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      HUMAN SERVICES DEPARTMENT

                                  Town Hall- 818 First NH Turnpike                                    
                                          Northwood, NH  03261                                   
                    Tel: (603) 942-5586 ext. 208 / Fax: (603) 942-9107
    MEDICAL REPORT

PATIENT’S NAME:  _______________________________________  DATE OF BIRTH:_______________
                                           (Please Print)tc \l1 "PATIENT=S NAME  ____________________________  DATE OF BIRTH _____________ 
I hereby request the release by a doctor, hospital or clinic to the City of Northwood Human Services Department, or its representative, any information regarding my medical diagnosis, medical history, treatment plan or hospitalization.
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 ___________________________________________________                   ______________________________

                 Patient Signature                                                                              Date 

                                                              TO THE PHYSICIAN:

This person has applied to the Town of Northwood Human Services Department for Financial assistance because he/she claims to be disabled and unable to work.  This individual has selected you to complete 
this medical form to assist in determining eligibility for tax payer funded general assistance based 
on ability or inability to work.

            THE FOLLOWING TO BE COMPLETED BY PHYSICIAN OR DESIGNATED MEDICAL PROFESSIONAL ONLY:
Is this person disabled?   Yes  [image: image2.wmf]     No   [image: image3.wmf]                          (If yes, please clarify below )
Temporary  [image: image4.wmf]   Permanent  [image: image5.wmf]                Please check one  →      Partial    [image: image6.wmf]   Total    [image: image7.wmf]
Date incapacity started:  ____________________      Expected to end:  ____________________________
Light duty / Full-Time  [image: image8.wmf]  Part-Time [image: image9.wmf]  ?____________________________________________________
Restrictions:  ________________________________________________________________________ 

If disabled, diagnosis in order of importance:

1.
_______________________________   3.    ________________________________ 

2.
_______________________________   4.    ________________________________ 

Medications prescribed:  __________________________________________________________________​
_________________________________________________________________________________________   
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        _______________________________________________       _______________               ________________  

          Physician’s Signature                                         Date                           Office Phone #

_______________________________________________

       Physician’s      (Please Print Name)
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