Massachumeiis Departowent of

Workforce

Developmen!
DirSitn of Unemployment AZsistance

HEALTH CARE PROVIDER'S STATEMENT OF CAPABILITY ,
ALL INFORMATION REQUESTED N THIS FORM IS TO BE USED SOLELY IN DETERMINING THE VALIDITY OF A CLAIM FOH UNEMPLOYMENF
INSURANCE BENEFITS FILED WIiTH THIS DEPARTMENT ON _ ... BY THIS CLAIMANT.

Allinformation transmitted to the Division of Unemployment Assistance relating to this worker
shall be absolutely privileged and shall not be subject maiter in any action of slander or libel
in any court of the Commonwealth of Massachuselits.

G. L. Chapter 131A, Seclion 46 {a)

NAME sSANO. | | ’ }IL ! ]l] |
ADDRESS
. HAVE YOU TREATED THE ASBOVE-NAMED CLAIMANT SINGE YES  NO
2. APPROXIMATE PERIOD OF TREATMENTS? FROM:
3. IN YOUR GRINION. DID CLAIMANT’ S ILLNESS REQUIRE YES  NO
;-_ MDNTH DAY T
ON WHAT DATE? |
4. WHAT WAS THE NATURE OF CLAIMANT'S ILLNESS AT THAT TIME?
5 WAS CLAIMANT ABLE TQ DO SOME TYPE OF FULL-TIME WORK ON.._ ..o e YES  NO
6. DO YOU CONSIDER CLAIMANT NOW ABLE TO WORK AT REGULAR OCCUPATION? ..o\ o oo _YES . NO
7. IF NOT, 1S CLAIMANT NOW PHYSICALLY ABLE TO DO SOME OTHER TYPE OF FULL-TIME WORK? .. .. YES  NO
8. IF NOT ABLE TO PERFORM SOME TYPE OF FULL-TIME WORK. 1S THE CLAIMANT CAPABLE OF PERFORMING PART-TIME WORK?
_— i YES NO
. IF YOU ANSWERED YES TO QUESTION 8 8, WHAT IS THE EXPEGTED DUHATION OF THE CLAIMANT'S LIMITATION TO PART-TIME WORK?
WEEKS B MONTHS — INDEFINITELY
o ‘ ‘ TMBNTH Dav YEAR
10. DN WHAT DATE WAS CLAIMANT FIRST ABLE TO ACCEPT FULL-TIME WORK OF SOME NATURE?
T T VONTH o “C‘.AY YEAH

- IF CLAIMANT IS PREGNANT, WHAT IS THE EXPECTED DATE OF DELIVERYY ...

12.

13,

REMARKS:

DATE ISSUED:

SONALLY BY T

THIS STATEMENT MUST BE SIGNED PER

| AM A DULY LICENSED MEALTHCARE PROVIDER IN THE STATE QF:

SIGNED: RETURN THIS FORAM TO:

ADDRESS:

DATE OF TrIS STATEMENT: Attention:

Commonwealth of Massachuselts
Form 0268 Hev 11-07



