PERSONALIZED STATEMENT FORM
Name: ________________________________________                                             
Please provide a brief statement answering each of the following questions.

1. Please list your disabilities that have been diagnosed by a physician or psychiatrist:

____________________________________________________________________________________________________________________________________________________________________________________________

2. Explain why you could not complete a regular work week without your mental condition(s) interfering:

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

3. Explain why you could not complete a regular work week without your physical condition(s) interfering:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

4. Please complete the following sentences:

a.  I have trouble concentrating and paying attention when: ___________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

b.  I could not understand and follow simple instructions on a job because:________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

c.  If I had a job, I would need special help from a supervisor because:___________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________
d.  My mental condition(s) would not allow me to work because:_______________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

e.  My physical condition(s) would not allow me to work because:______________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________
f.  The biggest difficulty I would have on a job is:___________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

g.  Examples of how my daily habits/routines have changed/deteriorated are:______________________________

______________________________________________________________________________________________________________________________________________________________________________________

___________________________________________________________________________________________

PERSONALIZED STATEMENT FORM (cont’d)                  Name:  ______________________________                 

Please place a check mark beside each statement below that best describes you.

___  I have lost interest in my normal activities.

___  I feel nervous or anxious a lot.

___  I have trouble making my own decisions.

___  Sometimes I suddenly feel fear or panic.

___  I have trouble understanding directions.

___  I have considered or attempted suicide.

___  I lack confidence in my abilities.

___  I am sad most of the time.

___  I have trouble paying attention.

___  I make bad decisions in a work setting.

___  I have trouble remembering things.

___  I sleep too much.

___  People in the workplace have liked me.

___  I hear voices or see things that others do not see or hear.

___  I sometimes use alcohol or street drugs to help myself feel better.

___  I sometimes overuse my prescription medication to help myself feel better.

___  I sometimes stop taking my medication against my doctor’s advice.

___  I can do simple tasks or jobs as longs as I do not have to deal with a lot of people.

___  I depend on others too much.

___  I have trouble getting along with family, neighbors, or others.

___  I have trouble getting along with supervisors or other authority figures.

___  I have trouble with my temper.

___  I can do some jobs, but employers will not hire me.

___  I believe that people are out to get me.

___  My appetite or eating habits has changed.

___  I have racing or confusing thoughts.

Please use this space to write a brief statement explaining how you feel your disability interferes with your daily life. 

Please use this space to write a brief statement explaining how you feel your disability interferes with your ability to work.

_____  I had help filling out this questionnaire.

_____  I filled out this questionnaire on my own.

Signature:__________________________________________    Date:_________________________________
