AUTISM MEDICAL SOURCE STATEMENT

To:

Re:	{{name}}
[bookmark: _GoBack]
SS: 

Please answer the following questions concerning your patient's impairments.  Attach relevant treatment notes and test results as appropriate.

1.	Frequency and length of contact: 								

													

2	a. DSM-V Evaluation:  

	Diagnoses: 							

  											

  											
(please include any rule out or provisional diagnoses) 

	Psychosocial and Contextual Factors (V or Z codes):	

	

3.	Treatment and response:    									

													

													

4.	a.	List of prescribed medications:



b.	Describe any side effects of medications that may have implications for working.  E.g., dizziness, drowsiness, fatigue, lethargy, stomach upset, etc.:



5.	Describe the clinical findings including results of mental status examination that demonstrate the severity of your patient's mental impairment and symptoms:

													

													

6.	Prognosis: 											
7.	Identify your patient's signs and symptoms by checking the box next to the symptom:[footnoteRef:1] [1:  These signs and symptoms are found in the DSM-V. American Psychiatric Association, Diagnostic and Statistical Manual of Mental Disorders, (5 ed. 1980).] 

	
	Persistent deficit in social communication and social interaction across multiple contexts.

	
	Deficits in social-emotional reciprocity

	
	abnormal social approach
	
	failure of normal back-and-forth conversation

	
	reduced sharing of interests, emotions, or affect
	
	Failure to initiate or respond to social interactions

	
	Deficits in nonverbal communicative behaviors used for social interaction

	
	Poorly integrated verbal and nonverbal communication 
	
	Abnormalities in eye contact an body language

	
	Deficits in understanding or use of gestures 
	
	Total lack of facial expressions and nonverbal communication 

	
	Deficits in developing, maintaining, and understanding relationships 

	
	Difficulties adjusting behavior to suit various social contexts 
	
	Difficulties in sharing imaginative play

	
	Difficulties in making friends 
	
	Absence of interest in peers 

	
	Restricted, repetitive patterns of behavior, interests, or activities

	
	Stereotyped or repetitive motor movements, use of objects, or speech

	
	Simple motor stereotypies 
	
	Lining up toys or flipping objects 

	
	Echolalia 
	
	Idiosyncratic phrases 

	
	Insistence on sameness, inflexible adherence to routines, or ritualized pattern of verbal or nonverbal behavior 

	
	Extreme distress at small changes
	
	Difficulties with transitions 

	
	Rigid thinking patterns
	
	Greeting rituals 

	
	Need to take same route every day 
	
	Need to eat same food everyday 

	
	Highly restricted , fixated interest that are abnormal in intensity or focus

	
	Strong attachment with unusual objects
	
	Excessively circumscribed interests

	
	preoccupation with unusual objects
	
	Excessively preservative interests 

	
	Hyper- or hyporeactivity to sensory input or unusual interest in sensory aspects of the environment 

	
	Apparent indifference to pain/ temperature
	
	Adverse response to specific sounds or textures 

	
	Excessive smelling or touching of objects 
	
	Visual fascination with light or movement



8. 	Please use “Table 2 Severity level for autism spectrum disorder” on page 52 of the DSM-V and indicate which level your patient is on his or her best days and worst days. (circle below)  

Best Days 	Worst Days
Level:  1  2  3 	Level:  1  2  3

9. 	Where symptoms present in the early development period? 		 Yes		 No

10. 	Have social demands exceeds your patient’s limits capacities? 		 Yes		 No

11. 	Are learned strategies masking your patient’s symptoms? 		 Yes		 No



12. 	Do the current symptoms cause a clinically significant impairment in social functioning? 

 Yes	 No

13.	 Do the current symptoms cause a clinically significant impairment in occupational or educational functioning? 									
 Yes						 No

14. 	Do the current symptoms cause a clinically significant impairment in other areas? Please specify:

	
	
15.  To determine your patient's ability to do work-related activities on a day-to-day basis in a regular work setting, please give us your opinion based on your examination of how your patient's mental/emotional capabilities are affected by the impairment(s).  Consider the medical history, the chronicity of findings (or lack thereof), and the expected duration of any work-related limitations, but not your patient's age, sex or work experience.

· Limited but satisfactory means your patient has noticeable difficulty less than 10 percent of the workday or work week)
· Marked means your patient’s functioning in this area independently, appropriately, effectively, and on a sustained basis is seriously limited (11 to 20 percent of the workday or work week).
· Extreme means your patient is not able to function in this area independently, appropriately, effectively, and on a sustained basis (greater than 20 percent of the workday or work week).

	I.
	MENTAL ABILITIES AND APTITUDES NEEDED TO DO UNSKILLED WORK
	Unlimited or Very Good
	Limited but satisfactory
	Marked
	Extreme

	1. 
	Understand, remember, or apply information
	
	
	
	

	1. 
	Interact with others
	
	
	
	

	1. 
	Concentrate, persist, or maintain pace
	
	
	
	

	1. 
	Adapt or manage oneself
	
	
	
	

	1. 
	Remember work-like procedures
	
	
	
	

	1. 
	Understand and remember very short and simple instructions
	
	
	
	

	1. 
	Carry out very short and simple instructions
	
	
	
	

	1. 
	Maintain attention for two hour segment
	
	
	
	

	1. 
	Maintain regular attendance and be punctual within customary, usually strict tolerances
	
	
	
	

	1. 
	Sustain an ordinary routine without special supervision
	
	
	
	

	1. 
	Work in coordination with or proximity to others without being unduly distracted
	
	
	
	

	1. 
	Make simple work-related decisions
	
	
	
	

	1. 
	Complete a normal workday and workweek without interruptions from psychologically based symptoms
	
	
	
	

	1. 
	Perform at a consistent pace without an unreasonable number and length of rest periods
	
	
	
	

	1. 
	Ask simple questions or request assistance
	
	
	
	

	1. 
	Accept instructions and respond appropriately to criticism from supervisors
	
	
	
	

	1. 
	Get along with co-workers or peers without unduly distracting them or exhibiting behavioral extremes
	
	
	
	

	1. 
	Respond appropriately to changes in a routine work setting
	
	
	
	

	1. 
	Deal with normal work stress
	
	
	
	

	1. 
	Be aware of normal hazards and take appropriate precautions
	
	
	
	


(Q)	Explain limitations falling in the three most limited categories (identified by bold type) and include the medical/clinical findings that support this assessment:







	II.
	MENTAL ABILITIES AND APTITUDES NEEDED TO DO SEMISKILLED AND SKILLED WORK
	Unlimited or Very Good
	Limited but satisfactory
	Marked
	Extreme

	1. 
	Understand and remember detailed instructions
	
	
	
	

	1. 
	Carry out detailed instructions
	
	
	
	

	1. 
	Set realistic goals or make plans independently of others
	
	
	
	

	1. 
	Deal with stress of semiskilled and skilled work
	
	
	
	


1. Explain limitations falling in the three most limited categories (identified by bold type) and include the medical/clinical findings that support this assessment:








	III.
	MENTAL ABILITIES AND APTITUDE NEEDED TO DO PARTICULAR TYPES OF JOBS
	Unlimited or Very Good
	Limited but satisfactory
	Marked
	Extreme

	1. 
	Interact appropriately with the general public 
	
	
	
	

	1. 
	Maintain socially appropriate behavior
	
	
	
	

	1. 
	Adhere to basic standards of neatness and cleanliness
	
	
	
	

	1. 
	Travel in unfamiliar place
	
	
	
	

	1. 
	Use public transportation
	
	
	
	


(F)	Explain limitations falling in the three most limited categories (identified by bold type) and include the medical/clinical findings that support this assessment:










9.	Does your patient have a low IQ or reduced intellectual functioning?
									 Yes		 No
	Please explain (with reference to specific test results):







	
10.	Does the psychiatric condition exacerbate your patient's experience of pain or any other
	physical symptom?						 Yes		 No

	If yes, please explain: 





11.	Is stress tolerance is an issue, what demands of work does this patient find stressful?

	 
	speed
	 
	being criticized by supervisors

	 
	precision
	 
	simply knowing that work is supervised

	 
	complexity
	 
	getting to work regularly

	 
	deadlines
	 
	remaining at work for a full day

	 
	working within a schedule
	 
	fear of failure at work

	 
	making decisions
	 
	monotony of routine

	 
	exercising independent judgment
	 
	little latitude for decision-making

	 
	completing tasks
	 
	lack of collaboration on the job

	 
	working with other people
	 
	no opportunity for learning new things

	 
	dealing with the public (strangers)
	 
	underutilization of skills

	 
	dealing with supervisors
	 
	lack of meaningfulness of work



12.	On the average, how often do you anticipate that your patient's impairments or treatment
	would cause your patient to be absent from work?

	  Never
	 About two days per month
	 About four days per month

	  About one day per month
	 About three days per month
	 More than four days per month



13.	Has your patient's impairment lasted or can it be expected to last at least twelve months?

									 Yes		 No



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

	If no, please explain:  






15.	Please describe any additional reasons not covered above why your patient would have 	difficulty working at a regular job on a sustained basis.






16.	If your patient’s impairments include alcohol or substance abuse, do alcohol or substance abuse contribute to any of your patient’s limitations set forth above?													 Yes		 No

	If Yes, a)  please list the limitations affected:


	b)  please explain what changes you would make to your description of your patient’s limitations if your patient were totally abstinent from alcohol or substance abuse:




17.	Can your patient manage benefits in his or her own best interest?     Yes		 No

18. 	Did you review patient’s records from other providers either during treatment or while completing this form?						     Yes		 No

19.	What is the EARLIEST DATE that the description of symptoms and limitations in this questionnaire applies? 
_____________________________
							DATE ABOVE LIMITATIONS BEGAN


_________________                  					X____________________________
Date Completed							Supervising Doctor Signature


PRINTED NAME:	_____________________________ATTACH BUSINESS CARD HERE
(or letterhead, if faxing)



			__________________________________________
	Provider who completed form, if different


[6]

