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Texas Health and ] _ _ .
Human Services Commission NMEDICAL RELEASE/PHYSICIAN'S STATEMENT it
SECTION| -TO BE COMPLETED BY STAFF o _, | R

Nama of Patient - ate of Birth Soclal Security No.

[Ms. Yeano Hunter 04/18/1972

Case Namo(caregver) | ' Case No. " Palients Usual Job

M. _Yeano Hun{ar ‘ 1016577196 s,

“HHSC Office Addrass/Mall Code/EAR N, ' x
FO Box 149027 Austin TX 78714-9027 Fax: 1-877-447-2830 ‘* K

SECTION 1l - 70 BE COMFLETED BY BHYSICIAN

the patient named above has appiied or Haneiits wih Faueral and state requiat e ki,
persons receiving benafits work or parficipate In activitles to propare them for work unless they are physically
or mentally incapable of working, This patient elalins that disability. Plaass complete the appropriate paris,
After you complete the form, you may give it 1o the cilent ar il it to HHSC at the address in Section 1.

FART A - DISABILITY:

To what extent is the i’ndi?‘iﬁual sble to work or baﬁiclpass in activiligs -to prepare for work? Please
chack one of the following boxes:

1) The individual Is able to Work, or participate in activitias o prepars for work, without restrictions:
a) [ Full ime (40 hours/week)
b) [7] Part time at ———BlOursiaak

2) The individual is able to work, or participata in activities to prepere for work, with restrictions: {Please complete
Part B and €)

8) [ Full time (40 hours/week)
b) mPart Himo at _a\;‘jmumiwaak
3} Treindividual is unsbie to \{mrie;. or participata in activities to prepare for work, at sii; (Pleass compiete Fart C)
‘a) ﬁ‘rhe disability is permanent.
b) [] The disshility is riot permanent and is expecied to iast more than 8 months,
©) [7] The disability is not permanent and fs expected to last 6 months or Jess.

PART B - TANF HARDSHIP o
[Whatcan ths ndvidost do Fowy Cheak e appropriate boxes sl tie oppicabIB GUnng 5 workday:
Miaximum hours per workday:] 2 T 3T 8 T8 Olher e
Siting [ [:] ™ & ]
Standing Ol o @ Ol
Walki'ng | [:] m M !:i Lj
Climbingf.stairsnaddem Ol ol ch INE N hial ;Qﬁ‘\/
Kneei‘ing@ quatiing ol ci(olo IE\ 4 A W _{}{ ’
Bending/Stooping ] E:l mRE= 2 ' [~ &
Pushing/Puiling Ol o E‘j‘ E]“ 1M-U§»€,
Keyboarding O] 3 & [] | ., |
LHtng/Carrying OO0 0/d Lese -t LD _\bé
Other {please desctibe}
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Texas Depariment of Aging - Form 2355
and Disability Services IN-HOME AND FAMILY SUPPORT PROGRAM August 20064
PHYSICIAN STATEMENT OF DISABILITY
Date 2~ [ Jia; [ L7 Case Specialist, Address, Phone

Patient Name (/f 3 W ‘l‘L DMM
niress 5802 8 1 Broes, oed B{ud Hopg

(47 TTr. 7 *18

The following medical information is needed lo determine th
The program is intended to assist familles in maintaining an individus!
PLEASE COMPLETE ALL ITEMS BELOW. if you have guestions,

number above.

1 mepicaL bisanosis: _ Monmvmal g 01 Gad
Ruant g ' wlaKieds

il. APPROXIMATE DATE OF ONSET e o Approx. Date of Onsat
OF DISABLING CONDITION. ... o2 A& Lo ebebat e eeee et oo
Hi. FUNCTIONAL LIMITATIONS (check alt SUBSTANTIAL limitations that apply):
- — [Z}-Self-Cars e : ] Sef-Dinection
[J Receptive and Expressive Language [ Capacity for iIndependent Living
[[] Learning [”] Economic Self-Sufficiensy
%Mobimy [7] Other (specify):

IV, EXPECTED DURATION OF DISABILITY: _ 'P@m antyot
¥, PROGNOSIS: | oA

DA ONZUAA _.@"‘ [g‘gﬁr]_ "?“hysioian‘s Neme(please type or print)
Signature-Physician™ Date ’C’H‘ NYERE Awa _

Ishysfcian's Malling Addrass ' 15 ' ' N Tel‘ephorie No.
C dprwe Such 28, Hou
e300 wentpownic b s _mnes7  [UB suigug
PLEASE RETURN THIS DOCUMENT IN THE ADDRESSED, STAMPED ENVELOPE PROVIDED
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