
Referral Form
( IME       (( IMP      ( Medical File Review      ( Workers Compensation       ( Liability        ( Other: _______
Request Date: ________________________________
CLIENT INFORMATION                                                                   BILLING INFORMATION
( Same as Client
Name: _______________________________________
Name: _______________________________________
Company: ____________________________________
Company: ____________________________________
Address: _____________________________________
Address: _____________________________________
City: ________________State:_____Zip:____________
City: ____________________State: _____Zip: _______
Phone: ___________________Fax:________________
Phone: _________________Fax: __________________
File No: ______________________________________
File No: ______________________________________
EXAMINEE INFORMATION
Name: _______________________________________

Address: _____________________________________
Date of Birth: __________________________________
City: ________________State:_____Zip:____________
Phone: _______________________________________
Date of Injury: _________________________________
Type of Injury: _________________________________
Employer at Time of Injury: _______________________
City: _________________________________________
Job Title: _____________________________________
Attending Physician:  ____________________________
EXAMINEE ATTORNEY INFORMATION



Atty Name: __________________________________
Firm Name: ___________________________________
Phone: _______________________________________
Address: ______________________________________
Fax: _________________________________________
City: _________________________________________
State: ________________ Zip: ____________________
APPOINTMENT AND REPORT INFORMATION
Appointments will be scheduled on the next available date.  Please call our office between 9:00 a.m. and 5:00 p.m. Monday through Friday, and we will do our best to accommodate your needs.
Send copy of report to:
( Client
( Billing party (if different from client)
( Client attorney
( ______________________________________

Medical records are ( enclosed  ( to follow  ( unavailable.

Referral letter to be sent? ( Yes
( No



Patient must arrive 1 hour prior to appt. to complete paperwork. With previously completed paperwork in hand it is only necessary to arrive 15 minutes prior.  If patient is late & cannot complete paperwork on time appointment may be rescheduled and a cancellation charge will be assessed.
ISSUES TO BE ADDRESSED IN REPORT:
( Diagnosis                          ( Review of Enclosed Job Description            ( Recommendations
( Causal Relationship          ( Maximum Medical Improvement                 ( Apportionment 
( Prognosis                          ( Permanent Impairment Rating                      ( Others __________________                   
( Work Capacity Rating      ( Appropriateness of Care                                __________________________  
