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DERMATOLOGIC MEDICAL REPORT
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Medical information is needed to establish your patient’s eligibility under the disability provisions of the Retirement System Administration. The information must be sufficiently detailed to enable a reviewing physician to make an independent determination as to severity and duration of the impairment.  Please answer the question below on information available in your records. 


1. Date of the first visit ______________ Describe symptoms and clinical findings on that date.
_____________________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________________________________ 
 
2. Significant past history and clinical course. 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

3. Indicate the date when the condition first imposes limitations________________________ ____________________________________________________________________________________. 
    Describe findings on that date.
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

4. Date of the last examination: _____________________________________________________. 

Findings on the last examination 

5. Describe the lesions and anatomical extension. 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

6. Describe the limitations impose by the condition. 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

a. Describe any deformities or contractures. 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

7. Specify any systemic involvement. 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

8. Did patient receive any surgical treatment?______________________________________ 
Describe response to that treatment. 
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
a. Biopsies. Specify dates and result. 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

9. Describe all the treatment and result.  Specify dates. 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

 10. Is recovery expected? _____________________________________________________________ 

Burns

a. Specify date and areas involved.
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

b. Describe any contractures or deformities left.  
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

c. Did patient receive surgical treatment?  _________Yes     _________No  
    Specify date and result. 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

d. Secondary infections.  Specify dates. 
____________________________________________________________________________________________________________________________________________________________________________

1) Treatment(s) to the infections and response.
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Diagnosis: __________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________________________________ 

Actual treatment and response: _____________________________________________________ 
__________________________________________________________________________________________________________________________________________________________________________ 

Prognosis: ___________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________________________________ 

Additional comments: _______________________________________________________________ 
__________________________________________________________________________________________________________________________________________________________________________ 
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Conservation:  Equal to the file which it constitutes part. 
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