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Ploase fax the completed form to;
Fax Number: 866~411-5613

The Hartford

P.Q,Box 14301

Lexington, KY 405124301 THE &
ATTENDING PHYSICIAN'S STATEMENT - PROGRESS REPORT HARTF

To be completed by the Employse

ORD

Patlent Name: Bate of Birth: Insurad IDNUmber

Patient Address (Streat, Cily, Siale & Zip Gode)

To be sompleted by the Provider - Use surrent Information from your patlent's most recent office visit or examination to
o plete this form. (The patient is respangible for the completion of this form without expense to the Compary.)

Madical Condltlons Impacting Activity

Primaty conditlon: 1G0-8 Cods: ||

D16 Code: U

Secondary condition(s): ICD-8 Code: [

1CDW10 Codals); "{J

Subjeciive symptoms:

Objective Physical Findings (Pleasa include office notes for date(s). to

Pertinent Test Results (llat all results ot attach test results):
Teut: Date. Results:

Tust Date: Resuls

Condition{s} Specific Medlcatlons, Dosage and Freguency:

TREATMENT PLAN

Gurrent Traatrmant Plan.

What is thes Freouenay 7 RDuration of Traatrmeni? Dates of Traatmant

Firat Office Viglt for this conditlan: ~ Last Office Visll Next Scheduled Office Visit

Has Surgery been performed since last repart. | Yes [ | No  If"Yes" onwhat Date(s):

Procedura(s), CPT Cods(s).

Was patlent hosplalized since last repert?  []Yes [ | No It “Yes Haspital name and Phane Number:

Admission date: Discharge date;

thar Physician Name Phone Number ( ) Speclalty:

Gther Physician Name Prone Number: { ) Specialty:

The Hartford® ls underwrlting companies Hartford Life and Accldent Insuranee Company and Hartford Life Insuranse Compeny,
The Harttord® ls The Harttord Flnanclal Services Broup, [he, and s subsldlarles,
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Patisnt Namae;

Date of Blrth:
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Insured 1D Number:

Plzase complate this section to the baet of your abllity, Generalized commeits such as "unable to work” may delay your patient's disability
banefis,

Based oh your most recent medical findings and oplhlon, address the fUll range of restrictionsfimitations, nating that we will conclude
there are no restrictions on function unlass specifisd helow,

Restrictions/l.imitations hased on office visit dated:

in an 8 hour pericd the patiant iz able fo; {seloct either continuous or intermittant)

Expected Return to Wark date:

Cantinuously
with standard

intormittantly
with standard

If intarmittent clrele time for each section below

Heurs at ons tims

Tetal hours/8 hours

breaks brezks
Sit = ot ] 12 3 45 67 8 |1 23 45678
Stand ] of L 1 2 3 4 5 6 7 & |1 23 48 8 7 8
Walk ] or [ 1 2 3 4 5 68 7 8 | 4 23 4 5 8 7 8

Pravide madical findings/rationala for your apinion if patient is tnabls 1o sontinucusly sit, stand or walk:

Acthvity Ahllity Nevar Occaslonally |Freguently |Constantly Elagfsa Indlc:§e dllagn?sist,hsyt'mptom:‘st, at;am
Ohaurs | upto 2.5 25t0 85 S5.5t08 ndings, andior Imaging that supports the
(with normal breaks) heura haura heurs | resttlctions/limitations
Bend at walat | - T ]
Kn salicr ouch ] [ ] []
Climb [ ] [] [.]
Balante 1 T ] [
Drive (] (] ] [
Lift - ndlcate
waight in pounds Ibg, las, Ibs.
Other Restrictions "
(fany} _________ L L] L]

Hand Dominance. [TRight [ Left

Upper Extremity Activity (not load bearlng) Speclfy right {R} or left {L} i not bllateral

Fine manlputation - I . -

(fingaring, kaybpard) U [.__3 Lj L.]

Gressmanlpulatlen L o~ | -

(griplgraap,phandla) D L.] D !:]

Raach {axtend arms)

abave shouldar L] [ ] [

Raach {extend arms) - e . -

halow savouldar at dask Dl |_§ LJ F“_]

or workbench level

Fieasa atach copias of maging resulls/tests

Expactad duration of any rastriction(8) ar imitation(s} listed above, _—
Gurrant Status (Please chack ona):. [ | Recovered [ | Improved [ Unchanged [ ] Retragressed

Additional Commants (If Negessary):

Qoes the patisnt have a peychialric / cognitive impairment? [_Yes [ |No
ahd Its etiology: - -

K ves" please describe the extent of the impairmant

In your oplinion is the patient competent to endorse checks and direct the use of the proceeds? [_Yes _No
Froviders Namal (please print or type) EIN Mumker: License Number:
Talaphons Mumber, Fax Number Degrae:! Speclajty:
( i)
Sireat Addrass (Streat, Clty, Slals & Zip Coda);
Offles Contact and Telephone Number:
Provider's Slygnature. Date slgned.
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