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Employment and Temporary Assistance Department 


	
	Case No.:
	     

	
	Case Name:
	     

	
	SSN:
	     

	
	Date:
	     

	
	Worker No.:
	     

	
	
	

	
	
	

	The following information is needed to determine your eligibility for General Relief.

	

	Please return this form by:
	     

	

	Medical release authorization: I authorize my medical provider to release the following information.

	

	

	
	
	     

	Patient or Representative Signature
	
	Date

	
	
	

	

	

	Medical Provider: Please answer the questions below.


1.
Does the patient have a physical or mental incapacity that prevents or substantially reduces their ability to engage in work, training, and/or provide necessary care for their child(ren)?


 FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes, please answer the following questions:

2.
Describe how the physical or mental condition reduces their ability to engage in work:

	     

	     


3.
Are they able to work?   FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes, please answer the following questions:



Can perform:  FORMCHECKBOX 
 limited full-time work,  FORMCHECKBOX 
 limited part-time work

Limitations/work restrictions:

	

	 FORMCHECKBOX 

	No more than 4th grade reading, writing and/or mathematical skills required.

	 FORMCHECKBOX 

	No driving, work-requiring climbing ladders or use of powered equipment.

	 FORMCHECKBOX 

	No repetitive bending or lifting.

	 FORMCHECKBOX 

	Light work only (lift less than 20 pounds at one time).

	 FORMCHECKBOX 

	No repetitive hand movements (use of keyboard less than 10 minutes/hour).

	 FORMCHECKBOX 

	Stand/walk (less than 15 minutes/hour).

	 FORMCHECKBOX 

	Limited interaction with public.

	 FORMCHECKBOX 

	Other:
	     


	4.
	List the diagnosis and prognosis for this patient:

	
	
	     

	
	
	     

	
	
	     

	
	
	

	5.
	
	Onset date:
	     
	

	
	
	
	

	6.
	
	Expected duration:
	 FORMCHECKBOX 

	Temporary, expect to release patient for work on:
	     

	
	 FORMCHECKBOX 

	Permanent
	
	
	
	

	
	
	
	

	7.
	
	Needs follow-up appointment?
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes
	Dr.’s Name:
	     

	
	
	
	

	
	
	Date of follow-up appointment:
	     
	

	
	
	
	

	8.
	
	Follow-up appointment completed:
	 FORMCHECKBOX 
  No   
	 FORMCHECKBOX 
 Yes

	
	
	
	
	

	9.
	
	Recommended Mental Health Follow Up:
	 FORMCHECKBOX 
  No   
	 FORMCHECKBOX 
 Yes

	
	
	
	
	

	10.
	
	Has the patient submitted a disability insurance application for completion?
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes

	
	If yes, date submitted:
	     
	
	

	
	
	
	

	11.
	Is Board and Care necessary?
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes

	

	
	 
	
	 
 FORMTEXT 

     
    

	
	Signature of Physician/Psychologist
	Date

	
	     

	
	Address

	
	     

	
	Phone No.


� EMBED Word.Picture.8  ���





Exhibit A








GR8085
11-28-06
R: Verification



FileNET: Person Verif/ETA Person Perm

_1109136960.doc

