
Group name:______________________________________________________________________
Employee name:___________________________________________________________________
Dependent name (if condition is for dependent) _______________________________________
Age:     __________          Height:     __________          Weight:     __________
Original Symptoms:_______________________________________________________________
_________________________________________________________________________________
Diagnosis: _______________________________________________________________________
_________________________________________________________________________________
Hospitalization: Outpatient length of stay: ________________________________________

Inpatient length of stay: __________________________________________
Follow-ups: How often? ____________________________________________________

Findings: ______________________________________________________
Any recommendations for further treatment or procedures? Yes      or      No
Please explain: ___________________________________________________________________
_________________________________________________________________________________

Please be advised that you may be required to submit medical records.
Employee signature:  ___________________________________________ Date: _____________
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