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Medical Questionnaire: Amputations  of the Upper and Lower Limbs
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                Physician's name (last name, first name)
Mailing address (No., Street, Apartment No., PO Box, RR No.)
Telephone (Country Code, Area Code, No.)
(
)
Telephone (Country Code, No.)
CONFIRMED MEDICAL DIAGNOSIS(ES) OF AMPUTATION(S):

                If the amputation is of a digit, identify the digit with the following nomenclature:

                
                   
                

                
                           Thumb          Index Finger           Middle Finger              Ring Finger              Little Finger
PLEASE ATTACH COPIES OF RELEVANT REPORTS.   (e.g., consultation reports, hospital discharge summaries, diagnostic imaging, etc.)
MEDICAL HISTORY
COMPLICATIONS
Are there complications (e.g., phantom pain) resulting from the amputations?
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TREATMENT
Are further diagnostic tests or consultations ongoing or planned?
PHYSICAL EXAMINATION
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PHYSICAL EXAMINATION (continued)
Privacy Notice
 
Veterans Affairs Canada (VAC) is committed to protecting individuals’ privacy rights, including safeguarding the confidentiality of the information provided.  The information provided on this form is collected under the authority of the Pension Act, the Veterans Well-being Act, the Royal Canadian Mounted Police Superannuation Act and/or the Royal Canadian Mounted Police Pension Continuation Act for the purpose of determining disability entitlement and/or assessment.  Providing this information is voluntary.  However, an incomplete form may cause delays for the individual.  This personal information may be shared for case management purposes, to determine eligibility for additional benefits, or for commemorative activities, where applicable. The recorded opinion about an individual is considered personal information about and belonging to that individual. The individual to whom this information belongs has the right to the correction of, access to, and protection of their personal information under the Privacy Act and to file a complaint with the Privacy Commissioner of Canada, at 30 Victoria Street, Gatineau, QC, K1A 1H3, over VAC’s handling of their information.  Additional information about how VAC handles personal information can be found in the Information about Programs and Information Holdings publication found on VAC's website.
Is VAC to be invoiced?
 ()
Page  of 
Fields with an asterisk (*) are required.
2019-04
Medical Questionnaire: Amputations  of the Upper and Lower Limbs
2019-04
PEN6230e
2019-04
Client
	Code3of9BarCode1: 
	numéro du dossier: 
	fldCsdnId: 
	fldAddressBlock: 
	fldFormId: 
	fldFormVersion: 
	Barcode2: 
	CurrentPage: 
	PageCount: 
	File Number: 
	fldLastName: 
	fldFirstName: 
	Save: 
	Type of assessment: 
	fldMiddleName: 
	Date of birth - yyyy-mm-dd: 
	Date of examination - yyyy-mm-dd: 
	Decision Number: 
	Physician's last name: 
	Physician's first name: 
	Mailing Address - Line 1: 
	Mailing Address - Line 2: 
	Mailing Address - City/Town/Village: 
	Mailing Address - Country: 
	Mailing Address - Province/Territory/State: 
	Mailing Address - Province/Territory/State: 
	Mailing Address - Postal Code/ZIP: 
	rbCanadaUS: 
	rbOther: 
	Telephone - Country Code: 
	Telephone - Area Code: 
	Telephone - Number: 
	Medical diagnosis 1: 
	Medical diagnosis 2: 
	Describe relevant medical history: 
	Is Veterans Affairs Canada to be invoiced - yes: 
	Is Veterans Affairs Canada to be invoiced - no: 
	Are there complications - If yes, provide details: 
	Medication list - include dosage, frequency, duration, and response: 
	Surgery and or Hospitalization - include dates: 
	Other treatment, example - physiotherapy.  Include dates and responses: 
	Are further diagnostic tests or consultations ongoing or planned - explain: 
	Describe other conditions which may be contributing to the client's impairment: 
	Upper limb amputations - If the amputation is at the level of a joint, identify the joints. Fingers, Identify the digits with the following  nomenclature - Thumb - Index finger - Middle Finger - Ring Finger - Little Finger: 
	Forearm - Measure the distance below the olecranon process in centimeters.: 
	Arm - Indicate if above or below the deltoid insertion: 
	Forequarter amputation - Includes the shoulder joint and a portion of the scapula and clavicle: 
	Lower limb amputations - If the amputation is at the level of a joint, identify the joints. Foot and or Toes - As applicable, indicate if mid-metatarsal or mid-tarsal.
 
 : 
	Below knee - Measure the distance below the knee joint in centimetres: 
	Above knee - Indicate if lower, middle or upper thigh: 
	Hindquarter amputation - Includes the hip joint with a portion of the pubic rami and ischial tuberosity.: 
	Physician's signature: 
	Today's date - yyyy-mm-dd: 



