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DISABILITY QUESTIONNAIRE 
 
 
Name________________________________________________        Claim Number_____________________________ 

 
 
 
 
 
 
 
 

In order to assist us with the processing of your claim, please complete this questionnaire and return it to our office as soon as 
possible.  If necessary, please use a separate sheet of paper to complete any of the survey items. 
 
1. Describe, in your own words, what prevents you from working.____________________________________________  

_________________________________________________________________________________________________
___________________________________________________________________________________________ 

 
2. List the names and addresses of each doctor you see regularly.____________________________________________ 

______________________________________________________________________________________________ 
 
3. List the name and address of any Vocational Rehabilitation.  ______________________________________________ 

_________________________________________________________________________________________________
_________________________________________________________________ 

 
4. List any/all medications that you take and the dosage.___________________________________________________ 

______________________________________________________________________________________________ 
 
5. If you have been confined in a hospital within the last 12 months, please list the name, address and the dates that you 

were confined. 
Name of Hospital______________________________ Confined From __________ To___________ 
Complete Address__________________________________________________________________ 
Reason___________________________________________________________________________ 

 
6. Please indicate any change in your condition since you stopped working. 

_____________ Improved  ______________ No Change        _____________Worse 
 
 
7. Please indicate any hobbies or interests that you had or still have. __________________________________________ 

_________________________________________________________________________________________________ 

 
8. Please indicate how many years of school you completed 

Circle one:   1   2   3   4   5   6   7   8   9   10   11   12         College  1   2   3   4          Masters         PhD 
If you attended college, indicate your major:_____________________________________________ 

Describe any technical training, business school education, or any type of license that you may hold: 
_________________________________________________________________________________________________ 
 
 
 

SPECIAL NOTICE-Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly 
presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison. 
FOR OHIO ONLY-Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an 
application or files a claim containing a false or deceptive statement is guilty of insurance fraud. 
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Claim Number: _________________________ 
 

 
 

DISABILITY QUESTIONNAIRE 
(Continued) 

 
 

 
9.   Have you ever owned or operated your own business?    YES__________      NO__________ 

If yes, please indicate nature of business______________________________________________________________ 

______________________________________________________________________________________________ 
 

10. Describe ALL your past work experience for the last 15 years:   
                                                   BEGIN WITH YOUR MOST RECENT POSITION 

Positions & Duties        Dates Employed          Name of Employer 
                From            Through  
______________________          ___________       ___________              _____________________ 
______________________           ___________       ___________         ______________________ 
______________________           ___________       ___________         ______________________ 
 

11. Are you receiving Social Security Disability Benefits?        
      YES___________  NO____________ 

      IF “Yes” please provide the date awarded:  ______ / ______ / ______ 
 
12. Do you anticipate returning to your previous job or any other occupation in the near future?  

YES__________    NO_________ 
If yes, when and to what position? _____________________________________________________ 

If no, why? _______________________________________________________________________ 
 

13. Are you participating in any vocational rehabilitation or educational program?                    
      YES______   NO______   If yes, please list the name of the program, your proposed goal and the name and address of 

your counselor, if any.____________________________________________________________________________  
 
14. Briefly describe activities during a normal day, including any prescribed exercises and/or diets.___________________ 
 
     _______________________________________________________________________________________________ 
 
 
 
 
 
I certify that the foregoing information is true and correct. 
 
 
 
____________________________________ _________________________     _________________ 
     Claimant’s signature              Social Security #       Date 
 


