
Section 1 should be completed by the member. Sections 2 to 9 should be completed by the attending physician. (Please print or type.
Attach sheet if additional space is required.)

1 MEMBER INFORMATION

Name:
(last name) (first name) (middle initial)

Social insurance number (SIN): • • Occupation:

I authorize the release of any medical information requested by the Hospitals of Ontario Pension Plan (HOOPP) or its agents
to determine my eligibility for disability benefits. I also acknowledge that I am responsible for any charges related to the
completion of this form.

Signature of member: Date:

2 PHYSICIAN INFORMATION

Please complete this form to help us accurately assess the medical condition of the HOOPP member named above. Any charges
for the completion of this form are the responsibility of the member.

Physician's name:

Address:

Telephone: (        ) -                   

Specialty (if any): Fax: (        ) -                

3 DIAGNOSIS

Primary:

Secondary:

Other contributory factors:

4 HISTORY

Date you first treated patient: Date you last treated patient:

How often do you see this patient? ❏ Weekly ❏ Biweekly ❏ Monthly ❏ Other (specify):

Has your patient been referred to any other physicians/specialists? ❏ No ❏ Yes  If yes, complete the following chart.

Physician's/specialist's name Specialty Date of examination Findings*

*Attaching copies of consultation reports would be very helpful.

day month year day month year

day month year

Date Received (for HOOPP use only)

Updated May 2007
Physician’s Statement of Disability

❏ SEND ORIGINAL TO HOOPP   ❏ MAKE ONE COPY FOR YOUR FILES

HOOPP, 1 Toronto Street, Suite 1400, Toronto ON  M5C 3B2  Tel: (416) 369-9212
Toll free: 1-888-333-3659  Fax: (416) 369-0225  Web site: www.hoopp.comPEN-02-416



5 OBSERVATIONS AND FINDINGS

Based on your most recent examination of the patient, please report the following:

Height: Weight: Blood pressure:

Significant physical findings:

Lab reports, diagnostic imaging, or other relevant tests that support the patient's disability:

6 FUNCTIONAL LIMITATIONS
Y N Y N Y N

Special senses: Hearing ❏ ❏ Equilibrium ❏ ❏ Vision ❏ ❏
Psychological: Mood changes ❏ ❏ Coping with stress ❏ ❏ Concentration ❏ ❏
Cardio respiratory: Breathing ❏ ❏ Exertion ❏ ❏ Stamina ❏ ❏
Orthopedic: Joint motion ❏ ❏ Standing ❏ ❏ Lifting ❏ ❏
Neurological: Co-ordination ❏ ❏ Memory & thinking ❏ ❏ Pain ❏ ❏
Activities of daily living: Eating ❏ ❏ Dressing ❏ ❏ Walking ❏ ❏

7 TREATMENTS

Current medications:

Physiotherapy and other treatment:

Surgery: Has the patient had surgery?:

Is surgery planned?:

Is the patient following the prescribed treatment?:

What is the patient's response to the treatment?:

Specify type and date of any future treatment planned:

8 PROGNOSIS

Would the patient be able to work at his or her: Expected return to work date (if any): 
Own occupation: Y N Any occupation: Y N

Full time ❏ ❏ Full time ❏ ❏
Part time ❏ ❏ Part time ❏ ❏

If no, identify specific medical limitations that would prevent the patient from working:

Would vocational counselling or rehabilitation result in a return to gainful employment?  ❏ No  ❏ Yes  

9 CONFIRMATION

I hereby certify that the information provided on this form is accurate and complete to the best of my knowledge.

Signature of physician: Date:

PEN-02-416  Updated May 2007 
day month year
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