What lab tests have been performed? 
   Yes              No              Date(s)                Results

A. Blood sugar                   _____          ______       __________   __________
fasting                           _____          ______       __________   __________
post-prandial                 _____          ______       __________   __________

B. Serum cholesterol          _____          ______       __________   __________
C. Triglycerides                  _____          ______       __________   __________
D. Lipids                            _____          ______       __________   __________
E. Other                            _____          ______       __________   __________
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3. Does the patient exhibit any complications */ caused by the obesity? (check all 
applicable). 
________ Hypertension; if so, please report date and last blood pressure readings:

1. _________________________________________________________

2. _________________________________________________________

3. _________________________________________________________

________ Artherialsclerotic heart disease 
________ Diabetes
________ Musculoskeletal disorder 
________ Other, please explain ________________________________________
* NOTE - if any exist - fill out other forms. 

4. What therapy, if any, has been prescribed, not simply recommended? ____________

__________________________________________________________________

5. Does patient comply with therapy? Yes ________    No _________

6. What medications, if any, is the patient currently taking for the condition and/or 
other complications?  ________________________________________________

__________________________________________________________________

7. Are there any side effects from the medication observed or reported? 
Yes ________ No _________                   If so, what? ________________

__________________________________________________________________

__________________________________________________________________

8. Does the patient have a history of congestive heart failure? Yes _____       No _____
    If yes, is there a manifestation of past evidence of vascular congestion? 
     _____________   hepatomegaly
     _____________   Peripheral or
     _____________   Pulmonary edema 
(Please attach any supporting documentation of recorded observations, findings, or lab 
results)

9. Is there chronic venous insufficiency? Yes _____       No _____
If yes, are there superficial varicosities in a lower extremity with pain on weight 
bearing and persistent edema?     Yes _____       No _____

10. Is there a history of respiratory disease? Yes _____       No _____
A. Is the total forced vital capacity equal to or less than 2.0 liters? ___________
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B. What is the level of hypoxemia at rest?______________________________

11. From what other medical or psychological condition does the patient suffer from in 
addition to those described above. 
__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

12. Are you treating these conditions?                    Yes ______                       No______    

_________________________________________           ___________________
Signature of Physician           Date Report Completed

Please print                                    Physician Name _________________________

       Address _______________________________

       Phone ________________________________

       Specialty ______________________________
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1

SEIZURE DESCRIPTION FORM

Applicant _________________________________________
SSN _____________________________________________

Note: Please answer the following questions based on your actual observations. 

1. Dates of seizures witness: _____________________________________________

__________________________________________________________________

2. Does the claimant have the seizures during the day, during the night, or both? _____

__________________________________________________________________

3. How often does the claimant have seizures? _______________________________

__________________________________________________________________

4. How many seizures have you witnessed? __________________________________

__________________________________________________________________

5. When was the last time the claimant had a seizure of which you are aware? _______

__________________________________________________________________

6. Please describe a typical seizure by answering the following questions: 
a. Does the claimant loose consciousness? 

Yes _________   No _________
If Yes, for how long? ___________________________________________

b. Does the claimant bite his/her tongue?
Yes _________   No _________

c. Does he/she lose bladder or bowel control?
Yes _________   No _________

d. Has he/she been injured during a seizure?
Yes _________   No _________

e. Please try to describe his/her behavior immediately following a seizure: ____

____________________________________________________________

____________________________________________________________

____________________________________________________________
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7. Please give a phone number where you can be reached: ______________________

8. What is your relationship to the above person? _____________________________

__________________________________________________________________

__________________________________________________________________

____________________________________________                     _____________ 
                 Signature                                                                            Date                 

____________________________________________

____________________________________________
Address 

Phone: _____________________________________
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City and County of San Francisco
Human Services Agency



                 Gavin Newsom, Mayor




RE: 
Psychological Evaluation of Rachael Delbee


SSN: 
000-00-0000


DOB:
0/00/52
Page 2



Information is weighted by SSA based on source.  Approximate Hierarchy is:


1. Treating MD, Treating Psychologist,

2. Evaluating MD,  Evaluating Psychologist


3. Masters level practitioners


4. Medical records


5. Client direct complaint, client descriptions of functioning


6. Family 


7. Friends, associates, neighbors


Clearly identify the source of information. 


Distinguishing whether it was 


· what the client said or described, or 


· what you observed or concluded 

· medical records


· other collateral

State Department of Social Services


Disability and Adult Programs Division


P.O. Box 24225


Oakland CA
 94623-9917


RE: 
Psychological Evaluation of Rachael Delbee


SSN: 
000-00-0000


DOB: 
0/00/52


Dear Analyst:


Opening Primary goals 


Referral information, note who assessed the client – (name(s) and title, skill level), and determined he/she was disabled.  Attempt to demonstrate that clients are prescreened prior to meeting you. Only those with disabilities are referred for further evaluation. 


I am conducted a psychological evaluation of Ms. Rachael Delbee following her failure in employment activities in which she participated as a client in the DHS County Adult Assistance Program (CAAP) welfare to work program, the Personal Assisted Employment Services (PAES). 


Dates of Evaluation:
4/14/00
3.0 Hours



4/21/00
1.0 Hour


Total Interview Time:
4.0 Hours


Sources of Information:


1. Memo composed by Ms. Francine Austin, MSW, of the SF DPH TB Control Division, directed to the South of Market Clinic, intended to refer Ms. Delbee for treatment of depressive symptoms.  Dated September 26, 1996.  

2. Conversation with Ms. Melissa McChesney, Employment Specialist, providing background information regarding Ms. Delbee behavior.  

Tests Administered


1. Semi-structured Clinical Interview


2. Formal Mental Status Evaluation


3. WAIS-3


4. Neurobehavioral Cognitive Screening Examination (Cognistat) 


Current Situation: 


Quote the client’s reason he or she is not working now, 


Briefly elaborate on how the condition(s) are limiting and recent treatment. 


When asked that reason that she is unable to work, Ms. Delbee stated, “My back bothers me a lot.”  When asked a series of questions to help her elaborate on her condition she reported that her back has bothered her on and off since 1987.  She was unable to identify a precipitant to her back problem.  She reported that she has trouble sitting or standing for any length of time.  She also complained that she has diabetes and she stated, “My sugar is high,” indicating that her condition is not stable. She presented a card on which her prescription for Glyburide and Metformin was written.  However there were several different dosages noted and crossed out on the card and the dosage Ms. Delbee said she took differed from those written on the card.  The correct medication regimen remained unclear.  Ms. Delbee is followed by Janet Diaz, M.D. at San Francisco General Hospital whom she has seen since 1994.  Of note, when asked to name her provider, Ms. Delbee spelled the name because she said she was unable to pronounce it. Ms. Delbee complained that she tires easily and has trouble following instructions.  She stated, “A lot of times I’m not remembering stuff they tell me.” Ms. Delbee reported that she takes Tylenol for her back pain and no other prescription medications other than those for diabetes.


Ms. Delbee has begun evaluation and treatment of depressive symptoms with Heli Nikulainen, Ph.D. of the PAES Counseling Service.  

Activities of Daily Living: 


Describe the client’s currently living situation, and note any support services he/ she may receive. 


Describe basic ADL’s - how a client feeds and clothes him/herself and uses free time etc.  


Ms. Delbee reported that she lives in a single room occupancy hotel located at 373 Ellis Street, where she has resided for several years.  She reported that she is currently participating in a 3-month internship through POWER, a welfare right organization.  She reported that she performs some office works that includes answering the phone and typing names into a database.  When asked specifically what she had done on one of the mornings prior to the evaluation, she reported that she took a bus to a Muni yard where she spoke to a few workfare participants and handed out some leaflets. She estimated she spent about 15 minutes at the yard and the remainder of the time on a bus ride to and from the location.  She was unable to name the Muni site she visited.  Ms. Delbee reported that she prepares simple meals. Her description of her daily activities showed that she has no friends and her only social contacts occur in structured settings. 


History of Psychological Treatment

· Symptom history if relevant


· Treatment episodes:  precipitant, TX modality, response to treatment, Subjective, e.g. was it helpful, .
Objective,  e.g. any functional changes in client’s life.  


As noted above, Ms. Delbee has begun treatment with Heli Nikulainen, Ph.D. of the PAES Counseling Service


A memo dated September 26, 1996, written by Ms. Francine Austin, MSW, of the SF DPH TB Control Division indicated that Ms. Delbee was under treatment for tuberculosis.  The memo provided referral information to the South of Market Mental Health Clinic (SOM) requesting treatment of Ms. Delbee’s depressive symptoms.  The memo notes that Ms. Delbee experienced depression manifested by changes in weight, social isolation and feeling of low self-esteem.  She was described as having developmental delays in childhood and received intervention through special education. The deaths of Ms. Delbee’s mother, father, nephew and grandmother in a period from 1993 through 1996 were identified as contributing to and exacerbation of symptoms.  Ms. Delbee reported that the SOM Clinic did not accept her for treatment because her symptoms were judged not severe to meet medical necessity.  


Ms. Delbee reported that her mother suffered from a mental disorder and received psychiatric treatment.  She was unable to provide specific information regarding her mother’s condition such as her diagnosis or the type and duration of treatment.  She did recall that her mother reported seeing things that were not there and she observed her mother talking to herself.  Her mother’s condition resulted in Ms. Delbee’s placement in foster homes in an early age.  


History of Substance Abuse and Treatment


If active substance use, provide as much detail about last use and current use pattern as possible. 


Ages of Onset, progression of use pattern, impact on functioning.  


Treatment episodes:  precipitant, TX modality, response to treatment, subjective, e.g. was it helpful, .


Objective, e.g. any functional changes in client’s life.  


Ms. Delbee reported that she drinks alcohol beverages rarely and only during social occasions.  She recalled that she last had a drink in December 1999.  She denied ever using other psychoactive substances.  She demonstrated no behavioral and there is no collateral information that suggests that Ms. Delbee drinks or uses other psychoactive substances habitually.  


Family and Social History 


Primary goals 


· Positive and negatives regarding family of origin


· Describe Pre-morbid functioning, highest level of functional abilities in terms of capacity for relationships and education (or put ed in voc) .  


Ms. Delbee reported that she was born in San Mateo and raised in San Francisco.  She is the middle child in the family with two older sisters and a younger brother and sister.  At the age of five, Ms. Delbee and her siblings were taken from the parents and placed in different foster homes. She reported that she had little contact with her father during the period she was in the foster care system.  She explained that he did not pay child support and did not visit his children. Ms. Delbee reported that she was in one foster home until about age 14.  She explained that the first foster mother neglected her in favor of her genetic offspring.  “They (the Department of Social Services) were giving money for me but she’d spend it on her kids.”  In the second home, Ms. Delbee felt she was also treated poorly.  She stated, “(The foster mother) had handicapped kids.  She’d treat me like I was handicapped.  She gave me pills to take.  I didn’t know what kind.”  Ms. Delbee was unable to identify the names or the types of medications she was given except to say that one was a birth control pill. She was also unable to describe possible behavior problems that may have led to a prescription of psychotropic medication.  She stated that she learned later that she had been prescribed birth control pills and responded that her first sexual experiences occurred when she was over 30 years old.  


Ms. Delbee reported that she attended a special education classed and graduated high school in 1971. After the age of 18 she lived with and became a caretaker to her mother. She reported and the memo from Ms. Austin notes that Ms. Delbee cared for her father and for her mother until their deaths in 1992 and 1993. 


Ms. Delbee reported that she has had no long-term relationships.  She explained, “I thought it was because I was not good looking. I felt bad about myself.”  


Vocational History


Primary goals 


· Describe Pre-morbid functioning, highest level of functional abilities in terms of capacity gainful activities and education if not in social.  


· SSA is interested in the employment track record for the last 15 years in general and the last2 years in detail. 


· Contrast self report with earnings record.


· Note the reasons that client lost or left jobs 


Ms. Delbee reported that after high school, she attended a program she referred to as a “workshop handicapped place” that helped prepare her for work. In 1973 she was placed by the workshop in a job in the mailroom at the U.S. Mint.  She described her duties as “putting stuff in envelopes, sorting by zip codes.”  She reported that she left this position in 1986 when her position was transferred out of San Francisco. She was then placed in a job in the Navy Shipyard.  She reported that, in this job, she rolled up drawing and filed them.  She complained that she began to experience physical problems including problems with her hands, pain in her back and legs, and continual thirst.  She reported that she left this position in 1989 because of her physical complaints and because she felt unfairly treated.  She explained that a co-worker was allowed to work less that she.  She has not worked since 1989.


Medical History 


· Current and past significant medical illness and conditions.  


· Current prescriptions and treatment  (if not in current situation)


· Effect on functioning (if not in current situation)


Ms. Delbee reported that she underwent a hysterectomy in early adulthood which she blamed on the birth control pills she was given during adolescence without her consent.  The memo from Francine Austin notes that Ms. Delbee underwent a hysterectomy also without her consent at age 20 for uncontrolled hemorrhaging.  


Ms. Delbee reported that she was diagnosed with diabetes in the late 1980’s.  


Mental Status Exam


Recommend that you keep to a consistent outline regardless of disorder. Provide more or less detail as is relevant. 


1. General appearance, Motor behavioral, gait, response to interviewer and interview situation, Cognition and Memory  


2. Mood and Affect, Vegetative Signs, Suicidality/ Homicidality 


3. Thought content and Process; perceptual disturbances. 


Ms. Delbee dressed casually for her appointments.  She favored dark earth toned clothes. Ms. Delbee’s manner was pleasant and cooperative. She spontaneously answered each question, but her responses provided vague information upon which she frequently was unable to usefully elaborate.  


Ms. Delbee’s affect was generally sad and depressed.  When asked to describe her mood on she stated, “Okay,” despite obvious signs of depression.  She became tearful at times when describing painful memories.  She described anhedonia, “I don’t do much for fun.”  She complained of feeling tired and not having energy.  She reported that she has trouble falling asleep and wakes throughout the night with difficulty falling back asleep. She estimated her current weight to be 194 lbs. with a height of 5’-3”.  She reported that her weight was 180 lbs. earlier in the year and she explained that she is eating more because she feels depressed.  Her rate of speech was slowed and her voice was soft to inaudible.  At times she needed to be requested to repeat her answers and to speak up in order to be heard.  This was most apparent during testing when she was failing repeated items.  She fidgeted some as she sat through the interview.  She appeared to become fatigued in the last hour of the three-hour session.  Ms. Delbee’s motor behavior was slowed.  Ms. Delbee reported wishing that she were death and thoughts about taking her life.  She reported that these thoughts emerge when she thinks about her time spent in foster care and the deaths of her mother and father.  She denied that she ever formed a plan to commit suicide. Ms. Delbee denied homicidal thought or a history of assaultive behavior.  


Ms. Delbee thought flow was somewhat slowed and her thought production was lower than average.  Her thoughts were well organized and associations were relevant.  She denied experiencing perceptual disturbances and she demonstrated no behavior that contradicts this assertion.  She demonstrated neither magical nor prominent delusional thinking.  


Test Results


WAIS IS RARELY REQUIRED. It is not often that our client have mental retardation. 

WAIS-3


		Full Scale:

		67

		

		



		Verbal:

		66

		Performance:

		76



		Vocabulary:

		3

		Picture Completion:

		3



		Similarities:

		6

		Digit Symbol-Coding:

		10



		Arithmetic:

		4

		Block Design:

		8



		Digit Span:

		6

		Matrix Reasoning:

		6



		Information:

		3

		Picture Arrangement:

		4



		Comprehension:

		3

		Symbol Search:

		(10)



		Letter-Number Sequencing:

		(7)

		Object Assembly:

		(8)





Neurobehavioral Cognitive Screening Examination (Cognistat)


		Level of Consciousness:

		Alert

		

		Construction:

		N/A*

		



		Orientation:

		12

		average

		Memory:

		11

		average



		Attention:

		3

		moderate

		Calculations:

		3

		average



		

		

		

		

		

		



		Language

		

		

		Reasoning

		

		



		Comprehension:

		4

		mild

		Similarities:

		N/A*

		



		Repetition:

		10

		mild

		Judgment:

		S

		average



		Naming:

		8

		average

		

		

		





*
Sub-test not administered because a more substantive version is included on the WAIS-3


Summary of Test Results


Summarize salient finding.  Focus on dysfunction rather than efforts to overcome limitations.  


Consider the tests as a sample of behavior that demonstrated their ability. 


Descriptions of client’s behavior during testing is very helpful. 


Ms. Delbee FSIQ as measured on the WAIS-3 is within the range of mild mental retardation.  She demonstrated a ten-point variation between Verbal and Performance abilities with her highest performance on the coding and symbol search sub-tests. Her performance is constituent with general observations during the clinical evaluation.  Ms. Delbee’s general knowledge of facts and her ability to provide descriptions of her situation was limited.  As noted previously, her affect became increasingly depressed during the administration of verbal sub-tests. Interestingly, Ms. Delbee’s best performance is on coding and symbol search which were skills that she used during her only successful period of employment, in the mailroom at the U.S. Mint.  


The Cognistat, which assesses a wide range of cognitive abilities, shows that Ms. Delbee has several areas of impairment.  She was fully oriented.  Attention, as measured in digit spans was in the moderate ranges of impairment. This is consistent with the performance measured by the WAIS digit span. On the comprehension sub-test, Ms. Delbee performed within the mild range of impairment.  She followed simple two-step commands but consistently failed on simple three step operations. She demonstrated mild impairment when asked to repeat sentences. On the memory sub-test, Ms. Delbee required four trials before she was able to correctly repeat the four items.  After 5 minutes, she recalled 3 of the 4 objects spontaneously and recalled the fourth when prompted by category.  Her performance showed that she requires extra time to learn material.  Ms. Delbee’s responses to hypothetical situations assessing judgment showed that she was capable of simple problem solving but her solutions involved depending on family members for help.  For instance, If she were stranded in the Denver Airport with a dollar in her pocket, she stated that she would, “Get change. Call my sister.  Get me money.” 


Summary


1. Overall assessment of the reliability of the client’s self-report and of other relevant sources.


2. General overview of clients life, 


· Strengths and weaknesses of family of origin and impact on functional ability. 


· Description of highest level of functioning. Academically/Vocationally and Socially, i/e., accomplishments in work and relationships. 


· Onset of symptoms and impact on functioning.


3. Findings of current evaluation. 


· Describe specific symptoms that lead to a DSM diagnosis. 


· Include descriptions that satisfy durational criteria


· Utilized medical records or other sources e.g. lay reports Case Manager statements, COQ’s or clients description of impairments, e.g. Loss of a job etc. BUT begin with your clinical description and assessment. 


· Organize by describing one diagnosis at a time. 


Ms Delbee provided an account of personal history that was limited by vague and impoverished responses that appeared to be attributable to a general lack of cognitive abilities. Ms Delbee’s behavior was consistent during each of the two interviews and with behavior reported by Ms. McChesney, her Employment Specialist.  There is no indication that Ms Delbee intentionally performed more poorly to secure secondary aims such as to qualify for Social Security benefits.  


Ms Delbee’s account of her history suggests that her mother was significantly impaired and consequently lost custody of her 5 children.  Ms. Delbee reported academic difficulties and complained of feeling her two foster mothers showed a lack of concern for her.  She described feeling unwanted and treated like she was less important than other children in the household.  Her description of her childhood suggests that she experienced the early onset of chronic depression or dysthymia.  Ms. Delbee reported that she maintained employment for 13-16 years.  She received support from vocational rehabilitation service to secure employment and appears to have lost her job when her mother developed cancer and she experienced the onset of diabetes.


As noted above, Ms Delbee’s performance on the intelligence testing is within the range of mild mental retardation.  Her description of daily activities suggests that she is dependent on others to maintain daily functioning.  Her lack of cognitive ability does result in serious complications.  For instance, she reported that her diabetes is unstable and she appears to not understand the correct medication regimen.  


Ms. Delbee’s current clinical presentation shows signs and symptoms of major depression which include feelings of depression anergia, anhedonia, insomnia, weight gain, feelings of worthlessness, and suicidal ideation. 


Diagnosis 


Axis I
296.32
Major Depressive Disorder, moderate



300.4
Dysthymic Disorder, early onset


Axis II
317
Mild Mental Retardation


Axis III
Diabetes, Self-report of back pain


Axis IV
Occupational, economic problems, problems accessing appropriate mental health services.


Axis V
GAF 40


Assessment


Describe limitations in 3 or 4 four of the functional areas in the SSA Listing. Use the Mental Residual Functional Capacity Assessment Form as a guide.


provide descriptions and examples of impairment based on your clinical observation of the client and information from collateral sources. 


Include a statement about client’s capability to handle his or her funds. 


Ms. Delbee demonstrates impairment in daily activities, social functioning and concentration, persistence and pace. While Ms. Delbee has experienced mild chronic depression with an onset in childhood, symptoms have increase in the last decade with the death of her parents and the onset of a chronic medical condition.  Ms. Delbee’s ability to manage her medical and mental disorders is limited by her lack of cognitive resources. 


Ms. Delbee demonstrates marked impairment in activities of daily living.  Her description of her typical day shows a very restricted range of activities.  She appears to be dependent on help from others to enable her to attend to daily responsibilities.  Ms. Delbee demonstrated confusion regarding many essential tasks such as attending to medical care.


Ms. Delbee is impaired in the area of social relationships. Ms. Delbee’s description of her daily activities shows that she has no social contacts beyond those she comes in contact during her routine activities. She described lack of self-esteem that limits her to interact with peers.  Untrained observers would readily recognize that Ms. Delbee appears troubled and depressed


Ms. Delbee is unable to maintain concentration, persistence and pace.  Ms. Delbee demonstrated significant cognitive limitations which impact her ability to understand and follow instructions.  Her ability to focus on tasks over the course of a normal workday and workweek is further limited by depressive symptoms that interfere with her ability to sleep and lead to fatigue. The instability of her medical condition, which effects mood and stamina, further limits her ability to attend to gainful activities. 


Ms. Delbee is able to handle her funds.  


I hope information contained in this report will be useful in your evaluation of Ms. Delbee in her application for benefits under Title II and/or Title XVI of the Social Security Administration. If I can provide additional information, please contact me.  I am most easily reached at 415 558-1375. 



Sincerely,



Thomas Neill, Ph.D.



Licensed Psychologist



PSY 13004








P.O. Box 7988, San Francisco, CA 94120-7988 ( (415) 557-5000 ( www.sfgov.org/dhs




_1166271141.doc







MEDICAL SOURCE STATEMENT OF

ABILITY TO DO WORK-RELATED ACTIVITIES (MENTAL)

NAME OF INDIVIDUAL




 SOCIAL SECURITY NUMBER

To assist us in determining this individual’s ability to do work-related activities, please give us your professional opinion of what the individual can still do despite his/her impairment(s).  The opinion should be based on your findings with respect to medical history, clinical and laboratory findings, diagnosis, prescribed treatment and response, and prognosis.


For each activity shown below:


(1) Respond to the questions about the individual’s ability to perform the activity.  When doing check the box indicating the degree of limitation on the following five-point scale 

None
Mild
Moderate       Marked
Extreme


If the degree of limitation is “None” or “Mild”, Social Security will generally conclude that the impairment is not severe.


“Extreme” represents a degree of limitation that is incompatible with the ability to do any gainful activity.

(2) Identify the factors (e.g, the particular medical signs, laboratory findings, or other factors described above) that 


     support your assessment.


IT IS VERY IMPORTANT TO DESCRIBE THE FACTORS THAT SUPPORT YOUR ASSESSMENT.


WE ARE REQUIRED TO CONSIDER THE EXTENT TO WHICH YOUR ASSESSMENT IS SUPPORTED.


(1) Is ability to understand, remember, and carry out instructions affected by the impairment?    □No    □Yes


If “no,” go to question #2.  If “yes,” please check the appropriate block to describe the individual’s ability to perform the following work-related mental activities.


None 
Mild 
Moderate      Marked 
Extreme



Remember locations and work-like procedures.

    □
 □
  □         □

 □

Understand and remember short, simple instructions.
    □
 □
  □         □

 □

Carry out short, simple instructions.


    □
 □
  □         □

 □

Understand and remember detailed instructions.

    □
 □
  □         □

 □

Carry out detailed instructions.



    □
 □
  □         □

 □

Maintain attention and concentration for extended periods.
    □
 □
  □         □

 □

Perform activities within a schedule, maintain regular

    □
 □
  □         □

 □

attendance, and be punctual.


Sustain an ordinary routine without special supervision.
    □
 □
  □         □

 □

Work with or near others without being distracted by them.
    □
 □
  □         □

 □

Make simple work-related decisions.


    □
 □
  □         □

 □

Complete a normal workday or workweek.


    □
 □
  □         □

 □

Perform at a consistent pace.



    □
 □
  □         □

 □

What medical/clinical finding(s) support this assessment?
    


(2) Is ability to respond appropriately to supervision, co-workers, and work pressures
□No    □Yes


     in a work setting affected by the impairment?

If “no,” go to question #3.  If “yes,” please check the appropriate block to describe the individual’s ability to perform the following work-related mental activities.


None 
Mild 
Moderate      Marked 
Extreme



Interact appropriately with the public.


    □
 □
  □         □

 □

Ask simple questions or request assistance.


    □
 □
  □         □

 □

Accept instructions and respond appropriately to 

    □
 □
  □         □

 □

criticism from supervisors.

Get along with co-workers and peers.


    □
 □
  □         □

 □

Maintain socially appropriate behavior.


    □
 □
  □         □

 □

Adhere to basic standards of neatness and cleanliness.
    □
 □
  □         □

 □

Respond appropriately to changes in the work setting.
    □
 □
  □         □

 □

Be aware of normal hazards and take appropriate precautions.    □
 □
  □         □

 □

Travel in unfamiliar places or use public transportation.
    □
 □
  □         □

 □

Set realistic goals or make plans independently of others.
    □
 □
  □         □

 □

What supports this assessment?

(3) Are any other capabilities affected by the impairment?



□No    □Yes

If “yes,” please identify the capability and describe how it is affected.

Capability





Effect


______________________________________________
_______________________________________


______________________________________________
_______________________________________


______________________________________________
_______________________________________


What medical/clinical findings support this assessment?


(4) Can the individual manage benefits in his/her own best interest?


□No    □Yes


____________________________________
_____________________________
_____________


Physician’s/Psychologist’s Signature

Medical Specialty



Date
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LIVER REPORT


Patient’s Name:      ________________________________________________________


Social Security #:    ________________________________________________________


Date of Birth          ________________________________________________________


TO THE DOCTOR: Please complete the following report attacking copies of lab results for each condition. Please use the back of the form if additional space is needed. 


1. Does this patient suffer from any liver impairment or disease?


Yes ________

No _________             If yes, 


A. What is the current diagnosis?


                        ___________________________________________________________

    ____________________________________________________________


B. One what date was the diagnosis first made? _________________________


C. What is the date of onset, if different? ______________________________ 


D. How long have you been treating the condition?______________________

E. What is the date of the most recent examination?______________________

F. What was the patient’s height___________ and weight __________ at that time? 


2. If there is evidence of chronic alcoholism, would the liver impairment persist at the same level of severity if there were no alcoholism?

__________________________________________________________________
__________________________________________________________________


3. Is the liver condition acute? Yes_____     No___  or chronic? Yes____     No____

4. Is it due to: 


A. Primary hepatic disorder? Yes______      No______  


B. A systematic disorder involving the liver? Yes______      No______ 

If so, which disorder? _________________________________

C. Abuse of or dependence on alcohol or other drugs? 

Yes______      No______ 

5. Is there cholecystitis of intrahepatic origin? Yes______      No______ 


 extrahepatic origin? Yes______      No______ 


6. Are there complications? If yes, please describe:___________________________

__________________________________________________________________

7. Have you palpated the liver? Yes______      No______ 


If so, describe the results ______________________________________________

__________________________________________________________________

__________________________________________________________________

Is there:


Yes 

No 

Date




   Enlargement
                       _____             ______             ___________



   Rapid shrinking                   _____             ______             ___________



   Unusual firmness                 _____             ______             ___________



   Other Abnormality               _____             ______             ___________




Describe: ______________________________________________

8. What are the lab values for: 


Value


Date(s)

Serum bilirubin                              ________
            ____________


Alkaline phosphatase                     ________

____________


Serum aminotransferase
          ________

____________


(AST formerly SGOT)


Alanintransferase 

          ________

____________

(ALT formerly SGPT)


Other 


          ________

____________

9. What is the prothrombin time? 

Value


Date







          ________

____________





          ________

____________


10. Are there enzyme abnormalities?                   Yes_____                       No_________


If so, what (include dates): _____________________________________________

__________________________________________________________________

11. Is there hypoalbuminemia of 3.0 gm. or less?


Yes______      No______

12. What diagnostic procedures have been performed? 






Date



Results 


Biopsy                                 ____________                         ___________________

Paracentesis                         ____________                         ___________________

Peritoneoscopy                    ____________                         ___________________

Needle biopsy                      ____________                         ___________________

Endoscopy                           ____________                         ___________________

X-Ray                                  ____________                         ___________________

Other                                    ____________                        ___________________

13. Has surgery been recommended? Yes______                    No_________ 


If so, what procedure? ________________________________________________

14. Has surgery been performed? Yes______                    No_________           If so: 


When_____________________________________________________________

Where____________________________________________________________

Procedure__________________________________________________________

Results___________________________________________________________

15. Does the patient suffer esophageal varices? Yes______                    No_________


If so, when was it first diagnosed? _______________________________________

Have there been hemorrhages attributable to the varices? 


Yes______                    No_________    Date(s) ___________________________

__________________________________________________________________

16. Does the patient have ascites not attributable to other causes? 

Yes______                    No_________ If so, when was it first observed? 


__________________________________________________________________


__________________________________________________________________


__________________________________________________________________


Duration: _________________________________________________________


17. Is there hepatic cell necrosis or inflammation? Yes______                    No________

If so, how long has it persisted? _________________________________________


18. Is there portal hypertension? Yes______                    No_________ 


How diagnosed? ____________________________________________________


What were the test results? ____________________________________________


19. Is the patient jaundiced? Yes______                    No_________      If so, is it due to: 








Yes


No



Hemolysis                                                   ________                      ________



Hepatocellular dysfunction                          ________                      ________



Biliary obstruction                                       ________                      ________



Other ____________________________________________________________


20. Has EEG been performed?      Yes______                    No_________


Date(s)____________________________________________________________


Results____________________________________________________________


21. Is there hepatic or portal-system encephalopathy?


Yes ______   No______    


If so, what is the cause or precipitating event ______________________________



__________________________________________________________________



__________________________________________________________________


Is there: 


A. Asterixis                                                Yes ______   No______    Date_______

B. Cerebral edema                                     Yes ______   No______    Date_______

C. Impaired consciousness                        Yes ______   No______    Date_______

D. Loss of cognitive abilities                      Yes ______   No______    Date_______

E. Affective changes                                  Yes ______   No______    Date_______

F. Persistence of disorientation                 

      to time/place                                        Yes ______   No______    Date_______

G. Memory impairment                             Yes ______   No______    Date_______

H. Perceptual or thinking disturbances      Yes ______   No______    Date_______

I. Change in personality                            Yes ______   No______    Date_______

J. Disturbance in mood                            Yes ______   No______    Date_______

K. Emotional liability                                 Yes ______   No______    Date_______


L. Loss of measured intelligence


      of at least 15 I.Q. points                       Yes ______   No______    Date_______


M. Marked restriction of activities


       of daily living                                       Yes ______   No______    Date_______


N. Marked difficulty in maintaining


      social functioning                                  Yes ______   No______    Date_______


O. Deficiencies of concentration               Yes ______   No______    Date_______


P. Deficiencies of persistence in pace        Yes ______   No______    Date_______


Q. Repeated episodes of deterioration


      or decompression at work of work


      like setting.                                            Yes ______   No______    Date_______


22. Does the patient suffer from cirrhosis?           Yes______                    No_________      


If so, what is the etiology? _____________________________________________



__________________________________________________________________



What was it first diagnosed? ___________________________________________



__________________________________________________________________


23. What clinical signs in addition to the above, have you observed?


Anorexia                                               Yes ______   No______    Date_______

Wasted extremities                                Yes ______   No______    Date_______

Peripheral edema                                  Yes ______   No______    Date_______

Protuberant belly                                  Yes ______   No______    Date_______

Glossitis                                                Yes ______   No______    Date_______

Vascular spiders                                    Yes ______   No______    Date_______

Splenomegaly                                        Yes ______   No______    Date_______

Gynecomastia                                       Yes ______   No______    Date_______

Parotid gland enlargement                    Yes ______   No______    Date_______

Hair loss                                               Yes ______   No______    Date_______

Testicular atrophy                                 Yes ______   No______    Date_______

Peripheral neuropathy                           Yes ______   No______    Date_______

Clotting disturbances                            Yes ______   No______    Date_______

Renal abnormalities                               Yes ______   No______    Date_______

Clubbing of fingers                               Yes ______   No______    Date_______

Weight loss                                           Yes ______   No______    Date_______

24. What symptoms has the patient mentioned which are consistent with the diagnosis?


Pruritus                                                 Yes ______   No______    Date_______


Pain                                                      Yes ______   No______    Date_______


Fatigue                                                  Yes ______   No______    Date_______


Weakness                                              Yes ______   No______    Date_______


Nausea                                                  Yes ______   No______    Date_______


Malaise                                                 Yes ______   No______    Date_______


Vomiting                                              Yes ______   No______    Date_______


Loss of libido                                       Yes ______   No______    Date_______


Loss of appetite                                    Yes ______   No______    Date_______


Abnormal sensation                              Yes ______   No______    Date_______


25. What is the present therapy for the condition? _____________________________



__________________________________________________________________


26. What has been the response to treatment? ________________________________



__________________________________________________________________


27. What medication has been prescribed? ___________________________________



__________________________________________________________________


28. Are there any reported or observed side effects from the medication? 



Yes ______   No______           If so, what are they? ________________________



__________________________________________________________________


29. What modifications to lifestyle or daily living have been recommended? 



__________________________________________________________________



__________________________________________________________________


30. What other medical or psychological conditions does the patient suffer in addition to those described above? _______________________________________________



__________________________________________________________________



__________________________________________________________________



__________________________________________________________________



__________________________________________________________________


31. Are you treating these conditions?                    Yes ______                       No______   


_________________________________________            ___________________


Signature of Physician




          Date Report Completed



Please print                                     Physician Name _________________________







        Address _______________________________







        Phone ________________________________







       Specialty _______________________________
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DEGENERATIVE JOINT DISEASE


(ARTHRITIS) REPORT


Patient’s Name:      ________________________________________________________


Social Security #:    ________________________________________________________


Date of Birth          ________________________________________________________

TO THE DOCTOR: Please complete the following report attaching copies of lab results for each condition. Please use the back of the forms if additional space is needed. 

1. Does this patient suffer from any arthritic impairment or disease?

Yes ________

No _________             If yes, 

A. What is the current diagnosis? ____________________________________

    ____________________________________________________________


B. One what date was the diagnosis first made? _________________________

C. What is the date of onset, if different?______________________________

D. How long have you been treating the condition? ______________________

E. What is the date of the most recent examination?______________________

F. What was the patient’s height___________ and weight __________ at that time? 

2. If possible, state the date of onset of disease in each joint (for example: left knee 8/82): ____________________________________________________________



__________________________________________________________________



__________________________________________________________________

3. Please describe any structural changes, i.e., structural deformity, bone destruction or bone hypertrophy: ________________________________________________



__________________________________________________________________



__________________________________________________________________



__________________________________________________________________



__________________________________________________________________



__________________________________________________________________

4. Clinical abnormalities: 


A. Atrophy; if present, cite affected joint(s) with appropriate comparative measurements: _______________________________________________



____________________________________________________________



____________________________________________________________


B. Describe any local inflammatory or systemic signs: __________________



____________________________________________________________



____________________________________________________________



____________________________________________________________



____________________________________________________________



____________________________________________________________

5. Please list any obtained lab data: 


Test         Result         Date         Normal        Abnormal         Antinucle       Antibodies 


_____     _______     ______    ________      _________    ___________  __________

_____     _______     ______    ________      _________    ___________  __________


_____     _______     ______    ________      _________    ___________  __________

6. Functional abnormalities: _____________________________________________

__________________________________________________________________


__________________________________________________________________



Physican Name: _____________________________________________________


Signature: _________________________________________________________



Address: __________________________________________________________



Phone:____________________________________________________________

PAGE  
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Interviewing Checklist for Alcohol 

and/or Illegal Drug (AOD) Use

· Status during periods of sobriety

· If impairment existed before AOD use started, explore the functional limits caused by the impairment prior to AOD use

· If the person had periods of sobriety, explore the functional limits caused by the impairments while sober


· If actively using, explore the context of AOD use

· Why they person started using AOD

· What effects the AOD has had on their life

· If treatment has ever helped AOD use

· How the person sees the relationship between their impairment and their AOD use

· Relationship of AOD use to past trauma or abuse








PFS Training on Documenting Disability

April/May 2009


Prepared by Neighborhood Legal Services




STATE OF CALIFORNIA – HEALTH AND WELFARE AGENCY
 
NAME:

DEPARTMENT OF SOCIAL SERVICES



SSN:
 


 
DOB:     










LAC/DMH. MIS.






_









_


Date Patient First Examined

                     Date of Most Recent Examination

Frequency of Visits


______________________________________________________________________________________________________


EVALUATION FORM FOR MENTAL DISORDERS



___

                        .
_ 


A narrative report, covering the following points, may be substituted instead of this form.

NOTE: The evidence needed to evaluate this patient’s claim must be as object and as specific as possible. Specific examples of the patient’s behavior, thinking and functioning are necessary to make a determination. Verbatim quotations of the patient’s speech are frequently useful.


1. GENERAL OBSERVATIONS.  Does the patient require assistance to keep his/her appointments? in what way and by whom? Please describe posture, gait, mannerisms, and general appearance.


___________________________________________________________________________________________________


2. PRESENT ILLNESS. What are the patient’s complaints and symptoms? How and when did they begin? How does the patient describe complaints (verbatim quotes)?


___________________________________________________________________________________________________


3. PAST HISTORY OF MENTAL DISORDER. If patient has been hospitalized please indicate dates, location, and course of treatment. Also, please describe any treatment received on an outpatient basis.


___________________________________________________________________________________________________


4. FAMILY, SOCIAL AND ENVIRONMENTAL HISTORY:  Briefly discuss the following areas, if relevant: family, education, marriage, divorce, work, sickness, alcohol, drug abuse, prison, etc









NAME:  


SSN:







DOB:     


LAC/DMH. MIS. # 


___________________________________________________________________________________________________


5. MENTAL STATUS EXAMINATION: For each of the items listed below, please record enough detailed observations to recreate the patient’s clinical picture.


A. Attitude and Behavior.  Please describe the patient’s general attitude, e.g. pleasant, hostile, relaxed, fearful, etc., and any examples of noteworthy behaviors, e.g. fearfulness, motor activity, emotional lability, etc.


B. Intellectual Functioning/Sensorium: Please describe and provide specific examples of orientation, memory, concentration, perceptual or thinking disturbance, judgment, etc. If intellectual functioning or organic involvement have been measured with standardized tests, please include any available results including dates of testing.


C. Affective Status: Please present any evidence of anxiety, depression, phobias, manic syndrome, inappropriate affect, somaform disorder, suicidal/homicidal ideation, etc. Please describe objective signs of any diagnosed affective disorder, e.g. weight change, insomnia, decreased energy, feelings of guilt or worthlessness, anhedonia, etc.


D. Reality Contact: Does the patient present delusions, hallucinations paranoid ideation, confusion, mood swings, emotional lability, emotional withdrawal and or isolation, catatonic or grossly disorganized behavior, loosening of associations, etc. Please describe in detail.


NAME:  



SSN:
 


DOB:      


LAC/DMH. MIS. # 


___________________________________________________________________________________________________


6. CURRENT LEVEL OF FUNCTIONING. indicate to what extent (if any) the patient’s current mental condition interferes with each of the following with supporting data and examples.


A. Present Daily Activities: Discuss the degree of assistance or direction needed to properly care for personal affairs, do shopping, cook, use public transportation, pay bills, maintain residence, care for grooming and hygiene, etc. In what ways, if any, have the patient’s daily activities changed as a result of the patient’s mental condition?


.


B. Social Functioning:  Describe the patient’s capacity to interact appropriately and communicate effectively with family members, neighbors, friends, landlords, fellow employees, etc. In what ways, if any, have these changed as a result of the patient’s condition?


C. Concentration and Task Completion: Describe the patient’s ability to sustain focused attention, complete everyday household routines, follow and understand simple written or oral instructions, etc. In what ways, if any, have these changed as a result of the patient’s condition?


D. Adaptation to Work or Work-like Situations:  Describe the patient’s ability to adapt to stresses common to the 


work environment including decision-making, attendance, schedules, and interaction with supervisors. In what way, if any, have these changed as a result of the patient’s condition?


E.  New Repeated Episodes of Decompensation: (exacerbation or temporary increase in symptoms, accompanied by a loss of adaptive functioning in the above four areas).  Examples: increased treatment; change to less stressful situation; alterations in medications; hospitalization or placement in structured living arrangement, like a halfway house or Board & Care. Need dates and duration of episodes.


NAME:  


SSN:







DOB:     


LAC/DMH. MIS. #

___________________________________________________________________________________________________


7. CURRENT MEDICATION (if any):  List dosage and response.


___________________________________________________________________________________________________


8. DIAGNOSIS: (DSM IV)


___________________________________________________________________________________________________


9. PROGNOSIS:  Can the patient’s condition be expected to improve? If so, when do you consider significant changes likely to occur?


____________________________________________________________________________________________________


10. COMPETENCY:  Is the patient competent to manage funds on his/her own behalf?


(    )   yes          (     ) no


____________________________________________________________________________________________________


11.  ADDITIONAL COMMENTS:   Attach additional pages if necessary.


Name of reporting Psychiatrist/Psychologist (Print or type)__________________________________


Address______________________________________ Signature_____________________________________


City/State____________________________________Title__________________________________________


Telephone____________________________________Date__________________________________________


Best Time to Call, If Necessary_________________________________________________________
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Third Party Questionnaire




RE:


CASE No:


DEA:


1.  What is your relationship to this applicant?


     How long have you known him/her?


     How often do you see him/her?


2.  Please describe the applicant’s personal appearance.  Are there any apparent difficulties with 


     grooming, dress, cleanliness, etc.?

3.  Does the applicant exhibit any unusual behavior, mannerisms, fears, posturing, etc.?  If so  


     please describe.


4.  What indications of memory loss or problems with concentration or focusing have you


     observed?


5.  Does the applicant need assistance in keeping appointments?  If yes, from whom?


     Generally, does he/she arrive on time?

[    ]  Yes        [    ]  No


     Is he/she cooperative?  Please explain.


6.  Is the applicant able to understand and carry out simple verbal instructions? [    ]  Yes     [    ]  No


     Written instructions?  [    ]  Yes        [    ]  No


     If not, please explain and give examples.


7.  What difficulties, if any, does the applicant have interacting and communicating appropriately?


8.  Have you ever observed the applicant under the influence of drugs or alcohol?


     [    ]  Yes        [    ]  No


     If yes, how frequently?


     If yes, how recently?


9.  Has the applicant filed for SSI/SSA benefits in the past?  


     [    ]  Yes        [    ]  No        [    ]  I do not know


10. Please provide us with the names, addresses, and phone numbers of family members or friends 


      we may contact, if needed, for assistance.


11. Do you know if the applicant is working with any other agencies?


      Please give name, address, and phone number.

12. Do you have any additional comments or observations?


Your name:  ___________________________


Title:  ________________________________


Phone Number:  ________________________


Date:  ________________________________
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SSA’s Sample Mental Disorder Listing ---Affective Disorders 



12.04 Affective disorders: Characterized by a disturbance of mood, accompanied by a full or partial manic or depressive syndrome. Mood refers to a prolonged emotion that colors the whole psychic life; it generally involves either depression or elation. 

The required level of severity for these disorders is met when the requirements in both A and B are satisfied, or when the requirements in C are satisfied. 

A. Medically documented persistence, either continuous or intermittent, of one of the following: 

1. Depressive syndrome characterized by at least four of the following: 

a. Anhedonia or pervasive loss of interest in almost all activities; or 

b. Appetite disturbance with change in weight; or 

c. Sleep disturbance; or 

d. Psychomotor agitation or retardation; or 

e. Decreased energy; or 

f. Feelings of guilt or worthlessness; or 

g. Difficulty concentrating or thinking; or 

h. Thoughts of suicide; or 

i. Hallucinations, delusions, or paranoid thinking; or 

2. Manic syndrome characterized by at least three of the following: 

a. Hyperactivity; or 

b. Pressure of speech; or 

c. Flight of ideas; or 

d. Inflated self-esteem; or 

e. Decreased need for sleep; or 

f. Easy distractibility; or 

g. Involvement in activities that have a high probability of painful consequences which are not recognized; or 

h. Hallucinations, delusions or paranoid thinking; or 

3. Bipolar syndrome with a history of episodic periods manifested by the full symptomatic picture of both manic and depressive syndromes (and currently characterized by either or both syndromes); 

AND 

B. Resulting in at least two of the following: 

1. Marked restriction of activities of daily living; or 

2. Marked difficulties in maintaining social functioning; or 

3. Marked difficulties in maintaining concentration, persistence, or pace; or 

4. Repeated episodes of decompensation, each of extended duration; 

OR 

C. Medically documented history of a chronic affective disorder of at least 2 years' duration that has caused more than a minimal limitation of ability to do basic work activities, with symptoms or signs currently attenuated by medication or psychosocial support, and one of the following: 

1. Repeated episodes of decompensation, each of extended duration; or 

2. A residual disease process that has resulted in such marginal adjustment that even a minimal increase in mental demands or change in the environment would be predicted to cause the individual to decompensate; or 

3. Current history of 1 or more years' inability to function outside a highly supportive living arrangement, with an indication of continued need for such an arrangement. 

1




OBESITY REPORT

Patient’s Name:      ________________________________________________________


Social Security #:    ________________________________________________________


Date of Birth          ________________________________________________________


TO THE DOCTOR: Please complete the following report attaching copies of lab results for each condition. Please use the back of the form if additional space is needed. 


1. Does this patient suffer from any obesity?

Yes ________

No _________             If yes, 

A. What is the current diagnosis? ____________________________________

    ____________________________________________________________


B. One what date was the diagnosis first made? _________________________

C. What is the date of onset, if different? ______________________________

D. Is there a known medical etiology? ________________________________



____________________________________________________________

____________________________________________________________ 


E. How long have you been treating the condition?______________________

F. What is the date of the most recent examination?______________________

G. What was the patient’s height___________ and weight __________ at that time? 

H. What weights have been recorded in the last 12 months? Please provide at least three weights. 



DATE


WEIGHT



_____________
__________________________________________



_____________
__________________________________________



_____________
__________________________________________


2. What lab tests have been performed? 






   Yes              No              Date(s)                Results


A. Blood sugar                   _____          ______       __________   __________



fasting                           _____          ______       __________   __________



post-prandial                 _____          ______       __________   __________


B. Serum cholesterol          _____          ______       __________   __________


C. Triglycerides                  _____          ______       __________   __________


D. Lipids                            _____          ______       __________   __________


E. Other                            _____          ______       __________   __________


3. Does the patient exhibit any complications */ caused by the obesity? (check all applicable). 


________ Hypertension; if so, please report date and last blood pressure readings:


1. _________________________________________________________


2. _________________________________________________________


3. _________________________________________________________


________ Artherialsclerotic heart disease 


________ Diabetes


________ Musculoskeletal disorder 


________ Other, please explain ________________________________________


* NOTE - if any exist - fill out other forms. 

4. What therapy, if any, has been prescribed, not simply recommended? ____________



__________________________________________________________________


5. Does patient comply with therapy? Yes ________
   
No _________

6. What medications, if any, is the patient currently taking for the condition and/or other complications?  ________________________________________________



__________________________________________________________________


7. Are there any side effects from the medication observed or reported? 


Yes ________

No _________                   If so, what? ________________


__________________________________________________________________


__________________________________________________________________


8. Does the patient have a history of congestive heart failure? Yes _____       No _____


    If yes, is there a manifestation of past evidence of vascular congestion? 


     _____________   hepatomegaly


     _____________   Peripheral or


     _____________   Pulmonary edema 


(Please attach any supporting documentation of recorded observations, findings, or lab results)


9. Is there chronic venous insufficiency? Yes _____       No _____


If yes, are there superficial varicosities in a lower extremity with pain on weight bearing and persistent edema?     Yes _____       No _____


10. Is there a history of respiratory disease? Yes _____       No _____


A. Is the total forced vital capacity equal to or less than 2.0 liters? ___________

B. What is the level of hypoxemia at rest?______________________________

11. From what other medical or psychological condition does the patient suffer from in addition to those described above. 



__________________________________________________________________



__________________________________________________________________



__________________________________________________________________


12. Are you treating these conditions?                    Yes ______                       No______    



_________________________________________           ___________________



Signature of Physician




          Date Report Completed



Please print                                    Physician Name _________________________







       Address _______________________________







       Phone ________________________________







       Specialty ______________________________
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SEIZURE DESCRIPTION FORM

Applicant _________________________________________


SSN _____________________________________________


Note: Please answer the following questions based on your actual observations. 

1. Dates of seizures witness: _____________________________________________



__________________________________________________________________


2. Does the claimant have the seizures during the day, during the night, or both? _____



__________________________________________________________________


3. How often does the claimant have seizures? _______________________________



__________________________________________________________________


4. How many seizures have you witnessed? __________________________________



__________________________________________________________________


5. When was the last time the claimant had a seizure of which you are aware? _______



__________________________________________________________________


6. Please describe a typical seizure by answering the following questions: 


a. Does the claimant loose consciousness? 



Yes _________   No _________



If Yes, for how long? ___________________________________________


b. Does the claimant bite his/her tongue?



Yes _________   No _________


c. Does he/she lose bladder or bowel control?



Yes _________   No _________


d. Has he/she been injured during a seizure?



Yes _________   No _________


e. Please try to describe his/her behavior immediately following a seizure: ____



____________________________________________________________



____________________________________________________________



____________________________________________________________


7. Please give a phone number where you can be reached: ______________________


8. What is your relationship to the above person? _____________________________



__________________________________________________________________



__________________________________________________________________


____________________________________________                     _____________ 


                 Signature                                                                            Date                 


____________________________________________


____________________________________________





Address 


Phone: _____________________________________
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CARDIAC 


RESIDUAL FUNCTIONAL CAPACITY QUESTIONNAIRE


To: 
  




                          

Re:





    (Name of Patient)








    (Social Security No.)


Please answer the following questions concerning your patient's impairments.  Attach all relevant treatment notes, laboratory and test results that have not been provided previously to the Social Security Administration.


1.
Frequency and length of contact:  










2.
Diagnosis (with New York Heart Association functional classification):  


3.
Prognosis:  













4.
Identify the clinical findings, laboratory and test results that show your patient's medical 



impairments: 












5.
Identify all of your patient's symptoms:

		__ 

		chest pain

		__ 

		edema



		__ 

		anginal equivalent pain

		__ 

		nausea



		__ 

		shortness of breath

		__ 

		palpitations



		__ 

		fatigue

		__ 

		dizziness



		__ 

		weakness

		__ 

		sweatiness






Other:  












6.
If your patient has anginal pain, describe the frequency, nature, location, radiation,



precipitating factors, and severity of this pain: 


7.
Is your patient a malingerer?  



__ Yes

__ No


8.
Does your patient have marked limitation of physical activity, as demonstrated by fatigue, palpitation, dyspnea, or anginal discomfort on ordinary physical activity, even though your patient is comfortable at rest?



__ Yes

__ No


9.
a.
What is the role of stress in bringing on your patient's symptoms?



b.
To what degree can your patient tolerate work stress?




__
Incapable of even “low stress” jobs
__
Capable of low stress jobs




__
Moderate stress is okay
__
Capable of high stress work



c.
Please explain the reasons for your conclusion: 


10.
Do your patient's physical symptoms and limitations cause emotional difficulties such as depression or chronic anxiety? 



__ Yes

__ No



Please explain:  






11.
Do emotional factors contribute to the severity of your patient's subjective symptoms and functional limitations? 



__ Yes

__ No


12.
How often during a typical workday is your patient’s experience of cardiac symptoms (including psychological preoccupation with his/her cardiac condition, if any) severe enough to interfere with attention and concentration needed to perform even simple work tasks?



__ Never   
__ Rarely       __ Occasionally       __ Frequently          __ Constantly


For this and other  questions on this form, “rarely” means 1% to 5% of an 8-hour working day; "occasionally" means 6% to 33% of an 8-hour working day; "frequently" means 34% to 66% of an 8-hour working day.


13.
Are your patient's impairments (physical impairments plus any emotional impairments) reasonably consistent with the symptoms and functional limitations described in this evaluation?





__ Yes

__ No



If no, please explain:  











14.
a.
List of prescribed medications: _________________________________________


________________________________________________________________________________________________________________________________________________________________________________________________________________________


b.
Describe any side effects of your patient's medication and identify any implications for working: ________________________________________________________


________________________________________________________________________________________________________________________________________________________________________________________________________________________


15.
Have your patient's impairments lasted or can they be expected to last at least twelve months?





__ Yes

__ No


16.
As a result of your patient's impairments, estimate your patient's functional limitations if your patient were placed in a competitive work situation:



a.
How many city blocks can your patient walk without rest or severe pain? 




b.
Please indicate how long your patient can sit and stand/walk total in an 8 hour working day (with normal breaks).


		Sit

		Stand/Walk

		



		__

		__

		less than 2 hours



		__

		__

		about 2 hours



		__

		__

		about 4 hours



		__

		__

		at least 6 hours






c.
Does your patient need a job that permits shifting positions at will from sitting,




standing or walking?



__ Yes

__ No



d.
Will your patient sometimes need to take unscheduled breaks during an 8 hour working day?




__ Yes

__ No




If yes,
1) how often do you think this will happen?







2) how long (on average) will your patient











    have to rest before returning to work?







3)  on such a break, will your patient need to __ lie down or __ sit quietly? 



e.
With prolonged sitting, should your patient's leg(s) be elevated?    __ Yes    __ No




If yes,
1)
how high should the leg(s) be elevated?








2)
if your patient had a sedentary job, what






percentage of time during an 8 hour






working day should the leg(s) be elevated?








f.    
How many pounds can your patient lift and carry in a competitive work situation?


		

		Never

		Rarely

		Occasionally

		Frequently



		Less than 10 lbs.

		__

		__

		__

		__



		10 lbs.

		__

		__

		__

		__



		20 lbs.

		__

		__

		__

		__



		50 lbs.

		__

		__

		__

		__





f.        How often can your patient perform the following activities?


		

		Never

		Rarely

		Occasionally

		Frequently



		Twist

		__

		__

		__

		__



		Stoop (bend)

		__

		__

		__

		__



		Crouch/ squat

		__

		__

		__

		__



		Climb ladders

		__

		__

		__

		__



		Climb stairs

		__

		__

		__

		__





f. State the degree to which your patient should avoid the following:


		ENVIRONMENTAL


RESTRICTIONS

		NO RESTRICTIONS

		AVOID

CONCENTRATED


EXPOSURE

		AVOID


EVEN


MODERATE


EXPOSURE

		AVOID


ALL


EXPOSURE



		

		

		

		

		



		Extreme cold

		__

		__

		__

		__



		Extreme heat

		__

		__

		__

		__



		High humidity

		__

		__

		__

		__



		Wetness

		__

		__

		__

		__



		Cigarette smoke

		__

		__

		__

		__



		Perfumes

		__

		__

		__

		__



		Soldering fluxes

		__

		__

		__

		__



		Solvents/cleaners

		__

		__

		__

		__



		Fumes, odors, gases 

		__

		__

		__

		__



		Dust

		__

		__

		__

		__



		Chemicals

		__

		__

		__

		__



		List other irritants:

		

		

		

		



		




		__

		__

		__

		__



		




		__

		__

		__

		__






i.
Are your patient’s impairments likely to produce “good days” and “bad days”?











  __ Yes       __ No


If yes, please estimate, on the average, how many days per month your patient is likely to be absent from work as a result of the impairments or treatment:





__ Never
__ About three days per month





__ About one day per month  
__ About four days per month





__ About two days per month
__ More than four days per month


17.
What is the earliest date that the description of symptoms and limitations in this questionnaire applies? 









18.
Please describe any other limitations (such as limitations using arms, hands, fingers, psychological limitations, limited vision, difficulty hearing, etc.) that would affect your patient's ability to work at a regular job on a sustained basis:


Date




Signature





Printed/Typed Name:









7-45a


Address:
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NEUROLOGICAL REPORT


Patient’s Name:      ________________________________________________________


Social Security #:    ________________________________________________________


Date of Birth          ________________________________________________________


1. Does this patient suffer from any neurological impairment or disease?


Yes ________

No _________             If yes, 


A. What is the current diagnosis? ____________________________________

    ____________________________________________________________


B. One what date was the diagnosis first made? _________________________

C. What is the date of onset, if different? ______________________________

D. What is the date of the most recent examination?______________________

E. What was the patient’s height___________ and weight __________ at that time? 

2. Is paralysis or paresis present?        Yes______      No______


         
If yes, please describe location and severity ______________________________



__________________________________________________________________



__________________________________________________________________


3. Please describe residual functioning capacity in the patient’s extremities: 


A. Upper extremities (check all that apply indicating % of function left)







       Left %

        Right %

Pushing/pulling                    _______________     _________________


Gross manipulation              _______________     _________________


Fine manipulation                _______________     _________________



Lifting


          
       Left                               Right

Less than 5 lbs?                          yes ____ no_____       yes ____ no_____


5 to 10 lbs?                                 yes ____ no_____       yes ____ no_____


10 to 20 lbs?

          yes ____ no_____       yes ____ no_____


a. Are there allegations of pain?  Yes______      No______

    If yes, please describe ___________________________________________


     ____________________________________________________________


b. If no, is there a medical or psychological explanation for the pain complained                

       of?       


     ____________________________________________________________

  ____________________________________________________________


          c. Is there any loss of grip in hands?     Yes______      No______


  If yes, please describe. ____________________________________________


______________________________________________________________


B. Lower extremities: 

a. Have there been any Conduction Studies performed? 


            Yes______      No______        If yes, please give results 


              ________________________________________________________


             ________________________________________________________


            _________________________________________________________


b. Straight leg raising results: ____________________________________


      _________________________________________________________



      _________________________________________________________


c. Describe gait: _____________________________________________



      _________________________________________________________



      _________________________________________________________


d.    Ambulation:         Normal_______   Cane _______     Crutches ______





            Wheelchair ________         Bedfast _______


e.    Coordination of extremities:    Poor _______   Fair _______     


                                                       Good _______     No impairment ________


C.     Is assistance in weight bearing needed?      Yes______      No______


  If yes, please describe _________________________________________


____________________________________________________________



____________________________________________________________

4. Does the patient have sensory or motor aphasia? Yes______      No______

    If yes, please describe ability to communicate _________________________


    _____________________________________________________________


    _____________________________________________________________

5. Indicate and describe presence and severity of any of the following: 


Sensory changes  ______________________________________________

Atrophy               ______________________________________________

Tremor                 _____________________________________________

Fibrillation           _____________________________________________

Festination           _____________________________________________

Nystagmus           _____________________________________________

6. Results of pertinent laboratory test with dates (such as EEG, CT scan, x-ray, etc…) 



Test



Date 



Results 



___________________       _______________    __________________________



___________________       _______________    __________________________



___________________       _______________    __________________________


7. Has the patient’s mental status been affected by impairment(s)? Yes____      No____



Is yes, please describe ________________________________________________



__________________________________________________________________



__________________________________________________________________


8. The patient’s condition is Improving ____   Stable_____  Deteriorating  _________



Remarks: __________________________________________________________



__________________________________________________________________


9. What is the present therapy for the condition? _____________________________


__________________________________________________________________


10. What has been the response to the therapy? _______________________________



__________________________________________________________________


11. What medication is the patient currently taking for the condition? ______________



__________________________________________________________________


12. Are there any side effects from the medication observed or reported? 



Yes______      No______          If so, what are they?



__________________________________________________________________



__________________________________________________________________


13. Please note any other medical impairment that would restrict the patient’s ability to function: __________________________________________________________


__________________________________________________________________



__________________________________________________________________


14. Are you treating these other impairments?       Yes______      No______


_________________________________________           ___________________



Signature of Physician




          Date Report Completed



Please print                                    Physician Name _________________________







       Address _______________________________







       Phone ________________________________







       Specialty _______________________________


PHYSICAL ASSESSMENT

NAME OF PATIENT ________________________________     SSN_______________


In addition to your examination/treatment records for this patient, please provide a medical assessment of your patient’s physical capacities/limitations as of the earlier of the following two dates: 


□
Date of last visit _______________________________ , or


□
_________________________________ , end of period being evaluated


A. □ The patient has no impairment-related physical limitations; or


B. □ In relation to the impairment(s), the patient retains the capacity to:

1. Occasionally lift and/or carry (including                            What are the medical findings 


      upward pulling) for up to 1/3rd of an                                  that support this assessment? 


      8-hour workday at a maximum of: 


□ less than 10 pounds



□ 10 pounds



□ 20 pounds


□ 50 pounds


□ 100 pounds


□ Cannot assess

2. Frequently lift and/or carry from 1/3rd                              What are the medical findings 


      to 2/3rds of an 8-hour workday a                                        that support this assessment? 


      maximum of: 


□ 10 pounds



□ 25 pounds


□ 50 pounds


□ Cannot assess 

3. Stand and/or walk (with normal breaks)                             What are the medical findings


for a total of: 




       that support this assessment? 


□ Less than 2 hours in an 8-hour workday


□ At least 2 hours in an 8-hour workday


□ About 6 hours in an 8-hour workday


□ Cannot assess 


4.      Sit (with normal breaks) for                                              What are the medical findings


         a total of:                                                                           that support this assessment?


□ Less than about 6 hours in an 8-hour workday


□ About 6 hours in an 8-hour workday

□ Cannot assess 

5. Postural Limitations


Climb

Frequently
Occasionally
         Never


- ramps/stairs


□

□

□



         

- ladders/ropes/scaffolds
□

□

□

Balance




□

□

□


Stoop




□

□

□


Kneel




□

□

□


Crouch




□

□

□


Crawl




□

□

□


What are the medical findings


that support this assessment?

6. Manipulative Limitations

Limited          Unlimited




Reach in all directions (including overhead)
□

□



Handling (gross manipulation)


□

□




Fingering




□

□



`
Feeling (skin receptors) 


□

□


What are the medical findings


that support this assessment?

7. Visual Limitations


Limited          Unlimited


Near Acuity



□

□


Far Acuity



□

□


Depth perception


□

□


Accommodation


□

□


Color vision



□

□


Field of vision



□

□


What are the medical findings


that support this assessment?

8. Communicative Limitations

Limited          Unlimited


Hearing



□

□


Speaking



□

□


What are the medical findings


that support this assessment?

9. Environmental Limitations

Limited          Unlimited


Extreme Cold



□

□


Extreme Heat



□

□


Wetness




□

□


Humidity



□

□


Noise




□

□


Vibration



□

□


Fumes, odors, dust, 


Gases, poor ventilation, etc.

□

□


Hazards


(machinery, heights, etc.)


□

□


What are the medical findings


that support this assessment?

SIGNATURE___________________________________________





PHYSICIAN

Address: __________________________________________

Phone: ___________________________________________


DATE____________________________________________
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