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Please complete this form in its entirety. In order for this form to be accepted, please submit the
last 12 months of medical records. Failure to complete this form in its entirety could result in a delay in
processing. OPERS’ third-party administrator may be contacting you regarding this member.

STEP 1: Member’s Personal Information

Social Security Number OPERS ID

— — -OR-

First Name MI Last Name

Date of Birth

/ / Gender: OMaIe OFemaIe

Address
City State ZIP Code
Home Phone Number Work Phone Number

Cell Phone Number

Preferred Telephone Number for Contact: Preferred Time to Call:

OHome OWork OCeII OMorning OAfternoon OEvening

E-mail Address
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STEP 2: Member’s Authorization and Acknowledgment

HIPAA DISCLOSURE:

| authorize any licensed physician, medical provider, medical facility, or provider of health care or similar entity to
release any and all of the following information to OPERS or its third-party administrators: medical information with
respect to any physical or mental condition and/or treatment of me, including confidential information regarding AIDS/
HIV infection, communicable diseases, alcohol and substance abuse, and mental health. | understand if there are any
expenses for releasing this information it is my responsibility to pay those expenses.

| understand the information obtained will be included as part of the proof of claim and will be used to determine
eligibility for claim benefits, return to employment opportunities, and assessment of ongoing treatment. Any information
obtained will not be released to any person or organization except OPERS and its third party administrators.

| agree that a photographic copy of this Authorization shall be as valid as the original.

| understand that | may request a copy of this Authorization. This Authorization shall become effective on the date
appearing next to my signature below.

| understand | have the right to revoke this Authorization at any time by notifying OPERS.
| understand that revoking this Authorization may impair necessary processing of my application.

Member
Signature Today’s Date / /

Do not print or type name
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STEP 3: Attending Physician Information - must be completed by the member’s attending physician who

is a licensed and practicing MD or DO.

Physician Name

Specialty

Board Certified (ABMS): OYes ONO

Physician Office Mailing Address
City

Physician Office Phone Number

Physician E-mail Address
Primary Office Contact

Primary Office Contact Phone Number

Primary Office Contact E-mail Address

Office Hours:

MD DO

Sub-certification (if applicable): O(es O\lo

State ZIP Code

Fax Number

Fax Number

Preferred Time to Call:

Preferred Telephone Method of Contact:O Phone O Fax O} E-mail

DR-APS (09/21)
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STEP 4: Patient Information - must be completed by the member’s attending physician who is a licensed

and practicing MD or DO.

Treated Member From: / / To: / /

Frequency of Office Visits for Disabling Condition(s):OMonthly O Qtr. OSemi-ann. OAnn. O Other

Date of Last Office Visit for the Disabling Condition(s): / /
Do you have knowledge that the claimant/patient is receiving Are you the doctor of record for the Bureau
Workers’ Compensation benefits for this disabling condition(s)? of Workers’ Compensation claim?

OYes ONO Oldo not know OYes ONO ON/A

STEP 5: Physician Determination - must be completed by the member’s attending physician who is a

licensed and practicing MD or DO.

For a member to be permanently disabled from their last public employment position, the disabling condition

must be expected to last for at least 12 months and prevent the member from performing the duties of their last
public employment position. Disability coverage does not extend to iliness or injuries resulting from elective
cosmetic surgery other than reconstructive surgery. Please include any test results that enabled you to make your
diagnosis(es).

Do you consider this member to be permanently disabled from OYes ONO
their last public employment position as described above?

IF YES, complete below:

What is the member’s Primary Disabling Condition? Corresponding ICD Code:
Date on which illness or injury occurred: / /

Date on which illness or injury became permanently disabling: / /

Has the member’s condition progressed since the iliness or injury occurred? OYes ONo
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IF NO, complete below:

Date on which illness or injury occurred: /

What is the expected date the member could return to their
public employment position?

If yes, please describe:

/ /

Could the member return to work with restrictions and/or limitations? Oyes O\m

Physician’s Name

Physician’s
Signature

Today’s Date

Do not print or type name

Physician’s Medical Title
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STEP 6: Physician Findings - must be completed by the member’s attending physician who is a licensed
and practicing MD or DO. PLEASE ATTACH ALL MEDICAL AND/OR PSYCHOLOGICAL RECORDS
WITHIN THE LAST 12 MONTHS, INCLUDING OFFICE NOTES, CLINIC AND ER VISITS, LABS, ALL

TEST RESULTS AND DISCHARGE SUMMARIES. PLEASE NOTE — UNABLE TO ACCEPT DIGITAL
MEDIA, ONLY INCLUDE REPORT FINDINGS.

Please complete each applicable section based on the disabling condition. The medical data provided by you in
the report (clinical findings, diagnosis, test results) will be used to adjudicate the disability determination process.

PART | — Medical Information
(For disabling psychological conditions only, proceed to Part Il.)
(If no disabling psychological conditions, proceed to Part |l upon completion.)

CURRENT MEDICATIONS

MEDICAL HISTORY
[Include hospitalizations within the past five years. (List facilities, dates and reasons for admission(s))]

PHYSICAL EXAMINATION
Complete the following section only providing information that is related to the disabling condition(s).

Temperature: Blood Pressure: Height: Weight: Pulse: Respiratory Rate:

General appearance:

VISION
[For example: Ophthalmological changes, cataract(s); glaucoma,; macular problems; diabetic retinopathy;
Certificate of Blindness; best corrected visual acuity; visual field testing]

HEARING
[For example: Whispered/spoken word; cochlear implant; Other amplification devices; Use of American Sign
Language (ASL); Audiological Evaluation (including audiogram); vestibular testing; electronystagmography (ENG)]

DR-APS (09/21) 6 See next page




DR-APS (09/21) 7 See next page



DR-APS (09/21) 8 See next page



Part Il - Psychological Information
(If no disabling psychological conditions, proceed to Part Ill.)
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Part lll - Treatment and Prognosis

Has member shown medical improvement with Current Treatment? () Yes O No

If yes, indicate level of improvement: O Fair Q Moderate Q Good Q Excellent
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