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HEMIC AND LYMPHATIC SYSTEMS
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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 visit _____________________. Chief complaints __________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. Significant past history. Include details regarding any complications (e.g. crisis, hemorrhages, hospitalization and dates). 
    ________________________________________________________________________________ 
    ________________________________________________________________________________ 
    ________________________________________________________________________________ 

3. Date of last examination ________________________________________________________ 








Findings on last examination:  
4. Height _________________	Weight _____________ 	  BP ______________ 
5. Laboratory reports on repeated examination: 
	
	Date
	Result
	Date 
	Result

	C B C 
	
	
	
	

	Platelet count
	
	
	
	

	Neutrophil count
	
	
	
	

	Hematrocrit
	
	
	
	

	Serum Protein Electrophoresis
	
	
	
	

	Urine Protein Electrophoresis
	
	
	
	

	Anti-hemophilic globulin factor
	
	
	
	

	Bleeding Time
	
	
	
	

	Clotting Time
	
	
	
	

	White Blood Cells
	
	
	
	

	Bacterial Cultures or Smears
	
	
	
	

	Serum Creatinine
	
	
	
	

	24 hrs. Albumin in the urine
	
	
	
	

	Serum Calcium 
	
	
	
	

	Plasma Cells
	
	
	
	

	Hemoglobin electrophoresis
	
	
	
	

	Serum Inmuno Electrophoresis
	
	
	
	



6. Give radiological findings and dates ______________________________________________ 
_____________________________________________________________________________________
7. Has peripheral blood, bone marrow, or cerebro-spinal fluid examination been performed?  Yes__________     No ___________  Please include pathology report.
__________________________________________________________________________________________________________________________________________________________________________ 

8. Describe fully any other body system complications associated with hemic or lymphatic  disease.
    _________________________________________________________________________________ 
    _________________________________________________________________________________ 
    _________________________________________________________________________________ 

9. Provide laboratory test result associated to other body systems. 
    _________________________________________________________________________________ 

10. Treatment and Response (including frequency of blood transfusions).  
      _______________________________________________________________________________ 
      _______________________________________________________________________________ 

11. Diagnosis:_____________________________________________________________________ 
     _______________________________________________________________________________ 
     _______________________________________________________________________________ 

12. Prognosis: ___________________________________________________________________ 
     ______________________________________________________________________________ 
	

	
	



	Physician’s Print Name
	
	Physician Signature

	

	
	


	Specialty
	
	Date (month/day/year)

	

	
	

	License Number
	
	Office Hours

	
	
	


	
	
	Telephone Number



 Conservation:  Equal to the file which it constitutes part. 
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