MEDICAL EVALUATIONS Vﬁ % \(R)S \i" . N
me Disability Referral Form

MEDICAL SERVICES
CLAIMANT INFORMATION For BMEGateway use only:
Eg;r;g Address] gg)t/:ician:
[City, ST ZIP Code] Time:
ATTENDING PHYSICIAN INFORMATION Referral Source Name:
[Name] [Name]
[Street Address] [Contact Number]
[City, ST ZIP Code] [Insurer]
TYPE OF SERVICE REQUESTED Special Instructions: (please type in below)
IME Pharmacology Review FCE
PDA PDA Plus TSA
SPECIALTY OF PHYSICIAN (PLEASE CHECK ALL SPECIALTIES REQUESTED)
Orthopedic Occupational Medicine Psychiatry
Neurology Rheumatology Urology
Internal Medicine Ophthalmology Pulmonology
Chiropractic Cardiology Psychologist
Neuropsychology Oncology Other: (please specify below)
PM&R Otolaryngology
ADDITIONAL SERVICES REQUESTED (PLEASE CHECK ANY REQUESTED)
“ACCESS” Service Next day fax Fax number:
Interpreter Verbal Notification
Picture taken Specific date report needed Date report needed by:
Taxi Other
Send report to: Company Phone
Address City State Zip Code

Specific Questions for Physician (please type numbered questions below, form will expand if more space is needed)

Please check all items requested for report:

History, Diagnosis, Prognosis Restrictions & Limitations Referral Source Signature (electronic)
Appropriateness of Treatment Pre-existing Condition
AP/HCP Contact requested Present work status
Surveillance for review Other:
BMEGateway Toll free: (866) 263-2467
600 Unicorn Park Drive “Committed to Quality” Fax: (781) 396-5592

Woburn, MA 01801 www.bmegateway.com
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