SAMPLE ONLY


You are not required to use this form.

SAMPLE ONLY
The U.S. Department of Education’s Conditional Disability Discharge (CDD) Unit uses this for to confirm with physicians that the borrower’s medical condition is totally and permanently disabling.  We are providing this form as an example of a tool you can use in your rigorous review of the borrower’s discharge application.

(Please note that the CDD Unit allows the physician at least 30 days to return the complete form.)
****************************************************************************************************************************************************
PHYSICIAN FOLLOW-UP
	Your office confirmed a permanent disability condition for the patient indicated below.  In order to discharge this patient’s loan(s), additional information is required within 3 business days.


	Physician’s Name
	
	
	Today’s Date
	

	Telephone #
	
	
	Patient’s Name
	

	FAX #
	
	
	Account #
	


	The United States Department of Education has received a disability form, signed by you, certifying the above referenced individual to be totally and permanently disabled. Federal regulations define this as “unable to work and earn money because of an injury or illness that is expected to continue indefinitely or result in death.” If the individual is able to work, even on a limited basis, currently or in the future, he or she is not considered to have a total and permanent disability as defined above. Please review your records and return this letter to the fax number listed below within 3 business days.


	Diagnosis Clarification:  Please describe in detail, symptoms and deficits that render the patient totally and permanently disabled and therefore unable to return to work in any capacity.   Please include a description of the medications the patient is taking and/or the medical procedures he/she has undergone or will undergo.                                   

	


	

	

	

	

	

	

	

	


	Is the condition temporary?
	
	Yes
	
	No


	In your best professional opinion, will the individual ever have the ability to engage in any form of employment?

	
	Yes
	
	No

	
	
	
	
	


          Return this form via FAX within 3 business days to the Conditional Disability Discharge Servicing Center.  

	FAX # (315) 731 - 2715                                                                                       PHONE # (888) 869 – 4169



	CONFIDENTIALITY NOTICE: This fax may contain information that is privileged, confidential, and exempt from disclosure under applicable law.  If you are not the intended recipient, any dissemination, distribution, copying, or use of this document is strictly prohibited.  If you have received this communication in error, please notify us by telephone at the number listed above to arrange for the destruction or return of the original document to us.  Thank you.

























