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Specific Examination/Reporting Requirements

Identify the Claimant

List All Chief Complaints

Elaborate on Each Complaint in the History of Present Iliness
Document All Elements of Medical History
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Describe Claimant’s General Appearance and Presentation
Examine the Back and Spine
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Perform a Neurological Examination
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Examine the Skin

Review Medical Records from DDD

Review Results of X-Rays and Other Tests Performed in Your Office
List All of Your Diagnostic Impressions

Provide a Functional Statement (“"Medical Source Statement”)
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In Children, Obtain Specific Age-Appropriate Information
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Introduction and Required Components

What If a Report is Inadequate?

Thoroughness and Time Spent During History and Physical
Who Is Permitted to Perform the Various Parts of the Examination?
Professionalism and Complaints

Routine Review of Consultative Examination Quality
Definite and Probable Diagnoses: Dealing With Uncertainty
Voucher Information

Conducting Tests that Have Not Been Ordered

How to Add a Test

Non-English-Speaking Claimants

Specific Examination/Reporting Requirements

Identify the Claimant

List All Ophthalmological/Optometric Complaints

Elaborate on Each Ophthalmological/Optometric Complaint in the History of Present Iliness
Document Pertinent Elements of Medical, Family and Social Histories and Medications
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Identify the Child
List All Chief Complaints
Elaborate on Each Complaint in the History of Present Iliness
Document Birth and Early Medical History
Detail Developmental Milestones
Document Pertinent Elements of Medical, Family and Social Histories and Medications
Conduct a Thorough Review of Systems
Measure Vital Signs
I Describe Child’s General Appearance and Presentation
‘. Examine the Head, Eyes, Ears and Throat
H Examine the Neck
| Examine the Lungs
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Perform a Neurological Examination
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Note Early Feeding and Eating Behavior 117
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