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Musculoskeletal Medical Report
(spine and orthopedic disorders) 
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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 the date when the condition first imposes limitation __________________. 
Describe clinical findings on that date ________________________________________ 
_____________________________________________________________________________ 

4. Date of last examination ___________________________. 

	




Findings on the last examination


		BP______		HT_______		WT________


5.  Motor System 

Please, quantify muscle strength using the following categories:

1/5 – Trace – The presence of muscle contraction is demonstrated only by electrical 
		      stimulation.

2/5 – Poor – The muscle can be moved only in the same surface without 
                   overcoming gravity resistance.

3/5- Fair- The associated joint is able to move through a full range of motion 
		overcoming gravity but cannot resist external resistance. 

4/5 – good - The associated joint is able to complete a full range of motion                  
                   overcoming gravity and partial external resistance. 

5/5- normal- The associated joint is able to complete a full range of motion and 
		     external resistance completely. 

a. Muscle strength: 	          Right	        Left

Upper extremities        ______	        ______	
Hand grip		         ______	        ______	
Lower extremities        ______	        ______

b. Tone___________________________________________________________ 

c. Describe any muscle atrophy providing measures in inches or centimeters of
     the area and counter area ________________________________________           
     ___________________________________________________________________. 


d. Describe gait and station___________________________________________
___________________________________________________________________ 




1) Is patient using assistance device?   _______________________________ 
If yes, describe type of device, in which extremity is used and the necessity of it.  ____________________________________________________
__________________________________________________________________ 

2) Describe the ability to walk in toes and heels.  _______________________

6. Describe the sensory abnormality and specify dermatomes affected.


7.  Deep tendon reflexes: (0-3)
        Right		       Left

 Biceps   	        ______		       ______
 Triceps	        ______		       ______
 Patellar	        ______		       ______
 Achilles	        ______		       ______

a. Describe the presence of any pathological reflex. (E.g.:  Babinsky) 
_____________________________________________________________________________ 

8. Extremities:

a. Describe location and severity of any muscle spasm____________________________
______________________________________________________________________________ 

b. Describe the presence of contractures, deformities, scoliosis, etc.
______________________________________________________________________________ 

Arthritis:

1. Type ___________________________________________________________________________ 


2. Describe the presence of swelling, redness, contracture, deformities or nodules in 
Any joint _______________________________________________________________________ 
________________________________________________________________________________ 

3. Provide dates and results of any diagnostic test(E.g.: Ana Test, Ra Latex, Densitometry,             
    Bone Scan, etc) _________________________________________________________________ 
    __________________________________________________________________________________

Osteoporosis:

1. Provide date and result of radiographic test _______________________________________
      ________________________________________________________________________________ 

2. Is there any history of fractures? Where? ___________________________________________
    Provide date (s), treatment and response__________________________________________ 
_________________________________________________________________________________ 

Fractures:

1. Specify site and date(s) :__________________________________________________________
    __________________________________________________________________________________

2. Provide date (s) and response to any surgical treatment ___________________________ 
    __________________________________________________________________________________ 

3. Date and result of last x-ray done to the fractured area ____________________________ 

a. Is solid union evident? _______________ If not, when will 
It be expected? _________________________________. 
    
b. Has major function of the extremity being restored? ___________________________ 
If not, when will it be expected?______________________________________________ 


Osteomyelitis and septic arthritis:

1. Provide date(s) and findings___________________________________________________ 
______________________________________________________________________________ 

2. Treatment and response______________________________________________________ 
______________________________________________________________________________ 

3. Provide date(s) and response to any surgical treatment_______________________ 
_____________________________________________________________________________ 

Amputation 

1. Specify site(s) and date(s)___________________________________________________ 
____________________________________________________________________________ 

2. Has the stump healed?______________ If not, describe the complications 
____________________________________________________________________________ 

3. Could a prosthesis be used effectively?______________________________________ 
If not, explain the reasons. __________________________________________________ 

4. Is assistance device required? __________________ Specify the type and How long 
It would be needed_________________________________________________________ 
____________________________________________________________________________ 

Soft tissue injuries: 
    
1. Specify site(s) and date(s)__________________________________________________ 
___________________________________________________________________________ 


2. Describe any surgical treatment(s) and response ____________________________ 
____________________________________________________________________________ 


3. Is major function restored? _____________ If not, when will it be expected? 
____________________________________________________________________________ 

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

 Diagnosis_____________________________________________________________________ 
_______________________________________________________________________________ 

Treatment and response ___________________________________________________ 
___________________________________________________________________________ 

Prognosis __________________________________________________________________ 

Additional Comments______________________________________________________ 
___________________________________________________________________________ 
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Conservation:  Equal to the file which it constitutes part.
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