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Massachusetts Refugee Resettlement Program (MRRP)

MEDICAL REPORT: GOOD CAUSE EXEMPTION

Note to Physician, Psychiatrist, Psychologist, Certified Nurse-Midwife (for purposes of verifying pregnancy or pregnancy-related incapacity):  Your patient recently arrived in the United States as a refugee and, as such, is expected to seek and obtain employment as soon as possible.  Please complete this form if, in your professional opinion, you determine that your patient’s medical condition is serious enough to exclude or limit his/her ability to participate in employment search, training or employment activities.

____________________________________
_____________________________


Patient’s Last Name




First Name

Address (Street, City/Town, State, Zip)

Diagnosis:  __________________________________________________________________________________________________________________________________________________________________________________________________________________

Please check one:

A. TOTAL EXCLUSION FROM PARTICIPATION

 FORMCHECKBOX 

My patient is medically unable to engage in ANY form of job search, training or employment activity.
B. LIMITED PARTICIPATION

 FORMCHECKBOX 
  My patient is medically able to engage in SOME form of job search, training or employment activity. The following restrictions and/or limitations apply. (Please identify specific activities in which your patient should not participate):

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

EXPECTED DURATION OF CONDITION

 FORMCHECKBOX 

Permanent (longer than 1 year)

 FORMCHECKBOX 

Temporary


 FORMCHECKBOX 

1 month



 FORMCHECKBOX 

2 - 4 months



 FORMCHECKBOX 

5 - 8 months



 FORMCHECKBOX 

Other, please specify:  ________________________________________
___________________________________________________________
_____________

Name (print) Physician, Psychiatrist, Psychologist, Certified Nurse-Midwife

Date
___________________________________________________________

Signature

___________________________________________________________
____________

Address








Telephone


Please return the completed form to the following person and address by:
_____________












Date

______________________________________________________________
_____________

Case Manager








Telephone

Case Management Agency Address


PATIENT AUTHORIZATION TO RELEASE MEDICAL INFORMATION

I hereby authorize the release of medical information related to this medical report to: 

Case Management Agency






______________________________________________
______________

Patient’s Signature





Date
1

5/04


