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LYME DISEASE
IMPAIRMENT QUESTIONNAIRE
To:
Re:

_______________

(Name of Patient)

_______________

(Social Security No.)

______________

(Date of Birth)

Please answer the following questions concerning your patient's impairments. Attach all
relevant radiologist reports, laboratory and test results which have not been provided
previously to the Social Security Administration.

1.

a. Date of first treatment.

_

b. Date of most recent exam.

_

c. Frequency of treatment.

_

2.

What is your diagnosis of the patient's condition?

3.

Identify the positive clinical findings and indicate location where applicable.

4.

Identify the laboratory and diagnostic test results which demonstrate and/or which
support your diagnosis

5.

Please list your patient's primary symptoms, including pain, loss of sensation, fatigue
and mental confusion.
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6.

Are your patient's impairments and functional limitations reasonably consistent With the
claimant's physical and/or emotional impairments described in this evaluation?
__

Yes

No

If no, please explain.

7.

If your patient has pain, please address the following factors:
a. The nature of the pain.

_

b. The location of the pain.

_

c. The frequency of the pain.

8.

_

d. The precipitating factors leading to the pain.

_

e. Other factors relating to your patient's pain ..•...

_

Describe the severity of your patient's pain (0-1=none to trace, 2-3=mild, 4-6=moderate,
7-8=moderately severe, 9-10=severe):
0-1-2-3-4-5-6-7-8-9-10

9.

List medication(s) prescribed dosage, and any side effects your patient has reported.

10.

Have you substituted medications in an attempt to produce less symptomatology
relieve side effects?
Yes
No
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11.

List other treatment (e.g., surgery, physical therapy) and complications, if any.

12.

Have your patient's impairments lasted or can they be expected to last at least twelve
months?
Yes
No

13.

Is your patient a malingerer?

14.

As a result of your patient's impairments, estimate your patient's functional limitations in
a normal COMPETITIVE FIVE DAY A WEEK WORK SITUATION.
a.

In an eight-hour
activity):

__

Yes

No

day, my patient can only (circle full capacity for each

(1) Sit: 0-1 1 2 3 4 5 6 7 8 (hours)
(2) StandlWalk:

0-1 1 2 3 4 5 6 7 8 (hours)

(3) Would it be necessary or medically
sit continuously
in a work setting?

recommended
__
Yes

for your patient not to
No

(a) How frequently must your patient get up and move around?
(b) How long before your patient can sit again?
_

_

(4) Would it be necessary or medically recommended for your patient not to
stand/walk continuously
in a work setting? __
Yes
No
b.

15.

My patient can
(1)
0- 5lbs.
5 - 10 Ibs.
10 - 20 Ibs.
20 - 50 Ibs.
Over 50 Ibs.

Lift

Never

Occasionally

Frequently

(2)
0- 5lbs.
5 -10 Ibs.
10 - 20 Ibs.
20 - 50 Ibs.
Over 50 Ibs.

Carry

Never

Occasionally

Frequently

To what degree can your patient tolerate work stress?
_Incapable
of even "low stress" jobs
_
Capable of low stress jobs
_
Capable of moderate stress
_
Capable of high stress work
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Please explain the basis for your conclusions.

16.

-;--__

Do emotional factors (e.g. depression, anxiety) contribute to the severity of your patient's
symptoms and functional limitations?
Yes __
No
If so, indicate what emotional factors affect your patient (give specifics).

17.

Will your patient sometimes need to take unscheduled breaks to rest during an 8-hour
workday?
__
Yes
No

If yes, (1)
(2)

18.

How often do you think this will happen?

_

How long (on average) will your patient have to rest before returning to work?

Are your patient's impairments likely to produce "good days" and "bad days"?
__
Yes
No
If yes, please estimate, on the average, how often your patient is likely to be absent from
work as a result of the impairments or treatment.

19.

More than three times a month

About two to three times a month

About once a month

Less than once a month

In your best medical opinion, what is the earliest date that the description of symptoms
and limitations in this questionnaire applies?
_
Additional comments:

Date

_

Specialty

Signature

PrintlType Name

_

Address

_
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