Veteran:    ____________________________            File #_____________________

 Widow :   ____________________________

PHYSICIAN’S   MEDICAL  REPORT

V.A.  SPECIAL  MONTHLY  PENSION  BENEFIT

What are the diagnoses causing physical and mental impairment, including the effects of advancing age?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Describe limitations to the activities of daily living.   What is the patient able to do during a typical day?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How well does the person ambulate?  Describe the restrictions of use of lower and upper extremities and use of the spine, trunk and neck.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is the person confined to the house?  Describe posture, general appearance and number of hours in bed.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does the person need the daily care and assistance of others due to the physical and/or mental disabilities noted above?

                       (    )   YES                                       (    )   NO

_____________________________________                           __________________

          SIGNATURE OF PHYSICIAN                                                   DATE

Printed Name & Address of Physician

__________________________

__________________________

__________________________

__________________________

