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South Carolina Department of Social Services

MEDICAL RELEASE/PHYSICIAN’S STATEMENT

5

« Sectlon 1 - To Be Completed by Staff

/ : j Date of Birth:
D2le [ Ta 574
Case Ndme: </ Cése No.”’ | County
Select County ...
Casemanager's Name: Telephone No.: Fax No.:

DSS Office Address/Mail;

Section il - To Be Completed by Physician

The patient named above has applied for benefits with our agency. Federal and state regulations require that persons
recelving benefits work or participate in activities to prepare them for work, when possible. This patient claims a disability.
When individuals claim a disability, we must determine their functioning lavel to identify appropriate activities. Please
complete this form, after completion, you may give it to the patient or mall it to DSS at the address in Section I.

Part A - Personal Disability

What is the patient’s prognosis?
a. [AThe disability is permanent.
b. O The disability is not permanent but is expected to last more than 90 days. Length of disability
¢. O The disability is not permanent but is expected to last less than 90 days. Length of disability

To what extent is the individual able to work, or participate in activities to prepare for work? Please indicate one of the following:

O The individual is able to work, or participate in activities to prepare for work, without restrictions:
a. O Fuli time (40 hours/week)

b. O Part time at heursiweek

0 The individual is able to work, or participate in activities to prepare for work, with restrictions: (Please complete Parts B and C)
a. O Full time (40 hours/week)
b. 1 Part time at hoursiweelk

0O The individual is pregnant. 0 Yes ﬁ(No If yes, when is EDC?

If the individual is pregnant, are there medical limitations or disabilities which may prevent the patient from working (full-time or
part-time) or attending school or training? O Yes O No

& The individual is unable to work, or participate in activities to prepare for work: {Please complete Part C)

Part B - Activity Restrictions

What can this individual do now? Check the appropriate boxes that are applicable during a workday:
Maximum hours perworkday: 2 4 6 8 Other

sting o0 0o _Hmb-liv, ucad sige
Standing [ I A i v

Walking Dooao 1

Climbing Stairs/ladders oooo _ludde o clwb szee
Kneeling/Squatting 0000 W\I\f\NY\ﬂ\

Bending/Stooping O oc oo

Pushing/Pulling 0O a oo _mmml

Keyboarding 00 0o \l‘f\l\MM‘

Lifting/Carrying 0ooo il

Other (please describe) O o oag9g

The individual may not lifvcarry objects more than ﬁ_ Ibs. for more than _LA_ hours per day.
Any other remarks, recommendations or restriclions?

——wild alyo vefer fo juncrional pdetty G B fnwysial Fodipe]

DSS Form 1247 (DEC 08) Edition of MAY 08 is obsolete. } 1o



Lo
ol it

el = T DR L

(Secton ll, Gontinued = To Be Completed hy Physician /i
Part C - Diagnosis

Primary disabling diagnosis: _

Ruumatnd it

Secondary disabling diagnosis:

oy fx\A(\ﬁm\ﬂl/\éU

Office Address: (Sireet or P.O. Box, City}, State, ZIP)

¢/

Section 1l - To Be Gompleted
/4

Cormments:
i v
Name of PhysiCTEn: (Please type or print) Signgture - Physt ‘_ Date:
" N wenger , @ \ o&m\l&mm\) W’ WMogfig

Telep
.ﬁ, #

i
ore Number: ((n lude Area Gode)

by Glient.

Patient's Name:,

7

SCDSS is requesting verification of the medical condﬁ

that limits your participation in the Family Independence (Fl)

Program. When you sign this authorlzation, you are

giving SCDSS permission to contact your doctors, medical facilities,

or other health care providers to request copies of your healith information as indicated below. You do not have to sign
this form to be eligible for TANF. However, you must sign this form if you want to be eligible for an exemption from the F!
program.

1 authorize/ Ll_’ Y. e \_*’lum i WA { ik
’ D:ztor, Medical Facilities, or other Health Care Froviders

to complete DSS Form 1247, Medical Reléase/Physician’s Statement, and release the information to SCDSS for purposes
of verifying the medical condition that affects my participation in the Fi program,

The authorization expireg-on:
TS Seat K- 205

Cifent dr Personal Representative’s Signature

Date

If you are signing for the client, please describe your authority to act for the client;

Note: If the persan requesting the release of case information cannot sign hisfher name, two wilnesses to hisfher mark {X) must sign below:

Witness Date

Witness Date

Notice to Client

SCDSS, as receiver of this information, will protect your personal health information in accordance with federal and state
privacy regulations. If you authorize release of your health information to other parties it may no longer be protected by
privacy regulations. You can withdraw permission you have given your doctor or health care provider to use or disclose
health information that identifies you, unless they have already taken action based on your parmission. You must
withdraw your permission in writing.

DS8S Farm 1247 (DEC 08) PAGE 2




