BAILEY INITIAL PSYCH ALLOWANCE IME NOTICE
BWC requests that you examine the above named injured worker.  This examination/evaluation is to provide additional objective medical information for the following reason:

The injured worker has filed an application for an initial psychological allowance, because of witnessing or causing an injury or occupational disease to a fellow co-worker.

BWC may consider this claim compensable under Bailey v. Ohio Industrial Commission court case.  This case expanded the definition of injury (ORC 4123.01) to include a psychiatric condition arising from a compensable injury or occupational disease, to a fellow employee, in the course of employment. 

1. Does the submitted medical evidence and the examination findings support the existence of the requested condition according to DSM IV classifications?

2. What is the normal onset of this type of diagnosis?

3. What is the normal recovery period for this condition(s)?

4. Is/are the alleged condition(s) a direct and proximate result of the industrial injury to the co-employee?

5. If the condition was present prior to the co-employee’s injury, did the injury aggravate the psychological condition?

6. If, in your opinion, the psychological condition is present, what should current and future treatment include.  Please indicate frequency and duration.

You also have the discretion to perform a Minnesota Multiphasic Personality Inventory (MMPI). 

Appointment Day  

Appointment Date

Appointment Time

The injury(s)/ICD code(s) alleged in the claim are

ICD               Description                             Body Location                              Part of Body

<Alleged ICD’S>

Enclosed are copies of pertinent information for your review.

Please use a narrative format when reporting your findings to BWC.  The narrative should contain history, examination, discussion/conclusions, recommendations (include supporting rationale for the specific questions addressed), signature and date.  Should a diagnostic procedure be necessary to clarify the findings of this exam, please call me for approval at the number at the bottom of this letter.

Please send me the examination report and proper billing form no later than 14 days after the examination.  The report should be sent directly to me at the address indicated below and should be stamped or lettered “Confidential”.  Reimbursement is subject to BWC’s maximum allowable payment.  There can be no action on the issues relevant to this examination/evaluation until the report and this service office has received billing information.

Below are the addresses of the interested parties if you need to send notice of this exam.

Injured worker Name   <IW NAME>

<IW ADDRESS LINE 1>

<IW ADDRESS LINE 2>

<IW PHONE >

Injured Worker Rep    <IW REP NAME>

<IW REP ADDRESS LINE 1>

<IW REP ADDRESS LINE 2>

<IW REP PHONE>

Employer Name    <EMPLOYER NAME>

<EMPLOYER ADDRESS LINE 1>

<EMPLOYER ADDRESS LINE 2>

<EMPLOYER PHONE>

Employer Rep    <EMPLOYER REP NAME>

<EMPLOYER REP ADDRESS LINE 1>

<EMPLOYER REP ADDRESS LINE 2>

<EMPLOYER REP  PHONE>

Please notify BWC, in writing, if the injured worker does not appear for this appointment.  If you have any questions, please contact me for help at the number below.

