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PSYCHOLOGICAL 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 sign of illness or onset ______________________________________________ 

2. Date of first examination.  _________________________.  Chief complaints on first visit. ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3. Past Medical History: Significant physical conditions in claimant’s background. 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

4. Longitudinal history of condition for which claimant requested services.
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


5. Hospitalizations due to mental condition _________________________________________ 
__________________________________________________________________________________________________________________________________________________________________

6. Work History: Describe the effects of the mental disorder on the claimant’s work history.   
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

7. DAILY ACTIVITIES: Please include examples and information on how independently the Patient acts, how long he/she is able to sustain activities, plus the quality and appropriateness of the activities.
 
a. Describe a typical day, e.g. yardwork, housework, cooking, T.V., shopping, visiting, etc. 
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
b. Interests: i.e. hobbies, sports, social and church activities, etc.: 
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
c. Ability to relate to others: i.e. frequency of trips outside the home, interaction with  
friends, family, crowds, etc.: __________________________________________________ 
_________________________________________________________________________________
8. If available, please provide intelligence test results.  Include a copy, if possible. 
a. Date of testing _______________________________________________________________ 
b. Age at date of testing ________________________________________________________ 
c. Tests used ____________________________________________________________________  



d. Intelligence Test score:   

Verbal ________________   Performance _______________  Full Scale _______________ 

Information 	________________		Digital Symbol 	_________________ 
Comprehension	________________		Picture Completion	_________________ 
Arithmetic	________________		Block Design		_________________ 
Similarities 	________________		Picture Arrangement_________________ 
Digit span		________________		Object Assembly	_________________ 

     e. Mental classification as per test norms._________________________________________ 

9. Give result and dates of other psychological tests administered. ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

10. Comment on whether or not obtained current IQ score are considered to be valid and  Consistent with the individual’s developmental history and degree of functional restriction. 
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

11. Date of last interview: ____________________________________________________________ 


Mental Status: This section should be based on the latest interview.  Please use descriptive words and brief an illustrative incident, whenever possible:

a. Self-sufficiency in coming to the office or by whom accompanied and mode of travel.
____________________________________________________________________________________________________________________________________________________________

b. Behavior and interaction during interview: _____________________________________ 
____________________________________________________________________________________________________________________________________________________________

   c. Appearance: ___________________________________________________________________ 
______________________________________________________________________________

    d. Psychomotor Behavior: _________________________________________________________ 
______________________________________________________________________________

e. Speech: _____________________________________________________________________ 

f. 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.   

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

g. If suicidal features are present, describe in detail.________________________________ 
______________________________________________________________________________________________________________________________________________________________________________

h. Affect/Mood: _______________________________________________________________ 
_____________________________________________________________________________________   _____________________________________________________________________________ 

i. Orientation: 
                                     1. Person _____________________________________________________ 
  2. Place ______________________________________________________ 
  3. Time________________________________________________________
  j. Memory:
        1. Inmediate: Please give the number of digits he/she can repeat forwards and    
            backwards. Test of five (5) unrelated word objects. 
____________________________________________________________________________ 

        2. Short Term Memory: ________________________________________________________ 
	____________________________________________________________________________ 

        3. Recent: Ask claimant how he/she got to this office.  Test ability to remember what has happened a few hours ago or during the week.  

   	___________________________________________________________________________   
___________________________________________________________________________   

        4. Remote: Ability to remember what has happened in the past. 
	___________________________________________________________________________ 

        5. Since when has claimant presented memory problem and or disorientation. 
	__________________________________________________________________________ 

 

      k. Attention: Indicate whether claimant is attentive to what is being asked or       explained.  Indicate if attention is kept all the time, or if he/she becomes distracted, etc.
 	__________________________________________________________________________________
	___________________________________________________________________________
       l. Concentration: Please consider claimant’s education and age. 
1. Ask claimant to recite the months of the year and the days of the week backwards. 
___________________________________________________________________________________

2. Subtract in series of 3 and 7 ______________________________________________ 

     m. Intellectual functions: e.g. arithmetic calculations, general information.
 	___________________________________________________________________________________

n. Judgement: Impulsivity, understanding of situation and response. 
____________________________________________________________________________

o. Insight: ______________________________________________________________________

12. Please describe the patient’s intellectual competency (e.g. ability to remember, read, write,  
Perform routine tasks on a sustained basis.  ______________________________________
________________________________________________________________________________
      ________________________________________________________________________________________
13. Please describe the patient’s social competency (ability to relate to other people, in  
and daily activities. 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

14. 
Please give your observations regarding the claimant’s ability to sustain concentration and attention, related appropriately to the examiner or perform tasks independently.   
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

15. Comment on degree of dependence upon others for personal needs (ability to bathe, feed, clothe himself and avoid physical danger, ect., use of public transportation).  
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

16. Diagnosis (Current APA Standard Nomenclature) _________________________________ 
_________________________________________________________________________________

17. Prognosis: _______________________________________________________________________ 
_________________________________________________________________________________
18. In your judgement, is the patient capable of managing benefits in his /her own behalf. 
__________ Yes	__________ No 

19. If clarification of this information is needed, when are the best days(s) and time(s) to call? 
Day(s) ________________ Time ________________ Phone __________________ 


20. 
Based on the clinical findings that you have provided in your report, give your opinion regarding this claimant’s ability to concentrate and persist at work related tasks and complete a normal workday without interruptions.  
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
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