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O Desjardins INITIAL ATTENDING PHYSICIAN’S STATEMENT
Insurance GENERAL FORM
Life » Health - Retirement
© rleascering © PART 1 10 be completed by patient.
@ P2RT 2 to be completed by physician, €) Any charge for completion of this form is the patient’s responsibility.
PART 1 - Identification of patient
Last name and first name [PLEASE PRINT) Pohcy or group or contract no. Certificate or idennficanon no Date of birth
s ShigLey 641028 1954 0C 17

PART 2 - Attending physiclan’s statement

It is very helpfu! in facilitating a timely comprehensive informed adjudication decision to have your full clinical notes from the date of disability and any consultation
reports for our review. Please include or Indicate reasons for not Including the requested information.

1. Diagnosis (including complications) - If psychiatric, give DSM-1V code.

1.1 Primary: 'Q"}ILA' 1.4‘ "fﬂ'g ﬂ"ﬂ’&‘i(’-‘tjn 1n C‘t&l W\)Wol a“"i-}m?m e =

1.2 Secondary: i L&{t—: x L} Eftj t-""'?ij:; } chreafc hélneé_;_ pfa T
1.3 Subjective symptoms {including severity, frequency, duration): ’Th 15 E! £re4 ‘ ,J[-bg_, arksd

1.4 Findings [please enclose a copy of current x-rays, EKGS, laboratory data, blood pressure and any other relevant clinical findings):

__,,.ﬂ'"
1.5 Degree of severity of all symptoms: Owmird ETModerate O severe Owith psychotic elements

2. History

2o T~
2.1 Date symptoms first appeared or accident happened: z l “D

o :
2.2 Date patient’s condition first prevented them from working: 7“91"}' L_' “'}
2.3 Has this patient ever had same or similar condition? 1 Yes 0 Clunknown

If yes, please specify diagnasis and dates of treatment:

|
2.4 Iscondition due to injury or sickness arising out of patient's employments? DOyes B'ﬁo/ Cunknown )
2.5 Have Worker's Compensation/CSST forms baen completed? O Yes o O unknown

2.6 If patient is pregnant, give E.D.C.:

2.7 Names and specialties of other treating physicians: _I""M d‘f '-'rj' f"':l 3 ,fd{ “"( lé‘f

2.8 Current height: g/i S'rl Current weight: l _)", }Lj Weight loss/gain to date:

3. Treatmentdates

3.1 Date of first visit for current condition: 29 oy ; 1 X 3.5 Date of discharge:

3.2 Date of latest visit: «2_“:’2'3 2. 3 oL 3.6 Date of out-patient treatment: 2eL3 © 3 Z_‘

3.3 Frequency of visits:  []Weekly O monthly - 3.7 Name of hospital: qhimd o a Py F’fﬁ ”’Ia-ff Z{M
erfer (specify): 4 dn i A b -40—::5"'4“‘ Sehtn e L r 2

3.4 Date of in-patient admission: m’s oz la‘

4. Nature of treatment

4.1 Medications (dose, frequency, date prescribed): Q'{»‘W 7 \/WW II"ﬂ;ll'f*"]"“’"l J "‘-\B A Z H(“‘*"_‘I._

z:?gr""';'{"m;:,_l _,gf,f_.r«.},»mﬁ‘v-\_ (feb 2.'Y)
4.3 Other(inch-nc@r;ue;:y): W-PM gQ, {=ve 7 aLﬂ%_g&ﬁr_‘_u‘ﬂLA?b_/_'ﬂ_&iL;

4.4 (s patient following recommended treatment program? ﬂ/\'g" O o (please elaborate):

4.2 Surgeriestlncludlggdates):
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5. Progress
5.1 Has patient: O Recgvered B@ved [ Not improved O Retrogressed
5.2 Current status: %ﬂfmow [JHouse confined [ Bed confined [JHospital confined

6. Restrictions and limitations

HOURS AT ONE TIME TOTAL HOURS DURING THE DAY

{ <1 <1-2 < 2-4 4-6 6-8 <1 <1-2 <24 4-5 6-8

6.1 Stand i~ No restriction g : o_0o0 o o0 a0 o o o 0O 0O

62 wak O N restriction @Wa‘ 2 0O [H] 0O 0O a [m] [m] [m ]

6.3 Walk on uneven surfaces 1 Yes One s q“"r’ v O [ ] ] O o] J ] ] [m]

6.4 Sit [ restriction S 0O O 0 a 0o O O O O 0O

65 brive  Dnorestricion 4. Ay Mg | 0O O 0O O 0}/ 0 0o O d o

6.6 This patient can lift/carry a maximum of: \¥gs I % 9 14 18 23 27 32 ET

_ s Ibs 0 10 2 30 40 | S0 6 70 8 90+

6.7 LINo restriction LI Repetitively: how much? o 0 a g o ] O ] [
D Occastonally: how much? [m] O O o 0 O a4 O

6.8 Flease indicate in the space provided if this patient is able to perform the followlng actions: Frequently {F}, Occasionally (O}, or Not at ali {N}:
Drive: pJ Bend: F Squat: kneel: N Climb: ,\) Reach (above shoulders): {7} Reach (below shoulder): &3

7. Psychiatric iliness (if applicable) N/G

2.1 History: kY

7.2 Precipitating chronological events: \

7.3 Work issue related to this iliness: \

7.4 Pre-morbid personality: \

7.5 Changesin ADL habits: \

7.6 Familiaf risk factors: \

7.7 Progress with treatment plan: \

7.8 Are patient's symptoms related to drug or alcohol abuse?  [Jyes Oneo \
If yes, is patient enrolled in a substance abuse program? (] Yes Ono If yas, state facility:

7.9 Has your patient ever bean enrolled in a substance abuse program? [Ives Clne if yes, state when:

8. Return to work plans

8.1 Prognosis for impravement or recavery: f’w""’“ﬂ'l;_/ SCoerrtny - e é LJ‘\'-'-"&EF

= .
8.2 Expected date patient will return 1o their own occupation: MLM:} A Keyf /‘“*\ < @
|

8.3 if unknown, please indicate the next fhliow up date:

8.4 |fyour patient Is unable to return to their own occupation, please specify when and under what circumstances they could return to modified duties or

gradual return 1o work:
85 Have return to work time lines been discussed with the patient? O DOwo ('f‘ . / L» R
8.6 Please elaborate on time frames and patient's response: Wl st LAt ym e Jre b , f;"'r S ﬁ{e'ﬂ'-': q} el oy \‘7

/"-O'f(/td .
Rehabilitation F

9.1 |5 patient a suitable candidate for medical rehabilitation services? [i.e. cardiopulmonary program, speech therapy, etc): Oes One e e

Ifyes, please specify: . - - =

9.2 Is patient a suitable candidate for vocation rehabilitation? Q‘ﬁas/ ONe If yes, please specify: __4 fn #{{&4 e

10. Comments
15 there any other information you wish.to add that will give us a better undarstanding of your patient’s condition or treatment requirements?
Reasscrs  Jreicg iy Y-l Weeks
b 4

11. identification of physiclan
11.1 Last name and first name {(PLEASE PRINT}

IS

ey o (Vpgund)|“Gow o0 G 93

11.3 Address - No,, street, suite City Bravince Postal code
160 ~ (oY dlve~ Ry Thwaldsr Wiy 6X P30 3AS.
11.4 Telephone no.: { B } 3y (‘1 - STl - ﬁum: LT38 j‘*tr; /6fé

signature of physiclan: ~_ / ~ Date: 07//0} / "’3
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Thunder Bay Regional Thunder Bay Regional 980 rue QOliver Road

Health Sciences Health Research Thunder Bay ON Tel: (807) 684-6000
Centre P Institute P7B 6V4 Canada www.tbrhsc.net
2-23-2023

Patient name: Shirley Keesick
DOB: 19/06/1957

Address: Box 114, 105 Detta Rd. Balmerotown, ON POV 1C0O

To whom it may concern:

This patient was admitted at the Thunder Bay Regional Health Sciences Centre since
17-02-2023. She will be here for an undetermined amount of time. Dr.Matthew Ingves
has approved of patient requiring to be off of work for six weeks. Patient to return to work
on April 11", 2023,

4/%‘%/

Gloria Boshkaykin — af coc . £, g
Indigenous Care Coordinator

Anishnawbe Mushkiki/ TBRHSC

807-630-9379

807-684-5887

STRATEGIC PLAN

Exceptional Care for every patient, every time. (‘}m

L lQ,.p'."



