
 PLEASE READ INSTRUCTIONS BEFORE COMPLETING FORM

COMPLETION INSTRUCTIONS - EMPLOYABILITY ASSESSMENT FORM (PA 1663)
An individual with a physical or mental disability which temporarily or permanently precludes him or her from 
any gainful employment may be eligible for General Assistance, GA. This form must be completed to document 
the disability.

To implement these requirements, we are asking you to complete this form for an applicant for public assistance.

Who may complete assessment: The assessment may be performed only by a licensed physician, physician’s 
assistant, certified registered nurse practitioner, or psychologist.

Who signs the form: Only the individual who performed the employability assessment may sign the 
form. The signature must be original or the form will be invalidated. Signature 
or clinic stamps, labels, and other facsimilies are not acceptable.

General form completion requirements: The information on the form and attachments must be complete and legible. 
The inability of county staff to read your material will result in the client’s 
application being delayed and the form being returned to you for clarification. 
If possible, the form and any attachments should be typed.

 If all questions are not answered fully, the client’s application will be delayed 
and the form returned to you for completion.

 EMPLOYABILITY SECTION
Permanently Disabled: Check this block if the client should be considered permanently disabled 

and, therefore, unable to work. When making this determination, you must 
consider whether the client is unable to engage in any gainful employment 
by reason of any medically determinable physical or mental impairments. A 
medically determinable physical or mental impairment is an impairment that 
results from anatomical, physiological, or psychological abnormalities which 
can be shown by medically acceptable clinical and laboratory diagnostic 
techniques. A physical or mental impairment must be established by medical 
evidence consisting of signs, symptoms, and laboratory findings, not only by 
the individual’s statement of symptoms.

Temporarily Disabled: There are two blocks for use in evaluating a client who is 
temporarily disabled  - one for a client whose disability is 
expected to last 12 months or more, and one for a client whose 
disability is expected to last less than 12 months. Check the 
appropriate block if the client has an injury or condition that 
temporarily prevents the client from working in any gainful 
employment. Once the injury or ailment is resolved, the client 
can work. The date shown is when the temporary disability is 
expected to end. A client whose disability is expected to last 
12 or more months may be a candidate for Social Security 
Disability or SSI benefits.

Employable: Check this block if, based on your examination, it is not 
appropriate to check either the Permanently or Temporarily 
Disabled blocks.

 EXAMINATION RESULTS SECTION
This section must be fully completed so that it clearly establishes the basis for your decision that the 
client is either temporarily or permanently disabled. Simply providing a diagnosis is not sufficient. You 
must provide information about the basis for your diagnosis and assessment. Further, documentation 
sufficient to support your decision, for example medical records, X-rays, and lab reports, must be 
available for further review if required.

Questions: Contact your local county assistance office

PA 1663-CH (SG)   10/16





我在此批准所有医务人员向宾夕法尼亚州的公共福利部发布关于我工作能力的任何医疗信息。所获得的
信息仅用于评估我的工作能力与我接受公共援助的资格。

简要说明你为什么认为自己没有能力工作:

缴交至:
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第 I 部分 （必须由申请人/接受者填写，用于公共援助）

请清晰打印或书写。请一定要在本表以下适当空格签署姓名与日期。

完成该部分后，请安排约见一个有执照的医师(骨科医师或医生)、医师助理、认证的注册护士或心理医
生。在缴交完整填写的表格至郡援助办公室工作人员后，你一般的援助福利才可经过批准。

工作人员：

(签名) 公共协助申请人/接受者 正楷姓名 日期

X

宾夕法尼亚州公共福利部门 
就业能力评估表

案例标识
县 记录号 分类 承办案件数 区域

记录名    日期

申请中心办事处姓名和地址

姓名:  出生日期： 社保号：

地址:  电话:

城市:  州: 邮编:
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SECTION II (To be completed by a licensed physician, physician’s assistant, certified registered nurse practitioner, or psychologist)

The information on this form will be used by Department of Human Services, DHS, to make an assessment of 
your patient’s qualification for GA benefits based on his or her inability to work. Please complete this section 
based on your evaluation of the patient’s statement in Section I, your examination of the patient, and your use 
of other medical procedures.

AS A LICENSED MEDICAL PROVIDER, I CERTIFY THAT I HAVE READ AND COMPLIED WITH THE ATTACHED INSTRUCTIONS AND 
THE ABOVE INFORMATION IS TRUE AND CORRECT TO THE BEST OF MY PROFESSIONAL KNOWLEDGE. I FURTHER CERTIFY THAT 
MY DIAGNOSIS AND ASSESSMENT ARE BASED SOLELY ON THE PATIENT’S CONDITION AS DETERMINED BY MY EXAMINATION. 
I UNDERSTAND AND AGREE THAT MY DIAGNOSIS AND SUPPORTING DOCUMENTATION MAY BE SUBJECT TO REVIEW BY THE 
DEPARTMENT OF HUMAN SERVICES.

EMPLOYABILITY (Check only one)

PERMANENTLY DISABLED - Has a physical or mental disability which permanently 
precludes any gainful employment. The patient is a candidate for Social Security Disability or 
SSI.

1.¨
TEMPORARILY DISABLED - 12 MONTHS OR MORE - Is currently disabled due to a temporary 
condition as a result of an injury or an acute condition and the disability  temporarily 
precludes any gainful employment.

The temporary disability began              and is expected to last until               .

The patient may be a candidate for Social Security Disability or SSI benefits.

2.¨

TEMPORARILY DISABLED - LESS THAN 12 MONTHS - Is currently disabled due to 
a temporary condition as a result of an injury or an acute condition and the disability 
temporarily precludes any gainful employment.

The temporary disability began              and is expected to last until               .

3.¨

EMPLOYABLE - The patient’s physical and/or mental condition is such that he or she can 
work.

4.¨

DATE DATE

DATE DATE

EXAMINATION RESULTS: (Both parts of this section must be completed if #1, #2 or #3 
above is checked. If not completed, the client will be ineligible for GA.)

DIAGNOSIS (Primary and Secondary):

PRIMARY:

SECONDARY:

ASSESSMENT BASED UPON: (Check all that apply)

1.

2.

¨

¨

¨

A. PHYSICAL EXAMINATION

B. REVIEW OF MEDICAL RECORDS

C. CLINICAL HISTORY

¨

¨

D. APPROPRIATE TESTS AND DIAGNOSTIC PROCEDURES

E. OTHER (Specify) ___________________________________

______________________________________________________

MEDICAL PROVIDER (PRINT NAME):

ADDRESS:

TELEPHONE NO.:

SIGNATURE MEDICAL ASSISTANCE PROVIDER NO. DATE


