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CONNECTIVE TISSUE DISORDER MEDICAL REPORT
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Please answer all the questions relevant to the claimant’s condition based on the information available in your records.  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 of first examination: _____________________. Describe history of symptoms, 
    findings and weight on that date.__________________________________________________ 
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
 
2. Significant past history and clinical course.  Include relevant dates:__________________ 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3. Please indicate the date when condition first imposed limitation on claimant. 
______________________.  Findings on that date. _______________________________________ 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 


4. Current complaints and symptoms _______________________________________________ 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

5. Date of last examination._________________________________________________________ 

FINDINGS ON LAST EXAMINATION

6. Height ______________				Weight______________

7. Any evidence of fever, fatigability, malaise. Weight loss? 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

8. Pre-Illness weight ______________________		Date: ________________________ 
    serial Weight and Dates, if available _____________________________________________ 
__________________________________________________________________________________ 

9. Any evidence of anemia, leukemia or thrombocytopenia? _______________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 

10.If claimant has Lupus Erythematosus, Please comment if he/she has frequent exacerbations. __________________________________________________________________________________________________________________________________________________________________________ 

11. Any involvement of renal, cardiac, pulmonary, gastrointestinal or central nervous system? 
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
12. Any evidence of growth impairment? ____________________________________________
_________________________________________________________________________________________________________________________________________________________________________ 

13. Please comment about Ocular, Digestive, Skin, Hematology, Muscle, Endocrine, Neurological  or Mental involvement, if any. __________________________________________ 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

14. Any evidence of hallux valgus or hallux varus of both hands or both feet? __________ 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

15. Does claimant have marked destruction or atrophy of an extremity? _______________ 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

16. Any evidence of Facial disfigurement from hypoplasia of the mandible, maxilla, or zygoma? 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

17. Does claimant have seizure disorder? Comment about frequency and treatment. 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 


18. Any evidence of multiple joint contractures? ______________________________________ 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

19. Does claimant have diffuse cataneous calcification with formation of an exoskeleton?  
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

20. Any evidence of recurrent severe infections occurring 3 or more times within a five months’ period? _____________________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________________________________

21. Does claimant have any mucocutaneous lymph node syndrome? ____________________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________________________________ 

22. Any evidence of thickening of the skin? ___________________________________________ 
__________________________________________________________________________________________________________________________________________________________________________ 

23. Comment about any vasospastic abnormality in the heart, lungs, C.N.S, Kidney or other organs.________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________________________________ 

24. Comment about limitations caused by the connective tissue disorder, if any. _______ 
__________________________________________________________________________________________________________________________________________________________________________ 

25. Describe the treatment received by the claimant and the adverse effects, if any. 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

26. Any evidence of inflammatory process in stride Muscle? ___________________________ 
__________________________________________________________________________________________________________________________________________________________________________ 
_____________________________________________________________________________________

27. Any evidence of polyarteritis nodosa, aortic arch arteritis or giant cell arteritis? 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

28. Please comment about claimant’s weakness, pain and tenderness of the proximal girdle musculature. __________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________________________________ 

29. Is there involvement of the cervical muscles, the cricopharyngeals, the intercostals and diaphragm? ___________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________________________________

30. Any evidence of proximal limb weakness in the upper extremities, or the anterior neck flexors? ________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________________________________ 

31. Any evidence of Cutaneous Vasculitis? ___________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 

32. Any evidence of Raynaud’s Phenomenon? ________________________________________ 
__________________________________________________________________________________________________________________________________________________________________________

33. Any evidence of Sclerodactyly? __________________________________________________ 
__________________________________________________________________________________________________________________________________________________________________________ 

34. Does Claimant have any limitation in the use of hands due to Sclerodactyly or limitation in other joints? ______________________________________________________________ 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

35. Diagnosis: _______________________________________________________________________ 
_____________________________________________________________________________________

36. How was diagnosis confirmed? ___________________________________________________
____________________________________________________________________________________ 

37. Prognosis: _______________________________________________________________________ 


38. Please forward copies of tissue biopsies, x-ray reports and results of laboratories 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

39. Please describe the patient’s ability to do work related activities such as sitting, standing, moving about, lifting, carrying, handling objects, hearing, speaking and traveling:  
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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