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We need a complete description of claimant’s gait.  Please answer the following questions:

									   OBSERVATIONS
1. Is the gait:					  	_________________________________
___antalgic?					  	_________________________________
___protecting one leg? ___right ___left leg	 	 _________________________________
___with a rigid spine?				  	_________________________________

2. Does the patient: 				 	__________________________________
___limp? Favoring: ___right ___left leg		 	__________________________________
___drag a leg due to weakness? ___right ___left leg   	__________________________________
___just keeps it rigid but bears weight on it?	  	__________________________________

3. Are any of the findings bellow present which alter gait?  Explain. 			
___ataxia						  	__________________________________
___spasticity					  	__________________________________
___lack of balance				  	__________________________________
___in coordination: ___right ___left leg		  	__________________________________
___involuntary movement’s			  	__________________________________

4.  Does the patient use				  	__________________________________
___cane:  ___right ___left leg			  	__________________________________
___crutches					  	__________________________________
___wheelchair					  	__________________________________
___AFO (assistive foot orthotic):  ___right ___left	  	__________________________________
Is it considered necessary all the time and in all types of terrain? __________________________
________________________________________________________________________________________
________________________________________________________________________________________

5. Was assistive device prescribed by a physician?  
___Yes ___No  

6. Does the patient use the walls or a relative for support?  
___Yes ___No  
If it is necessary, does it mean that he/she needs some kind of assistive device? 
___Yes ___No  

7. Muscle Strength (1 - 5)		Right _______		Left ______ 

COMMENTS:  ____________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________


Examination of legs performed on: ______________________________________


	

	
	


	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.

[bookmark: _Hlk162274113]235 Avenida Arterial Hostos · Edificio Capital Center  · Torre Norte, Hato Rey
PO Box 42003, San Juan, PR 00940-2203
Tel: (787) 777-1414
www.retiro.pr.gov
Página 2 de 2
image2.png
. RETIREMENT
#F BOAR





image1.png
RETIRENENT
@ BOARD





