MEDICAL SOURCE STATEMENT FROM ___________________________ TO NOW


_____________________________________________    _________________________
NAME:		                                                                               SSN: 

	Ability in an 8-Hour Workday
			
Sit	 0         1          2          3	        4          5          6          7          8       Hrs.

Stand	 0         1          2          3	        4          5          6          7          8       Hrs.

Walk               	 0         1          2          3 	        4          5          6          7          8       Hrs.

Are any medically necessary?  		                                                                 Cane       Crutches        Walker       Wheelchair
 
Can the patient walk a block at a reasonable pace on rough or uneven surfaces?            No             Yes       

Will the patient miss more than two days of work per month due to symptoms?            No                Yes

[bookmark: _GoBack]Please explain your above findings (i.e., physical exam, x-ray, MRI, labs, etc.).






















_______________________________________________________    _______________________________________________________
Signature                   			                      Date



_______________________________________________________    _______________________________________________________
Printed Name (Legibly Please)			         Medical Specialty
