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LONG TERM DISABILITY INCOME BENEFITS

This is not a request for examination but for information taken from your chart. The patient is responsible for
securing this form and any charges for its completion.

Name of Patient: |/} ¢ T8t B1¢#¥nsig VeweGaT gy Employee Edentificat'ogf: 55

228 5

Name of Employer: Bec -Coevn) Policy Number: G

| hereby authorize the release of any information requested on this form t6\Th G ,é/ Life Assurance
Company or any of its agents. ; g

Date:___ MNOVUNECL Z5 ok / Signature of Patient: /

i. History

M-
Date symptoms first gppeared @racnident happered: Year2 T Month /{ Day A
Has patient ever had the same or similar condition? E—Yes [ No

If yes, please specify diagnosis and dates of treatment.

2. Diagnosis (including any complications) _
Ao Dopromares  r [fih JFrurste Foror cinooteo

Primary - ]

Secondary Q’éﬁrfr&étrﬁ VE S@W @Aﬂz

Sl%bjective Sypnploms e 82 W f o~ /’}4”"“@"':7 /’E@’Z//A.w// A
¢£,é Sprb: ) ot & &+ dnaer s

Ob?ective signs iinchﬁ‘iné resuié of éﬁrrent X-rays, ggod pressure, faboratory

data and any relevant clinical findings): Please attach a copy of your clinical notes relating to this

period of disability.

Current Height Current Weight

In your opinion, when did the patient’s condition first prevent him/her from working?
: Month /Y Day a

Yea
5. Treatment
 Date of first visit: Year®™"_ Month_// ___ Day /@
Date of latest visit: Year2 ™ __Month__{ ! Day 7y

Frequency of visits: ] Weekly ] Monthly [LrOther

If other, please specify g 3 3-sdey,

What is the current treatment regimen? (drug dosagg, physio, other and progress)
gz b Seo ’ / y;] T

6. Is the condition due to injury or sickness arising out of the patient’s employment?

D Yes,@ No

If yes, has your office filed a glaimror this condition with the Workers’ Compensation Board on behalf of

your patient? [ ves No




7. Please indicate your patient’s current physical abilities:
L) Sedentary Duties:  require mainly sitting, occasional walking and standing, and possible lifting

of & kg or less. /
[ Light Duties: require frequent handling of loads of 5 kg, somelimes up to 11 kg,
may require freqquent walking or sta , Or sitting with a degree of pushing

and pulling of arm and/or leg conkrols
[} Medium Duties: require frequent handling A& up to 11 kg, sometimes up to 23 kg.
Frequent lifting, jM/shing and pulling may also be required.
L] Heavy Duties: requlire frequent har‘@ﬁgcy%gloads up to 23 kg, sometimes up to 45 kg.
List physical restrictions and tolerancgs:
In your opinion, what is the earliestdate your patient will be able to return to work?
Year Month ay
If the previous job could b& modified, when could rehabilitation employment commence?
Year Month/ Day
8. Please provide the names of other physicians who have been/will be involved in assessing the

medical problems; and copl f apy available consultation reports.
wez  Senr S/f Y/}l MM @q /@MW
ﬂh \ﬂﬂ.‘mz\/ . 4

9. Hospitalization if applicable for this illness or injury

Date of in-patient admission: Year—___ Month Day
Date of discharge: Year____ Mohth Day
Date of out-patient treatment: Year ﬁonth Day
Name of hospital:

10. Surgery
Surgical procedure performed:
Date of surgery: Year Month / Day

Name of surgeon: —
11. We would appreciate any additional comments that would help us to better understand your patient
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Specialty ] i
Telephone: RN T, TUNG Fax: R:.]Emn%m No. T Road
Address (number, street, Bilyl grovince & gostal code): Tel: 275- 5755/ 275 5166

Physician's signature ‘_{;/ ( /é’@ - Dale 26 h%w
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Referral Request

Avecina Medical Clinic
H100-20644 Fraser Hwy
Langley, BC
V3A 4GS
Tel: (604) 539-1744
Fax: (60d) 539-1755

Refer to; ’D?) Vf ., (;/4 - .
1 P L Cocs
Dr. &L Patient’s Name: T ,

I ity A€ e Patient Phone #:
Specialized in: (]% 61/&2/65 51/#'5%’
Y

Tel:

DOB:
Fax:
Address: PHN:
Appointment-date and location:
Patient informed on Date:
Reason for Referral:

~

cteallin
U 6&‘”’&’/ C&“MA?]

o At

PMH:

Medications:

Referred by: Dr. E. Fasihy MSP #: 27443 Attached documents:
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Referral Request

Avecina Medical Clinic
#100-20644 Fraser Hwy
Langley, BC
V3A 4G5
Tel: (604) 539-1744
Fax: (604) 539.1755

Refer to; ‘QL, Z]%} v
Mo s 2. ’(Q_/ -.E U N ik
Dr, Ced W( /\--;,‘u, Patient’s Name: w \f JT&J
Soccintized | /ﬁ/fi?,%;-/ﬁ/\ . Patient Phone #:
pecialized in:
Tel:
DOB:
Fax:
Address: PHN:

Appointment date and location:

Patient informed on Date:

Reason for Referral:
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Medications:

ts:
Referred by: Dr. E. Fasihy MSP f#: 27443 Attached documents
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