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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 first visit _______________________. Findings on that date.______________________ 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
_____________________________________________________________________________________

2. History of present illness, including dates and clinical course. 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
_____________________________________________________________________________________

3. Date of the last examination ______________________________________________________. 

4. Does patient have hearing loss manifested as the loss of the ability to hear normal
    conversation or instructions? 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

5. Is patient deaf of both ears? ______________________________________________________ 
    Is condition progressive? __________________________________________________________

6. Provide date and finding of the last air and bone conduction test.

a. Air Conduction __________________________________ 
b. Bone Conduction ________________________________ 
c. Results with hearing aid ___________________________ 

7. Is patient using hearings aid? _____________ Provide speech discrimination score with the hearings aid.
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
_____________________________________________________________________________________

Please provide copy of last audiometry done. 
Vertigo:	________ Yes  	________No 

If yes, describe:

1. Type    	___________			4. Tinnitus  ___________ 
2. Frequency   ___________			5. Balance Disturbance   ___________
3. Duration     ___________ 

Are the vertiginous episodes not related to any labyrinthine-vestibular disorder?
Please, explain. 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
_____________________________________________________________________________________


Describe the result of any vestibular test done.
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
_____________________________________________________________________________________


Speech:

1. Describe the ability to produce speech that could be understood, heard and sustained.
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
_____________________________________________________________________________________

2. Has the patient any anatomic deformity? (E.g.: Glosectomy, Laryngectomy, etc.) 
Describe. 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
_____________________________________________________________________________________

3. Is the speech limitation related to any neurologic disorder or any other systemic illness?  Please, explain. 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

4. Is patient using any speech device? Describe type and effectiveness. 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
_____________________________________________________________________________________

Please, provide copy of any laboratory, radiology, biopsy and/or surgery reports available in the record.

Diagnosis: _____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________




Actual treatment: 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Prognosis:___________________________________________________________________________ 
_____________________________________________________________________________________

Additional comments:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
_____________________________________________________________________________________
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Conservation:  Equal to the file which it constitutes part. 
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