REQUEST FOR SERVICES
PHYSICALS/ROUTINE EVALUATIONS
Employee’s Name _______________________________
    Social Security # _________________________ 

Date of Request ________________    Date of Birth _______________    Phone # _____________________

Address __________________________________________________________________________________

Occupation/Job Title _______________________________________________________________________ 

Scheduled Date of Exam ________________    Time______________  Network Site ___________________

Authorized by _____________________________________________   Phone # _______________________

Agency ______________________________________________
 Agency Fax # _______________________

The following should be forwarded to the center or accompany the patient to the center at time of appointment:

A.
Medical release form provided by employee

B.
Pertinent medical information/certificates which prompted the request

C.
Task analysis sheet completed by the employee’s health care provider

D.
Summarized sick leave record (if applicable)

E.
Counseling, disciplinary action or other referrals (if applicable)

F.
Employee’s position description/job description

SERVICE REQUESTED:
Physicals:









US DOT Physical:



_____   Pre-placement







_____ New Certification


_____   Surveillance Physical







_____  Re-Certification

______Initial    ______Annual    _______________________Type




_____   Respirator Exam







_____  Simple Return to Work Evaluations 

------------------------------------------------------- (Employee Section) -----------------------------------------------------

This will authorize the State Medical Director’s Office to release all pertinent information with regard to the diagnosis, evaluation, treatment, and prognosis of the condition being evaluated to my employer, the insurance carrier or the agents.  This also authorizes The State Medical Director’s Office to obtain all pertinent information with regard to the diagnosis, evaluation, treatment, and prognosis of the condition being evaluated and/or treated.

Employee’s Signature ___________________________________________ Date ______________________
(OVER)

REQUEST FOR SERVICES

PHYSICALS/ROUTINE EVALUATIONS

(CONT’D.)
Provider Section

Health Classification with respect to physical/mental requirements of the job:

1.
____Recommended/regular activities

2.
____Recommended pending ancillary testing

3.
____Health-related condition(s) exists which may interfere with performance of essential job functions:



Current Activity Status:



    Lifting Limits (weight range and frequency) _____________________________________



    Sitting (needs and limits) ____________________________________________________



    Mobility Impairment (specify) ________________________________________________



    Vision/Hearing Impairment (specify) ___________________________________________



    Mental Health Needs ________________________________________________________


    Travel (specify needs and limits) _______________________________________________



    Working Hours _____________________________________________________________

4.
____Deferred/pending - further evaluation by _____________________________________________

5.
____Does not meet US DOT requirements/essential job functions

6.
____Other/Comments _______________________________________________________________


The above activity restrictions expire: ________________

The above health classification was explained to patient:       _____ yes         _____ no

Employee’s Signature ________________________________________ 
  Date _____________________

Examining Professional (print) ____________________________________________________________
  

Examining Signature ________________________________________
  Date _____________________

This assessment was performed ___ with  ____ without a written statement describing the essential functions of the job.

A copy of this form filled out by the provider should be placed in sealed envelope and returned to designated agency contact.

Time In w/Initials _______________ 
Time Out w/Initials _______________



10/24/00

REQUEST FOR SERVICES

SPECIAL EXAMINATIONS
Employee’s Name _____________________________________
Social Security # _____________________ 

Date of Request ______________     Date of Birth _______________
Phone # ______________________


Address  _________________________________________________________________________________

Occupation/Job Title ______________________________________________________________________ 

Scheduled Date of Exam _______________    Time___________  Network Site ______________________

Authorized by ____________________________________________    Phone # ______________________

Agency ______________________________________________
Agency Fax # ______________________
The following should be forwarded to the center or accompany the patient to the center at time of appointment:

A.
Medical release form provided by employee

B.
Pertinent medical information/certificates which prompted the request 

C.
Task analysis sheet completed by the employee’s health care provider 

D.
Summarized sick leave record (if applicable) 




E.
Counseling, disciplinary action or other referrals (if applicable)

F.
Employee’s position description/job description

SERVICE REQUESTED:
_____ Workability  (dictated report) (Includes complex return to work exams)

_____ Basic    _____Comprehensive    _____Follow-up        

_____ Medical Advisory/Consult

_____ Police/Corrections Exams including psychological testing

----------------------------------------------------------(Employee Section)----------------------------------------------------

This will authorize the State Medical Director’s Office to release all pertinent information with regard to the diagnosis, evaluation, treatment, and prognosis of the condition being evaluated to my employer, the insurance carrier or the agents.  This also authorizes The State Medical Director’s Office to obtain all pertinent information with regard to the diagnosis, evaluation, treatment, and prognosis of the condition being evaluated and/or treated.

Employee’s Signature ___________________________________________________ Date ______________

(OVER)

REQUEST FOR SERVICES

SPECIAL EXAMINATIONS (CONT’D.)
Provider Section

Diagnosis _________________________________ Health Classification with respect to physical/mental requirements of the job:

1.
_____Recommended/regular activities



2.
_____Recommended pending ancillary testing

3.
_____Health-related condition(s) exists which may interfere with performance of essential job functions:



Current Activity Status:



    Lifting Limits (weight range and frequency) ____________________________________



    Sitting (needs and limits) ___________________________________________________



    Mobility Impairment (specify) _______________________________________________



    Vision/Hearing Impairment (specify) __________________________________________



    Mental Health Needs _______________________________________________________


    Travel (specify needs and limits) _____________________________________________



    Working Hours ___________________________________________________________

4.
_____Deferred/pending - further evaluation by ____________________________________________

5.
_____Does not meet US DOT requirements/essential job functions

6.
_____Other/ Comments______________________________________________________________ 


The above activity restrictions expire: ___________

The above health classification was explained to patient:    _____yes      _____no

Employee’s Signature _____________________________________________ 
Date ______________

Examining Professional (print) __________________________________________________________

Examining Signature ______________________________________________
Date ______________
This assessment was performed ___ with  ____ without a written statement describing the essential functions of the job.

A copy of this form filled out by the provider should be placed in sealed envelope and returned to designated agency contact.

Time In w/Initials _______________ 
Time Out w/Initials _______________

10/24/00

REQUEST FOR SERVICES

INJURY CARE
Employee’s Name _____________________________________
Social Security # _____________________ 

Date of Request ______________     Date of Birth _______________
Phone # ______________________


Address  _________________________________________________________________________________

Occupation/Job Title ______________________________________________________________________ 

Scheduled Date of Exam _______________    Time___________  Network Site ______________________

Authorized by ____________________________________________    Phone # ______________________

Agency _________________________________________

Agency Fax # ______________________
The following should be forwarded to the center or accompany the patient to the center at time of appointment:

A.
Employee’s position description/job description

B.
Must call in first report of Injury for Work Injury/Illness

SERVICE REQUESTED:




____Injury care
Date of Incident:___________
Injury:___________________________________

____ Injury Evaluation/Second Opinion

-------------------------------------------------------(Employee Section) -----------------------------------------------------

This will authorize the State Medical Director’s Office to release all pertinent information with regard to the diagnosis, evaluation, treatment, and prognosis of the condition being evaluated to my employer, the insurance carrier or the agents.  This also authorizes The State Medical Director’s Office to obtain all pertinent information with regard to the diagnosis, evaluation, treatment, and prognosis of the condition being evaluated and/or treated.

Employee’s Signature ___________________________________________________ Date ______________
(OVER)

REQUEST FOR SERVICES

INJURY CARE (CONT’D.)
Provider Section

Diagnosis _________________________________ Health Classification with respect to physical/mental requirements of the job:

1.
______Recommended/regular activities



2.
______Recommended pending ancillary testing

3.
______Health-related condition(s) exists which may interfere with performance of essential job functions:



Current Activity Status:



Lifting Limits (weight range and frequency) _____________________________________




Sitting (needs and limits) ____________________________________________________




Mobility Impairment (specify) ________________________________________________




Vision/Hearing Impairment (specify) ___________________________________________




Mental Health Needs ________________________________________________________



Travel (specify needs and limits) ______________________________________________




Working Hours ____________________________________________________________

4.
______Deferred/pending - further evaluation by __________________________________________

5.
______Does not meet US DOT requirements/essential job functions

6.
______Other/ Comments_____________________________________________________________

The above activity restrictions expire: ___________

The above health classification was explained to patient:
____ yes

____ no

Employee’s Signature _____________________________________________
Date ______________
Examining Professional (print) __________________________________________________________

Examining Signature _____________________________________________
Date ______________

This assessment was performed ___ with  ____ without a written statement describing the essential functions of the job.

A copy of this form filled out by the provider should be placed in sealed envelope and returned to designated agency contact.

Time In w/Initials _______________ 
Time Out w/Initials _______________




10/24/00

