**This form is intended for completion only by a Medical Doctor or other qualified medical provider. It cannot and should not be completed by a patient or any other person receiving the medical service/assistance.

MENTAL RESIDUAL FUNCTIONAL CAPACITY QUESTIONNAIRE

TO:

_________________________

RE:

_________________________
OUR FILE NO.:
__________________

SS#:

_________________________

Please answer the following questions concerning your patient’s mental health impairments.  Please accept our sincere thanks for taking the time to complete this questionnaire.  Your assistance is vital to your patient’s Social Security disability case.

1.
Date of first patient contact:
________________

Frequency of contact:

________________

Date of last patient contact:
________________

2.
Current Diagnoses:
Axis I:

_________________________________________

Axis II:
_________________________________________

Axis III:
_________________________________________

Axis IV:
_________________________________________

Axis V:
_________________________________________

3.
Highest Axis V / GAF this past year:
___________________________________

4.
Prognosis:
____________________________________________________________

5.
On the following page is a list of symptoms and signs.  Please check all that apply.

6.
Is there a physical impairment or medical condition which, in your opinion, contributes to or has caused your patient’s mental health limitations?  If “yes,” please describe:

_______________________________________________________________________

_______________________________________________________________________

7.
Describe treatment and response, including and medication side effects which may affect the patient’s ability to sustain work (i.e., fatigue, insomnia, concentration deficits, nausea, etc.):___________________________________________________________________

________________________________________________________________________________________________________________________________________________

8.
Have your patient’s impairments lasted, or are they expected to last, over 12 months?

YES____

NO____

9.
Is your patient a malingerer?

YES____

NO_____
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PATIENT SYMPTOMS AND SIGNS
__
Anhedonia or pervasive loss of interest in almost all activities

__
Appetite disturbance with weight change

__
Apprehensive expectation

__
Autonomic hyperactivity

__
Bipolar syndrome with a history of episodic periods manifested by the full symptomatic picture of both manic and depressive syndromes (and currently characterized by either or both syndromes)

__
Blunt, flat or inappropriate affect

__
Catatonic or other grossly disorganized behavior

__
Change in personality

__
Decreased energy

__
Decreased need for sleep

__
Deeply ingrained, maladaptive patterns of behavior

__
Difficulty thinking or concentrating

__
Disorientation to time and place

__
Easy distractability

__
Emotional lability

__
Emotional withdrawal or isolation

__
Feelings of guilt or worthlessness

__
Flight of ideas

__
Generalized persistent anxiety

__
Hallucinations or delusions

__
History of multiple physical symptoms of several years duration beginning before age 30, that have caused the individual to take medicine frequently, see a physician often and alter life patterns significantly

__
Hyperactivity

__
Illogical thinking

__
Impairment in impulse control

__
Incoherence

__
Inflated self-esteem

__
Intense and unstable interpersonal relationships and impulsive and damaging behavior

__
Involvement in activities that have a high probability of painful consequences which are not recognized

__
Loosening of associations

__
Loss of intellectual ability of 15 IQ points or more

__
Manic syndrome

__
Memory impairment -- short, intermediate or long term

__
Mood disturbance

__
Motor tension

__
Oddities of thought, perception, speech or behavior

__
Other physical impairments:______________________________________________________________

__
Paranoid thinking or inappropriate suspiciousness

__
Pathological dependence, passivity or agressivity

__
Pathologically inappropriate suspiciousness or hostility

__
Perceptual or thinking disturbances

__
Persistent disturbances of mood or affect

__
Persistent irrational fear of a specific object, activity, or situation which results in a compelling desire to avoid the dreaded object, activity or situation

__
Persistent non-organic disturbance of vision, speech, hearing, use of a limb, movement and its control, or sensation

__
Poverty of content of speech

__
Pressures of speech
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__
Psychological or behavioral abnormalities associated with a dysfunction of the brain with a specific organic factor judged to be etiologically related to the abnormal mental state and loss of previously acquired functional abilities

__
Psychomotor agitation or retardation

__
Recurrent and intrusive recollections of a traumatic experience, which are a source of marked distress

__
Recurrent obsessions or compulsions which are a source of marked distress

__
Recurrent severe panic attacks manifested by a sudden unpredictable onset of intense apprehension, fear, terror and sense of impending doom occurring on the average of at least once per week

__
Seclusiveness or autistic thinking

__
Sleep disturbance

__
Somatization unexplained by organic disturbance

__
Substance dependence

__
Thoughts of suicide

__
Unrealistic interpretation of physical signs or sensations associated with the preoccupation or belief that one has a serious disease or injury

__
Vigilance and scanning

10.
Does your patient have a low IQ or reduced intellectual functioning?  YES___
NO___

Please explain, and reference / attach specific test results:__________________________

________________________________________________________________________

11.
Are your patient’s impairments (emotional impairments, plus any physical impairments noted) reasonably consistent with the symptoms and functional limitations described in this evaluation?



YES____

NO_____

If “no,” please explain:_____________________________________________________

________________________________________________________________________

12.
Does the psychiatric condition exacerbate your patient's experience of pain or any other physical symptoms which you have noted?
YES____

NO____

If yes, please explain:______________________________________________________

________________________________________________________________________

13.
Please assess your patient’s ability to sustain the following mental activities, assuming a normally competitive work environment, and work hours of 8 per day, and 5 days per week, with normal breaks only.  Please assume the following definitions of the categories noted:

None / Not Applicable:
absent or minimal limitations.  If limitations are present, they are transient and / or expectable reactions 

Mild:



there is some mild limitation in this area but the individual

can generally function well

Moderate:


there is moderate limitation in this area but the individual is still able to function satisfactorily 
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Marked:


there is serious limitation in this area.  There is substantial loss in the ability to effectively function.

Extreme:


there is major limitation in this area.  There is no useful ability to function in this area.

I.
Understanding and Memory
a.
The ability to remember locations and work-like procedures.

__ None     __ Mild limitations     __ Moderate     __ Marked     __ Extreme

b.
The ability to understand and remember very short and simply instructions.

__ None     __ Mild limitations     __ Moderate     __ Marked     __ Extreme

c.
The ability to understand and remember detailed instructions.


__ None     __ Mild limitations     __ Moderate     __ Marked     __ Extreme

II.
Sustained Concentration and Persistence
a.
The ability to carry out very short and simple instructions.

__ None     __ Mild limitations     __ Moderate     __ Marked     __ Extreme

b.
The ability to carry out detailed instructions.

__ None     __ Mild limitations     __ Moderate     __ Marked     __ Extreme

c.
The ability to maintain attention and concentration for extended periods.

__ None     __ Mild limitations     __ Moderate     __ Marked     __ Extreme

d.
The ability to perform activities within a schedule, maintain regular attendance, and be punctual within customary tolerances.

__ None     __ Mild limitations     __ Moderate     __ Marked     __ Extreme

e.
The ability to sustain an ordinary routine without special supervision.

__ None     __ Mild limitations     __ Moderate     __ Marked     __ Extreme

f.
The ability to work in coordination with or proximity to others without being distracted by them.

__ None     __ Mild limitations     __ Moderate     __ Marked     __ Extreme

g.
The ability to make simple work-related decisions.

__ None     __ Mild limitations     __ Moderate     __ Marked     __ Extreme

h.
The ability to complete a normal work-day and work-week, without interruptions from psychologically-based symptoms and to perform at a consistent pace without an unreasonable number and length of rest periods.

__ None     __ Mild limitations     __ Moderate     __ Marked     __ Extreme

III.
Social Interaction
a.
The ability to interact appropriately with the general public.

__ None     __ Mild limitations     __ Moderate     __ Marked     __ Extreme

b.
The ability to ask simple questions or request assistance.

__ None     __ Mild limitations     __ Moderate     __ Marked     __ Extreme
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c.
The ability to accept instructions and respond appropriately to criticism from supervisors.

__ None     __ Mild limitations     __ Moderate     __ Marked     __ Extreme

d.
The ability to get along with coworkers or peers without distracting them or exhibiting behavioral extremes.

__ None     __ Mild limitations     __ Moderate     __ Marked     __ Extreme

f.
The ability to maintain socially appropriate behavior and to adhere to basic standards of neatness and cleanliness.

__ None     __ Mild limitations     __ Moderate     __ Marked     __ Extreme

IV.
Adaptation
a.
The ability to respond appropriately to changes in the work setting.

__ None     __ Mild limitations     __ Moderate     __ Marked     __ Extreme

b.
The ability to be aware of normal hazards and take appropriate precautions.

__ None     __ Mild limitations     __ Moderate     __ Marked     __ Extreme

c.
The ability to travel in unfamiliar places or use public transportation.

__ None     __ Mild limitations     __ Moderate     __ Marked     __ Extreme

d.
The ability to set realistic goals or make plans independently of others.

__ None     __ Mild limitations     __ Moderate     __ Marked     __ Extreme

e.
The ability to tolerate normal levels of stress

__ None     __ Mild limitations     __ Moderate     __ Marked     __ Extreme

Please identify any documentation deficiencies, for any item where "NONE" was checked, as well as what development (such as objective testing) must be undertaken.

____________________________________________________________________________________________________________________________________________________________

14.
Does your patient require unscheduled breaks during an 8 hour workday, in addition to the 3 usual breaks?
YES____

NO_____

If yes, please indicate how many unscheduled breaks will be required, per 2 hour period,

the estimated length and reason for the breaks:__________________________________

________________________________________________________________________

15.
Are your patients limitations, when considered in combination, likely to produce “good” days and “bad” days?

YES____

NO_____
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If yes, please estimate, on average, how many days per month your patient is likely to be absent from work as a result of the impairments, or as a result of necessary medical treatment, such as therapy:

__
Never



__
About 3 days per month

__
About 1 day per month
__
About 4 days per month

__
About 2 days per month
__
More than 4 days per month

16.
Please indicate if any of the following apply to your patient:


__
Medically documented history of a chronic organic mental, schizophrenic, affective or other disorder of at least 2 years' duration that has caused more than a minimal limitation of ability to do any basic work activity, with symptoms or signs currently attenuated by medication or psycho-social support, and one or more of the following:

__
a.
3 episodes of decompensation within 12 months, each at least 2 weeks long.

__
b.
A residual disease process that has resulted in such marginal adjustment that even a minimal increase in mental demands or change in the environment would be predicted to cause the individual to decompensate.

__
c.
A current history of 1 or more years' inability to function outside a hughly supportive living arrangement with an indication of continued need for such an arrangement.

__
Complete inability to function independently outside the area of one's home.

17.
Please describe any additional reasons, not covered above, why your patient would have difficulty working a regular job on a sustained basis.______________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

18.
Can your patient manage benefits in his / her own best interest?
YES___
NO___

_______________________


__________________________________________

DATE





SIGNATURE

__________________________________________

PRINT NAME

__________________________________________

YOUR CLINIC / FACILITY / OFFICE

