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APPOINTMENT REQUEST FORM
 

Top of Form

So that we can efficiently process your request, please complete the following...

Exam Type  
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[image: image3.wmf]

IME Only
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FCE Only
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Addendum
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Records Review
[image: image7.wmf]

Utilization Review
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Fitness for Duty
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Ergonomic Evaluation
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Job Site Analysis
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Deposition
 

 

 

Case Type  
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Workers' Compensation
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Personal Injury
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Long Term Disability
 

Patient Information   

First Name
______________________________
Last Name
______________________________
Middle Initial
______________________________
Gender
______________________________
Social Security #
______________________________
Date of Birth
_____/______/___________________
Home Address
______________________________

______________________________

City
______________________________

State
______________________________

Zip
______________________________

Home Phone
______________________________

Date of Injury
______________________________

Claim/File #
______________________________

Type of Injury/Diagnosis
______________________________

Location Requested
______________________________

When do you need this IME by?
______________________________

Does the patient have an attorney?
______________________________

Name of Attorney
______________________________

Attorney Phone
______________________________

Attorney Address
______________________________

______________________________

 

______________________________

Would you like a confirmation call to the examinee 1  business day prior to the scheduled IME?
______________________________
Would you like a confirmation letter and directions to the above examinee?
______________________________
Would you like a map of IME location sent with initial confirmation?
______________________________
Background Information (Optional)
 

 

 

Workers' Compensation ONLY   

Employer
______________________________
Title/Occupation of Injured
______________________________
Date Hired
______________________________
Does the IME Physician have permission to perform functional testing (FCE) if needed?
______________________________
 

 

 

Referred/Submitted By  *please note this will be the contact we respond back to
First Name
______________________________
Last Name
______________________________
Company
______________________________
Address
______________________________
 

______________________________
City
______________________________
State
______________________________
Zip
______________________________
Work Phone
______________________________
Extension
______________________________
Fax
______________________________
Email
______________________________
 

IME Sample Questions
 

Please mark the sample questions below that you would like Dr. Best to address.
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1. Diagnosis
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2. Within reasonable medical probability, what was the proximate cause of the injury diagnosed above?
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3. Is the condition directly related to the incident in question?  Please explain why or why not.
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4. Did the injury precipitate, aggravate, or accelerate a pre-existing or deteriorating condition beyond normal progression?  If so, please explain.

 

[image: image20.wmf]

5. Did the incident cause a temporary aggravation of a pre-existing condition?  If so, please explain.
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6. Were the symptoms complained of a mere manifestation of a pre-existing deteriorating condition?  If so, please explain.
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7. Was an appreciable period of workplace exposure the sole cause or at least a material contributory, causative factor in the conditions onset or preogression?
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8. Is the "natural aging process" or some other injury the proximate cause of the impairment / disability?  Please explain.

 

[image: image24.wmf]

9.  Did the patient experience an Active Medical Condition prior to the injury?
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10. Is further medical treatment needed?  If so, please explain.
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11. Has all treatment been related to injuries sustained on the date of the accident?  Please be as specific as possible, and please explain why or why not.
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12. Of the treatment related to the injury, what appears appropriate and necessary?  Please be as specific as possible, and please explain why or why not.
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13. Has the claimant reached a Maximum Medical Improvement as described in the 5th Edition of the AMA Guides?
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14. Has the claimant sustained a permanent harmful change in his/her condition?  If so, please calculate via the 5th Edition AMA Guides.
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15. Do you feel the claimant should have any restrictions?  If so, please specify what they are, how long they should remain in effect, and if they are related to the incident in question.
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16. Has the claimant described the physical requirements of his job performance at the time of the injury?
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17. Does the claimant retain the physical capabilities and strength to return to the job he/she performed at the time of the injury?

Bottom of Form

Please print this form out and fax it to 502-568-6867
If you do not receive a response within 24 hours, please call 1-888-676-3212
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