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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 examination ____________________.    Describe symptoms and clinical findings on that date. 
__________________________________________________________________________________________________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________

2. Significant past history and clinical course. 
__________________________________________________________________________________________________________________________________________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________

3. Indicate site and histogenesis of the primary lesion.  Include date of diagnosis and stage of the lesion. _______________________________________________________________________.




Findings on the last examination

4. Date of last examination __________________________________________________________. 


	               B/P _____________      Wt. _____________	  Ht. ______________ 


5. Indicate site and histogenesis of the primary lesion.  Include date of diagnosis and stage of the lesion. 
    ___________________________________________________________________________
    ___________________________________________________________________________ 

6. Indicate site and extent of regional or remote metastasis.  Include diagnostic studies report.
    ___________________________________________________________________________ 
    ___________________________________________________________________________ 
    ___________________________________________________________________________

7. Provide dates and results of biopsies done.
    ___________________________________________________________________________ 
    ___________________________________________________________________________ 
    ___________________________________________________________________________ 

8. Did patient receive surgical treatment?  Specify dates and type of surgery. 
    ___________________________________________________________________________ 
    ___________________________________________________________________________ 
    ___________________________________________________________________________ 


a. Was the excision of the lesion complete? ___________________________ 

b. Were lymph nodes removed? ______________________________________ 




c. Describe any post operator complications. 
     ___________________________________________________________________________ 
     ___________________________________________________________________________ 
     ___________________________________________________________________________ 

d. Describe any limitation in daily functioning as a result of the surgery.
    ___________________________________________________________________________ 
    ___________________________________________________________________________ 
    ___________________________________________________________________________ 

9. Specify date, duration and response to chemo and/or radiotherapy. 
    ___________________________________________________________________________ 
    ___________________________________________________________________________ 
    ___________________________________________________________________________ 

a. When was the last therapy cycle? __________________________________ 
b. Describe any adverse reaction to therapy and duration of symptoms. 
    ___________________________________________________________________________ 
    ___________________________________________________________________________ 
    ___________________________________________________________________________ 
c. Describe any systemic complication caused by therapy. 
    ___________________________________________________________________________ 
    ___________________________________________________________________________ 
    ___________________________________________________________________________ 
d. Describe any physical limitation secondary to therapy. 
    ___________________________________________________________________________ 
    ___________________________________________________________________________ 
    ___________________________________________________________________________ 
    ____________________________________________________________________________



10. Is patient actually on remission? ________Yes   _______ No 

a. Date of last recurrence _____________________________________________ 
	
b. Describe site and findings of metastasis. 
    ___________________________________________________________________________ 
    ___________________________________________________________________________ 
    ___________________________________________________________________________  

11. Has the patient developed visceromegaly or ascites? Describe findings. 
     __________________________________________________________________________ 
     __________________________________________________________________________ 
     __________________________________________________________________________ 

a. Date and results of last paracentesis. 
     __________________________________________________________________________ 
     __________________________________________________________________________ 
     __________________________________________________________________________ 

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

Diagnosis ___________________________________________________________________ 
_____________________________________________________________________________  ____________________________________________________________________________

Treatment and response _____________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________

Prognosis __________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 




Additional comments ______________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 
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