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Name - given and last name T ~ Date of birth

Employee signature

1s patI'nt's condition due to injury or Last day at work First day patient seen Expected duration of disability
sickness caused by employment?

—

Yes No r\iUnknown

' Date of hospital Date of discharge Patient referred to you?  Name of referring physician

in-patient admission

lYes | Mo

| Have you referred Name of physician(s)/other ' Telephone
patient?

' Date of first and all subsequent visits during present period of absence from work  Date first unable to

work because of disability

GAF current lowest in past year

List all relevant symptoms (noting severity, date of onset and progression) and describe how this affects daily living and work

" List medications, dosage frequency and results

Counseling (first appointment, last appointment, frequency, results)

~ Comment on relevant personal, work, family history or any external factors influencing this claim

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

- Name of attending physician (please print) Specialty Telephone

Flhysiciéh's signature
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