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Dakota County Employment and Economic Assistance Department

Request for Medical Examination for Disabled MFIP Household Member

	RETURN TO:
	Agency: 
	
	Case Name:
	

	Address:
	
	
	Maxis#:
	

	
	
	
	

	Phone #:
	
	Fax #:
	


	Applicant Information – This Section is completed by the Financial Worker

	Name of disabled household member:

     
	Street Address:

     

	City:

     
	State:

  
	Zip Code:

     
	Date of Birth:

     
	Sex:

 


· If the disabled individual is an adult (18 or older), the disabled adult must sign the release below.

· If the disabled individual is a minor (under age 18), the adult must sign the release below. 

	Authorization:  I hereby give my permission to any licensed physician and/or care facility to provide the information requested on this form to the agency named above.

	Signature


	Date




	Physician Information – This Section is Completed by the Physician

	Physician’s Name (please print or type)


	Street Address

	City


	State
	Zip
	Phone

	Physician’s Signature


	Date
	Date of Exam


Notice to Third Parties:  Minnesota Statue 15.162, allows access to recorded data.  Be informed that upon request of the recipient or his/her legal representative, this Department is required by law to provide them the information contained in this form.  Any statements included in the client’s file may be open to his/her inspection.

Note to the Physician:  This MFIP participant has requested that his/her employment service requirements be adjusted due to having to care for an ill, injured or disabled household member.
1. Is this person needed in the home to care for an ill, injured or disabled household member?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

2. Does care of this ill household member prevent the MFIP participant from types of employment?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

(Continued on next page)
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3. If the ill, injured or disabled household member is in school, can the MFIP client participate in work or work related activities? 

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

4. What is the illness or incapacity?

	

	

	


5. Will this condition last 12 months or longer?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No


6. Estimated date when the MFIP participant could work or do work related activities: 

	

	


7. Check the appropriate box(es) if the household member qualifies for any of the following SPMI diagnoses:


 FORMCHECKBOX 
 Schizophrenia.


 FORMCHECKBOX 
 Bipolar Disorder.


 FORMCHECKBOX 
 Major Depression.


 FORMCHECKBOX 
 Borderline Personality Disorder.

If the household member has one of the above diagnoses, will the household member be likely to have future episodes requiring inpatient or residential treatment unless ongoing case management or community support services are provided?


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

8. Does the client/caregiver have a child in the home with a severe emotional disturbance (SED)?  If yes, check the appropriate box(es):

 FORMCHECKBOX 
  Has been admitted within the last 3 years or is at risk of being admitted to inpatient or residential treatment.

 FORMCHECKBOX 
  Is a Minnesota resident receiving inpatient treatment or residential treatment for emotional disturbance through the Interstate Compact.

 FORMCHECKBOX 
  Has been determined by mental health professional to have psychosis or clinical depression, to be at risk of harming self or others, or to have psychopathological symptoms that resulted from physical or sexual abuse or psychic trauma within the past year.

 FORMCHECKBOX 
  Has significantly impaired home, school or community functioning for at least 1 year or for a period that mental health profession documents as presenting substantial risk of lasting at least 1 year.

9. How long has the household member/child met the criteria referenced in No. 7 or 8 above?

	
	(Month/Year)
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