Express Exams, Inc.
	3000 Hempstead Tpke, Suite 200, Levittown, NY 11756
Mail to: PO Box 309 Levittown, New York 11756
	Office:  516-288-3100
Fax:  516-280-5888


Liability - IME REQUEST


REFERRAL TYPE:
 FORMCHECKBOX 
FEDERAL COURT 
 FORMCHECKBOX 
STATE COURT
State (     )  

DATE        


 FORMCHECKBOX 
INDEPENDENT MEDICAL EXAM (IME)     FORMCHECKBOX 
RECORD REVIEW    FORMCHECKBOX 
FILM REVIEW    FORMCHECKBOX 
 OTHER:            

SPECIAL INSTRUCTIONS:
 FORMCHECKBOX 
 CALL TO DISCUSS
 FORMCHECKBOX 
PLEASE PICK UP MEDICAL RECORDS    OTHER:      
  



                                                                          

	REQUESTED BY: 
	PLAINTIFF INFORMATION:

	COMPANY/FIRM:      
	PLAINTIFF NAME:       

	NAME:      

	HANDLING ATTORNEY:      

	SS#     
	DOB#     


	ADDRESS:        

	PLAINTIFF ATTORNEY:      


	CITY/STATE:       
	ZIP:      

	FIRM NAME:      

	PHONE:      
	FAX#     

	ADDRESS:      

	FILE #     
	CLAIM#     

	CITY/STATE:      
	ZIP:      

	BILLING PARTY:      

	PHONE:      
	FAX:      

	CLAIM REP:      

	DATE OF INJURY/LOSS:      


	REP. PHONE:      
	REP. EMAIL:     

	VENUE – COUNTY:      

	ADDRESS:      

	INTERPRETER REQUIRED?:      


	CITY/STATE:       
	ZIP:      
	TYPE OF INTERPRETER:      



SPECIALTY NEEDED:

 FORMCHECKBOX 
ORTHOPEDIST       
 FORMCHECKBOX 
NEUROLOGIST          
 FORMCHECKBOX 
 ORAL SURGEON     FORMCHECKBOX 
PSYCHIATRIST (MD)         
 FORMCHECKBOX 
 ENT

 FORMCHECKBOX 
HAND SURGEON 
 FORMCHECKBOX 
NEUROSURGEON
 FORMCHECKBOX 
TMJ

      FORMCHECKBOX 
PSYCHOLOGIST (PhD)      
 FORMCHECKBOX 
INTERNIST 

 FORMCHECKBOX 
GENERAL SURGEON
 FORMCHECKBOX 
 PLASTIC SURGEON
 FORMCHECKBOX 
DENTIST
      FORMCHECKBOX 
OPHTHALMOLOGIST
 FORMCHECKBOX 
CARDIOLOGIST
 FORMCHECKBOX 
NEUROPSYCH
 FORMCHECKBOX 
VOCATIONAL
 FORMCHECKBOX 
OTHER:       
 FORMCHECKBOX 
NAME OF REQUESTED IME PHYSICIAN:      


ISSUES TO BE IDENTIFIED:

 FORMCHECKBOX 
DIAGNOSIS

 FORMCHECKBOX 
PRE-EXISTING CONDITIONS
 FORMCHECKBOX 
 PROGNOSIS

 FORMCHECKBOX 
NEED FOR SURGERY

 FORMCHECKBOX 
ABILITY TO RETURN TO WORK
 FORMCHECKBOX 
CAUSAL RELATIONSHIP TO INJURY
 FORMCHECKBOX 
NEED FOR TREATMENT

 FORMCHECKBOX 
TREATMENT REASONABLE NECESSARY & APPROPRIATE
 FORMCHECKBOX 
 DISCUSSION OF FINDINGS

 FORMCHECKBOX 
OTHER ISSUES:      
ATTACHED:

 FORMCHECKBOX 
 BILL OF PARTICULARS 
 FORMCHECKBOX 
 MEDICAL RECORDS
 FORMCHECKBOX 
OTHER (Please Specify):      
SPECIAL INSTRUCTIONS:      
