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	  If you get in touch with us tell us this
  reference number
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	  Our address


Website: www.direct.gov.uk/disability
	
	
	

	
	
	

	
	
	

	
	
	

	
	
	Our phone number   


	
	
	If you have a

	
	
	textphone               
08457 224433   


	
	
	Date
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	Customer Name:




	
	
	NINO:






Dear Medical Records

Factual Report for Disability Living Allowance
I am writing to you about ____________________________________

	Date of birth
	/          /


Note. If the person has died or recently moved to another area please still complete the report if you can.

Your patient has been in receipt of Disability Living Allowance since

          /          /          . The award was made under the Special Rules provision on the grounds that he or she was terminally ill. The Special Rules are for people who have a progressive disease from which their death can reasonably be expected within 6 months.

We are currently reviewing the claim and would be grateful if you would answer the questions on this factual report based on your knowledge of the patient and their records. A special examination is not required.

We hold your patient’s (or a person appointed to handle their affairs) written consent to allow us to approach you for this information.

It would be very helpful in assessing your patient’s benefit claim if you could complete and return this form within 10 working days. You can use the envelope we sent you. It does not require a stamp

The person making the claim may, at any stage, request a copy of this report to be sent to them.

If there is any information you think would be harmful to their health, for example an adverse diagnosis or prognosis unknown to them, please provide details on the appropriate section of the enclosed report, marked ‘Harmful Information’.

Please include in your report any relevant information contained in letters or reports from hospitals or consultants. If you think it is essential to send us originals or any copies of any letters from consultants, please obtain the author’s consent for the correspondence to be used in connection with your patient’s claim.

To ensure compliance with ‘Rehabilitation of Offenders Act 1974’, your report should not contain any reference to criminal convictions, whether spent or not, unless the information is directly relevant to the customer’s condition or disability.

This report is not subject to the Access to Medical Reports Act 1998. The patient does not need to read it before it is returned.

If you want to ask about anything in this letter please get in touch with us using the number shown on the front page of this letter.

Thank you for your help.

Yours sincerely

From

On behalf of the Department for Work and Pensions

Customer details

	Full name
	
	

	
	
	

	Address
	
	

	
	
	

	
	
	

	
	
	Postcode
	

	
	
	

	Date of birth
	/         /
	


	Hospital or Clinic Reference No.
	
	

	
	
	

	Department/Clinic or Ward
	
	

	
	
	

	Consultant
	
	


Information from your patient’s claim shows that they have the following medical condition/disabilities.

	
	
	

	
	
	

	
	
	

	
	
	


	Condition specific to your Department
	
	


Please complete this report for your patient.

	Date when patient last seen
	/          /



1. Diagnosis(es) of the conditions. In particular has

   
the diagnosis mentioned on page 3 changed.

	


2. Please give brief details of history of the condition, and include 
details of any relevant special investigations.

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


3. Relevant clinical features – in particular in relation,                   
to the diagnosis mentioned in page 4 (e.g. rate of progression, 
recurrence, staging, tumour markers, CD4 count and viral load;
bulbar involvement and respiratory and/or heart failure).
	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


4. Is the condition subject to variation? If so, describe how including 
details and duration of any exacerbations.

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


5. Treatment – please give details of relevant past,     
current and planned treatment (with dates) including response    
(if none or palliative please state).

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


6. Please give details. IF KNOWN, of the effects of the disabling condition(s) on day to day life;

	 (a) Self care – for example, washing, dressing, feeding, using the 
toilet, continence, and ability to rise from the chair

	
	
	

	
	
	

	 (b) Insight and awareness of danger.

	
	
	

	
	
	

	 (c) Ability to get around including pain, gait, balance, 
breathlessness and visual loss.

	
	
	

	
	
	


Please add any further details you think would be helpful to the Department when deciding on this claim.

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Thank you

Now please sign and date your report.

I understand that, in certain circumstances, this report will be released to my patient, their legal representative and any authority deciding an appeal in relation to their entitlement to benefit. I also understand that the only information that can be withheld is medical evidence that would be harmful to the person’s health.

	Signature
	
	

	
	
	Date

	
	
	/          /

	Name in capital letters
	
	Position held

	
	
	

	Telephone number
	
	

	
	
	


Harmful Information – do not copy

We may have to send a copy of the report to your patient. Certain information may be withheld if it appears to the Decision Maker or Appeal Tribunal that its disclosure would be harmful to your patient’s health. An example of what may be harmful information is a diagnosis or prognosis that is not known to your patient, such as malignancy, progressive neurological conditions or major mental illness.

Please note that we cannot withhold information on any other grounds.
For example, information relating to comments or remarks likely to cause embarrassment to the customer, carer, the author or a professional colleague.

Please only write about harmful information on this page
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06/07
Page 1 of 7


	HFR (TI)

Page 7 of 7 



