
Group name:______________________________________________________________________
Employee name:___________________________________________________________________
Dependent name (if condition is for dependent) _______________________________________
Age:     __________          Height:     __________          Weight:     __________
1.  What condition has been diagnosed? TIA (mini stroke) stroke, aneurysm (state

location), other? _______________________________________________________________
What type? (subdural, epidural, cerebral, subarachnoid, intracerebral, other)____________
______________________________________________________________________________
Was it caused by bleed, blood clot, other? ________________________________________

2.  Age at diagnosis ________________   Recurrences?    When? ________________________
3.  What treatment was received and when?  Include any surgery, hospitalizations, and

medications: __________________________________________________________________
______________________________________________________________________________
Medication name Dosage Frequency
___________________________ __________________ ____________________
___________________________ __________________ ____________________
___________________________ __________________ ____________________
___________________________ __________________ ____________________

4.  Have any tests been done?  Yes   or   No    If yes, give test name, date and results: _____
______________________________________________________________________________

5.  What problems or symptoms (complications) have been experienced with this 
condition? ____________________________________________________________________

6.  How often does the person visit the Doctor’s office or medical clinic for this condition
_______________________________  When was the last time seen and what was the
result? _______________________________________________________________________

7.  Have future tests, surgery or treatment been scheduled, prescribed or recommended?
__________________ If yes, please explain ________________________________________

8.  Is this person able to care for themselves with activities of daily living, i.e. dressing,
bathing/showering, feeding self?  If no, explain _____________________________________
______________________________________________________________________________

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