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SPEECH IMPAIRMENT MEDICAL REPORT
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Please complete the following sections as appropriate: 


ORAL MECHANISM
_____________________________________________________________________________________________

Lips: 				Tongue:			Palate: 

   Normal____________		   Normal ____________		  Normal____________ 
   Open _____________		   Abnormal _________		  Abnormal_________ 
   Repaired___________		   Mobility:			Fissure: 
   Other:_____________		   Slow ______________		  Open     ___________ 
   ___________________		   Other _____________		 Repaired __________ 
					   Teeth	
    					   Normal ____________
					   Alignment _________ 

BREATHING CONTROL
_____________________________________________________________________________________________

   Breathing:								Comments: 
      Clavicular_____________     Keeps: (s) ______,(a)______	    	_____________________ 
      Abdominal____________	(I) _______________ seconds	    	_____________________ 
      Thoraxic______________     	Tension at:			    	_____________________ 
    				Face_________  Jaw ________ 		_____________________ 
                                                    _____________Neck		     	_____________________ 
                                                    Body ______________________          	_____________________ 



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 sing of illness ___________________. 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 condition first impose limitation on claimant.  Findings 

on that date.______________________________________________________________________________ 

___________________________________________________________________________________________
___________________________________________________________________________________________

4. Date of last examination _________________________________________________________________. 

FINDINGS ON THE LAST EXAMINATION 

5. Is speech communication effective?  _______Yes   _______No 
    If no, explain: _____________________________________________________________________________ 
___________________________________________________________________________________________


6. Please comment about the patient’s ability to produce speech by any means (including use 
of mechanical or electronic devices which can be heard, understood and sustained: 
____________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________


7. Comment about the patient’s ability to articulate and to link the phonetic units of speech with 

sufficient accuracy to be understood:_____________________________________________________ 

______________________________________________________________________________________________________________________________________________________________________________________

8. Comment about the patient’s ability to produce and sustain a serviceably fast rate of speech output over a useful period of time. _______________________________________________ 
__________________________________________________________________________________________________________________________________________________________________________________________

9. Please give a detail description of the following points:
a. Condition under which the patients can and cannot be heard (e.g. in quiet surrounding, 

Noisy place, a moving automobile). ___________________________________________________ 
______________________________________________________________________________________________________________________________________________________________________________

b. The maximum distance at which the patient can be hears, whether his/her voice tend to become inaudible, and if so, after how long?___________________________________________ 
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

c. The patient’s ability to articulate intelligibility (e.g. the frequency of any difficulties 

with Pronunciation, the extent to which the patient is asked to repeat). __________________ 

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

d. How well the patient is understood by strangers unaccustomed to hearing esophageal 

speech? ______________________________________________________________________________ 

______________________________________________________________________________________________________________________________________________________________________________


    e. How long the patient is able to sustain consecutive speech?______________________________ 
______________________________________________________________________________________________________________________________________________________________________________

f. Give the number of words spoken without interruption or hesitancy: whether the patient appears fatigued, and if so, after how long? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

g. If speech is not accomplished, are speech lessons planned or in progress? 
______Yes ______ No.  If no explain. _____________________________________________________ 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

10. Has speech discrimination test been done?  _______Yes _______No. Please, comment  
about date given and method of administration (e.g. tape, voice, etc.). How many words were heard and understood. _____________________________________________________________ 
__________________________________________________________________________________________________________________________________________________________________________________

11. Diagnosis: ________________________________________________________________________________ 
_________________________________________________________________________________________

12. Prognosis: ________________________________________________________________________________ 
_________________________________________________________________________________________


13. Based on the medical findings provided in your medical opinion regarding this claimant’s ability to do work related physical activities as follows:  lifting, carrying, standing, walking, handling objects and traveling.
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
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