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- Personal Details
Client number *
First name(s)
Surmame or family name
Resfdemi-al Address , Auckland
Date of Birth : . Gender Male
SR : Is person enrolled with your practice? Yes
] Who do you consider best placed to provide this information? Yourself

Sickness, Injury or Disability

What are the main clinical conditions afTecting the person's ability to work?

T {READ Code | Description Provisional ACC
' |C324 | Hyperlipidaemia NOS No No
.I-:.z i :flmpulse control disorder No No
i iéﬁ! g g -No 2 No
¢ 1465 g No No
No ¥ No
23 o s
Hospitalisation
Is the person in hospital? No
; Treatment and Interventions
The following two questions relate 10 pie.mne rather than entith Their completion is therelore optional.

Is the person receiving active freatment for ary of these conditions?
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Paucnt Name g HPI facility number:

Are there other interventions which could assist this person into work?

Impact on ability to work
How do the above conditions affect the person's ability 1o work?
inability due to unreliabity duoe to illness

When is the person likely 1o be capable of:

Work planning Over 6 Months
Training Over 6 Months
Light / selected duties Over 6 Months
Part timve work {up to 30 hrs/wk) Over 6 Months
Full time work {over 30 hrs/wk) Over 6 Months

Is the person totally bhnd ?

Unable 1o work 30 hours per week or more?
Unable to work 15 hours per week or more?
Condition expected 10 last at least 2 years?
Life expectancy less than 2 years?

Unable o work from
When should the person’s entitlement to benefit next be assessed?
Comments

Waork and Income to contact you?

Unique form 1D: >

MNo
Yes
Yes
Yes

26-04-2010
1 years

Please provide any comments that would assist the case manager determine appropriate support for this person.

Health Practitioner Identity

| have discussed the information contained in this form with the person (their g

agreed with the information being provided to Work and Income,

or legal rep ive) and they have

Agreement Confirmation Yes

HPI number Profession
HPI facility number

Full name

Pracuce name Medical Centre

Pracuce address :

Telephone number

Date person examined 22-04-2010

Date Cenified completed 22-04-2010

Health practitioner signature
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