
 
Independent Medical Exam


IDENTIFYING INFORMATION
	Name:
	[bookmark: Text71]     
	Claim #:
	[bookmark: Text72]     

	Address:
	     
	Date of injury:
	     

	
	     
	Date of birth:
	     



	Employer at time of injury:
	[bookmark: Text12]____________________________________________

	
	

	Date of examination:
	____________________________________________

	
	

	Location of examination:
	____________________________________________

	
	

	Examiner(s):
	____________________________________________




INTRODUCTION
________________________________________________________________________________


HISTORY FROM WORKER
Chief complaints:
_________________________________________________________________________

History of present injury:
_________________________________________________________________________

Current symptoms:
_________________________________________________________________________

Occupational history:
_________________________________________________________________________

Current work status:
_________________________________________________________________________

Past medical history:
	Injuries:  
	____________________________________________

	Illnesses:  
	____________________________________________

	Operations: 
	____________________________________________

	Hospitalizations:  
	____________________________________________

	Allergies:  
	____________________________________________

	Medications: 
	____________________________________________

	Substance use:
	

	· Tobacco:
	____________________________________________

	· Alcohol:
	____________________________________________

	· Illicit drugs
	____________________________________________



Family history:
_________________________________________________________________________


Socioeconomic history:
	Marital/Family status and dependents:
	[bookmark: Text70]______________________________

	Education:  
	______________________________

	Military:
	______________________________



Review of systems: 
_________________________________________________________________________


RECORD REVIEW
________________________________________________________________________________

PHYSICAL EXAMINATION
	Height:
	     
	Weight:
	     

	Blood Pressure:
	     
	Pulse:
	     

	Temperature:
	     
	Dominant Hand:
	     




EXAM FINDINGS:
________________________________________________________________________________


DIAGNOSTIC STUDIES
________________________________________________________________________________


PAIN STATUS INVENTORIES
________________________________________________________________________________


CONCLUSIONS
Accepted conditions (as stated on the assignment letter from the claim manager):
____________________________________________

Diagnoses and assessment of work-relatedness:
Diagnoses:  
____________________________________________
Pre-existing conditions:
____________________________________________
Conditions acquired after the industrial injury or exposure:
____________________________________________

Discussion and assessment of work-relatedness:
__________________________________________________________________

Prognosis: 
__________________________________________________________________

Physical Restrictions:
__________________________________________________________________


Review of Job Analyses
__________________________________________________________________

Recommendations:
Diagnostic:	
__________________________________________________________________

Therapeutic:	
__________________________________________________________________

Follow-up care:
__________________________________________________________________

Findings unrelated to the accepted condition: 
__________________________________________________________________

Impairment Rating Report
Maximum Medical Improvement:  
__________________________________________________________________
Physical exam:  
__________________________________________________________________
Diagnostic tests:  
__________________________________________________________________
Rating:  
__________________________________________________________________
Rationale:  
__________________________________________________________________



ANSWERS TO SPECIFIC QUESTIONS FROM THE CLAIM MANAGER
________________________________________________________________________________


	Signed: 					
						

	Name:
	[bookmark: Text69]     
	Name:
	[bookmark: Text62]     

	Specialty:
	     
	Specialty:
	     

	Today's date:
	     
	Today's date:
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