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Neurological Disorders 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 first examination ___________________________.
Chief complains and physical findings on that date  ___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ 


2.  Significant past history and clinical course.________________________________________ 
__________________________________________________________________________________________________________________________________________________________ 

3. Indicate date when condition first impose limitation on the claimant__________________
Describe findings on that date. ________________________________________________ 
____________________________________________________________________________ 

4. Date of last examination  _____________________________________________________ 





Findings on the last examination 


	BP_______		HT_______		WT_______ 


5. Cerebral functions:

a. Visual fields and Acuity __________________________________________________ 
 ______________________________________________________________________

b. Facial palsy, tics, expression  ______________________________________________ 
_______________________________________________________________________ 

 
c. Speech ______________________________________________________________ 
______________________________________________________________________ 


d. Use of auditory devices __________________________________________________ 
_______________________________________________________________________ 

e. Aphasia__________      Motor ____________       Sensorial___________ 


f. Apraxia _____________ 


g. Agnostic______________ 


6. Cerebral Functions: 

a. Describe gait and station __________________________________________________ 
________________________________________________________________________ 
		
	
1) Use of assistant device  _______________________________________________

2) Describe the real need of it  ____________________________________________

b. Ataxia:________________________________ 

c. Bradykinesia ___________________________ 

d. Romberg _____________________________      


7. Extremities: Please quantify muscle strengths 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 over 
		  coming gravity resistance. 

3/5 – Fair – The associated joint is able to complete 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 is able to resist gravity and external resistance  
		      completely.   

a. Muscle strength:  (1-5)

Right			Left 
Hand Grip		        ______		       ______ 

Upper extremities           ______		       ______ 

Lower extremities           ______		       ______ 


b. Tone: _____________________________ 


c. Describe any muscle atrophy giving the measures in inches or 
Centimeters. 
______________________________________________________________________________________________________________________________________________



d. Deep tendon reflexes: (0-3)

Right			Left

	Biceps		        _______ 	       		 _______
 
	Triceps	        _______	     		 _______ 
 
	Patellar	        _______	       	             _______ 

	Achilles	        _______	              	 _______ 


	Describe the presence of any pathological reflex.
	(E.g. Babinsky) _________________________________________________________ 


8. Chronic Brain syndrome:

a. Describe:

1) Orientation in time, place and person ____________________________________
______________________________________________________________________ 

2) Mood  _______________________________________________________________

3) Emotional liability  ____________________________________________________ 


4) Memory: 

Short-term _____________

Immediate Term _____________ 

Long-term _____________ 


9. Epilepsy: 

a. Is the condition related to any other systemic illness?  
____________________________________________________________________ 



b. Is the condition related to alcohol or drugs intake? 
_______________________________________________________________________ 

c. Describe the type of seizures:    ____________________________________________ 
________________________________________________________________________ 

d. Are the seizures: _________ Diurnal   _________ Nocturnal? 

e. Describe associated phenomena: 

_____ Sphincter loss 			    _____ Aura 
_____ Alteration of awareness 	               _____ postaxial manifestation 
_____ Loss of consciousness 

f. Describe any residuals from the episodes that interfere with daily 
	Activities._______________________________________________________________ 
___________________________________________________________________________
___________________________________________________________________________
      
g. Specify frequency of episodes. Include the last three dates. 
 	 ________________   	__________________	   __________________

h. Describe treatment and response.___________________________________________ 


1) Date of last change in treatment ________________________________________


i. Is patient compliant with treatment  _________________________________________
________________________________________________________________________________ 
________________________________________________________________________________
    
j. Provide dates and result of the last three blood levels of medication. 
   ___________________            __________________                  __________________ 

k. Describe any toxic effects related to the treatment. 
______________________________________________________________________________ 
______________________________________________________________________________
______________________________________________________________________________

   Please, provide copy of any laboratory, radiological or test result.
  
   Diagnosis: _________________________________________________________________ 

   Treatment: ________________________________________________________________ 

   Prognosis: _________________________________________________________________

    Additional comments _______________________________________________________ 
    __________________________________________________________________________ 
    __________________________________________________________________________
    __________________________________________________________________________	
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  Conservation:  Equal to the file which it constitutes part.	
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