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Request for Medical Opinion

Date:

(Medical provider name/clinic, street address, city/state/zip code)

To:

Case number:

Worker name:

Worker phone number:

Fax number:

Agency name:

Agency address:

City/state/zip code:

Medical Provider
Please provide the information requested on the back of this form for the person listed below. This request does not 
represent an offer of payment on the part of the state or county agency. This authorization (see below) will end one 
year from the date it is signed. Return this form to the person and agency listed above. On the bottom half of this 
form is a signed authorization to release this information to the human service agency listed.

CLIENT NAME DATE OF BIRTH

STREET ADDRESS CITY STATE ZIP CODE

SOCIAL SECURITY NUMBER SPOUSE OR FORMER NAME

Client
We need to know what your medical provider thinks about your health to decide what programs can help you. We 
will send this form to the medical provider listed above and ask him/her to answer the questions on the back. If you 
want, you can get your own letter from the medical provider answering these questions. If you want to use this form, 
read and sign the "Authorization for Release of Information" section below.

If we do not get these medical facts about you, you may not get help.

Authorization for Release of Information
Giving Permission
I give permission for the person/organization above to release the requested information to the above agency. This 
information is used to figure my eligibility for public assistance and/or services.

Consequences
State and Federal privacy laws protect my records. I know:
• Why I am being asked to release this information
• I do not have to consent to this authorization, but it may affect my benefits or services if I do not give my consent
• That, generally, I must give my written consent for this person/agency to give out this information, but if I do not 

consent, the information will not be released unless the law otherwise allows it
• I may stop this authorization with a written notice at any time, but this written notice will not affect information the 

agency has already requested
• The person or agency who gets my information may be able to pass it on to others
• If my information is passed on to others by DHS, it may no longer be protected by this authorization.
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This authorization will end one year from the date I sign it, unless the law allows for a longer period.

By checking this box and typing my name in the "Client Signature" field, I understand that I am electronically signing this 
form. I attest and certify that the information provided above is true and accurate. I understand that my electronic signature 
has the same legal effect and can be enforced in the same way as a handwritten signature. (MN Stat. §325L.07)

CLIENT SIGNATURE DATE

By checking this box and typing my name in the "Signature of Spouse/Guardian/Authorized Representative" field, I 
understand that I am electronically signing this form. I attest and certify that the information provided above is true and 
accurate. I understand that my electronic signature has the same legal effect and can be enforced in the same way as a 
handwritten signature. (MN Stat. §325L.07)

SIGNATURE OF SPOUSE/GUARDIAN/AUTHORIZED REPRESENTATIVE DATE

Do NOT use this form for SMRT applications.
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Medical Opinion
Do NOT use this form for SMRT applications

(Mail or fax to agency address/fax number on first page)

Medical provider
NAME

CLINIC

Client
NAME

CASE NUMBER DATE OF MOST RECENT EXAM

Based on your knowledge of the patient or client, please respond to the following questions. A county worker will use 
your response to determine if this person is eligible for cash assistance, Supplemental Nutrition Assistance Program 
Employment and Training (SNAP E&T) or the Child Care Assistance Program (CCAP). It may also serve as a basis for 
referral to apply for a Social Security disability program or Supplemental Security Income (SSI).

Minnesota Statutes 13.03, subd. 3 allow clients access to private data recorded in their files. Be informed that upon 
request by the client or his/her representative, this agency is required by law to provide access to the information 
contained on this form.

1. Diagnosis

2. Will the condition last: Less than 30 days Between 30-45 days More than 45 days Other

a. If less than 30 days, how long do you expect the condition to last?

b. List any temporary physical or mental limitations

c. List any permanent physical or mental limitations

3. Have you prescribed a treatment plan? Yes No

If yes, is patient following the treatment plan? Yes No Unknown

4. When will the patient be able to perform employment? (select one)

Patient can perform any employment now. Hours per day? , or week?

Patient can perform limited employment now. Hours per day? , or week?
Limitation(s):

Patient will be able to perform any employment starting (date)
Hours per day? , or week?

Patient will be able to perform limited employment starting (date)
Hours per day? , or week?
Limitation(s):

Patient will not be able to perform any employment in the foreseeable future.
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5. Does the patient have: (check all that apply)

Developmental disability? Yes No Unknown

Mental illness? Yes No Unknown

Learning disability? Yes No Unknown

Chemical dependency? Yes No Unknown

6. If the diagnosis is Drug Addiction and/or Alcoholism, would there still be a disabling condition if the person were 
to stop the addictive behavior?

Yes No Unknown

7. If female, is this person pregnant? Yes No
If yes, what is the date of conception? Due date?

8. Comments

By checking this box and typing my name in the "Electronic Signature" field, I understand that I am electronically signing this 
form. I attest and certify that the information provided above is true and accurate. I understand that my electronic signature 
has the same legal effect and can be enforced in the same way as a handwritten signature. (MN Stat. §325L.07)

SIGNATURE DATE

TITLE PHONE NUMBER
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For accessible formats of this 
information, ask your county worker. 
For assistance with additional equal 
access to human services, contact your 
county's ADA coordinator. ADA4 (2-18)
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Request for Medical Opinion
(Medical provider name/clinic, street address, city/state/zip code)
Medical Provider
Please provide the information requested on the back of this form for the person listed below. This request does not represent an offer of payment on the part of the state or county agency. This authorization (see below) will end one year from the date it is signed. Return this form to the person and agency listed above. On the bottom half of this form is a signed authorization to release this information to the human service agency listed.
Client
We need to know what your medical provider thinks about your health to decide what programs can help you. We will send this form to the medical provider listed above and ask him/her to answer the questions on the back. If you want, you can get your own letter from the medical provider answering these questions. If you want to use this form, read and sign the "Authorization for Release of Information" section below.
If we do not get these medical facts about you, you may not get help.
Authorization for Release of Information
Giving Permission
I give permission for the person/organization above to release the requested information to the above agency. This information is used to figure my eligibility for public assistance and/or services.
Consequences
State and Federal privacy laws protect my records. I know:
•         Why I am being asked to release this information
•         I do not have to consent to this authorization, but it may affect my benefits or services if I do not give my consent
•         That, generally, I must give my written consent for this person/agency to give out this information, but if I do not consent, the information will not be released unless the law otherwise allows it
•         I may stop this authorization with a written notice at any time, but this written notice will not affect information the agency has already requested
•         The person or agency who gets my information may be able to pass it on to others
•         If my information is passed on to others by DHS, it may no longer be protected by this authorization.
This authorization will end one year from the date I sign it, unless the law allows for a longer period.
Do NOT use this form for SMRT applications.
Medical Opinion
Do NOT use this form for SMRT applications
(Mail or fax to agency address/fax number on first page)
Medical provider
Client
Based on your knowledge of the patient or client, please respond to the following questions. A county worker will use your response to determine if this person is eligible for cash assistance, Supplemental Nutrition Assistance Program Employment and Training (SNAP E&T) or the Child Care Assistance Program (CCAP). It may also serve as a basis for referral to apply for a Social Security disability program or Supplemental Security Income (SSI).
Minnesota Statutes 13.03, subd. 3 allow clients access to private data recorded in their files. Be informed that upon request by the client or his/her representative, this agency is required by law to provide access to the information contained on this form.
1.
2.
Will the condition last:
Will the condition last:
3.
Have you prescribed a treatment plan?
Have you prescribed a treatment plan?
If yes, is patient following the treatment plan?
Have you prescribed a treatment plan?
4.
When will the patient be able to perform employment? (select one)
5.
Does the patient have: (check all that apply)
Developmental disability?
Developmental disability?
Mental illness?
Mental illness?
Learning disability?
Learning disability?
Chemical dependency?
Chemical dependency?
6.
If the diagnosis is Drug Addiction and/or Alcoholism, would there still be a disabling condition if the person were to stop the addictive behavior?
If the diagnosis is Drug Addiction and/or Alcoholism, would there still be a disabling condition if the person were to stop the addictive behavior?
7.
If female, is this person pregnant?
If the diagnosis is Drug Addiction and/or Alcoholism, would there still be a disabling condition if the person were to stop the addictive behavior?
8.
Minnesota Department of Human Services language block. Attention. If you need free help interpreting this document, call the above number.
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