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MEDICAL IMPAIRMENT QUESTIONNAIRE

UMass Medical School Disability Evaluation Services Program

11 Midstate Drive, Auburn, MA 01501

Phone 800 888-3420    Fax 508 721-7292

To: 








Re: 






 (Name of Patient)

      






 (Social Security No.)

      




/
/
 (Date of birth)

Your patient has applied to the Massachusetts Department of Transitional Assistance for benefits based on disability.  A medical release is attached. Please answer the following questions concerning your patient’s condition.  Return to UMass DES.

1. Frequency and length of contact: 







2. Most recent contact: 

/
/

3. Active Medical Problems/Diagnoses: 

































4. Based upon your medical evaluation of this patient including consistently reported symptoms supported by objective medical findings, do you have a medical opinion regarding your patient’s ability to perform the activities listed below in a work setting during a normal eight hour work day.  Your report should not be the least that your patient can do despite his or her limitations or restrictions, but the most.

Your patient’s ability to stand and walk?

 __ No opinion

Describe both capabilities and limitations in walking and standing (e.g. how far can your patient walk, how long can your patient stand): 


























___________________________

What is the medical basis for this opinion? (Limitations without supporting documentation, clarification, or attached supporting medical records will be disregarded.) 

























Your patient’s ability to sit?

__ No opinion

Describe both capabilities and limitations in ability to sit (e.g. can your patient perform a job that primarily consists of sitting for an eight-hour workday with reasonable break periods ): 












________

________________________________________________
What is the medical basis for this opinion? (Limitations without supporting documentation, clarification, or attached supporting medical records will be disregarded.) 

























Your patient’s ability to lift or carry?

__ No opinion

Describe both capabilities and limitations in ability to lift or carry (e.g., how much weight can your patient regularly lift or carry): 












______________________________________

What is the medical basis for this opinion? (Limitations without supporting documentation, clarification, or attached supporting medical records will be disregarded.) 

























Your patient’s ability to stoop or bend?

__ No opinion

Describe both capabilities and limitations (e.g. does your patient’s medical condition restrict him/her from stooping or bending): 












___________





What is the medical basis for this opinion? (Limitations without supporting documentation, clarification, or attached supporting medical records will be disregarded.) 
















___________________________



Other limitations? (Fine manipulation, reaching, feeling/touch, vision, speech, environmental exposures, heights) 



















_____

What is the medical basis for this opinion? (Limitations without supporting documentation, clarification, or attached supporting medical records will be disregarded.) 
















___________________________



5. What activities of daily living (ADL’s) is your patient able to perform independently? (E.g., dress, bathe, light housework, laundry, driving, using public transit, shopping, work outside the home) 























6. What ADL’s is your patient unable to perform independently? 


















7. Are you aware of any other medical or psychiatric problems for which you are not treating this patient, if so can you please describe the problems and provide the name of the treating physician if known?___________________________________
 













8. If you are unable to complete this questionnaire, please indicate the reason: 
















Date





Signature








Print/Type Name


Date





Signature (MD or DO)








Print/Type Name
(MD or DO)


Address:
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