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MENTAL HEALTH IMPAIRMENT QUESTIONNAIRE

UMass Medical School Disability Evaluation Services Program

11 Midstate Drive, Auburn, MA 01501

Phone 800 888-3420    Fax 508 721-7292

To: 








Re: 






 (Name of Patient)

      






 (Social Security No.)

      




/
/
 (Date of birth)

Your patient has applied to the Massachusetts Department of Transitional Assistance for benefits based on disability.  Medical release is attached. Please answer the following questions concerning your patient’s condition.  Return to UMass DES.

1. Frequency and length of contact: 







2. Most recent contact: 

/
/

3. DSM Multiaxial Evaluation

Axis I: 





Axis IV: 





Axis II: 





Axis V: Current GAF: 



     Axis III: 





Highest GAF past year: 


4. Symptoms and Signs: Check off if symptoms are present

	
	Hyperactivity
	
	Decreased need for sleep

	
	Flight of ideas
	
	Hyper-vigilance

	
	Pressured speech
	
	Catatonia or grossly disorganized behavior

	
	Grandiosity
	
	Social withdrawal or isolation

	
	Emotional lability
	
	Decreased energy

	
	Anhedonia or pervasive loss of interests
	
	Generalized persistent anxiety

	
	Paranoia or inappropriate suspiciousness
	
	Hostility and irritability

	
	Feelings of Guilt/worthlessness
	
	Apprehensive expectations


5.
Symptoms with Supporting Information: (Attach office notes or include objective support for symptoms/signs.  Check-off’s without supporting documentation or clarification will be disregarded.)

	
	Symptom
	Description

	
	Oddity of thought, perception, speech, behavior
	

	
	Perceptual disturbances
	

	
	Time/place disorientation
	

	
	Poor memory 
	

	
	Weight change            (Amount/direction)
	

	
	Sleep disturbance          (Too much/little)
	

	
	Difficulty thinking or concentrating
	

	
	Easy distractibility
	

	
	Loss of intellectual ability of >15 IQ points
	

	
	Delusions or hallucinations          (Type?)
	

	
	Substance abuse/dependence     (Type?)
	

	
	Recurrent panic attacks  (Symptoms/ frequency?)
	

	
	Psychomotor agitation/retardation
	

	
	Difficulty thinking or concentrating
	

	
	Present suicidal ideation
	

	
	Past suicide attempts
	

	
	Easy distractibility
	

	
	Blunt, flat or inappropriate affect
	

	
	Illogical thinking/loose associations
	

	
	Obsessions or compulsions
	

	
	Intrusive recollections of traumatic experiences                   (Specify content)
	

	
	Persistent irrational fears
	

	
	Pathological dependence/passivity
	

	
	Motor tension/autonomic hyperactivity
	


5. Mental Status (recent observation): 

Appearance/behavior: 










Perception (hallucinations): 









Orientation: (year, date, place, person, events): 



















Thought content (phobias, obsessions, delusions, ideas of reference): 
















Thought form (dissociation, blocking, few associations, flight of ideas): 
















Cognitive Processes (attention, immediate/recent memory): 






6. Treatment and response:

a. Medications (name/dose): 





















 
b. General description: 























c. Side effects which affect function: 





















7. Prognosis (estimate of months until substantial improvement in function): 















8. Combination of Impairments: Are there medical impairments that combine with mental health impairments to affect ability to function? Yes  No  
If “yes”, please explain:











_________________________________________________


Please list the name of the physician treating the patient’s medical impairments, if known______________________________________________________________

9. Does your patient have low I.Q. or reduced intellectual function: Yes 
No

IQ test results or explanation: 










10. Based upon your mental health evaluation of this patient including consistently reported symptoms supported by objective psychiatric and psychological findings, do you have a clinical opinion regarding your patient’s ability to perform the activities listed below in a work setting during a normal eight hour work day. Your report should not be the least that your patient can do despite his or her limitations or restrictions, but the most.


Your patient’s ability to understand and remember?
__ No opinion

Describe both capabilities and limitations in understanding and remembering: 













_____
What is the medical basis for this opinion? (Limitations without supporting documentation, clarification, or attached supporting medical records will be disregarded.) 



______

_________








____________________________



Your patient’s ability to concentrate and persist?

__ No opinion

Describe both capabilities and limitations in concentration and persistence: 













_____

What is the medical basis for this opinion? (Limitations without supporting documentation, clarification, or attached supporting medical records will be disregarded.) 


__________







________________________

____







Your patient’s ability to interact with co-workers and supervisors?

__ No opinion

Describe both capabilities and limitations in social interaction: 












___________
_____

What is the medical basis for this opinion? (Limitations without supporting documentation, clarification, or attached supporting medical records will be disregarded.) 


________







________________________









 Your patient’s ability to adapt?
__ No opinion

Describe both capabilities and limitations in adaptation: 












__________________
_____

What is the medical basis for this opinion? (Limitations without supporting documentation, clarification, or attached supporting medical records will be disregarded.) 
















____________________________


11.  Additional information: 























12.  If you are unable to complete this questionnaire, please indicate the reason: 

















Date





Signature








Print/Type Name


Date





Signature (MD or PhD required)








Print/Type Name
(MD or PhD)


Address:









                                                                 ________________________________
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