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IME REFERRAL SHEET
CLAIMANT INFORMATION



	Name:
	
	Claim #:
	

	Address:
	
	PIRS Referral #: (office use only)
	

	City/State/Zip:
	
	Referral Date:
	

	[bookmark: _Hlk43902839]Home Phone #:
Cell Phone #:

 (please indicate)
	
	Maryland Only:

WCC Bureau Claim #:

	Is claim filed with WCC? Yes ☐ NO ☐



	
	
	Case Manager: (office use only)
	

	Emergency Contact:
	
	Jurisdiction:
	

	E-Mail:
	
	Type of File:
	☐ VOC     ☐ MED    ☐ WC   ☐ CAT

	SS #:
	
	
	☒ IME   ☐ TASK    ☐ FCM

	Date of Birth:
	
	Date of Injury:
	

	Occupation:
	
	Body Part (Dx):
	

	AWW:
	
	Comp. Rate:
	

	
INSURANCE COMPANY INFORMATION



	Insurance Company:
	
	Adjuster Name:
	

	Billing Address:
	
	Adjusters Address:
	

	
	
	Adjuster Phone #: Fax #:
	P:
F:

	Billing City/State/Zip:
	
	Adjuster E-Mail:
	

	
EMPLOYER INFORMATON



	Name of Company:
	
	Contact Name:
	

	Address:
	
	Phone #:
	

	
	
	Fax #:
	

	City/State/Zip:
	
	E-Mail:
	




	
TREATING PHYSICIAN INFORMATION



	Name:
	
	Phone #:
	

	Address:
	
	Fax #:
	

	City/State/Zip:
	
	E-Mail:
	

	
	ADDITIONAL PROVIDER
 
	INFORMATION

	

	Name:
	
	Phone #:
	

	Address:
	
	Fax #:
	

	City/State/Zip:
	
	E-Mail:
	

	
	PHYSICAL THERPAY (PT)

	FACILITY

	

	Name:
	
	Phone #:
	

	Address:
	
	Fax #:
	

	City/State/Zip:
	
	E-Mail:
	

	PREVIOUS IME PHYSICIAN INFORMATION

	Physician Name:
	
	Phone #:
	

	Name of Facility:
	
	Fax #:
	

	Address:
	
	City/State/Zip:
	

	Is the following needed:
	Translation: ☐ YES     ☐ NO

	
	Transportation:  ☐ YES     ☐ NO


	Company Name:
	
	Company Name:
	

	Contact Person:
	
	Contact Person:
	

	Address:
	
	Address:
	

	City/State/Zip:
	
	City/State/Zip:
	

	Phone #:
Fax #:
	
	Phone #:
Fax #:
	

	Email Address:
	
	Email Address:
	

	Additional Notes:
	
	Additional Notes:
	

	[bookmark: _Hlk51317704]DEFENSE ATTORNEY


	
PLAINTIFF ATTORNEY



	Attorney Name:
	
	Attorney Name:
	

	Name of Firm:
	
	Name of Firm:
	

	Address:
	
	Address:
	

	City/State/Zip
	
	City/State/Zip:
	

	Phone #:
	
	Phone #:
	

	Fax #:
	
	Fax #:
	

	E-Mail:
	
	E-Mail:
	

	
PLEASE send this completed IME referral sheet along with the following records to: ime@pirehab.com 
if you have any questions, please contact Bobbiejo at 814-734-1499 Ext. 107

· Completed PIRS IME Referral Sheet
· First Report of Injury (FROI)
· Accident/Incident Report
· Job Description
· Notice of Compensation Payable (NCP)
· Notice of Temporary Compensation Payable (NTCP) 
· Prior Independent Medical Examination (IME) Reports and Physician Capabilities (if applicable)
· Medical Records (ER Records, All Physician’s Records, Physical Therapy Records, Surgical Reports and Diagnostic Reports)


Please answer the following questions for the above referral:



	⁂	Please confirm which body part or injury the claim is for?

⁂	Which type of physician you would like to schedule with. If you do not know we are happy to examine the case and assist with the recommendations?

⁂	Please indicate if you would like a case manager to assist in reviewing the records, and attend the IME to meet with the physician following the exam for an independent consultation. (If applicable per state law.)

⁂        Please indicate if you would like PIRS to:
1. Send a notification letter of the IME, Date, Time & Location to the claimant?
2. Review, Prepare and Send an MD letter with the Medical Records?

⁂	Please indicate a timeframe that you need the IME scheduled within?

⁂	Please indicate a timeframe you would need the report in hand? (Please note most physician offices require a 7–10-day turnaround time to complete the report)

⁂	Please note PIRS will obtain the report from the physician, and the report will then be forward.

 ⁂	Please note PIRS will then close the file, unless otherwise indicated.


	

	

	

	



SEND ALL REFERRALS TO referrals@pirehab,.com
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