Title:  
Proactive allowance due process letter

 FILLIN  "Letter name" \d  \* MERGEFORMAT Corr #:

Purpose of correspondence:
When a condition has been identified for proactive allowance, this letter is sent to obtain agreement for the additional allowance and to provide all parties an opportunity to submit additional evidence.
Addressee:
Injured worker
Copied to:
Injured worker rep, Employer, Employer rep
Processing Instructions:
This letter is copy and pasted into V3 ad hoc.  The letter will print on the current BWC letterhead with the standard header and footer.  The claims specialist will set a diary for 14 days (10 plus 4) to follow up when the letter is sent by mail.  A diary will be set for 5 days when the letter is sent by e-mail or fax, or contact is made by phone and the party requests more time to make a decision or submit additional evidence.

BWC recently received medical documentation filed on      , by      , the treating provider for the above mentioned claim. [He/she] recommends treatment of the diagnoses or condition <<     >>, and feels we should consider adding it to the claim.    

If you have additional information regarding this recommendation, you must submit it to BWC within       days from the date of this letter. If you do not contact us within this time frame, we will move forward to consider allowance of the above condition(s) if the other parties in the claim agree. We will notify you in writing of the decision. 

If you or another party to the claim disagree with having this condition added in the claim, BWC will issue a letter to all parties notifying them that you or your authorized representative must file a Motion (C-86) to have this condition(s) considered for allowance in the claim.  You will receive a copy of this letter. 

Please indicate below if you agree or disagree with having this condition(s) allowed in this claim by checking the appropriate space and providing your name, date and signature. Once you have made your decision, please mail or fax this letter to my attention at the address or fax number below. 
I (   ) agree or (   ) disagree with the above mentioned condition(s).

Print Name                                                                                      Date

Signature

If you have any questions please contact me at the same phone or fax number. You may review the status of your claim by logging on to ohiobwc.com. If you have an authorized representative, please contact him or her to assist you in this process.

