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MEDICAL STATUS FORM 
(Must be completed by a Registered Healthcare Professional) 

 
 
 
 

Name of Applicant: ____________________________ 
 
 

Is the applicant diagnosed with an acquired brain injury?   Yes_____ No ______ 
 
 

 
 

I hereby certify that the information I have provided is accurate and complete to the 
best of my knowledge. 

 
 
___________________________________                  _____________________ 

Registered Healthcare Professional Signature                                 Date 
 

 
Name (Please print) ______________________________________________________ 
 

Professional Designation __________________________________________________ 
 
Address ________________________________________________________________ 

 
Telephone Number _______________________________________________________ 
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