[image: ]
JR-240
Rev. Abr. 25


[image: ]BURNS QUESTIONNAIREJR-240
Rev. Abr. 25

Page 3 of 3




BURNS QUESTIONNAIRE 
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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 injury or first sign of illness _______________.  Date of first examination __________________.  Describe history of symptoms and findings. 
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

2. Significant past history and clinical course.  Include relevant dates. 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

3. Please, indicate the date when condition first impose limitation on claimant.  Findings on that     date. ____________________________________________________________________ 
    _________________________________________________________________________________ 
    _________________________________________________________________________________ 

4. Degree of burns and location __________________ Extension _______________________ 
________________________________________________________________________________ 



5. Describe any scarring, contractures, deformities and functional restriction secundary to injuries. ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

6. Describe the specific limitation of motion caused by any deformities or contracture:  
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

7. Please give date and nature of surgery, if performed.______________________________ 
__________________________________________________________________________________________________________________________________________________________________ 

8. Is further surgery planned? _________ Yes   ________ No. Expected date ______________ 
    Time of expected recovery. _______________________________________________________ 

9. Indicate if the use of appropriate covering (e.g. rubber gloves) would alleviate the condition. 
    In what environment the patient be expected to function satisfactorily? 
    ___________________________________________________________________________ 

10. Has a biopsy been performed or is it indicate to determine diagnosis or treatment. 
     ___________________________________________________________________________ 
     ___________________________________________________________________________ 
     ___________________________________________________________________________ 
     ___________________________________________________________________________ 

11. Treatment and Response:__________________________________________________ 
      __________________________________________________________________________  


12. Does compliance or non-compliance with prescribed treatment affect present condition or future outlook.
     ___________________________________________________________________________ 
     ___________________________________________________________________________ 
     ___________________________________________________________________________ 

13. Diagnosis:_________________________________________________________________ 
     ___________________________________________________________________________ 

14. Prognosis: ________________________________________________________________ 
     __________________________________________________________________________ 

15. Based on the medical findings provided in your report, give your medical opinion regarding the claimant’s ability to do work related physical activities as follows:  lifting, carrying, standing, walking, handling, objects, traveling, etc. __________________ 
      __________________________________________________________________________ 
      __________________________________________________________________________ 
      __________________________________________________________________________  
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 Conservation:  Equal to the file which it constitutes part. 
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