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Department for the Blind and Vision Impaired
General Medical (Completed by the Physician)


THE VIRGINIA DEPARTMENT FOR THE BLIND AND VISION IMPAIRED (DBVI) is committed to providing quality services to assist Virginia's citizens who are blind, deafblind or vision impaired in achieving their maximum level of employment, education, and personal independence. The department provides an array of specialized services to Virginians of all ages to assist them in attaining the skills, confidence, and positive outlook that are critical to independence.  Services may include employment and/or training services, community based work experiences, and training in independent living skills of blindness, including rigorous travel training. 

Based on the individual’s reported medical history (attached Health Checklist), it has been determined that a general medical examination is necessary to further assist DBVI in the development of an appropriate plan of services.  Please review with the individual all checked responses from the Health Checklist and record any additional history and findings on this General Medical Examination form.  Please note if there are any significant medical conditions or concerns that in your opinion require more significant medical treatment. 

	PART I:
	PART II:

	


	



PHYSICAL EXAMINATION
	
	Serology Data *
	Height
	Weight
	Blood Pressure

	
	
	
	

Test
	
	
	

	
	
	
	
	Urinalysis

	Albumin

	Sugar


	
	
	
	Results
	
	
	

	
	
	
	*Optional Test(s)  

	
	Eyes
	
	

	
	Ears, nose, throat
	
	PART III:

	[bookmark: _Hlk390159952]
	Mouth, teeth
	
	Present illness/describe abnormalities in PART I:  

	
	Neck, thyroid
	
	

	
	Lymphatic system
	
	

	
	Breasts
	
	

	
	Lungs, chest
	
	

	
	Heart
	
	

	
	Abdomen, hernia
	
	

	
	Genitalia, pelvic
	
	

	
	Genitourinary
	
	

	
	Anorectal
	
	

	
	Limbs, joints, spine
	
	

	
	Edema, varicose veins
	
	

	
	Neurological, gait
	
	

	
	Psychiatric
	
	

	
	General appearance
	
	

	PART IV – DIAGNOSIS

1. Primary Condition:

2. Acute:    Chronic:    Stable:    Improving:    Progressive:    Transient:    Permanent:  

3. Secondary condition(s):  (specify):









	PART V:  Please check your opinion as to work and training tolerances.  Functional restrictions are based on non-visual capacities.   Functional and/or environmental limitations:

	
	Walking
	  UNLIMITED       
	  1-2 MILES           
	 1 ½ - 1 MILE              
	  1-2 BLOCKS            
	  100 FT/LESS

	Stairs
	  UNLIMITED       
	  4 FLIGHTS          
	  2 FLIGHTS                
	  1-2 FLIGHTS            
	  NONE

	Lifting
	  60-100 LBS       
	  40-60 LBS           
	  25-40 LBS                  
	  10-25 LBS                
	  10 LBS/LESS

	Standing
	  UNLIMITED       
	  75% OF TIME     
	  50%-75% OF TIME   
	  25%-50% OF  
     TIME   
	  10% OR LESS


	Stooping, Bending, Twisting
	  UNLIMITED         
	  RESTRICTED           
	  AVOID

	Temperature Extremes
	  UNLIMITED         
	  RESTRICTED           
	  AVOID



Other Limitations:





	PART VI – Comments and recommendations:
1. Indicate need for additional medical supplies:


	2.  Can these be accomplished on outpatient basis?
	
	  Yes    No  If yes, where?



	3. Indicate needed treatment(s):



	4. Indicate needed surgical procedure(s):


	5.  CPT Code:

	6.  Hospitalization: 
                Yes     No
	7.  Name of hospital: 


	8.  No. of days:

	9.  Prognosis for employment and/or training?  With treatment:



	Without treatment:

	



(Signature of Physician)                                     (Date)

_________________________________________________________
(Address)

_________________________________________________________
(Specialty)

_________________________________________________________
(F.T.I.D.)
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