PAFS-704
COMMONWEALTH OF KENTUCKY
FMTL-356

(R. 6/04)
Cabinet for Health and Family Services


Department for Community Based Services


STATEMENT OF DISABILITY OR INCAPACITY


                                                                                                          Applicant Name __________________________



Case Name _______________________________



Case Number _____________________________



Date ____________________________________

       [                                      ]

       [                                      ]

Dear Physician:

The above-named individual has applied for or is receiving assistance from this Agency.  In order to receive or continue to receive assistance, persons between the ages of 16 and 60 are to be employed, register for employment or be certified as disabled or incapacitated.

This individual states that he/she is unable to work and is under your care at this time.  In order for our office to determine his/her eligibility for assistance, we request that you check the appropriate block below as applicable to your patient.  If you feel that none of the statements are relevant to this person, a "Remarks" section is provided.

A signed CFS-1, Informed Consent and Release of Information and Records or CFS-1A Supplement, is attached.  This individual is aware that he/she is responsible for any charges for services provided by you.








Worker's Signature ____________________________________








_______________________________________________________








(Street Address)








_______________________________________________________








(City)        



(State)        (Zip Code)

__________________________________________________________________________________________

__________________________________________________________________________________________

                                    PHYSICIAN STATEMENT
In my opinion:

[ ]
This patient is temporarily disabled or incapacitated and can return to work on


_______.

      (date)

[ ]
The patient is permanently and totally disabled and will never be gainfully employed.

[ ]
The extent of this patient's disability or incapacity cannot be determined at this 


time.  Reason:  _____________________________________________________________________

[ ]
This patient is not disabled or incapacitated and can be gainfully employed.

Remarks: _________________________________________________________________________________

    _________________________________________________________________________________






Signature _________________________________________________, M.D.






Telephone Number __________________________  Date _______________

PAFS-704, page 2

                                   _____________________

                                    FOR AGENCY USE ONLY 
Applicant Name ____________________________    Applicant Soc. Sec. Number ________________

Case Name _________________________________    Case Number _______________________________

The above-named individual is obviously disabled or incapacitated and cannot be registered for employment or referred for appraisal.  This decision is based on the following:

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

The above-named individual can be expected to be able to return to work, register for employment or be referred for appraisal on _____________________________.




(date)





Worker's Signature ______________________________  Date ______________

