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Emp,lnyre number > Gnn::t Aumber

50740
Date of birth

- Employee signature

=i Is *suitin:m ' injury or Last day at work First day patient seen Expected duration of disability

sickness caused by employment?

' I'I‘BS No Unknown

. Date of hospital Date of discharge Date and nature of surgery
 in-patient admission

Type of anaesthetic

' Patient referred to yuﬁ-‘? * Name of re?:a;rin-g_.ph?sigaﬁ Have you referred ~ Name of physician(s)/other

patient?

Yes No

" Date of first and all subsequent visits during present period of absence from work Date first unable to Is patient compét’ent' to

work because of disability  endorse chegques?

Yes No

~ Primary ~ Secondary

- List all symptoms relevant to the claimed disability, noting severity, date of onset and progression

" Please note any psychological or social difficulties which may delay recovery

Please note any restrictions and/or limitations, and state prognosis

Canadian OR American Heart Felace . ord bl o e

Physical findings
Cardiovascular Association

Class Class a copy of the report of the

graded exercise test BP

Rhythm de._-scriﬁticurT wr Angina (frequency, S_E’VE?II}I'. béﬁérﬁé}

Complications (i.e. cerebral vascular, peripheral vascular or diabetic conditions)

Physician’s signature




