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ARTHRITIS 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 questions below based on information available in your records. 

1. Date of first examination ______________________.  Describe history of symptoms and   
findings on that date. ___________________________________________________________ 
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

2. Significant past history and clinical course.  Include relevant dates:                    
__________________________________________________________________________________ 
    __________________________________________________________________________________ 
    __________________________________________________________________________________ 

3. Please indicate the date when conditions first impose limitation on claimant.  
________________________.  Findings on that date. _________________________________ 
__________________________________________________________________________________________________________________________________________________________________ 

4. Current complaints, symptoms and findings.  Give objective findings including a  
description of joint deformities or effusion.  
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
    
 5. Date of last examination _________________________________________________________

Findings on last Examination 

6. Give a detailed description of he affected major joints in terms of heat, stiffness, pain,  
tenderness, swelling, redness, enlargement, subluxation, deformity, periarticular atrophy, ankylosis. 
    ___________________________________________________________________________ 
    ___________________________________________________________________________ 
    ___________________________________________________________________________ 
    ___________________________________________________________________________ 

7. Any morning stiffness? ________ Yes ________ No _____________________________ 
    ___________________________________________________________________________ 
    ___________________________________________________________________________ 
    ___________________________________________________________________________  

8. Comment about loss of strength on hand function (pinch, grasp, grip) _______ 
    ___________________________________________________________________________ 
    ___________________________________________________________________________ 
    ___________________________________________________________________________ 

9. Describe pain terms of: Nature, character and intensity, location, sites of any radiation, precipitating factors, duration and frequency. _______________________ 
    ___________________________________________________________________________ 
    ___________________________________________________________________________ 
    ___________________________________________________________________________  

10. If hips, knees or ankles are involved to what extent are sitting; Standing and walking  
      impaired? ________________________________________________________________ 
      __________________________________________________________________________ 
      __________________________________________________________________________ 
      __________________________________________________________________________ 





11. Please indicate limitation of motion of major joints on the attached “Range of Motion Chart”. 
     ___________________________________________________________________________ 
     ___________________________________________________________________________ 
     ___________________________________________________________________________ 
     
12. Please give result of biopsy of synovial membrane or subcutaneous nodule,
if available. 
     ___________________________________________________________________________ 
     ___________________________________________________________________________ 
     ___________________________________________________________________________ 

13. Give detailed findings of x-rays.  Include dates, name of radiologist. (If available). 
      __________________________________________________________________________ 
      __________________________________________________________________________ 
      __________________________________________________________________________ 

14. Laboratory Tests: 

	
	Result
	Date
	Result
	Date 
	Result
	Date

	Latex Test
	
	
	
	
	
	

	ANA
	
	
	
	
	
	

	Sed Rate
	
	
	
	
	
	

	CBC
	
	
	
	
	
	

	Uric Acid
	
	
	
	
	
	




15. If patient medically requires an assistive device to walk, please indicate device and reason for use. ______________________________________________________________ 

      __________________________________________________________________________ 
      __________________________________________________________________________ 




16. Comment about residuals after exacerbation. _____________________________ 
     ___________________________________________________________________________ 
     ___________________________________________________________________________ 

17. Treatment and Response: Please include the names of medications prescribed with dosage and frequency. ______________________________________________________ 

      __________________________________________________________________________ 
      __________________________________________________________________________ 
      __________________________________________________________________________ 

PERIODS OF EXACERBATION TABLE
	Joint
	First Period
From, ________
To, __________
Findings,
	Second Period
From, ________
To, __________
Findings,
	Third Period
From, ________
To, __________
Findings,
	Fourth Period
From, ________
To, __________
Findings,

	
Shoulders
	
	
	
	

	
Elbows
	
	
	
	

	
Wrist and Hand
	
	
	
	

	
Fingers
	
	
	
	

	
Hips
	
	
	
	

	
Knees
	
	
	
	

	
Ankles
	
	
	
	




18. Any surgeries? _______Yes _______ No.  Which surgery has been performed.  

     ___________________________________________________________________________ 

Any further surgery planned? Provide dates. ___________________________________
 
     ___________________________________________________________________________ 
     ___________________________________________________________________________ 
     ___________________________________________________________________________ 
19. Diagnosis: ________________________________________________________________ 
     __________________________________________________________________________ 
     __________________________________________________________________________ 
20. Prognosis: ________________________________________________________________ 
21. Based on the medical findings provided in your report, give opinion regarding this claimant’s ability to do work related activities such as:  sitting, standing, walking, lifting, carrying, handling objects, hearing, speaking and traveling. 
      __________________________________________________________________________ 
      __________________________________________________________________________ 
      __________________________________________________________________________ 
      __________________________________________________________________________ 
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	Physician Signature
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	Date (month/day/year)

	

	
	

	License Number
	
	Office Hours

	
	
	


	
	
	Telephone Number
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