FAMILY INVESTMENT ADMINISTRATION

VERIFICATION OF PREGNANCY / PREGNANCY RELATED DISABILITY


___________________________Department of Social Services
District Office
____________________

Date:________________    





Customer Name:____________________
Case Manager:__________________________  Phone #:__________________  Customer ID: _______________



                                                     
Part 1: To be completed by the customer

Name: ____________________________________________ Address: _________________________________
Birth date _________Telephone Number: _________________             _________________________________
1. What illness or injury keeps you from participating in an activity? ______________________________________

2. Were you hurt while at work?   Yes____    No ___  
3. What other health problems do you have?________________________________________________________

I authorize the physician or other health practitioner to release any information about my medical condition required by the State to determine eligibility for assistance.

Customer’s Signature: ______________________________ 


Date_________________ 

PART 2: To be completed by Examining Physician or Health Practitioner

Note to Physician or Health Practitioner: Applicants and recipients of Temporary Cash Assistance must participate in a work or educational activity unless there is an illness or disability that prevents it. We will use the information you provide to determine the patient’s ability to participate in work or education related activities.  By law we do not consider pregnancy a disability.  

1. Date of current examination:
mm____  dd_____  yyyy__________

2. Pregnancy Confirmed?  
Yes ___   No_____  EDC date: mm____  dd____ yyyy_______
3. Is the patient receiving prenatal care?   Yes___  No____

4. Has the patient suffered a serious illness, accident or other injury that she is being treated for? Yes __No __  If yes, nature of the illness, accident or injury:  

    _________________________________________________________________________________________

5. Current illness or disability if other than above._____________________________________________________
    Estimated date of onset:___________________ 

Estimated end date:________________________

6. Based upon your evaluation is this patient impaired?  Yes____   No____ 
If yes, how long do you expect the impairment to last?  
From: mm_____   dd____  yyyy_______  To: mm______   dd____ yyyy______
7. Based upon your examination is this patient able to participate in a work or educational activity? 

Yes_____ No_____
8. Are there any limitations placed on the patient’s participation? If so what limitations?  

    _________________________________________________________________________________________

Comments: __________________________________________________________________________________________
  __________________________________________________________________________________________
My signature indicates that this information is correct to the best of my knowledge.  
___________________________________________________   _______________________________________
Physician or Health Care Practitioner’s Signature

  Printed Name

Address: ________________________________________________________ 
Phone #____________________

License Number: ____________________________          


Date: _____________________
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