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	Application for an assessment of work capacity
	

	
	Medical questions
	

	
	
Medical details
These details fall under doctor-patient confidentiality. Employee Insurance Agency always handles medical details confidentially. This information will be read by the insurer’s medical advisor and direct staff members exclusively.

	
	
Sometimes, an additional medical examination is required. 
If the UWV Employee Insurance Agency decides to call you 
to the Netherlands you will be told in good time. 

Sending by post
If you have any of your medical records or documents, 
please send us a copy.  

	

	
	
	
	
	

	
	
	
	
	Your details
	

	
	
	
	
	

	
	Initials and surname
	
	<presentatienaam>
	

	
	
	
	
	

	
	Citizen service number
	
	<BSN>
	
	

	
	
	
	
	

	
	
	1
	
	Questions about your health
	

	
	
	
	
	

	1.1
	What illness(es) do you suffer from?
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	1.2
	What complaints do you have following from the abovementioned illnesses?
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	1.3
	Do your complaints get worse if you take part in certain activities or under certain conditions?
	
	󠄀 No
	

	
	
	
	󠄀 Yes
	
	
	
	

	
	
	
	
	 Complaint
	
	Increase due to this activity / conditions
	

	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	

	1.4
	Have you, in recent years, been admitted to a hospital or another care institute?
	
	󠄀 No
	

	
	
	
	
	
	Day
	
	Month
	
	Year
	
	
	Day
	
	Month
	
	Year
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	󠄀 Yes
	From
	
	
	
	
	
	
	To
	
	
	
	
	
	

	
	
	
	
	

	
	
	
	
	Reason
	
	

	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	

	
	
	
	
	Name of hospital of institute
	
	

	
	
	
	
	

	
	
	
	
	Address
	
	

	
	
	
	
	

	
	
	
	
	Postal Code and town/ city
	
	
	
	

	
	
	
	
	

	
	
	
	
	Country
	
	

	
	
	
	
	

	1.5
	Are you receiving treatment from a physician? 

	
	󠄀 NoContinue to question 1.8.8.
󠄀 Yes
	

	
	
	
	
	1
	Name and specialism
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	Name of hospital
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	Address
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	City
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	Name and specialism
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	Name of hospital
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	Address
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	City
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	Name and specialism
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	Name of hospital
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	Address
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	City
	
	

	
	
	
	
	

	1.6
	What medication are you using?

	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	1.7
	What is the result of the treatment/medication?

	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	1.8
	Will, in the near future, an important course of treatment take place such as an operation, chemotherapy, radiation or revalidation?
	
	󠄀 No
	

	
	
	
	󠄀 YesExplanation
	
	

	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	

	1.9
	What do you expect of your health in the near future? 

	
	󠄀 I expect a change
󠄀 I do not expect any change
󠄀 I expect a deterioriation
	

	
	
	
	
	

	
	
	
	Explanation
	
	

	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	

	1.10
	Do you carry out any activities which aim to improve your health? 

	
	Rather than medical treatment, activities here are understood to mean activities which benefit your physical and/or psychological condition such as walking, cycling, swimming, yoga, etc.
󠄀 No
	

	
	
	
	󠄀 YesExplanation
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	Questions about your difficulties and possibilities
	

	
	
	
	
	

	2.1
	Do your psychological complaints  form obstructions to your daily life? 

	
	󠄀 No
󠄀 YesDescribe how your daily life is obstructed by these complaints. For example: problems 	dealing with stress and conflicts, problems concentrating, problems controlling 	emotions.
	

	
	
	
		  Explanation
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	2.2
	Do you have any difficulties using your hands or fingers? 

	
	󠄀 No
󠄀 Yes	󠄀 Right hand
	󠄀 Left hand
	Describe these difficultues as accurately as possible.
	

	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	

	2.3
	Are you right-handed or left-handed?
	
	󠄀 Right-handed
󠄀 Left-handed
	

	
	
	
	
	

	2.4
	Do you have any difficulties bending your back? 

	
	󠄀 No
󠄀 YesIndicate how long you can stay in a bent posture.
	

	
	
	
	
	

	
	
	
	
	
	
	minutes
	

	
	
	
	
	

	2.5
	Do you have any difficulties lifting things? 

	
	󠄀 No
󠄀 YesIndicate roughly how much you can lift.
	

	
	
	
	
	

	
	
	
	
	
	
	kilograms
	

	
	
	
	
	

	2.6
	Do you have any difficulties working above shoulder height? 

	
	󠄀 No
󠄀 YesIndicate approximately how long you can work above shoulder height.
	

	
	
	
	
	

	
	
	
	
	
	
	minutes
	

	
	
	
	
	

	2.7
	Do you have any difficulties walking?

	
	󠄀 No 
󠄀 YesIndicate how long you can walk at a normal pace without pausing.
	

	
	
	
	
	

	
	
	
	
	
	
	minutes
	

	
	
	
	
	

	2.8
	Do you have any difficulties climbing or coming down stairs?
	
	󠄀 No 
󠄀 YesIndicate how many floors you can walk up to and down from in one time.
	

	
	
	
	
	

	
	
	
	
	
	
	verdiepingen
	

	
	
	
	
	

	2.9
	Do you have any difficulties 
kneeling? 

	
	󠄀 No 
󠄀 YesIndicate approximately how long you can kneel.
	

	
	
	
	
	

	
	
	
	
	
	
	minutes
	

	
	
	
	
	

	2.10
	Do you have any difficulties crouching
	
	󠄀 No
󠄀 Yes Indicate approximately how long you can crouch.
	

	
	
	
	
	

	
	
	
	
	
	
	minutes
	

	
	
	
	
	

	2.11
	Do you have any difficulties standing?
	
	󠄀 No
󠄀 Yes Indicate approximately how long you can stand.
	

	
	
	
	
	

	
	
	
	
	
	
	minutes
	

	
	
	
	
	

	2.12
	Do you have any difficulties sitting?

	
	󠄀 No
󠄀 YesIndicate approximately how long you can sit.
	

	
	
	
	
	

	
	
	
	
	
	
	minutes
	

	
	
	
	
	

	2.13
	Do you have any problems using a computer?

	
	󠄀 No
	

	
	
	
	󠄀 YesExplanation
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	Self-care
	

	
	
	
	
	

	3.1
	Are you able to care for yourself?
	
	󠄀 No
	

	
	
	
	󠄀 Yes
	- Get up on time on your own
- Shower and use the toilet on your own
- Cook
- Organise your own administration
	󠄀 Yes
󠄀 Yes
󠄀 Yes
󠄀 Yes
	󠄀 No
󠄀 No
󠄀 No
󠄀 No
	

	
	
	
	
	If you have answered ‘no’ one or more, please explain.
	

	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	

	3.2
	Do you need help?
	
	󠄀 NoContinue to question 3.4.
	

	
	
	
	󠄀 Yes
	Specify the sort of help you need.
	

	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	

	3.3
	How often do you need this assistance?
	
	
	
	Times per
	󠄀 Day
	󠄀 Week
	󠄀 3 weeks
	󠄀 Month
	

	
	
	
		
	
	
	
	
	
	
	

	
	
	
	
	

	3.4
	What are your daily activities?

	
	-	Describe your average day between getting up and going to sleep, e.g. cleaning, cooking, 	doing shopping, doing odd jobs, bringing children to school, using a computer/ internetting, 	reading, watching TV, doing sports, walking.  
-	Indicate how long you sleep and how well you sleep.  
-	Describe social activities such as paying or receiving visits. 
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	Signature
	

	
	
	
	
	

	
	Date and signature
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