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Medical Questionnaire on Disabilities
Re:   vs. 

Case No: 


Dear Dr. _____________________:

Please respond to the following questions as best and specific as you can, based on my relevant medical records in your possession and based on your best medical judgment.  Please feel free to modify the questions as appropriate.  Thank you in advance for your cooperation.

(sign)____________________________________________

[Name]




Date
SS#: 

DOB: 

Address:  

1. Applicable to the period between and , what was my diagnosis and prognosis?

2. Applicable to the period between and , was I able to:
Drive more than 1 hour without a break?  _______

Sit more than 30 minutes without changing position? ___________

Walk more than 25 minutes?___________
Stand still for more than 25 minutes?_____________

Bend?______________

Stoop?_____________

Push?______________

Pull?_______________

Lift?__________________

Squat?_________________

Kneel?___________________

Climb?_____________________

Other physical limitations?______________________________________

___________________________________
_____________________________

Physician Signature




Date
Physician Name: _________________________





Address: 
Phone Numbers:
