Medical Examination Report Template (Physical) 

 The TAC has prepared the following report format. Please use this format, including headings and requested details, when providing your report. You may add additional sub-headings if required.


1. Client details
Client name 		Click here to enter text.
Claim number		Click here to enter text.	 
Address		Click here to enter text.	
Date of birth		Click here to enter a date. 
Date of accident		Click here to enter a date.
Gender			Choose an item.	
Occupation 		Click here to enter text. 
Dominant hand		Choose an item.
Preferred language	Click here to enter text.
Enclosures received 	Yes ☐ 	No ☐	 
ID checked:		Yes ☐ 	No ☐	
2. Details of the assessment
Date of examination:	Click here to enter a date.		
Format of examination:	In person ☐ 	Telehealth ☐
Duration of assessment (time spent interviewing and examining the client):
Click here to enter text.
Have you previously undertaken an examination or treatment of this client?
Yes ☐ 	No ☐
Do you have any conflicts of interest? Please refer to the Medical Examiner Service Standards.
Yes ☐ 	No ☐
Details of all persons present at the time of this examination. Include their name and relationship to the client.
Click here to enter text. 
Summary of referral reason:
Click here to enter text. 
3. Medical material reviewed
Treater medical material and/or reports reviewed? 	Yes ☐	No ☐ 
Please provide a summary of salient findings from your review of this information.
Click here to enter text.
4. Accident circumstances
Description of the accident including details of any initial medical intervention received.
Click here to enter text.
5. Background history
5.1 Past medical history
Detail any pre-existing medical conditions, illnesses or injuries and outline the status of these conditions at the time of the transport accident, including symptoms.
Click here to enter text.

5.2 Treatment and medication history
Detail any surgeries or physical treatments undertaken prior to the transport accident and include name, dose and strength of medication taken before and at the time of the transport accident.
Click here to enter text.

5.3 Social, family, employment and other history
Functioning. Detail the client’s level of functioning prior to and at the time of the transport accident. Include in your response, how the client spent their time and any limitations to functioning, e.g.  domains of self-care and domestic activities, social and recreational activities, family relationships and carer responsibilities, ability to travel and engage in study or volunteer activities.
Click here to enter text.
Occupation, education and/or work history. Provide a detailed description of the client’s occupation, education and/or work history, including their hours and duties at the time of the transport accident. If not working, please detail source of income including any benefits being received, e.g. Disability Support Pension.
Click here to enter text.
6. Initial injury, treatment and progress  
6.1 Physical injuries/treatment  
Physical injuries sustained in the transport accident. Detail the onset of symptoms, subsequent treatment and investigations sought for each injury, and response to treatment.
Click here to enter text.

[bookmark: _Hlk199345333]Aggravation of pre-existing medical condition(s). Detail the extent of the aggravation including onset dates, changes to treatment or medication regimes. 
Click here to enter text.

Subsequent medical condition(s). Detail onset dates and comment on any relationship to the transport accident. 
Click here to enter text.

6.2 Progress 
Please detail the client’s progress with respect to their transport accident-related injuries, specifically whether their condition has improved, deteriorated or remained unchanged since the transport accident. 
Click here to enter text.

If the injury has not improved, please detail the factors that have contributed to this. This could include the transport accident or other factors/stressors. 
Click here to enter text.

6.3 Current status
Please detail the client’s current symptoms, treatment and medication regime that relate to the transport accident.
Click here to enter text.		

Please detail any change to functioning (including occupational functioning) that relates to the transport accident.
Click here to enter text.

If the current injury is an exacerbation or aggravation of a pre-existing condition, have the client’s symptoms and functioning returned to their pre-accident level?
Click here to enter text.
7. Examination
[bookmark: _Hlk199410712]Physical examination. Examiners are to detail all relevant clinical findings, all measurements and all tests undertaken.
Click here to enter text.

Range of movements. Examiners are requested to provide any relevant discussion. Comment on the range of movements observed at the time of the examination where this is not consistent with the range of movements measured during the formal examination.
Click here to enter text.
8. Review of documents, investigations or special tests

Radiology review based on direct observation of the radiological studies?   
Yes ☐  No ☐ (reports only)

Investigations and documents reviewed. Confirm review of all investigations and documents provided in supporting material and those utilised in this assessment, including outcomes and findings. Compare and contrast the results of earlier investigations and tests to recent ones and provide details of any opinion that contrasts to any investigations or test results.
Click here to enter text.
9. Diagnosis
[bookmark: _Hlk199410788]Examiners must reference the mechanism of injury and provide a detailed path of reasoning, including detailed analysis of medical evidence (and reference relevant published research) used in formulating an opinion, when responding to each of the below: 

Injuries resulting from the transport accident
Click here to enter text.

Aggravated pre-existing injury or disease
Click here to enter text.

Unrelated injury or disease that has arisen since the transport accident
Click here to enter text.

Have any of the above injuries and/or conditions resolved? Please elaborate.
Click here to enter text.
10. Discussion
Are the injuries consistent with the accident circumstances?
Click here to enter text.

Is the current presentation consistent with the accident injuries?
Click here to enter text.



If the client was already in receipt of treatment prior to the transport accident, please detail how their treatment needs have changed and what aspect(s) of their current treatment is accident related.
Click here to enter text.
[bookmark: _Hlk199776065]
Any other comments you wish to add
Click here to enter text.
11. Prognosis
Detail future prospects and outcomes of each injury with reference to motivation, occupational and/or daily living activities. The medical basis must be provided for any conclusions that restrictions or accommodations are or are not warranted.
Click here to enter text.

What needs to change to achieve improvement/recovery/return to work? For example, further treatment, resolution of stressors etc. What is the timeframe? Please provide details.
Click here to enter text.
12. Lifestyle evaluation
Please detail the effect of the diagnosed injuries in each of the areas below and include your medical basis for any conclusions regarding incapacity resulting from the injuries.

Mobility. Include where abilities are augmented, where appropriate, by non-physical and physical aids, such as the requirement for supervision or the use of a wheelchair.
Click here to enter text.	

Work capacity. Detail the client’s ability to sustain appropriate work or attend school in a manner customary to their specific circumstances. Please indicate whether the client is back at work, has worked, is fit to return to work or has potential to work and include the type of work in your response.
Click here to enter text.

Home and leisure activities. Detail the client’s ability to participate in meaningful leisure activities and domestic duties in a manner customary to their specific circumstances.
Click here to enter text.	
13. Additional questions

Please respond to any additional questions from the referring parties. If you have already addressed a question in the above section(s), refer to the section(s) in your response.
Click here to enter text.


Have all questions asked by the referring parties been answered?
Yes ☐  No ☐
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Client Name: 
Examiner Name: 
Supplier: 
