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PERMANENT TOTAL DISABILITY
FORM DS-||

Confidential Medical Report (Specialist Physician)

Note: If you have any reports of previous investigations to substantiate diagnosis, please attach copies thereof.

We are in receipt of disability claim in respect of this member and we would request you to complete this confidential medical report. Please complete all 
relevant information completely and legibly to prevent unnecessary delays. 

Dear Doctor

Claimant Name

Date of Birth Occupation

Address Contact

Occupation Details

Gender

CNIC

1. Are you the claimants usual Medical Attendant? 

2. What date your records commence?

If yes, how long have been his/her Private medical attendant?

3. Date of first consultation for this diability 5. Date of first absent from work?

7. Is this disability related to any other condition which the patient has suffered in the past?

If yes Please give details

6. Has your patient suffered from any previous episode of this disability?

If yes, please give details of the date and periods of absence from work

Yes No

Yes No

Yes No

D D Y Y Y YM M D D Y Y Y YM M D D Y Y Y YM M

Years Months

1. Please describe your patient’s illness and disease symptoms.

2. Please provide a precise diagnosis of his/her present illness.

4. Since the daignosis of his/her condition, has patient:

     Improved, if yes give date

        No Change

3. Is the patient suffering from any other condition?
If Yes, does it affect the condition?

5. What particular aspect of the patient’s present condition prevent him/her from returning to work?

6. Are there any other circumstances, medical or otherwise, which may delay your patient’s recovery?

7. How frequently does you’re your patient consult you?

8. Please give the date of the last consultation and diagnosis at the time.

1. Please give full details of all medicines being prescribed to your patient.

2. Please give full details of any surgical procedure performed in connection with his/her condition.

D D Y Y Y YM M

D D Y Y Y YM M

Yes No

     Recovered, if yes, give date

        Deteriorated

Treatment

3. Please provide details of any other treatment being prescribed, including physiotherapy.

History

Patient Present Condition

Personal Details
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4. Do you anticipate changing your patient’s treatment in his immediate futur or recommended that he/she undergo further investigations of 

    surgical procedure.

5. Has your patient’s been treated as inpatient in a hospital or other medical center for this condition? 

    If yes, please give details

Yes No

9. Is your patient’s height and weight within normal bounds? Has there been any recent fluctuations, If yes, Please give details:

1. Is your patient: a) Ambulatiry
b) Confined to his/her home

c) Confined to bed 
d) Subject to some restrictions in movement of lifestyle ?

a) Following his/her normal occupation on full time basis.  
 

b) Following his/her normal occupation on part time basis
 

a) Total Permanent b) Partial Permanent  

2. Do you consider that your pateint disability is:

3. Do you consider that your patient disability is: 

 If yes, please give details:

Yes No
Yes No

Yes No
Yes No

6. Has your pateint’s been an outpatient by any consultant, specialist in connection with this condition?

    If yes, please give details:

Yes No

7. Is he/she still receiving treatment from any other medical practitioner? 

    If yes, do you consider that we should obtain a report from them? 

Yes No

8. Have you been taken blood pressure reading during the period of disability?

    If yes, please give details and dates of the readings.

Yes No

10. Please give details of any investigatory test or procedures that have been undertaken in connection with this condition including the results.

Degree of Disability

a) Dressing                  
b) Using the Toilet        
c) Walking Yes                      

Yes No
Yes No
Yes No

Yes No Yes No
Yes No
Yes No

1. Is the patient capable of performing the following activities of daily living:

d) Feeding Him/Herself  
e) Using Telephone       
f) Bathing                   

              
                

g)Taking Medication 

Daily Living Activities

Further Information

1. Please include any information which you feel would be helpful in the assessment of your patient’s claim.

2. Do you have any hospital, consultants or daignostic reports that would be help o our Consultant Medical Officer in the consideration of this claim?

3. when do you think your patient will be able to resume wrking either to his/her present job or alternative employment? (    ) Yes (    ) No.
    If Yes, please p rovide copies or extract of such reports, if you would prefer, please forward the orignals which will be return to you promptly.

Declaration: 

I certify that I have Perosnally attended to the claimant and that all the above statements are correct and true to the best of my knowledge.

Full name and address 

Cellular No.Telephone no. (Code)

Date. E-mail Address Doctor’s Signature.

Prognosis of Claimant

1. Whataspect of your patient's Disability will prevent him/her from undertaking any work in the future?

2.  If you feel that the patient could follow a different occupation, can you please give an indication as to the sort of work that he/she could undertake?

3.  When do you think your patient will be able to resume working either to his/her present job or alternative employment?
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