PHYSICAL RESIDUAL FUNCTIONAL CAPACITY REPORT & LISTING
(HEARING IMPAIRMENTS  2.08; 102.08)

To:
Social Security Administration

Re:
___________________________(Name of Patient)







__________________________(Social Security No.)
Please answer the following questions concerning your patient’s impairments. Attach all relevant treatment notes, radiologist reports, laboratory and test results that have not been provided previously to the Social Security Administration.
1.
Frequency and length of contact:  ____________________________________________________

2.
Diagnoses: ____________________________________________________________________
3.
Prognosis:  ____________________________________________________________________
4.
List your patient’s symptoms, including pain, dizziness, fatigue, etc.:____________________________


____________________________________________________________________________

5
Identify the clinical findings and objective signs: __________________________________________

____________________________________________________________________________

6.
Describe the treatment and response including any side effects of medication that may have implications for working, e.g., drowsiness, dizziness, nausea, etc.:


____________________________________________________________________________


____________________________________________________________________________


7.
Have your patient’s impairments lasted or can they be expected to last 12 months?     ___ Yes     ___ No

8.
Do emotional factors contribute to the severity of Pt’s symptoms and functional limitations?  ___ Yes  ___No

9.
To what degree can your patient tolerate work stress?

___ Incapable of even “low stress” jobs
___ Capable of low stress jobs 


___ Moderate stress is okay

___ Capable of high stress work

10.
As a result of your patient’s impairments, estimate your patient’s functional limitations if your patient were placed in a competitive work situation. 


_____________________________________________________________________________


_____________________________________________________________________________

11.
How often can the individual perform the following Physical Functions?




           Never
 Rarely
       Occasionally       Frequently

Hearing

___
     ___    
___               
 ___

Speaking
___
     ___        
___               
 ___

12.
Please place an appropriate number in boxes for any Environmental Restrictions 


caused by the impairments or check the No box:

	ENVIRONMENTAL RESTRICTIONS
	NO 
RESTRICTION
	AVOID CONCENTRATED EXPOSURE
	
AVOID EVEN MODERATE EXPOSURE
	AVOID ALL        EXPOSURE

	Extreme cold
	_____
	_____
	_____
	_____

	Extreme heat
	_____
	_____
	_____
	_____

	High humidity
	_____
	_____
	_____
	_____

	Fumes, odors, dusts, gases
	_____
	_____
	_____
	_____

	Perfumes
	_____
	_____
	_____
	_____

	Cigarette smoke
	_____
	_____
	_____
	_____

	Soldering fluxes
	_____
	_____
	_____
	_____

	Solvents/

cleaners
	_____
	_____
	_____
	_____

	Chemicals
	_____
	_____
	_____
	_____


List other irritants or allergens:   _________________________________________________

13.
Are your patient’s impairments likely to produce “good days” and “bad days”?  ____Yes  ____ No

If yes, please estimate, as best you can on the average, how many days per month your patient is likely to be absent from work as a result of the impairments or treatment.

___ never


___ about three days per month

___ about one day per month
___ about four days per month

___ about two days per month
___ more than four days per month

14.
Please describe any other limitations (such as psychological limitations, limited vision, difficulty hearing, need to avoid temperature extremes, wetness, humidity, noise, dust, fumes, gases or hazards, etc.) that would affect your patient’s ability to work at a regular job on a sustained basis:


____________________________________________________________________________


____________________________________________________________________________

Please evaluate the Patient in terms of his/her ability to hear and distinguish speech.

15.
Is Patient’s hearing not restorable by a hearing aid? 
___ Yes     ___ No


 (If no, proceed to questions A -B).

A. 
Does the patient have an average hearing threshold sensitivity for air conduction of 90 decibels or greater,  ___ Yes     ___ No 

and bone conduction to corresponding maximal levels in the better ear determined by the simple average of hearing threshold levels at 500, 1000, and 2000 hz?  ___ Yes     ___ No

B. 
Does Pt have speech discrimination scores of 40% or less in the better ear?  ___ Yes     ___ No

16.
Have your answers as to speech discrimination been determined using a standard measure of speech discrimination ability in quiet at a test preparation level sufficient to ascertain maximum discrimination ability?  ___ Yes     ___ No

17.
Has the Patient’s hearing impairment resulted in a severe speech and/or language disorder?  


 ___ Yes     ___ No

A.  
Does the Patient’s speech or language disorder significantly affect the clarity and content of the speech?  ___ Yes     ___ No

B.  
Is such hearing or language disorder attributable to the hearing impairment?    ___ Yes     ___ No
18.
In your opinion based on the Patient’s medical history and/or clinical presentation what is the earliest date that the description of symptoms and limitations in this questionnaire applies?      __________________
______________________________



__________________________
Physician’s Signature





Date form completed

Printed/Typed Name:
 __________________________________________


Address:

__________________________________________



__________________________________________




__________________________________________
Return form to:

Mike Murburg, PA

15501 N. Florida Ave

Tampa, FL 33613

Tel:
813-264-5363

Fax:
813-514-9788
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