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MENTAL IMPAIRMENT EVIDENCE REPORT 


	Claimant’s Name:
	[bookmark: Text1]     
	
	Physician:
	[bookmark: Text2]     

	SSN:
	[bookmark: Text3]     
	
	Examiner:
	[bookmark: Text4]     

	Patient No:
	[bookmark: Text5]     
	
	Unit:
	[bookmark: Text6]     



This report is requested by the Retirement System Administration.  While your response to these questions is voluntary your cooperation is need to assist us in evaluating the applicant’s claim for disability benefits. 

I. Please complete the followings sections as appropriate and give claimant’s clinical picture based on persistent findings.  The information must be sufficiently detailed to enable a reviewing physician to make an independent determination as to severity and duration of the impairment.

1.  Date first seen_______________________.  Mention chief complaints.  Describe symptoms and mental status on that date: __________________________________________ 
    _________________________________________________________________________________ 
    _________________________________________________________________________________ 
    _________________________________________________________________________________ 
    _________________________________________________________________________________ 
    _________________________________________________________________________________ 

2. Frequency of contacts (weekly, Monthly) __________________________.  Exact date of  
    visits: ____________________________________________________________________________ 
    _________________________________________________________________________________ 
    _________________________________________________________________________________ 
    _________________________________________________________________________________ 

3. Medical History: (nonpsychiatric medical conditions which may affect the claimant’s ability to do competitive work). ____________________________________________________ 
   __________________________________________________________________________________
   _________________________________________________________________________________ 
   _________________________________________________________________________________ 

4.  Please tell us your treating physician’s name (Psychiatrist), his or her address and telephone: 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

5. Psychiatric History: 
a. Onset: ______________________. (describe in detail).  Include information as to  
when claimant became unable to work or whether an attempt was made to resume work. _____________________________________________________________ 
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
Please include copy of hospitalization’s records and or discharge summary.
b. Hospitalizations: (provide details of hospitalizations due to mental disorders.)  
State where hospitalized, dates and duration. ______________________________ 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  

          c. Has there been any remissions?  When and for how long? ____________________ 
              ____________________________________________________________________________ 
              ____________________________________________________________________________ 
	
d. Laboratory and special studies:  (give result of all pertinent test, including subtest Score with dates.  If EEG, cat scans, ect.  have been done, include copy of report). _________________________________________________________________________ 
_________________________________________________________________________ 
_________________________________________________________________________ 
_________________________________________________________________________
_________________________________________________________________________ 
e. Substance abuse (provide details of abuse of alcohol, non-prescription drugs and controlled substance). ________________________________________________ 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________  

6. Family/social History: (provide a history of the effects of the mental disorders on the 
   claimant’s family and social relationships.  Focus on history of addictive, violent, disruptive or other maladaptive behavior.) ___________________________________________ 

   __________________________________________________________________________________ 
   __________________________________________________________________________________ 
   __________________________________________________________________________________ 
   __________________________________________________________________________________ 

7. Date of last interview: ____________________________.  (self sufficiency in coming to the 
    office or by whom accompanied and mode of travel).
    _________________________________________________________________________________ 
    _________________________________________________________________________________

8.  Work History:  (Describe the effects of the mental disorder on the claimant’s work history). 
    ________________________________________________________________________________ 
    ________________________________________________________________________________ 
    ________________________________________________________________________________ 
    ________________________________________________________________________________ 

9.  Mental Status: This section should be based on the latest interview.  You must show  
                              objectives data in all the items that follows, documenting your clinical 
                              findings. We suggest mini-mental state examination (MMSE-Folstein-1975)   
                              or similar.

a. General appearance, attitude and behavior (dress, hygiene, movements, ets.) 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
b. Flow of thought and speech:  (Describe contact with reality, psychomotor activity, coherence, relevance, logic, associations, blocking, mutiasm, etc.) __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 


c. Content of thought: (hallucinations, delusions, obsessions, compulsions, phobias, ideas of reference and suicidal or homicidal ideas).  Please describe positive findings and specifically note if claimant was hallucinating during the interview.
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

d. Affect/Mood: ____________________________________________________________
__________________________________________________________________________ 

e. Orientation: 
1. Person: _______________________________________________________________ 
2. Place: ________________________________________________________________ 
3. Time: _________________________________________________________________ 
 Please give details: _______________________________________________________________ 
 __________________________________________________________________________________ 
 
f. Memory:  
1. Inmediate: ___________________________________________________________ 
2. Recent: ______________________________________________________________ 
3. Remote: _____________________________________________________________ 
4. Since when the claimant has presented memory problems and disorientation? 
_______________________________________________________________________ 
_______________________________________________________________________ 




g. Intellectual Functions: (e.g. arithmetic calculations, general information) 
____________________________________________________________________________________________________________________________________________________________ 
h. Judgement: (impulsivity, understanding of situation and response) 
____________________________________________________________________________________________________________________________________________________________ 

	i. Insight: _____________________________________________________________________ 
          ______________________________________________________________________________ 

	j. Attention/Concentration: ___________________________________________________ 
          _______________________________________________________________________________ 

10. Current Functioning: Include patient’s independence in performing the following:  (if supervision is needed describe extent) 

A. Activities of daily living: Describe claimant’s daily activities and interests and there is any significant change since onset of symptoms.
________________________________________________________________________________________________________________________________________________________________________________________________________________________
1. House hold duties: ___________________________________________________  
2. Shopping: ___________________________________________________________ 
3. Ability to travel alone: _______________________________________________ 
4. Using telephone: ____________________________________________________ 
5. Hobbies: ____________________________________________________________ 
6. Recreational activities: _______________________________________________ 
7. Interest in current affairs: ____________________________________________ 



B. Social Functioning: (include examples of disturbed behavior, ability to initiate social contacts, to communicate, interact, and participate in group activities.) 
________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

1. Involvement in family life, ability to handle familiar situations and new   
situation: __________________________________________________________ 

	2.  Rapport with friends, neighbors, etc.: ________________________________ 

     3.  Ability to interact with strangers: _____________________________________ 
  
     4. Appropriateness of response in special situations: ______________________  

	5. Ability to interact and participate in group activities: __________________  

c. Concentration and task persistence (Describe with examples the claimant’s ability to focus attention on and persist at tasks and/or complete a normal workday without interruption): ________________________________________________________________________ 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
a. Stress Tolerance (Deterioration and Decompensation:  Describe any episodes of decompensation or deterioration that have occured in situations similar to those that might be encountered at work, e.g. situations requiring decisions, scheduling, attendance, completing tasks, interaction with supervisors):
		_________________________________________________________________ 
  		_________________________________________________________________ 
  		_________________________________________________________________ 
 		_________________________________________________________________ 




b. Any episodes of panic attack?  Give the frequency and duration. 
________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

     Describe the ability to care for personal needs and if has been any change since onset of Symptoms: 
   	1. Personal grooming and hygiene: ___________________________________________ 
	2. Sleeping and eating habits: _______________________________________________
	3. Ability to avoid common danger:___________________________________________ 

11. Diagnosis: (DSM V) 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 


12. Effects of therapy:  Indicate current therapy and response.  Medication, dosage, 
Compliance, side effects and the effects of these on the ability to engage in competitive employment: ______________________________________________________________________________ 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

13. Prognosis: __________________________________________________________________ 
     ____________________________________________________________________________ 





14. Ability to handle funds: ___________Yes   ____________No 

Knowing that anyone making a false statement or representation of a material fact for use in determinating a right payment under the RETIREMENT SYSTEMS ADMINISTRATION is a crime punishable under P.R. Law, I certify that the above statements are true. 
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	Date (month/day/year)

	

	
	

	License Number
	
	Office Hours

	
	
	


	
	
	Telephone Number



			



Conservation:  Equal to the file which it constitutes part.
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