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		Date of Referral:
	
	PIRS #: (for office use only)
	

	Name of Injured Party:
	
	Injured Party Ethnicity:
	☐ White
☐ Black or African American
☐ Hispanic
☐ Other: ______________________

	Updated Referral Sheet: (for office use only)
	Date: _____________________
Initials: ___________________
	Please select gender:
	☐ Male  
☐ Female


Please fill out this intake form completely, 
 check all services that are being requested
          Type of Case                                                               Type of File                                                               Vocational Services
	
	State Jurisdiction:
PA, OH, MD
	☐
	Medical Case Management Task Assignment
	☐
	Medical Records Review & Summary
	☐
	Earning Capacity Assessments

	☐
	Federal Case
	☐
	Medical Case Management (FCM)
	☐
	Medical Set Aside
	☐
	Wage Loss Assessments

	
	Defense Rebuttal
	☐
	Elder Law
	☐
	Medical Bill Review
	☐
	Labor Market Survey - Analysis

	☐
	Domestic Relations
	☐
	Expert Testimony by Deposition
	☐
	IME Coordination & Attendance
	☐
	Ergonomic Assessments

	☐
	Mass / Toxic Tort
	☐
	Legal Nurse Consulting
	☐
	Disability Management
	☐
	Develop Rehabilitation Plan

	☐
	Medical Malpractice
	☐
	Liability Expert Opinion Report
	☐
	Other:
	☐
	Job Analysis

	☐
	Personal Injury
	☐
	Life Care Plan (Catastrophic)
	
	
	☐
	Worksite Modification

	☐
	Workers’ Comp
	☐
	Limited Cost Estimate
	
	
	☐
	Transferable Skills and Ergonomic Analysis

	☐
	Automobile Liability
	☐
	Live Testimony
	
	
	☐
	Vocational Testing

	☐
	Products Liability
	☐
	Medical Cost Projection (Non-Catastrophic)
	
	CHECK ONE:
	☐
	Expert Testimony for Depositions

	☐
	Other:
	☐
	Medical Chronologies & Timelines
	☐
	Plaintiff Counsel
	☐
	Transition to Work Program

	
	
	
	
	☐
	Defense Counsel
	☐
	Assistive Technology Evaluations

	
	
	
	
	☐	Report Due Date
	☐
	Progressive Goal Attainment Program



PLEASE SEND ALL DOCUMENTS TO: referrals@pirehab.com

☐  Legal Documentation (If Applicable):
☐  Rebuttals ☐  Deposition(s) ☐  Court documents ☐ Complaint(s)

☐ Expert report(s): (It is imperative that we can support costs within the report based on physician recommendations.
☐  Physicians’ Narrative ☐  Economist Report ☐  Physiatrist Report ☐ Life Care Plan Reports ☐ Vocational Report


☐ All medical record(s) (If Applicable):
	☐  Emergency Department Medical Records
☐  Acute care and rehabilitation (inpatient and outpatient) record(s).
☐  Current physician report(s) (treating physicians).
☐  Independent Medical Examination (IME) report(s).
☐  Functional Capacity Evaluation (FCE) report(s).
☐  Physical therapy, occupational therapy, speech therapy, nurses’ notes, and diagnostic report(s) (Most recent).
☐  Copies of medical bill(s) and invoicing. ***Provision of this information will expedite cost research efforts. ***
☐  UB-04 forms with hospital billing. (If possible). ***Provision of this information will expedite cost research efforts. ***
☐  Employment records (job descriptions and/or job analysis, job applications and performance evaluations).
☐  Economists ☐  Rehabilitation professionals ☐  Life care planner(s)
☐  W2 and Tax Returns (5-7 Years)
☐  Referral Sheet

INJURED PARTY INFORMATION

	Injured Party Name:
	
	Date of Birth/ Age:
	              

	Address:
	
	SS #: 
	

	City/State/Zip:
	
	Date of Injury/Loss:
	

	Phone #:
	
	Body Part:
	

	Email:
	
	Occupation:
	

	AWW:
	
	Comp. Rate:
	

	
	REQUESTING ATTORNEY:
	INFORMATION
	

	Firm Name:
	
	Phone #:
	

	Attorney Name:
	
	Fax #:
	

	Address:
	
	E-Mail:
	 

	City/State/Zip
	
	REPORT DUE DATE: 
	 

	ATTORNEYS PARALEGAL/CONTACT:

	Contact Name:
	
	Phone #:
Fax #:
	

	Job Title:
	
	E-mail:
	




	
OPPOSING COUNSEL:

	Firm Name:
	
	Phone #:
	 

	Attorney Name:
	 
	Fax #:
	 

	Address:
	 
	Email:
	 

	City/State/Zip
	
	Contact Name: (If Applicable)
	

	DEFENDANTS (MVA/Medical Malpractice – PLEASE LIST IF APPLICABLE)

	

	MEDICAL PROVIDER: (IF APPLICABLE)

	Physicians Name:
	 
	Specialty
	 

	Facility Name:
	
	Phone:
	

	Address:
	
	Fax:
	 

	City/State/Zip
	 
	Email:
	 

	INSTRUCTIONS AND/OR COMMENTS (FROM REFFERAL SOURCE):

	

	




Please send all referrals and documents to: referrals@pirehab.com
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