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                  Medical Questionnaire: Activities of Daily Living

                  This medical questionnaire is used for the evaluation of conditions with multisystem or global body effects. These conditions include, but are not limited to:

                  
                     
                  

                  •         generalized neurological disease [e.g., amyotrophic lateral sclerosis (ALS), multiple sclerosis (MS)] 

                  
                     
                  

                  •         injury or disease affecting the function of both the upper and lower limbs (e.g., spinal cord injury or disease, brain injury or disease, polyneuropathy) 

                  
                     
                  

                  •         arthritis (e.g., generalized osteoarthritis, rheumatoid arthritis) 

                  
                     
                  

                  •         fibromyalgia 

                  
                     
                  

                  •         endocrine, metabolic, and hemopoietic 

                  
                             conditions that do not respond to optimal 

                  
                             treatment
Protected B when completed.

                  Name of physician (last name, first name)

                Very specific information is required by Veterans Affairs Canada (VAC) to evaluate and assess a client's 

                claimed/entitled condition(s).  Please complete the following medical questionnaire.
MEDICAL DIAGNOSIS(ES) OF CLAIMED/ENTITLED CONDITION(S):
Is this diagnosis:
Is further medical improvement expected? 
Is this diagnosis:
Is further medical improvement expected? 
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Bathing and Grooming
Bathing - washing the face, trunk, extremities and perineum.  Grooming - brushing hair and teeth, shaving, applying makeup.
Check applicable:
Independent:
Physical assistance of another required:
Is/are other condition(s) contributing to the impairment with bathing and grooming tasks?
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Dressing
Dressing - preparing to dress and putting on/taking off indoor and outdoor clothing.
Check applicable:
Independent:
Physical assistance of another required:
Is/are other condition(s) contributing to the impairment with dressing tasks?
Eating
Eating - eating and drinking of PREPARED foods (e.g., cutting meats, buttering bread).
Check applicable:
Independent:
Physical assistance of another required:
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                Eating (continued)
Is/are other condition(s) contributing to the impairment with eating tasks?
Transfers/Bed mobility
Transfers - ability to move between sitting and standing or from seat to seat.   Bed mobility - ability to move around in, or arise from, bed.
Check applicable:
Independent:
Physical assistance of another required:
Is/are other condition(s) contributing to the impairment with transfer/bed mobility tasks?
 ()
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Locomotion
Locomotion - walking on level ground, gentle slopes and climbing stairs.
Check applicable:
Independent:
Independent with minor aids or reduction of tasks:
Requires adaptation, aids or physical assistance:
Totally dependent:
If pain is present, does pain restrict walking?

                If yes, check applicable:
Locomotion - 
Is/are other condition(s) contributing to the impairment of locomotion?
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Bowel Control
Does the individual have fecal incontinence?

                If yes, check applicable:
Are incontinent pads required?

                If yes, indicate frequency of use:
Does the individual have a permanent colostomy?
Is/are other condition(s) contributing to the impairment of bowel control?
Voiding/Bladder Control
Check applicable:
Symptoms of dysuria, urgency and/or frequency:
If daily, indicate:
1) frequency of daytime voiding:
2) frequency of nighttime voiding:
Obstructed Voiding:

                If yes, check applicable:
 ()
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                Voiding/Bladder Control (continued)
Lower Urinary Tract Infection:

                If yes, check applicable:
Requires Urethral Dilatation:

                If yes, indicate the number of dilatations required per year:
Continent of Bladder:

                If no, are incontinent pads required?

                If yes, indicate frequency of use:
Catheter required:

                If yes, check applicable:
Does the individual have voluntary control of bladder?
Is/are other condition(s) contributing to the impairment of voiding/bladder control?
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Page  of 
Fields with an asterisk (*) are required.
Protected B when completed.
Chronic Pain
Does the individual have chronic pain?

                If yes, complete the following:
Is/are other condition(s) contributing to chronic pain?
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Treatment:
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COMPLICATIONS:
Are there complications resulting from the claimed/entitled condition(s)?
Is/are further diagnostic test(s) or consultation(s) ongoing or planned?

                PHYSICAL EXAMINATION:  
 ()
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                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. 

                  Physician's name (last name, first name)
Is VAC to be invoiced?
Telephone (Country Code, Area Code, No.)
(
)
Telephone (Country Code, No.)
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