
CONNECTIVE TISSUE DISEASE 
MEDICAL ASSESSMENT FORM 

 
TO: Dr. ________________________ 
 
RE: ___________________________  SSN: _____________________________ 
 
Please answer all the following questions concerning your patient’s connective tissue disease and other health 
problems. 
 
1. Date first seen: ________________ Frequency of treatment: _____________________ 
 
2. Does your patient have connective tissue disease?      Yes  No 
 
 If yes, what organs and/or body systems are involved? _____________________________ 
 
3. What is the level of severity? Mild  Moderate      Severe 
 
4. What are your patient’s symptoms or signs? ____________________________________ 
 
 ______________________________________________________________________ 
 
5. What percentage of a typical workday would your patient likely to be off task? 
 
      0%              5%              10%              15%              20%              25% or more 
 
6. In your opinion, how many days of work per month would your patient likely miss due to their 

conditions? ___________________________ 
 
7. As a result of your patient’s impairments, please estimate your patient’s functional limitations: 
 
 a. Please circle the hours and/or minutes that your patient can sit at one time: 
 
   Sit: 0  5  10  15  20  30  45  1  2  More than 2 
              Minutes           Hours 
 
 b. Please circle the hours and/or minutes that your patient can stand at one time: 
 
   Sit: 0  5  10  15  20  30  45  1  2  More than 2 
              Minutes           Hours 
 
 c. Please indicate how long your patient can sit and stand/walk in an 8-hour work day: 
 
   Sit    Stand/walk 
        less than 2 hours       less than 2 hours 
        about 2 hours       about 2 hours 
        about 4 hours       about 4 hours 
        at least 6 hours       at least 6 hours 
 
 d.  Does your patient have limitation of activities of daily living? Yes  No 
 
  If yes, please list limitations: _________________________________________________ 



 
 c. Does your patient have limitation in maintaining social functioning?     Yes          No 
 
  If yes, please list limitations: _________________________________________________ 
 
 d. Does your patient have limitation with concentration, persistence or pace?      Yes       No 
 
  If yes, please list limitations: _________________________________________________ 
 
 
 
 
____________________________________  ______________________________________ 
Date       Signature 
 
       ______________________________________ 
       Printed Name 
 
       _______________________________________ 
       Address 
 
       _______________________________________ 
       Phone Number 


