Schedule IME

Name:





Company Name:

Address:

Phone:





Fax:

Email Address:

Report deadline date:

Report and invoice goes to:

Claimant Information:

Name:

Address:

Phone:

Call to claimant confirming IME

Yes

No

Letter to claimant confirming IME

Yes

No

Your claim/file #:





Body part(s) to be examined:

Specialty requested:
Specific physician requested:

Choose one:

● IME
● RR

● PPD







