 DISABILITY INFORMATION FORM
PATIENT NAME         
_____________________________________________
DOB:







_____________________________________________
ARE YOU WORKING?





__________YES

__________NO


IF NO, ARE YOU OUT ON DISABILITY?



__________YES

__________NO

IF ON DISABILITY, WHO IS DISABLING YOU?


_____________________________________________

IS YOUR DISABILITY DUE TO:                             
_______   AUTO ACCIDENT - DATE ________________
                                                     
_______   WORK INJURY – DATE _________________                 

                                                                                       
_______  OTHER - ______________________________

WHAT BODY PART IS CAUSE OF DISABILITY?
_____________________________________________                  


_________________________________________

DO YOU HAVE A PERCENTAGE OF DISABILITY?   


 ___________%

Buffalo Neurosurgery Group complies with applicable Federal civil rights laws and does not Discriminate on the basis of race, color, national origin, age, disability, or sex.

ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame al 1-716-677-6000 (TTY: 1-800-676-4290).

注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電 1-716-677-6000
