'TO, BE COMPLETED B8Y ATTENDING PHYSICIAN
(Please type or print).

e T B B e e T T T T L P I T 2 T

1. Patient's Name ___ _ . Age.

-2. Please state: .
"~ (3) Patient’s complaints

(b) Ob]ectlve finding (Including requts of X-rays Iaboratory tests, d:agnosbc studtes
B/P, etc frelevant)

s 3. Give ali dates of treatrnems by you dunng this perrod of cat:astrophic tllne.s/mJury
Ofnce
Hosp!tal

4. If the pahent was confined as a registered bed patlent ina [egally constrtuted hospltzl during this
period, answer the following:

(8) Name & addrass of hospital or faahty . ey H: :

" (b) Date of admtssmn _ .20 Da'ﬁ‘e of'dis'ch'arge _ . 20__

5. If any surgxcal procedure ‘was perfonned dunng this penod of catastmphic illness or rn]ury, please
complete the fo[lowr ng: . : . :

.Date o_r prpc_edpre N 20 . Pr_océdu.r_a.mrfgr{nec!_. .

6. Has the patiént recovered sufficiently to retum to work? ~ YES _ No_
. a) If - "yes," give the date the patient was able o refumn to work - ' :
(b) If "No,". when, in your opinion, may work be resumed? (Please do not use the terms
"Indefinite, "Unknown” Undetermined,” etc.) If a definite date cannot be determined, please
approximate in -days, weeks or months, how long the' total dzsab!hty wnll conhnue from the date of
the most recent treatment as indicated above :

7. s the patient MENTALLY capable of transacting his/her duties with reaiizatio'ri of the. nature and
consequences of such acts? YES ___ NO .

Phyanans name and tltle {Pledse type or print) : :
Specialty Board Certification ___ _ ‘ . . Phone #

Office address ____ ' . . ‘
Date completed- .20 Physician’s Signature




DAYTON PUBLIC SCHOOLS
MEDICAL QUESTIONNAIRE
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. Home Addrass

TO BE COMPLETED BY EMPLOYEE

Name __Birthdate . Male____Female
Empioyment date Social Security No. Home Phone #

(strest) U {cty) T . (state) s ¥r -  (zip)

If you are or expect to be elsawhara during absance from work, give detzils including addrass
znd teleohonz2 number.

(ereet) T _ (@) GEe) - @)

Please sxplain your catastrophic iliness or in Jury Give a detziled cLscnptm (U:e 3 separate h eat -
if necessary.)

On what date did you last work? ___ I, - i ._; 20

Cn what date were you first totally disabled by this catzstrophic iiness/injury? 2091
On what date were your first treated by' a physician for this catastrophic f[iness/injury?-

If not now afflicted by the C&tE::T"ODh!C iliness/injury, on w'1=t data wera you able to r:sumn wom?
720

. -

Give full name a’\d address of each physician who tr=at—d Yyou dunng th::. period of diszbility:

| NAME % - ADDRESS

9. Explanation of Pravious Sick Leave Usage (Use separate shest)

10, Date Sick Leave was (will b=2) exhausted.

11. Have you applisd for disability?-

I authorize any physician, surgeon, or other person who has treatad or examined me or whom I
have consulted for any purpese, and any hospital, clinic, or institution at which I have been treated,
examined, or confined, to divuige and make available to Dayton Public Schoals, or their designated
presentatwes any &nd all information concerning my catastrophic ﬂlnesslmjury including all
psych":atric and psychological information and tests. Tnis authorization shall be valid for one year
from the date shown balow. A photocopy of this authorization shalt be as valid as the original.

Date completed =0 ; Signature of Employee


CYNTHIA TIMMER
Do not fill out

CYNTHIA TIMMER
DO NOT FILL OUT


