Eastco Enterprises


Medical Disability Verification Form

Dear Medical Professional:  

Eastco Enterprises requests your assistance in providing the information below to facilitate this individual’s request to receive employment services at our agency. 
Thank You.

Individual’s Name: ______________________________
Diagnosed disability:
Date of diagnosis:
Synopsis of extent of disability (Which of the following limitations does this individual have as a direct result of the documented impairment?  (Please check all that apply.)
____Self-Care    ___ Self-Direction   ___ Work Skills    ___ Interacting with Others
____ Work Tolerance     ___ Communication     ___ Mobility     ___ Visual/Hearing
Other: _________________________________________________
Additional comments:
Specific information regarding any prescribed medications:

Medications prescribed:  ____________________________________________________



____________________________________________________
Anticipated side effects that may impact the individual in the work environment:

Certifying Medical Professional or Primary Health Care Provider:

Name: ______________________________________
Phone: _______________



(Please print)

Medical Facility: ______________________________________

Address:
    ______________________________________

City/State/Zip:
    ______________________________________

Signature:
    ______________________________________

License #:
    ______________________________________

For general questions pertaining to this form, or to obtain clarification about the information requested, please contact Eastco Enterprises at (937)531-7000.

