


ALJ Hearing Preparation Questions:
Client’s Name: 						
DOB:		  Age: 		 Age at onset: 			
Education:
	Highest Level of Education: 			 GED:					Vocational School: 										Military training: 				
	If a Child’s SSI claimant/client:  what grade are they currently in (name of school) and how are they grades and behavior in school, including any suspensions, etc. due to poor behavior? _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
	If a Child’s SSI claimant/client:  do they have an IEP?  ____ If so, when did it began?  _________ 
Are there any special accommodations they receive?  _____ If so, what are they?  __________________________________________________________________________________________________________________________________________________________________________ Do they see a psychologist or psychiatrist?  _____  If so, since when, for what and how often?  _____________________________________________________________________________________ What medication are they taking and what is it for and since when, include any side effects? __________________________________________________________________________________________________________________________________________________________________________  
  For Adult SSD/SSI cases:
Onset Date and Employment Questions:
	Last day of work: 										What happened? 																								When become unable to work? 					
	Are you working currently?  ___________  Have you worked at all since you filed for SSD/SSI?  ___________________________________________________________________________________
	When was the last time worked at a job earning $1,000/month (before taxes) for more than 3 months?  ____________________________________________________________________________

	Please state type of work done in the last 15 years AND why you cannot return to that kind of work.
																																																																																																																					
Physical Residual Functioning Capacity Questions
Sitting: 
How long can you sit at one time in a chair? 							
Why? (what hurts) 										   
Then what do you do to relieve the pain or do after sitting for that period of time and for how long? (stand, lay down, ice) 								
Standing
	How long can you stand in one place without walking?						Why? (what hurts) 										Then what? (sit, lay down, walk) 								How long? 									
Walking
	How far (distance) or how long (time) can you walk? 							Why? (what hurts) 											Then what? (sit, lay down, walk) 			 How long? 				
	Do you use an assisted walking device, i.e., cane? ______________  If so, when was it prescribed and by whom?  ________________________________________________________________________




Full Body Symptom Inventory
	Ask if has pain or numbness, how frequently, a. how severe (1-10), b. describe the pain (sharp, burning, dull etc.), c. does it radiate to other areas, d. how long it lasts, e. what do they do to alleviate it.
Head 														Headaches 												Dizziness 												Blurred vision 										
Neck 																										
Shoulders 																									
Arms 														Wrists 													Hands 												
Back 																										
Torso/Chest 																									
Hips 																										
Legs 																											Knees 													Ankles 													Feet 												
	Do you have to elevate any part of your body during the day?  ______ If so, how long at one time, at what level do you elevate it and how often throughout a day?  __________________________________________________________________________________________________________________________________________________________________________
Did a doctor tell you to elevate that body part or who told you to do so?  _________________________	


	How do you need help, if any, with getting dressed, bathing and getting ready (including hair, teeth and other things to get ready)? 																														
	Describe the 3 top things you do all day, on an average day, from when you wake up until you go to bed at  night.																																							Are you able to do (the above) every day? 				
What are you able to do on a GOOD day? 																					
How do you feel on a GOOD day? 																						
What are you able to do on a BAD day? 																						
How do you feel on a BAD day? 																							
How often do you have a bad day? 			 Days per week.	
If you have depression, anxiety, ocd or any other type of issues related to mental functioning, please state what doctor’s you have seen and for what since your most recent application:  ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Are you prescribed medication for these conditions?  _______  If so, are you taking them as prescribed and who prescribed them?  ______________________________________________________________
Do you have any side effects from the medicine?  ____________________________________________
If you have depression, anxiety, panic attacks, etc. what symptoms, if any, do you have while taking the medication as prescribed since the date you most recently applied for SSD/SSI?  _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Does it affect your ability to concentrate and/or your memory?  _____ if so, provide 2 examples of how?  __________________________________________________________________________________________________________________________________________________________________________
How does it affect, if at all, your ability to get along with others and also your ability to go out and do social activities or in taking care of yourself?  _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you have take naps due to fatigue or for another reason? _____  If so, why and how often (x’s per week and duration of time for the nap)? __________________________________________________________________________________________________________________________________________________________________________
Are you able to do your own cooking?  ______ what type of meals?  __________ Any problems doing cooking?  ____________________________________________________________________________
Are you able to do your own cleaning?  ___ What types of cleaning are you able to do?  _____________________________________________________________________________________
What type of things do you do when you go out at all with friends, family and social activities since you applied for SSD/SSI?  __________________________________________________________________________________________________________________________________________________________________________
What, if any, other ways does your health conditions limit or affect you mentally and/or physically and give examples?  _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Surgeries
	List all surgeries from the year prior to the onset date to present. a. type of surgery, b. length of recovery, c. results (did it help or are there still problems)						Any future surgeries needed?
																																																																																											
Medications
	List the medications you take, for what reason and any side effects.
																																																																																																								
Shortness of Breath
	What causes it? How frequent? How severe?
																																																					
Fatigue
[bookmark: _GoBack]	How many hours of actual sleep per night? 								Are you tired during the day? 										Weakness, sleepiness or both? 										Do you take naps? How long?										Pain/Fatigue/Other affects ability to concentrate? 								Example: 																							
Lifting and Carrying
	How much weight can you lift? (gal. of milk= 8lbs.) 							Would you have any problems moving 15 gallons to a fridge 15 feet away? 																	Why or why not? (what hurts) 																																			

Any other health conditions or limitations you have that have not been discussed above that limits you in any way from working:  ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you drank alcohol since the date of your most recent SSD/SSI application?  ____ If so, how often? ____________________________________________________________________________________
Have you used illegal substances since the date of your most recent SSD/SSI application?  ____ If so, how often?  _____________________________________ Treatment for either? __________________
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