SOAR Functional Assessment Statement


[Insert DDS Address/Examiner, if known]

Applicant Name: 
Social Security Number (SSN):
Date of Birth (DOB):
Dear DDS Examiner,
Introduction
· 
Occupational History

Physical Health Treatment
Diagnoses

Treatment
Treatment Provider 1

Mental Health Treatment
Diagnoses

Treatment
Treatment Provider 1

Substance Use (if applicable)
Diagnoses

Treatment
Treatment Provider 1

Materiality

Functional Information 
Understand, Remember, or Apply Information
· 
Interact with Others

Concentrate, Persist, or Maintain Pace 

Adapt or Manage Oneself

Summary
Due to the symptoms and limitations resulting from [Applicant’s name] diagnoses of [List physical and mental health diagnoses], [Applicant’s name] has been unable to work at a Substantial Gainful (SGA) Level. All records used to populate this report will also be submitted with the applicant’s claim. 
Please contact me for any additional information at [Your phone number].
Sincerely,
[SOAR case worker name and contact information]
[Signature of SOAR case worker]
[Acceptable Medical Source name and contact information]
[Signature of Acceptable Medical Source]	



