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                  Medical Questionnaire: 

                  Psychiatric/Psychological Conditions
Protected B when completed.
Mailing address (No., Street, Apartment No., PO Box, RR No.)
Very specific information is required by Veterans Affairs Canada (VAC) to evaluate and assess a client's 
claimed/entitled condition(s).  This information can be provided with one of the following options: 
 
OPTION 1 - complete the following medical questionnaire, OR 
 
OPTION 2 - submit a detailed report which includes all the information requested in the medical questionnaire.

                CONFIRMED DSM MEDICAL DIAGNOSIS(ES) INCLUDING COMORBID CONDITIONS:
Psychiatric diagnosis(es)
Personality disorder(s)
Pertinent medical condition(s)
PLEASE ATTACH/FORWARD COPIES OF RELEVANT REPORTS
(e.g., consultation reports, hospital discharge summaries)
(Please add any additional comments on page 7.)
Are further relevant diagnostic test(s) or consultation(s) ongoing or planned?
(e.g., psychiatric consultation, neuropsychological testing, other relevant specialist consultation)
MEMORY AND CONCENTRATION
Yes
No
Short term
Long term
Memory impairment
Concentration/attention impairment
Identify objective testing
THOUGHTS, PERCEPTION & BEHAVIOUR
Yes
No
At least once per year
Once or twice a month
At least once per week
Daily or almost daily
Delusions
• Presence of insight regarding delusions
Illusions
Hallucinations
Depersonalization/derealization
THOUGHTS, PERCEPTION & BEHAVIOUR
(continued)

                Yes

                No

                At least once per year

                Once or twice a month

                At least once per week

                Daily or almost daily
Self-injurious behaviour
Thoughts of suicide without specific plan
Suicidal gestures/threats
Suicidal attempt(s)?
Recent homicidal thoughts?
Homicidal attempts?
MOOD SYMPTOMS AND BEHAVIOUR
Yes
No
At least once per year
Once or twice a month
At least once per week
Daily or almost daily
Depressive mood
Vegetative Symptoms
 
Poor appetite or over eating, or excessive sleep and/or fatigue.
Mania/hypomania with life interference
Guilt and/or survivor's guilt

                  ANXIETY SYMPTOMS AND BEHAVIOUR

                Yes

                No

                At least once per year

                Once or twice a month

                At least once per week

                Daily or almost daily
Preoccupations
• orderliness, perfectionism and control
• specific idea/general themes
• physical health concerns

                Irritability/Anger

                • with verbal/physical aggression

                Subjective anxiety with physical symptoms
Objective anxiety with observable nervous behaviour (e.g., hand wringing, trembling, pacing)
Panic attacks
• Panic attacks with avoidance symptoms or behaviour
Obsessive/compulsive symptoms with life interference
TRAUMA AND STRESSOR-RELATED SYMPTOMS AND BEHAVIOUR
Yes
No
At least once per year
Once or twice a month
At least once per week
Daily or almost daily
Re-experiencing traumatic events
SLEEP DISTURBANCE
Yes
No
Insomnia
Insomnia on most nights
Duration of loss of sleep:
SUBSTANCE USE DISORDERS AND OTHER ADDICTIVE DISORDERS (e.g., Gambling Disorder)
1.         Indicate substance/disorder
         Indicate severity:
2.         Indicate substance/disorder
         Indicate severity:
COPING (check the most appropriate statement)

                ACTIVITIES OF DAILY LIVING (ADL) AFFECTED BY PSYCHIATRIC CONDITIONS

                Independent

                  Requires prompting or reminders 

                  with some aspects

                  At least once per year

                  Once or twice a month

                  At least once per week

                  Daily or almost daily

                Requires assistance with all aspects

                Total dependence on caregiver
Transferring, ambulating, eating, bathing and/or grooming
TREATMENT
Regular self-help/peer support (e.g., AA, OSISS)
Frequency:
Less than once a month
Once a month
More than once a month
Medication recommended or prescribed?
Three or more medication changes in a one year period?
Inpatient hospital care for psychiatric treatment?
Less than 3 months within the last 2 years
3 months or greater within the last 2 years
Continuous institutional care
Date of admission(s) (yyyy-mm-dd)
Use of cannabis for medical purposes?
Grams per day
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/Psychologist 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.)
Is VAC to be invoiced?
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