SLEEP DISORDERS MEDICAL SOURCE STATEMENT
From:						

Re:	{{name}}
[bookmark: _GoBack]
						 (Social Security No.)
Please answer all the following questions concerning your patient's sleep disorders and other health problems.  Attach relevant treatment notes, laboratory and test results as appropriate.
1.	Frequency and length of contact: 								
2.	Diagnoses:											
3.	Prognosis:											
4.	Identify your patient’s symptoms and signs:
 Cataplexy		 Sinus arrhythmia		 Hypnogogic phenomenon
	 Insomnia		 Extreme bradycardia	 Ventricular tachycardia
	 Atrial flutter 	 Sleep paralysis 		 Excessive daytime sleepiness	
	 Cognitive problems	 Automatic behavior		 Hypercapnia
	 Hypoxia		 Pulmonary insufficiency	 Obesity
	 Sleep apnea:	a.  Obstructive	b.  Central	c.  Mixed

	 Other: _________________________________________________________________

5.	Does your patient have recurrent daytime sleep attacks?	  Yes		  No

If yes,

a.	Can these attacks occur suddenly and in hazardous conditions (e.g., driving, while exposed to heights or moving machinery)?			 Yes		  No

b	How often do these attacks typically occur: _______ per day or _______ per week or ______ per month?

1. How long does your patient typically sleep with each attack?  				

1. Identify situations that can precipitate attacks:

 Quiet	 Sleep disturbance	 Exertion	 Repetitive activity
 Side effects of medications		 Other _______________________	

e.	If your patient was working at the time of a sleep attack, would the attack likely disrupt the work of coworkers or supervisors in your patient’s vicinity?
							  Yes		  No

6.	Identify positive clinical findings and test results (e.g., multiple sleep latency test, MSLT, MWT, REM testing, EEG, polysomnographic studies, etc.):
													

													
7.	Identify any side effects of medications that may have implications for working:

	  Drowsiness/sedation			  Other: ___________________________________
8.	Have your patient’s impairments lasted or can they be expected to last at least twelve months?										 Yes		  No
9.	As a result of your patient’s impairments, estimate your patient’s functional limitations assuming your patient was placed in a competitive work situation on an ongoing basis:
a.	How many city blocks can the patient walk without stopping?  				

b.	Please circle the hours and/or minutes that your patient can sit at one time, e.g., before needing to get up, etc.

	Sit:
	0  5  10  15  20  30  45
	1    2    More than 2

	
	Minutes
	Hours



1. Please circle the hours and/or minutes that your patient can stand at one time, e.g., before needing to sit down, walk around, etc.

	Stand:
	0  5  10  15  20  30  45
	1    2    More than 2

	
	Minutes
	Hours



d.	Please indicate how long your patient can sit and stand/walk total in an 8-hour working day (with normal breaks):

	Sit
	Stand/walk
	

	
	
	less than 2 hours

	
	
	about 2 hours

	
	
	about 4 hours

	
	
	at least 6 hours



e.	Will your patient sometimes need to take unscheduled breaks during a working day?								  Yes	  No

			If yes,	1) how often do you think this will happen?  				

				2) how long (on average) will your patient
				    have to rest before returning to work?       					

				3) what symptoms cause a need for breaks?

	
	Daytime sleep attacks
	
	Adverse effects of medication

	
	Chronic fatigue
	
	

	
	Other: _______________________________________


For this and other questions on this form, “rarely” means 1% to 5% of an 8-hour working day; "occasionally" means 6% to 33% of an 8-hour working day; "frequently" means 34% to 66% of an 8-hour working day.

f.	How many pounds can your patient lift and carry in a competitive work situation?
	
	Never
	Rarely
	Occasionally
	Frequently

	Less than 10 lbs.
	
	
	
	

	10 lbs.
	
	
	
	

	20 lbs.
	
	
	
	

	50 lbs.
	
	
	
	



1. State the degree to which your patient should avoid the following:
	ENVIRONMENTAL
RESTRICTIONS
	NO RESTRICTIONS
	AVOID
CONCENTRATED
EXPOSURE
	AVOID
EVEN
MODERATE
EXPOSURE
	AVOID
ALL
EXPOSURE

	
	
	
	
	

	Driving
	
	
	
	

	Heights
	
	
	
	

	Moving machinery
	
	
	
	

	Working alone 
  without supervision
	
	
	
	

	Power tools
	
	
	
	

	Routine, repetitive tasks
	
	
	
	



h.	How much is your patient likely to be “off task”?  That is, what percentage of a typical workday would your patient’s symptoms likely be severe enough to interfere with attention and concentration needed to perform even simple work tasks?

	
	0%
	
	5%
	
	10%
	
	15%
	
	20%
	
	25% or more



i.	To what degree can your patient tolerate work stress?

	
	Incapable of even "low stress" work
	
	Capable of low stress work

	
	Capable of moderate stress - normal work
	
	Capable of high stress work



Please explain the reasons for your conclusion:  						

j.	Are your patient’s impairments likely to produce “good days” and “bad days”?
									  Yes	  No

If yes, assuming your patient was trying to work full time, please estimate, on the average, how many days per month your patient is likely to be absent from work as a result of the impairments or treatment:

	
	Never
	
	About three days per month

	
	About one day per month
	
	About four days per month

	
	About two days per month
	
	More than four days per month


10.	Are your patient's impairments (physical impairments plus any emotional impairments) as demonstrated by signs, clinical findings and laboratory or test results reasonably consistent with the symptoms and functional limitations described above in this evaluation?										  Yes	  No

If no, please explain:  										

1. We understand your patient has a sleep disorder, not a seizure disorder.  However, Social Security describes a seizure disorder that it considers disabling as follows:

11.03 Epilepsy—nonconvulsive epilepsy  (petit mal, psychomotor, or focal), . . . occurring more frequently than once weekly in spite of at least 3 months of prescribed treatment.  With alteration of awareness or loss of consciousness and transient postictal manifestations of unconventional behavior or significant interference with activity during the day. 

In your opinion, is your patient’s sleep disorder in combination with any other impairments at least as medically severe as the condition described above?   Yes	  No
If yes, please explain: 										

												
12.	Please describe any other limitations that would affect your patient's ability to work at a regular job on a sustained basis or any testing that would help to clarify the severity of your patient’s impairment(s) or limitations: 

													

													

													




Date:						Signed: 						
					Print Name: 							
§233.2					Address        							
7-59						         							
8/09						         							
