Medical Assessment Form (Form B)
Application Number (if available)……………………………………………...

	Claimant Name
	

	Address
	

	
	

	Gender
	

	Marital Status
	

	Date of Birth
	

	Occupation
	

	Currently At Work
	Yes        
	No      

	Height
	

	Weight
	

	R/L Hand Dominant
	


	Date of Accident
	

	Date of Examination
	


Brief details of the accident/incident

	

	

	

	

	


Injuries Sustained

	

	

	

	

	

	

	

	Date first Treatment Sought
	

	From Whom was treatment received
	

	
	

	
	

	
	

	Was patient hospitalised
	

	Where was patient hospitalised
	

	Period of Hospitalisation
	

	Length of absence from Work
	

	Number of GP visits
	

	Number of Specialists visits, if any
	

	Identity of Specialists, if any
	

	
	

	
	

	Number of Physiotherapy Sessions, if any
	

	Treatment/Investigations to date

	

	

	

	

	

	


Relevant Medical History (including previous accidents)
	

	

	

	

	

	


	Aggravation of pre-existing condition?
	Yes        
No             

	If yes, please give nature of pre-existing condition? 
	

	Give details of previous accident history, if any
	

	Was pre-existing condition symptomatic before accident? 
	


Present Complaints

	

	

	

	

	

	


Clinical Findings on Examination

	

	

	

	

	

	

	

	

	

	

	

	


Clinical Description of effects of Claimant’s Illness/Accident/Disablement

Practitioners should indicate the degree, if any, to which the Claimant's condition is affecting his/her ability in the following areas
	
	Normal
	Mild
	Moderate
	Severe
	Profound

	Mental Health
	
	
	
	
	

	Learning/Intelligence
	
	
	
	
	

	Consciousness/Seizures
	
	
	
	
	

	Balance/Co-ordination
	
	
	
	
	

	Vision
	
	
	
	
	

	Hearing
	
	
	
	
	

	Speech
	
	
	
	
	

	Continence
	
	
	
	
	

	Reaching
	
	
	
	
	

	Manual Dexterity
	
	
	
	
	

	Lifting/Carrying
	
	
	
	
	

	Bending/Kneeling/Squatting
	
	
	
	
	

	Sitting
	
	
	
	
	

	Standing
	
	
	
	
	

	Climbing Stairs
	
	
	
	
	

	Walking
	
	
	
	
	


	Anticipated treatment required into the future

	

	

	

	

	

	

	


Opinion/Comment/Latest Prognosis

	Are the injuries consistent with the accident?

If not please specify



	Are further investigations required?

If so please specify



	Is a full recovery expected?

If not please detail likely effects on lifestyle/work



	Please state the expected time period to full recovery



	Are late complications expected?

If so please specify



	Are further Specialist reports recommended?

If so please specify



	General Comments and Observations

	

	

	

	

	

	

	


Completed by
	Practitioner signature 

& name in BLOCK 

CAPITALS:



	Address:



	Qualifications:



	Date of Completion:































































































































































































































































































































































































































































































































