Regarding Loss of Vision Examination/Review

Claimant   insert injured worker name 
Claim Number   insert injured worker claim number 

Dr. insert examining physician name
BWC requests that you perform a loss of vision examination/review for the above named injured worker because the injured worker has requested a loss of vision award.  Enclosed are the medical records that are available for review for this examination at this time.  Your evaluation will be used to document whether the claimant has sustained a vision loss from the work related injury.  

The BWC determines loss of vision awards according to ORC 4123.57(B).  The award is based on the amount of vision loss for the eye(s) with an allowed condition in the claim.  An eye must have at least 25% loss of uncorrected vision for there to be an award according to Ohio statute.  Loss of uncorrected vision means the percentage of vision actually lost as a result of the injury or occupational disease for the specific eye.  A loss of vision award is based on the injured workers post injury vision prior to correction by glasses, contacts, or surgical intervention. 

A loss of vision award requires a medical report by an ophthalmologist.  The report is to include the injured worker’s pre-injury uncorrected vision, in addition to post-injury uncorrected vision.  If the pre-injury uncorrected vision is unknown, assume it to be 20/20 for the eye.

Please examine/review and answer the following

1. Pre-injury uncorrected vision (may be obtained from medical documentation)                      
  +++ In the absence of medical documentation to the contrary, please assume that vision was 100% (20/20) prior to the injury/disease

2. Post-injury uncorrected vision                             
3. In your medical opinion, is the alleged vision loss a direct and proximate result of the work injury/disease?

4. Please express the vision loss (the difference between questions 1 and 3 above) due to the work injury/disease as a percentage              %.   +++ If you do not feel the loss is due to the work injury or only part of it is due to the work injury, please state that.  

Appointment Day       XXXXX

Appointment Date      XXXXX

Appointment Time      XXXXX

The injury(s)/ICD codes allowed in the claim are

999.9 - insert allowed ICD codes
999.9 - insert allowed ICD codes
Please use a narrative format when reporting your findings to BWC.  Please send the examination report and proper billing form no later than 14 days after the review.  

Thank you very much for your time and attention to this request.  If you have any questions, please do not hesitate to contact me.

Sincerely,

insert schedulers name and phone number
