**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.

PHYSICAL RESIDUAL FUNCTIONAL CAPACITY QUESTIONNAIRE

TO:

_________________________

RE:

_________________________
OUR FILE NO.:
__________________

SS#:

_________________________

Please answer the following questions concerning your patient’s 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.
Diagnoses:
________________________________________________________________________________________________________________________

3.
Prognosis:
____________________________________________________________

4.
List your patient’s symptoms, including pain, dizziness, diarrhea, fatigue, etc.:

________________________________________________________________________________________________________________________________________________________________________________________________________________________

5.
If your patient has pain, please characterize the nature, location, frequency, precipitating factor, and severity of your patient’s pain:______________________________________

_______________________________________________________________________

6.
Identify all clinical findings and objective signs supporting your diagnosis, prognosis and description of symptoms and resulting limitations:_______________________________

________________________________________________________________________________________________________________________________________________

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

________________________________________________________________________________________________________________________________________________

RFC

PAGE 2

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_____



10.
Do any emotional factors contribute to the severity of your patient’s symptoms and functional limitations?

YES____

NO_____ (skip to 13)

11.
Please identify any psychological conditions affecting your patient’s physical condition:

__
Depression


__
Anxiety

__
Somatoform disorder

__
Personality Disorder

__
Psychological factors

__
Other:
_____________________________

affecting physical condition


_____________________________

12.
Are your patient’s impairments (physical impairments plus any emotional impairments) reasonably consistent with the symptoms and functional limitations described in this evaluation?



YES____

NO_____

If “no,” please explain:_____________________________________________________

________________________________________________________________________

13.
During a typical 8 hour workday, with a morning, meal and afternoon break, how often is / are your patient’s pain or other symptoms sever enough to interfere with the attention and concentration necessary to sustain simple, repetitive work tasks?

Never __
Rarely __
Occasionally __
Frequently __

Constantly __

For this and other questions on this form, “rare” means 1%-5% of an 8-hour work day; “occasionally”

means 6%-33% of an 8 hour work day; “frequently” means 34%-66% of an 8 hour work day.
14.
Can your patient tolerate normal work stress?

__
Incapable of even “low stress” work
__
Capable of “low stress” work

__
“Moderate stress” is okay

__
Capable of “high stress” work

Please explain the basis for this restriction: _____________________________________

________________________________________________________________________
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15.
As a result of your patient’s impairments, please estimate your patient’s functional limitations if your patient were placed in a competitive work situation.

A.
Patient cannot SIT, at any one time, more than:

0   5   10   15   20   30   45


1   2   More than 2
Minutes

or


Hours

B.
Patient cannot STAND, at any one time, before needing to sit down, walk around, lie down, etc.:

0   5   10   15   20   30   45


1   2   More than 2
Minutes

or


Hours

C.
Please indicate how long, total, in an 8-hour work day with normal breaks, your patient can sit, stand and / or walk:

Sit

Stand / Walk

__


__

Less than 2 hours, total, out of 8

__


__

About 2 hours, total, out of 8

__


__

About 4 hours, total, out of 8

__


__

At least 6 hours, total, out of 8

__


__

Or, ______________________ out of 8

D.
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:
_____________________________________________________

E.
How many pounds can your patient lift and / or carry, in a competitive work situation?

Never

Rarely

Occasionally

Frequently

< 10 lbs
___

___


___


___

10 lbs

___

___


___


___

20 lbs

___

___


___


___

50 lbs

___

___


___


___

Other: _____
___

___


___


___
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F.
How often can your patient perform the following activities, in a competitive work environment?

Never

Rarely

Occasionally

Frequently

Twist

___

___


___


___

Stoop / bend
___

___


___


___

Crouch
___

___


___


___

Climb ladders
___

___


___


___

Climb stairs
___

___


___


___

Other: _____
___

___


___


___

G.
Does your patient have limitations in doing repetitive reaching, handling or fingering?



YES____

NO_____

If yes, please indicate whether these limitations are mild, moderate or severe:

__________________________________________________________________

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

YES____

NO_____

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 exams or lab draws:

__
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 describe any environmental or other limitations which would affect your patient’s ability to sustain work in a competitive environment (i.e., limited interaction with the public, poor rapport with supervisors or co-workers, vision limitations, hearing deficits, communication limitations, a need to avoid temperature extremes or wetness or humidity or noise or dust or fumes or gases, a need to avoid any other hazards, etc.).  Please indicate, where necessary, which medical impairment results in the limitation and why:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_______________________


__________________________________________

DATE





SIGNATURE

__________________________________________

PRINT NAME

__________________________________________

MEDICAL SPECIALIZATION

