Physician Notice Sub Agg – Claim Compensability/Causation (Ad-hoc)

BWC requests that you examine the above named injured worker.  This examination/evaluation is to provide additional objective medical information to determine if the condition(s) are directly caused by the injury or a substantial aggravation of a pre-existing condition.  Alleged condition(s) are on the attached claim report for your reference.

I have enclosed copies of pertinent information for your review.  Please address the following questions.

1. Based on the information you obtained from interview (history) of the injured worker, examination of the injured worker, any diagnostic studies you performed, review of the medical records, and your clinical expertise, is there sufficient medical evidence to support the diagnosis of the requested condition(s)?    

2. Based on the information you obtained from interview (history) of the injured worker, examination of the injured worker, any diagnostic studies performed, review of the medical records, and your clinical expertise, is there medical evidence that indicates that the requested condition(s) was directly caused by the industrial accident?    

3. Based on the information you obtained from interview (history) of the injured worker, examination of the injured worker, any diagnostic studies performed, review of the medical records, and your clinical expertise, is there medical evidence that indicates that the requested condition(s) is a pre-existing condition?    

4. If the condition is pre-existing, based on the information you obtained from interview (history) of the injured worker, examination of the injured worker, any diagnostic studies you performed, review of the medical records, and your clinical expertise, is there objective medical evidence to support the diagnosis of the pre-existing condition described being “substantially aggravated”?  Please explain in detail the rationale and objective findings to support your opinion.  

(Note that to be compliant with Senate Bill 7, substantial aggravation of a pre-existing condition must be documented by objective diagnostic findings, objective clinical findings, or objective test results.  Subjective complaints may be evidence of such a substantial aggravation.  However, subjective complaints without objective diagnostic findings, objective clinical findings, or objective test results are insufficient to substantiate a substantial aggravation.) 

5. Based on the same information you obtained in the previous questions and the mechanism of injury, effect of treatment (follow-through), or expected clinical course of the injury, does the evidence support a causal relationship reasonably linking this condition to the work injury or exposure, that is, supporting “substantial aggravation of the pre-existing condition”?  Please explain the rationale to support your opinion. 
The injured worker is scheduled for the following date and time

Appointment day   (day)

Appointment date   (date)

Appointment time   (time)

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 listed at the bottom of this letter.
In addition, please send me your report and proper billing form no later than 14 days after the examination.  Reimbursement is subject to BWC’s maximum allowable payment. BWC cannot take action on the issues relevant to this examination/evaluation until we receive the report and billing information. 

If the injured worker does not appear, requests to reschedule this appointment or cancels it, please complete the information below and fax it immediately to the identified BWC customer service office listed at the bottom of this letter. Please do not automatically reschedule this exam.  BWC will contact the injured worker.
( ) Injured worker failed to appear for the independent medical exam.

( ) Injured worker requested to reschedule/canceled the independent medical exam.

Signature/Date
If you have any questions, please contact me at the number below. 
