Claimant Questionnaire

—

Are you a U.S, Gitizen?

NAME: TELEPHONE:
ADDRESS: SSN:
DATE OF BIRTH: AGE:
OYes MNo

2. Onwhat date did you apply for social security disability and/or 851 benefits?

@

work?

In your application for bensfits, what date did you state as the date you became unable to

LIST YOUR HEALTH CONDITIONS

WHEN DID EACH CONDITION FIRST
BOTHER YOU?(APPROXIMATE DA TE}

5. When did you stop working?

g,

7.

Why did you stop wefking?

Why can't you work now?




Marriages:
Are currently married? Y/N

Date of marriage:

City and state of marriage:

Spouse’s first name: Spouse’s last name {maiden namej:

Age of Spouse:
Do you have any prior marriages? Y/N
Did marriage last more than 10 years? Y/N

Date of marriage:

City and State of marriage:

Spouse’s first name: Spouse’s last name (maiden name):
—

Age of Spouse:

Date marriage ended:

City and state where marriage ended;

What city and state were you born in?
-_—




(“Miessassu 4 Yeded jo sjesys reuomppE 851)

“BupiiEpn
Bupues
Bupns

:Bupiiepn
Buipuels
Bums

:BupiEi
Buipueg
Bums

Bupiepn
Buipuzg
Bus

SBuples

Buipumg
Bups
:Bupiiep
:Buipusig
Bumis
\%% x%%% ONIAVET S31LNa gor OL  INOMA
2L SUNOH 20 AYd 8 HIAO 1N A0 (MVEA B HLNOI)
NOSYIY Had SENOH SOF {0 JINVN SSTHAAY ANV FINVYN ATTEOM
salva

232 'qof Juada. JSoLU IXaU Y] UaLy pue Gof Juadal JSOW INOA YHM 1ELS
"8|qerdacoe ale seiep ajeLuxoiddy Iom 0} 2|geun awWRoag nek eiojeq sieak g 0} A1cIsIy dom 1nok epiaald 9ses)|d g

AMOLSIH MHON




USUAL WORK:

9. Which work do you consider to be your usual work?

MOST RECENT JOB:

10. For your most recent job in addition to the information provided on page 2, please
answer the following:

a. What was the greatest weight you had to [ift or carry on
this job? _ nounds
1) How many times per day would you lift or carry
this much? times per day
2) ~ What object(s) weighed this much?
h. What was the average weight you had to lift or carry on
this joh? pounds
1) How many times per day would you lift or carry
this much? times per day

2) What objeci(s) weighad this much?

c. Did you use machines, tools or equipment of any kind?
OYes LlNo
If yes, describe:
d. Did you use technical knowledge or skills? g OYes ONo
if yes, describe:
E. Did you do any writing, complete reports, or
perform similar duiies? MYes ONo

if yes, describe:




f. Did you have supervisary responsibilities? [TYes DONo

If yes, how many people did you supervise?

g. Before you left this job, did your medical problems require you to make any
changes fn the hours of work, the way you worked, your job duties, absences,
etc.? If so, what were these changes?

EASIEST JOB:

11. Which job listed on page two would be the easiest for you to do now, considering your medical problems?
(Do not describe any job that lasted less than three months.)

For your easiest job, please answer the following:

a, Supervisor's name:
b. In an average workday, how many hours were spent: Sitting:
Standing:
Walking:
c. What was the greatest weight you had to litt or carry on
this job? pounds
1) How many times per day would you fift or carry
this much? times per day
2) What objeci(s) weighed this much?
d. What was the average weight you had to lift or carry on
this job? potinds
1) How many times per day would you lift or carry
this much? times per day

2) What object{s) weighed this much?




SENDENTARY / OFFICE WORK:

12.  Have you ever had a desk or sit down job? OYes O No When?
Where?
13.  Have you ever had an office job? OYes O No
Office Skills:
7 Filing O Typing / w.p.m.:
L1 Office Machines 0O Computers
[0 Dictation [d Bookkeeping
{1 Other
RECENT WORK:
14.  Are you working now? OYes [MNo
If 50, where?
Earnings per month (gross) $
15, Have you worked anywhere since you became disabled? [Yes [ No
When? What job?
Where? Why did job end?
16. Have you applied for unemployment compensation (UC) since the date you became unable
io work? ' OYes ONo
If yes, did you receive UC benefits? MYes [ONo
If yes, what dates did you recelve UC benefits?
if no, why didn't you receive UG benefits?
17. Have you ever lost or quit a job because of your limitations? OYes [1No
Explain yes answer;
18. Have you applied for any jobs since the date you became unable to work? [ Yes 0[O No
If yes, what job{s) did you apply for?
18, Are there any of your previous jobs that you think you might be able to do? I Yes [ No
If yes, which one{s)?
EDUCATION:
20. What was the highest grade you completed in school?

a. When did you last go 1o school?

b. Nate of last school: City & State:

C. Did you repeat any grades? OYes [ No Ifyes, which one(s)?

5.




d. Were you in special classes? Yes O No If yes, describe?
e. if you left school before completing high schoal,

1) DidyougetaGED? OYes [INo When?

2) What was the reason for leaving school?
f. How well do you read?
LT Above Average L1 Below Average
0O Averags [1 liliterate/unable to read English

It below average or illiterate,

1) Are yau able to read a menu or list? OYes ONo
2) Are you able to read simple instructions? [TYes [INo
3) Has your reading been tested? If so, where?
g. Are you able fo do the following mathematics? (Check all that you can do.)
O Make Change £ Decimals/Fractions
[0 Add and Subtract O Higher Mathematics

£1 Multiply and Divide
h. Wereyouan DA OB OC OD studentin high school?
VOCATIONAL TRAINING:
21. For any vocational fraining you have had in your life, please Identify the school, the type of

training, dates attended and whether you complsted the program:

a, Have you ever been evaluated by the state vocational rehabilitation agency?

COYes [T No Ifno, why not?

b. If yes, please complete the following:
VOC, REHABILITATION
COUNSELOR'S NAME ADDRESS DATES

MILITARY:
22, Were you ever In the military? OYes [INo

a. Branch: When? Highast Rank;

b, Nature of discharge:

c. Describe any special training:




VETERANS DISABILITY:

23. Have you ever applied for VA disabiiity? OYes ONo
a. If yes, was It for O service connected or [T non-service connected disability?
b. What was the percentage rating? What was the date of the rating?

C. When did benefits begin?

d. What were the medical problems that the VA rating was based on?

8, Is your VA disability claim pending now? OYes DOINo

If yes, please give us the name and address of your representative (if you have

one).
MEDICAL INFORMATION:
24, Current Height: Current Weight:
a. How much is your usual weight?
b. When was the last fime you welghed your usual weight?
25, Do you smoke? OYes O No Ifyes, how much?
26.  Have you ever been treated by a psychiatrist or psychologist? 1Yes ONo

If yes, give detalls Including dates, reasons for treatment, and nature of treatment:

27.  Have you ever had any problems with alcohol or drug abuse? OYes [ONo

If s0, describe problem:

28.  Have you ever been treated for alcohol or drug abus_e? [IYes ONo
a. If yes, when and where?
b, When did you recover from alcohol/ drug ahuse?

CURRENT MEDICAL PROBLEMS
29.  Since the date you hecame disabled, have you heen getting better or worse?
[t Better £l Worse 1 Same

30.  Will you ever get well enough to work again? OYes ONo Ifyes, when?

31.  Has any doctor told you hot to work? [0 Yes [0 No If yes, who? When?
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32,

33.

34.

35,

36.

37.

Has any doctor told you to limif your activities? OYes [ONo

a. li yas, please describe the fimitations:

b. Which doctor(s) told you this? When?

Do you have a handicapped-parking permit? FYes No

if yes, which doctor signed the papers for it?

Which doctor knows you hest?

Do you have any current problern with any of the following?

Shortness of breath HYes 1 Na  [| Alcohol abuse [ Yes O No
Coughing up blood O Yes £ No  |{ High blood pressure O Yes I No
Hot/cold flashes OYes | [No |[|Dizziness O Yes O No
Excessive swealing FYes [T No Swelling of feetfankles i Yes O No
Heant palpitations H Yes 1 No || Blackouts 1Yes 1 No
Diarrhea 1 Yes O No Faligue I1VYes ONo
Cantrolling your urine H Yes [ No || Difficulty sleeping [1Yes 3 No
Vision HdYes |ONo || Recentweightloss O Yes O No
Drug abuse i1 Yes M No || Recent weight gain [1Yes £ No
If you answered Yes to Drug Abuse in the above question, please explain:
Do you drink any alcahol? MYes [ No
If yes, please answer the following questions;
a, What sort of alcoholic beverage do you usually drink?
b. How much alcohol do you drink in a typical week?
c, During the past month, was there any single day in which you had five or more drinks of beer, wine or
fiquor? H¥Yes ONo
d. During the past six months, have you thought you should cut down on your drinking of alcohol?
HdYes B No
e. During the past six months, has anyone complained about your drinking?
i1Yes DONo
f. During the past six months, have you felt guilty or upsst about your drinking?
CFYes ONo
g. As arasult of aleohol use, have you ever lost a job? HYes [INo
h. As aresuli of alcohol use, have you ever lost a friend? HOYes ONo
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PAIN:

38.

If your disability involves physical pain, answer the following: (If physical pain is not your
problem, go on to question #39.)

a Approximate date pain began:

b. What event caused the pain (e.g., accident, disease, surgery, unknown)?

c. What does your pain feel like?

d. What reasons have your doctors given for your pain?

e. Does pain O lessen or [T increase when you push on the painful spots?

f. Are any of the following associated with your pain? Check those that apply:

Tingling

[l Numbnsss O | (pins and needles) i1 Weakness
| Increased sweating 0 | Muscle spasm T | Skin discoloration
0 Nausea Il | Loss of sleep i Crying spells
] Loss of concentration 0 | Depression B | Agitation




g.

Location of pain: Please shade in areas of pain.
BE AS SPECIFIC AS POSSIBLE,

h. Is pain: 00 Constant? [1 Often? Lt Occasional?

How many hours per day do you have pain?

if you do not have pain every day, estimate how rany hours of pain per week, or

days per week or month:

Below Is a list of activities. For each activity indicate how it affects your pain,

INCREASES DECREASES NO EFFECT

Lying down

Sitting

Rising from
sitling

Sitting with legs
elevated

Standing

Walking

Bending

Coughing/
Sneezing

IR S 0 [ [ Y O

0 1 I A v B o T B T
oo g o oo oo g

What else increases your pain?
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Im.

n.

0,

Below Is a list of freatments you ma
indicate whether you have tried and

y have used to relieve pain. For each of these,
i you tried it, the degree it helped.

Treatment Have you || Rate Helpfulness
tried? 0 = No Help; 10 = Excelient Relief
YesNoG12345678910

Heat (] |
YesNoO12345678910

Massage 0O O -
YesNoO12345878910

Whirlpool O =
YesNoG12345878910

Traction ] =] .
YesNoD12345678910

Prescribed Exerclse | ]
YesNoO12345678910

Bed rest 1 O

TENS (electrical Yes | No [0 1 2 3 4 5 6 7 3 8 1o

stimulation) N g
YesNoU12345678910

Biofeedback ] 0
YESNDO']2345678910

Trigger Point Injections £l N
YesNoO12345678910

Nerve Blocks [ O
YesNoO123456789'10

Acupuncture O O
Y88N00‘123456?89‘HJ

Chiropractic Treatments [ I
Ye5N0012345678910

Cranial Sacral Therapy O [
YeSN001234567891O

Behavior Modification ] i

Counseling/ Psychotherapy | Yes | No || 0 12 3 4 5 6 7 8 g 1o
il ]

Herbs, Vitamins, Yes| No {0 1 2 8 4 5 & 7 8 8 10

Supplements, etc. O [N

Pain Clinic/ Pain Program Yes| No|l0O 1 2 3 4 5 &8 7.8 ¢ 10
0 i

What other things relieve your pain?

Does drinking alcoholic beverages relieve your pain? [OYes [ONo
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p. If you did not have pain, what things would you do that you cannot do now

because of the pain?

-12.-




g. Rating Pain. Circle the one number that best describes your pain;

L Pain Severity

A Rate how severe your pain is right now, at this moment when filling out this questionnalrs:

0 1 2 3 4 5 6 7 8 9 10

No pain Most severe pain you can imagine
B. Rate how severe your pain Is at its worst:

0 1 2 3 4 5 6 7 8 9 10

No pain Excruciating
B. Rate how severe your pain is on the average:

0 1 2 3 4 5 6 7 8 g 10

No paln Excruciating
B. Rate how much your pain is aggravated by activity:

( 1 2 3 4 5 6 7 5 9 10

Aclivity does not

Excruciating following
aggravate pain

any activity
B. Rate how frequently you experience pain:
0 1 2 3 4 5 6 7 8 g 10
Rarely All the time
1. Activity Limitation or Interferenca
A How much does your pain interfere with your ability to walk one block?
0 1 .2 3 4 5 6 7 8 9 10

Does not restrict Pain makes it impossible

ability to walk for me to walk
B. How much does your pain prevent you from 1ifting 10 pounds (a hag of groceries)?
0 1 2 3 4 5 6 7 8 9 10

Does not interfere at all with

tmpossible to Jift
litting 10 pounds

10 pounds

G.  Howmuch does your pain interfere with your ability to sit for ¥ hour?
0 1 2 3 4 5 6 7 8 9 10

Does not restrict ability Impossible to sit
to sit for %2 hour for % hour
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D.  How much does your pain interfere with your ability to stand for % hour?

0 1 2 3 4 5 6 7 8 9 10
Doeas not interfere at all Unable to stand
with standing for % hour at all
E. How much does your pain interfere with your ability to get enough sleep?

0 1 2 3 4 5 6 7 8 g 10
Does not prevent me Impossihle
from sleeping to sleep
F. How much does your pain interfere with your ability to participate in social activities?

0 1 2 3 4 5 6 7 8 9 10
Does not interfere Completely interferes
with sacial activities with social activities
G.  How much does your pain interfere with your ability to travel up to 1 hour by car?

0 1 2 3 4 5 6 7 8 9 10
Does not interiers with abiliy Completely unable to
to travel 1 hour by car fravel 1 hour by car
H.  Ingeneral, how much does your pain interfere with your daily activities?

0 1 2 3 4 5 6 7 8 9 10
Does not interfere Completaly interferes
with my daily activities with my daily activities

1. How much do you limit your activities to prevent your pain from getting worse?

0 1 2 3 4 5 B 7 8 9 10
Does not fimit Completely limits
activities activities
J. How much does your pain interfere with your relationship with your family! significant others?

0 1 2 3 4 5 6 7 8 8 10
Does not interfere Completely interferes
with relationships with relationships
K. How much does your pain interfere with your ability to do jobs around your home?

0 1 2 3 4 b 6 7 8 9 10
Does not interfere Completely unable to
atall do any job around hame
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L. How much does pain interfere with your ability to bathe without help from someone else?

0 1 2 3 4 5 8 7 8 a 10
Does not interfere My pain makes it impossible to
at all

shower or bathe without help

M. How much does your pain interfere with your ability to write or type?

] 1 2 3 4 5 6 7 3 9 10
Does not interfere My pain makes it

at all impossible to write or type
N. How much does your pain interfere with your ability to dress yourself?

0 1 2 3 4 & 6 7 8 2] 10
Does not interfere My pain makes it

at all impossible to dress myself
0. How much does your pain interfere with your ability to concentrate?

0 1 2 3 4 5 5 7 8 g 10
Never All the time

1L Effect of Pain on Mood
A Rate your overall mood during the past week.
0 1 2 3 4 5 B 7 8 9 10
Extremely high/ good Extremely low/ bad
B. During the past week, how anxious or worried have you heen because of your pain?
0 12 3 4 5 6 7 8 9 10

Not at all anxious/ worried Extremely anxious/ worried

C. During the past week, how depressed have you been hecause of your nain?

0 1 2 3 4 3] 6 7 8 9 10

Not at all depressed Extremely depressed
D.  During the past week, how irritable have you been because of your pain?

0 1 2 3 4 5 6 7 8 9 10

Not af all irritable Extremnely irritable

E.  Ingeneral, how anxious/ worried are you about performing activities becauss they might make your pain/
symptoms worse?

U 2 3 4 5 3] 7 8 9 10

Not at all anxious! worried Extremely anxious/ worried

-15-




MEDICATIONS:

39, For each prescription drug you are presently taking, please complete the following:

NAME OF MEDICATION | DAILY NAME OF APPROX. IDENTIFY SIDE EFFECTS
AND AMOUNT | FORWHICH | PRESCRIBING DATE YOU ARE HAVING FROM
DOSAGE TAKEN CONDITION DOCTOR STARTED | THIS DRUG

40.  For each non-prescription drug you are taking, complete the following:

AND DOSAGE

NAME OF MEDICATION

HOW MUCH DO YOU
TAKE PER DAY

FOR WHICH CONDITION

-16 -




41.  For each doctor the Social Security Administration sent you to for examination
concerning your disability, please complete the following:

DESCRIBE THE EXAMINATION
APPROX,. LENGTH AND ANYTHING THE DOGTOR
NAME AND ADDRESS DOCTOR'S | DATEOF | OF EXAM TOLD YOU ABOUT YOUR
OF DOCTOR SPECIALTY EXAM. (MINUTES) CONDITION
DAILY ACTIVITIES:
42,  a. What is the amount of your current income? $__  permonth.
b, What is the souree of your current income?
43. =& Where do you currently live?
O  apartment 1 duplex O single family home
[T condominium O trailer [T rooming house
b. Do you own or rent? Clown  Orent
44, a Please identify all of your children who are now under age 18 or who were under age 18 at the

time you became disabled. Please list children even if they do not five with you. For each child
who does not live with you, please tell us who the child lives with. Please include each child's
date of birth and Social Security Number (SSN).

CHILD’S NAME & SSN | AGE [ DATEOFBIRTH || _ LIVESWHA |

-17 -




b. Please give the names and ages of people other than your minor children living with you and
indicate their relationship to you (e.g., step-son, adult daughter, sister, friend, elc.):

| NAME | __RELATIONSHIP | AGE | DATE OF BIRTH |

45.  What are the names of the two peaple with whom you spend the most time?

a. b.

46. At present, how much time do you spend each day:

HOURS
PER DAY

Lying down or reclining

Sitting upright

Standing/Walking
TOTAL HOURS PER DAY: 24

47. a How well do you sleep? £ good £ fair U peor
Explain fair or poor answer;
b. Do you elevate the head of your bed or sleep on extra pillows? OYes HNo

If yes, how high is the head of the bed elevated or how many pillows do you use?

-18 -




48. a Indicate if you use any of the following assistive devices:

O Regularcane O Special mattress O  Hightoilet seat
O Four-feoted cane {1 Hospltal bed O  Grabher
O Walker O  Shower bar 1 Socktube
O  Wheel chair [1  Shower chair O  Lift chair
b. Please describe any other assistive devices you use or any home modifications you have done

fo accommodate your disability: :

48.  Pleass check what you do and how often. If you need help or do a poor job please indicate.
Give examples as appropriate.

SEVERAL EXAMPLES - NEED
TIMES A DAY DAILY WEEKLY | MONTHLY | NEVER | HELP, DO APOOR JOB

Drive

Cook

Wash Dishes

Straighten up
house

Pust

Vacuum

Mop Floor

Do laundry

Clean bathroom

Make bed

Change bed sheets

Yard work

Gardening

Shovel snow

Fix things

Grogzery Shop

Pay bilie, handle
finances

Watch children

Groarm self
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SEVERAL
TIMES A DAY

DAILY

WEEKLY

MONTHLY

NEVER

EXAMPLES - NEED
HELP, DO A POOR JOB

Participate in
organizations

Attend religious
services

Play cards
lgames

Attend sporis
Evenis

Hobbies
{name)

Visit relatives

Visit friends

Talk to
neighbors

Go out to eat
or to movies

Use public
fransportation

Exercise

Watch TV or
listen to radio

Number of
Hours per day:

Read

Number of
Hours per day:

Talk on phone

Number of
Hours per day:

Sleep/stay in bed

Number of
Hours per day:

Sleeplli= on couch

Number of
Hours per day:

50,

ONGOING ASSISTANCE: Does anyone have to
house on a regular basis? Who? What do they d

help you te do things around the
a? ,
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51.  PHYSICAL LIMITATIONS:

NOTE: If your disability is psychiatric and you have no physical limitations,
it is not necessary to complete question 52, Go on to question 53 on page 25.

a. SITTING:

What best describes your ability to sit?

| have no problem siting.
| can sit with some difficulty.

| can sit with great difficulty.

OO an

| cannot sit at all.

If you have trouble sitting:

Does it make a difference what kind of chair you sit on? | G Yes [ E1No

What kind of chalr s best for you?
Do you elevate your legs while sitting? |OYes  [TINo
Where do you have pain or discomfart when you sit too [ong?

What do you do 1o relieve that pain or discomfort?

List examples of activities you have trouble performing while sitting:

1) What is your best estirnate of how long you can sit continuously in one strefch in a
work chair (nof a recliner) before you must get up and move around or lie down?
Hours/minutes;

2) If you were siting on and off throughout a workday, how many hours total out of an 8-
hour workday in a regular wark setiing can you sit?

Hours:
a. STANDING:

What best describes your ability to stand?

| have no problem standing.

1 can stand with some difficulty.

| can stand with great difficulty.

jm ] R

I cannot stand at all.
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If you have frouble standing;

Where do you have pain or discomfort when you stand foo long?

What do you do to relieve that pain or discomfort?

List examples of activities you have trouble performing white standing:

1) What is your best estimate of how long you can stand continuously in one stretch

without sitting down or walking around?
Hours/minutes:

2) If you were standing on and off throughout a workday, how many hours tofaf out of

out of an 8-hour workdayin a regular work selting can you stand?

Hours:
a. WALKING:

What best describes your ability to walk?

| have no problem walking.

| can walk with some difficulty.
I can walk with great ditficuliy.
I cannot walk at all,

o |

If you have trouble walking:

Do yout ever use a cane or other device to help you walk? | O Yes | O No

Where do you have pain or discomfort when you walk too long?

What do you do to relieve that pain or discomfort?

List examples of activities you have trouble performing while walking:

1) What is your best estimate of how far you can walk continuously in one stretch
without stopping fo rest?
Blocks:
2) How many hours total out of an 8-hour workday in a regular work setting can you
walk?
Hours:

a LIFTING AND CARRYING:
<22




What best describes your abifity to lift and carry?

I have no problem lifting and carrying.

I can lift and carry with sore difficulty.

| can lift and carry with great difficulty.

O O oo

} cannot lift and carry at all.

If you have trouble lifting and carrying:

What Is the heaviest thing that you encounter in your everyday
life, which you can still ift or carry (for example, gallon of milk, 8-
pack of soda, a bag of groceries, basket of laundry, small
children or grandchildren)?

What happens when you try to lift or carry too much?

List examples of things you encounter in your

daily life that you can no longer lift or cary:

What is your hest estimate of the maximum weight you can lift or carry in a

regular work situation

1) if you had to lift or carry only rarely or once in a while?

2) if you had to lift or carry up to one-third of the workday?

3) if you had to do it from one-third to two-thirds of the workday?

e, LEGS AND FEET:

pounds

pounds

pounds

Do you have any trouble using your tegs or feet?

H Yes

1 No

1 Yes

1 Mo

Do you have any trouble using your legs and feet to drive @ car?

Describe the difficulty.
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f. ARMS AND HANDS:

[ Are you left or right handed? |Oteft  |ORignt |
Do you have any problems using your hands or arms? ElYes O No
Do the problems occur with repefitive use of your hands or arms? O Yes H No
Can you make a fist with each hand? O Yes 0 No
Can you touch each finger to the thumb on each hand? Fl Yes 0 No
Do your hands shake? O Yes ] No
Do you have any trouble with your hands being numb [0 Yes I No
or having pins and needles?

Do yout have any trouble with dropping things? O Yes O No
Have you lost strength in your hands or arms? Ff Yes H No
Can you reach above your head (for example, to put things away in O Yes (1 No
Kitchen cuphoards)?

Do you have any problems writing a letter? O VYes 1 No
Do you have any difficulty playing cards? I Yes [0 No

List examples of activities you have difficulty performing with your hands:

g OTHER EXERTIONAL LIMITATIONS:

| Do you have trouble doing any of the following fhings? | 1 Yes | B No ]
If yes, complete the following:
AFEW TIMES
CANTDO | ONCEIS PER HOUR REPETITIVELY
AT ALL OKAY IS OKAY IS OKAY
Bending; i [ O i
Twisting: 1 O O 0
Squatting: 1 | O O
Climbing stairs: [ O O O

h. ENVIRONMENTAL RESTRICTIONS: Are there any restrictions on your activities, or problerns,
which you encounter, having to do with any of the following situations?
Describe the problern:

1} Unprotected heights:

2) Being around moving machinery:
3) Exposure fo marked changes in temperature or humidity:
4) Exposure to dust, fumes or gases:

-4 .




52. Do you have any current problem with any of the following?

Depression {1 Yes H No || Dealing with the public [l Yes 1 No

Anxiely attacks B Yes 0 No Relating to other people O Yes [d No

Memory O Yes O No__ || Maintaining attention H Yes ITNo

Dealing with stress O Yes 0 No Loss of concentration O Yes I No
53.  GOOD DAYS AND BAD DAYS:

a. Do yau have gaod days and bad days? OYes [ONo

b. Approximately how many days per month are good days?

Approximately how many days per month are bad days?

c. What tends fo produce good days?

d. Whatis a good day like?

£. What tends to produce bad days?

f. What is a bad day like?

OTHER:

94.  Are the medica! providers listed on your de

to get a full understanding of your disability?

i no, what other medical providers should be contacted?

nial letters a complete isting of those needed

OYes [NONo
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B85,

56,

57,

58,

50,

60,

What are the hame, address and telephone number of someone who doesn't live with you

but will always be able to find you?

Name;

Address:

Telephone:;

Relationship:

]

Have you ever been convicted of a felony?

if yes, explain;

OYes [ONo

Are you on probation or parale right now?
If Yes, please provide the following:

Name of probation/ parole officer:

[TYes [ No

Probation/ parole officer address:

Probation/ parole officer telephone:

Please provide the foliowing (if you have them):

a. Your cell phone number:

b, Your fax number:

c. Your Emall address:

Other information you consider important:

Did you need help to complete this questionnaire?

If yes, who helped you?

[OYes [T No
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