PA-601T                          COMMONWEALTH OF KENTUCKY           STATUS             (N)
(R. 4/99)
Cabinet for Families and Children
 [ ]Active             


Department for Community Based Services
[ ]Field Determination



Date ______________



   [ ]Pending            

                                REFERRAL FOR DETERMINATION OF          Application


INCAPACITY OR DISABILITY
Date ______________



[ ] Kentucky Works    

I.  GENERAL
Worker ______________________________________ Supervisor _________________________________

Wkr. Phone No. ______________ Wkr. Code _____ Co. Name and No. ___________________________

Office Address ___________________________________________________________________________

Patient _________________________________ SSN __________________  D.O.B. ________ Sex [ ]M


















[ ]F

Case Name _____________________________________________  Case Number _____________________

Address _________________________________________________ Phone __________________________


   _________________________________________________       [ ]Patient's [ ]Neighbor's

Nature of Disability/Incapacity (give detailed description): _____________________________

__________________________________________________________________________________________

__________________________________________________________________ Onset Date ____________


















    
       RSDI STATUS 



  SSI STATUS


 WORKER'S COMPENSATION STATUS 
Application: [ ]Yes [ ]No     SSI Referrals: [ ]Yes [ ]No      On-Job Injury: [ ]Yes [ ]No

          _______________
          _________________      ___________________________



    (Date)




(Date)

   (Date of Injury or Disease)

Decision: _______________ 
If no referral, enter reason:







_____________________________

__________________________________________________________________________________________

Patient/family income: [ ]Yes [ ]No If yes, what type_________; Gross/net per month_______

II.  EDUCATION AND TRAINING
Highest grade completed: __________  Special training: ___________________________________

III. VOCATIONAL HISTORY FOR PREVIOUS 15 YEARS













Dates Worked

Job Title





Type of Business


From            To       
                                                                                          
Plans for Vocational Rehabilitation:

Referred:  [ ]Yes   [ ]No   If no, reason ________________________________________________

__________________________________________________________________________________________

If yes, status with Agency: ______________________________________________________________

__________________________________________________________________________________________

_____________________________  ______________________________  ___________________________

     (VR Counselor Name)                 (Address)                   (Phone Number)
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IV.  INFORMATION ABOUT PATIENT'S MEDICAL RECORDS
                                                                                          
A.  List the name, address and telephone number of the doctor who   If you have no

    has the latest medical records about your disabling condition.  doctor check here [ ] 
NAME                                                ADDRESS

                                                 

TELEPHONE NUMBER (include area code)

                                                                                          
DATE YOU FIRST SAW


DATE YOU LAST SAW



DATE OF NEXT SCHEDULED

THIS DOCTOR



THIS DOCTOR




VISIT


    
REASONS FOR VISITS (show illness or injury for which you had an examination or treatment)

                                                                                          
TYPE OF TREATMENT OR MEDICINES RECEIVED (such as surgery, chemotherapy, radiation, and

the medicines you take for your illness or injury, if known.  If no treatment or

medicines, show "NONE".)

                                                                                          
B.  Have you seen any other doctors since your disabling condition began?  [ ] YES  [ ] NO

    If "yes", show the following:                                                         
NAME                                                 ADDRESS

                                                  
TELEPHONE NUMBER (include area code)

                                                                                          
DATE YOU FIRST SAW


DATE YOU LAST SAW



DATE OF NEXT SCHEDULED

THIS DOCTOR



THIS DOCTOR




VISIT


    
REASONS FOR VISITS (show illness or injury for which you had an examination or treatment)

                                                                                          
TYPE OF TREATMENT OR MEDICINES RECEIVED (such as surgery, chemotherapy, radiation, and

the medicines you take for your illness or injury, if known.  If no treatment or

medicines, show "NONE".)

                                                                                          
C.  Identify below any other doctor you have seen since your disabling condition began.

                                                                                          
NAME                                                 ADDRESS

                                                  
TELEPHONE NUMBER (include area code)

                                                                                          
DATE YOU FIRST SAW


DATE YOU LAST SAW



DATE OF NEXT SCHEDULED

THIS DOCTOR



THIS DOCTOR




VISIT


    
REASONS FOR VISITS (show illness or injury for which you had an examination or treatment)

                                                                                          
TYPE OF TREATMENT OR MEDICINES RECEIVED (such as surgery, chemotherapy, radiation, and

the medicines you take for your illness or injury, if known.  If no treatment or

medicines, show "NONE".)
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D.  Have you been hospitalized or treated at a clinic for your    [ ] YES   [ ] NO

    disabling condition?  If "yes", show the following:                                   
NAME OF HOSPITAL OR CLINIC                           ADDRESS

                                                                                          
WERE YOU AN INPATIENT?  (Stayed at least overnight?)     WERE YOU AN OUTPATIENT?

     [ ] YES   [ ] NO  (If "yes", show:)                 [ ] YES  [ ] NO (If "yes", show:)
DATES OF ADMISSIONS         DATES OF DISCHARGES                 DATES OF VISITS           
                                                                                          
REASON FOR HOSPITALIZATION OR CLINIC VISITS (show illness or injury for which you

had an examination or treatment.)

                                                                                          
TYPE OF TREATMENT OR MEDICINES RECEIVED (such as surgery, chemotherapy, radiation, and

the medicines you take for your illness or injury, if known.  If no treatment or

medicines, show "NONE".)

                                                                                          
E.  If you have been in another hospital or clinic for your illness or injury, identify it
    below.                                                                                
NAME OF HOSPITAL OR CLINIC                           ADDRESS

                                                                                          
WERE YOU AN INPATIENT?  (Stayed at least overnight?)     WERE YOU AN OUTPATIENT?

     [ ] YES   [ ] NO  (If "yes", show:)                 [ ] YES  [ ] NO (If "yes", show:)
DATES OF ADMISSIONS         DATES OF DISCHARGES                 DATES OF VISITS           
                                                                                          
REASON FOR HOSPITALIZATION OR CLINIC VISITS (show illness or injury for which you

had an examination or treatment.)

                                                                                          
TYPE OF TREATMENT OR MEDICINES RECEIVED (such as surgery, chemotherapy, radiation, and the

medicines you take for your illness or injury, if known.  If no treatment or medicines,

show "NONE".)

                                                                                          
F.  Have you had any of the following tests in the last year?

                                                                                          
TEST
    CHECK                IF "YES" SHOW            
                                             YES / NO   WHERE DONE               DATE DONE   
Electrocardiogram (EKG)           [ ]   [ ] _______________                                      
Chest X-Ray                             [ ]   [ ]                                                                
Other X-Ray (name body part here)  [ ]   [ ]______________________________________           
Breathing Tests                         [ ]   [ ]                                                                

Blood Tests                              [ ]   [ ]______________________________________                                      

Other (Specify)                         [ ]   [ ]______________________________________
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V.  INFORMATION ABOUT PATIENT'S ACTIVITIES

Has your doctor told you to cut back or limit your activities in any way?  [ ] YES
















     [ ] NO

If "yes", give the name of the doctor below and tell what he or she


told you about cutting back or limiting your activities.

                                                                                        

Has your disabling condition affected your ability to do your usual daily


activities?  [ ] YES   [ ] NO


If "yes", describe how your current activities compare to the activities you have


done in the past.

VI.  WORKER'S OBSERVATIONS

Worker's observation of patient's physical and/or mental limitations.  (Examples:


walking, sitting, moving around, hearing, visual or comprehensive problems, casts,


braces, crutches, artificial limbs, etc.)

   ____________________________________________            ______________________________

              Worker's Signature                                        Date

