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Purpose of correspondence:  To obtain specific medical opinions from the DEP pertaining to the compensability of an Asbestos related disease claim. 
Addressee:  DEP
Copied to:  Injured Worker, Injured Worker Representative, Employer, Employer Representative
Processing Instructions:  This letter is to be cut and pasted in V3 Notice of Exam letter to the DEP.

ASBESTOS-RELATED DISEASES EXAM LETTER

We ask you to examine the above-named injured worker, who has filed an occupational disease claim. Your examination and report will provide more objective medical information that will assist us in determining whether we should allow this claim.
When conducting your examination, please address only the questions below. 

1.   Does your examination support a diagnosis of asbestosis or an asbestos-related disease? Base your conclusion according to the criteria established by the American Thoracic Society. Also, include the patient’s exposure and work history, physical examination, spirometry and B-reading of chest X-ray with your findings. If an asbestos-related disease is present, please identify the disease (asbestosis, pleural plaques, mesothelioma, etc., and explain your conclusion.)
If you determine the patient does not have an asbestos-related disease, state there is a lack of evidence to conclude the patient has an asbestos-related disease. (Note should the disease become evident in the future, the patient may re-apply.)

2.   If you determine the patient to have an asbestos-related disease, is the condition causally-related to employment at a specific employer? Base your answer on the work history of exposure, years worked at the employer(s) and the generally accepted latency period for asbestosis or an asbestos-related disease. Please explain your conclusion.

3.   Are factors other than asbestos contributing to any symptoms, findings, or test results for this individual (e.g., other exposures, personal factors such as smoking or other medical conditions). If so, please identify and explain the effect(s) of the other factors.

4.   What is the date of the most recent, significant exposure that may have contributed to this condition? Base your answer on the exposure and work history, plus the latency period for asbestosis or asbestos-related disease.
5.   When did the patient receive the most significant exposure (year or job) that may have contributed to this condition? Base your answer on the exposure and work history, plus the latency period for asbestosis or asbestos-related disease.
I’ve scheduled the injured worker for the time and date below.

Appointment time and date
Place time and date here

Here are the injury(s)/ICD code(s) alleged in the claim.
ICD               Description                             Body location                              Part of body
Insert Alleged ICD-9 codes
Enclosed are copies of pertinent information for your review. Forward the chest X-ray taken at the time of your examination to the certified B-reader physician below.
NAME
ADDRESS
PHONE NO. – FAX NO
The B-reader report should include a description of any changes of the lung and pleura. This will allow for the evaluation of all asbestos-related abnormalities.  Include the B-reader report in your final evaluation. The B-reader will submit charges for the B-reading to BWC and not to you as the examining physician.

Please use a narrative format when reporting your findings to us. The narrative should contain history, examination, discussion/conclusions, recommendations, signature and date. Include supporting rationale for the specific questions addressed.  

Please send your final report and proper billing form directly to me no later than 30 days after the examination. Use the address below. Please mark the report “Confidential.”  Reimbursement is subject to BWC’s maximum allowable payment. We can take no action on the issues relevant to this examination/evaluation until we receive the report and billing information.

If you need to notify any interested parties about this examination, use the addresses below. 
IW NAME 
IW ADDRESS
IW PHONE 
IW REP NAME
IW REP ADDRESS
IW REP PHONE
Employer Name    
EMPLOYER ADDRESS 
EMPLOYER PHONE
Employer Rep    
EMPLOYER REP ADDRESS 
EMPLOYER REP  PHONE
Finally, notify us immediately, in writing, if the injured worker does not appear for this appointment. Please feel free to call me at the number below if you have additional questions.

