	Attending Physician’s

Supplementary Statement
Patient’s Name:
1. Diagnosis of present condition

2.
a) Indicate complications or new independent conditions, such as surgery, which may prolong the absence from work

b) Date of hospital admission (day, month, year)
Date of discharge (day, month, year)
3. Date of latest attendance (day, month, year)
4. Nature of treatment (e.g. date and type of surgery, treatment including medication, dosage and frequency)
5.
a) Have you been actively supervising this patient’s care


 FORMCHECKBOX 
 Yes, state frequency of visits
 FORMCHECKBOX 
 Weekly
 FORMCHECKBOX 
 Monthly
 FORMCHECKBOX 
 Other (specify)


 FORMCHECKBOX 
 No, please comment:  


b) Is patient following recommended treatment program


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No, please comment


c) 
If patient was referred to you, give name of referring physician
d)
If you have referred patient to a specialist, give name(s) of physicians

6. To the best of your knowledge, is the patient unable to work at own occupation


 FORMCHECKBOX 

Yes, give approximate date when patient should be able to return to work (day, month, year)
Estimated number of weeks before possible return


 FORMCHECKBOX 
 No, give date patient could have returned to work (day, month, year)
7.
a) How does present condition affect patient’s ability to work (for example, restrictions, limitations, proposed surgery, etc.)

b) Is patient fit for trial return to work on a part-time or modified basis
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If ‘Yes’ indicate date

c) Is patient a suitable candidate for a vocational rehabilitation program?  
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

8. Do you believe patient is competent to endorse cheques and direct the use of the proceeds thereof?  
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

9. Remarks – Please provide comments and further details which you feel would be helpful.

Name of the attending physician (please print)
Specialty
Telephone No.
Address (number, street, city, province, postal code)
Signature
Date (day, month, year)         



or








Instructions


Please print


Return completed form to your patient


Any charge for completing this form is the patient’s responsibility
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