§416.919n

your treating source or other medical
source and will use the results to help
us evaluate impairment severity or
prognosis. However, we will not order
diagnostic tests or procedures that in-
volve significant risk to you, such as
myelograms, arteriograms, or cardiac
catheterizations for the evaluation of
disability under the Supplemental Se-
curity Income program. A State agen-
cy medical consultant, or a medical ex-
pert (as defined in §405.5 of this chap-
ter) in claims adjudicated under the
procedures in part 405 of this chapter,
must approve the ordering of any diag-
nostic test or procedure when there is
a chance it may involve significant
risk. The responsibility for deciding
whether to perform the examination
rests with the medical source des-
ignated to perform the consultative ex-
amination.

[56 FR 36966, Aug. 1, 1991, as amended at 65
FR 11879, Mar. 7, 2000; 71 FR 16459, Mar. 31,
2006]

§416.919n Informing the medical
source of examination scheduling,
report content, and signature re-
quirements.

The medical sources who perform
consultative examinations will have a
good understanding of our disability
programs and their evidentiary re-
quirements. They will be made fully
aware of their responsibilities and obli-
gations regarding confidentiality as de-
scribed in §401.105(e). We will fully in-
form medical sources who perform con-
sultative examinations at the time we
first contact them, and at subsequent
appropriate intervals, of the following
obligations:

(a) Scheduling. In scheduling full con-
sultative examinations, sufficient time
should be allowed to permit the med-
ical source to take a case history and
perform the examination, including
any needed tests. The following min-
imum scheduling intervals (i.e., time
set aside for the individual, not the ac-
tual duration of the consultative exam-
ination) should be used.

(1) Comprehensive general medical
examination—at least 30 minutes;

(2) Comprehensive musculoskeletal
or neurological examination—at least
20 minutes;
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(3) Comprehensive psychiatric exam-
ination—at least 40 minutes;

(4) Psychological examination—at
least 60 minutes (Additional time may
be required depending on types of psy-
chological tests administered); and

(5) All others—at least 30 minutes, or
in accordance with accepted medical
practices.

We recognize that actual practice will
dictate that some examinations may
require longer scheduling intervals de-
pending on the circumstances in a par-
ticular situation. We also recognize
that these minimum intervals may
have to be adjusted to allow for those
claimants that do not attend their
scheduled examination. The purpose of
these minimum scheduling timeframes
is to ensure that such examinations are
complete and that sufficient time is
made available to obtain the informa-
tion needed to make an accurate deter-
mination in your case. State agencies
will monitor the scheduling of exami-
nations (through their normal consult-
ative examination oversight activities)
to ensure that any overscheduling is
avoided, as overscheduling may lead to
examinations that are not thorough.

(b) Report content. The reported re-
sults of your medical history, examina-
tion, requested laboratory findings,
discussions and conclusions must con-
form to accepted professional stand-
ards and practices in the medical field
for a complete and competent examina-
tion. The facts in a particular case and
the information and findings already
reported in the medical and other evi-
dence of record will dictate the extent
of detail needed in the consultative ex-
amination report for that case. Thus,
the detail and format for reporting the
results of a purchased examination will
vary depending upon the type of exam-
ination or testing requested. The re-
porting of information will differ from
one type of examination to another
when the requested examination re-
lates to the performance of tests such
as ventilatory function tests, treadmill
exercise tests, or audiological tests.
The medical report must be complete
enough to help us determine the na-
ture, severity, and duration of the im-
pairment, and your residual functional
capacity (if you are an adult) or your
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functioning (if you are a child). The re-
port should reflect your statement of
your symptoms, not simply the med-
ical source’s statements or conclu-
sions. The medical source’s report of
the consultative examination should
include the objective medical facts as
well as observations and opinions.

(c) Elements of a complete consultative
examination. A complete consultative
examination is one which involves all
the elements of a standard examina-
tion in the applicable medical spe-
cialty. When the report of a complete
consultative examination is involved,
the report should include the following
elements:

(1) Your major or chief complaint(s);

(2) A detailed description, within the
area of specialty of the examination, of
the history of your major complaint(s);

(3) A description, and disposition, of
pertinent ‘‘positive’”” and ‘‘negative’’
detailed findings based on the history,
examination and laboratory tests re-
lated to the major complaint(s), and
any other abnormalities or lack there-
of reported or found during examina-
tion or laboratory testing;

(4) The results of laboratory and
other tests (e.g., X-rays) performed ac-
cording to the requirements stated in
the Listing of Impairments (see appen-
dix 1 of subpart P of part 404 of this
chapter);

(5) The diagnosis and prognosis for
your impairment(s);

(6) A statement about what you can
still do despite your impairment(s), un-
less the claim is based on statutory
blindness. If you are an adult, this
statement should describe the opinion
of the medical source about your abil-
ity, despite your impairment(s), to do
work-related activities, such as sitting,
standing, walking, lifting, carrying,
handling objects, hearing, speaking,
and traveling; and, in cases of mental
impairment(s), the opinion of the med-
ical source about your ability to under-
stand, to carry out and remember in-
structions, and to respond appro-
priately to supervision, coworkers and
work pressures in a work setting. If
you are a child, this statement should
describe the opinion of the medical
source about your functional limita-
tions compared to children your age
who do not have impairments in ac-

§416.919n

quiring and using information, attend-
ing and completing tasks, interacting
and relating with others, moving about
and manipulating objects, caring for
yourself, and health and physical well-
being. Although we will ordinarily re-
quest, as part of the consultative ex-
amination process, a medical source
statement about what you can still do
despite your impairment(s), the ab-
sence of such a statement in a consult-
ative examination report will not
make the report incomplete. See
§416.927; and

(7) In addition, the medical source
will consider, and provide some expla-
nation or comment on, your major
complaint(s) and any other abnormali-
ties found during the history and ex-
amination or reported from the labora-
tory tests. The history, examination,
evaluation of laboratory test results,
and the conclusions will represent the
information provided by the medical
source who signs the report.

(d) When a complete consultative exam-
ination is not required. When the evi-
dence we need does not require a com-
plete consultative examination (for ex-
ample, we need only a specific labora-
tory test result to complete the
record), we may not require a report
containing all of the elements in para-
graph (c).

(e) Signature requirements. All con-
sultative examination reports will be
personally reviewed and signed by the
medical source who actually performed
the examination. This attests to the
fact that the medical source doing the
examination or testing is solely re-
sponsible for the report contents and
for the conclusions, explanations or
comments provided with respect to the
history, examination and evaluation of
laboratory test results. The signature
of the medical source on a report anno-
tated ‘‘not proofed” or ‘“‘dictated but
not read’ is not acceptable. A rubber
stamp signature of a medical source or
the medical source’s signature entered
by any other person is not acceptable.

[56 FR 36966, Aug. 1, 1991, as amended at 62
FR 6421, Feb. 11, 1997; 62 FR 13733, Mar. 21,
1997; 65 FR 11879, Mar. 7, 2000; 65 FR 54778,
Sept. 11, 2000]
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