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Medical Questionnaire:
Malignant Conditions
Protected B when completed.
MEDICAL DIAGNOSIS(ES) OF CLAIMED/ENTITLED CONDITION(S) REQUIRING EXAMINATION:
Is this diagnosis:
1 - 
Do you expect further medical improvement?
Is this diagnosis:
Do you expect further medical improvement?
Is this diagnosis:
Do you expect further medical improvement?
 ()
Page  of 
Fields with an asterisk (*) are required.
Ce formulaire est disponible en français.
.\Assets\canada\canada_black.gif
Protected B when completed.
Very specific information is required by Veterans Affairs Canada to evaluate and assess a client's claimed/entitled condition(s).  As this information may not generally form part of the clinical history, please help us to collect this information by answering the following questions.

Please complete applicable sections only.

If additional recording space is required, please use the "additional comments" sheet.
MEDICAL HISTORY: Describe current relevant symptoms noting frequency, duration, aggravating and relieving factors.
Injuries?
Describe (include dates).
Are further diagnostic tests or consultations ongoing/planned?
Life Expectancy:
The predicted survival time is to be based on a survival estimate from an oncologist or other qualified medical practitioner or medical specialist, or, if this is not available, supporting evidence from a recognized standard medical text is to be applied to provide an estimate.  The predicted survival time is projected from the time of diagnosis, or from the time of any major staging procedure or operation.
Please select the predicted life expectancy for this client.
Is the client aware of this information?
PLEASE ATTACH/FORWARD COPIES OF RELEVANT REPORTS (E.G., DIAGNOSTIC, CONSULTATION, OPERATIVE, LABORATORY, HOSPITAL DISCHARGE SUMMARIES).
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COMPLICATIONS:
Are there any complications resulting from the claimed/entitled condition(s)?
PHYSICAL EXAMINATION: [fill out only portion applicable to the claimed/entitled condition(s)]
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IF ADLs ARE AFFECTED ON A CONTINUOUS BASIS, DESPITE OPTIMAL TREATMENT, PLEASE COMPLETE THE  ADL SECTION.
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Activities of Daily Living (ADL) Questionnaire
Protected B when completed.
Health Professional's name (last name, first name)
IF APPLICABLE TO THE CLAIMED/ENTITLED CONDITION(S), PLEASE COMPLETE THIS SHEET.
Activities of Daily Living:
Please describe the impact that the claimed/entitled conditions have on Activities of Daily Living.  
Select the description that most accurately reflects the client's current level of functioning for each of the following activities:
Activity
Independent
Independent (with aids)
Requires reminders, prompting and/or supervision in addition to minor assistance
Needs extensive assistance
Totally dependent
Eating
Bathing
Grooming
Dressing
Toileting
Transferring
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Protected B when completed.
Continence/Incontinence:
Select the description that most accurately reflects the client's current level of bladder and bowel control:
Continent (No assistance needed)
Occasional nighttime incontinence (once a week or less)
Daytime incontinence (more than once per week)
Daytime (daily) incontinence (requiring protective padding)
Daytime (daily) incontinence (requiring intervention by others)
Total incontinence
Bladder
Bowel
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Protected B when completed.
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.
Health Professional's name (last name, first name)
Is VAC to be invoiced?
Mailing address (No., Street, Apartment No., PO Box, RR No.)
Telephone (Country Code, Area Code, No.)
(
)
Telephone (Country Code, No.)
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