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I hereby authorize release of information requested on this form by the below named physmlan for the purpose of claim
processing.
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Relevant test procedures performed (Please provide resuits)

Surgical procedure(s) performed (Please be specific): Date of Procedure: | | | / l l l / | l } ‘ l

Current Medications:
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Attending Physician’s Statement
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Physician Was Claimant hospital confined? i [ Yes [JNo From: _
Information if Yes, please provide name and address of hospital: ri I / l ‘ | ! l ‘ 1 ‘ ]
(Cont'd) To: A
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Phone Number

Other Treating Physicians or Consultants
Physician Name

Specialty

Do you feel the claimant is competent to endorse checks and direct the use of proceeds?

L____[ Yes D No

Nature of Medical Impairment / Limitation (Please specify nature of corresponding loss of function)

Date when significant loss of function occurred: D] / D] / D]j]

Are there Corresponding Medical Restrictions (i.e., What activities should the claimant not :perform because of a
significant risk to self or others?)

Prognosis for Return to Function / Return to Work:

Return io Work Plan (Please describe):
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Employee Last Name Social Security Number
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Describe Medical Obstacles to Return to Work:

Are there any Non-Medical Factors which have a significant impact on Functional Abilities (i_e.; interpersonal, financial,

family)?
Work related Was Condition I if MVA, in what
iness or injury? | L] Yes [INo caused by a MVA? L ves [INo state did it ocour? D___l

First Visit Last Visit
I_!__I/l l III l ‘ lj ] l l/l | ‘/I i | l l Frequency of Visits:

r- What Job Category best describes the claimant's functional abifities? {Please check appropriate box)

D Sedentary D Light D Medium D Heavy D Very Heavy [:l Other
Negligibte Weight U to 10 Ibs. frequently 1010 251bs.freq. 25050 Ibs.freq.  More than 50 Ibs. freq.  (Please describe
Mostly Sitting UP'°2§J Ibs. aceasionally  Up to 50 Ibs. oce. 50 to 100 Ibs. acc. 100 Ibs. occasionally below)
and/or
Frequent Walk/Stand
and /or
Constant Push/Puil
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Specialty
n Fraud Any person who knowingly files a statement of claim containing any false or misteading information is subject to
Notice criminal and civil penalties.
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