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	Account Executive Information:

	Name:       
	Referral Date:       

	Services Requested:


	 FORMCHECKBOX 
  Medical Case Management
	 FORMCHECKBOX 
  Vocational Services
	 FORMCHECKBOX 
  Telephonic
	 FORMCHECKBOX 
  Medicare Set-Aside

	 FORMCHECKBOX 
  Bilingual
	 FORMCHECKBOX 
  Task Assignment
	 FORMCHECKBOX 
  Ergonomic Assessments
	 FORMCHECKBOX 
  MSA Submission

	 FORMCHECKBOX 
  Catastrophic
	 FORMCHECKBOX 
  Life Care Plan
	 FORMCHECKBOX 
  IME Coordination
	 FORMCHECKBOX 
  Lien Investigation

	 FORMCHECKBOX 
  Other:        
	 FORMCHECKBOX 
  Legal Nurse Review

	
	 FORMCHECKBOX 
  Medical Cost Projections

	Claimant Information:

	Name:       
	SSN:       

	Address:       
	DOB:       

	City, State, Zip:       
	DOI:       

	Phone:       
	Claim Number:       

	Jurisdiction:       
	Occupation:       

	Diagnosis / Injury:       
	Medicare Beneficiary:   FORMCHECKBOX 
Yes         FORMCHECKBOX 
No        FORMCHECKBOX 
Don’t Know

	Client Information:
	Medical Information:

	Company Name:      
	Treating Physician:      

	Address:      
	Specialty:      

	City, State, Zip:      
	Address:      

	Contact:      
	City, State, Zip:      

	Title:      
	Phone Number:      

	Phone:      
	Fax:      
	Notes:      

	Email:      
	

	Claimant Employer:      
	

	Carrier:      
	

	Claimant Attorney:           FORMCHECKBOX 
 Claimant is not represented
	Defense Attorney:      FORMCHECKBOX 
 Employer is not represented

	Name:      
	Name:      

	Address:      
	Address:      

	City, State, Zip:      
	City, State, Zip:      

	Phone:      
	Phone:      

	Fax:      
	Fax:      

	Email:      
	Email:      

	MSA Information:   FORMCHECKBOX 
  Workers’ Compensation      FORMCHECKBOX 
  Liability

	Proposed Settlement Amount Including MSA:  $          
	Number of Open & Pending WC Claims:
	1
 FORMCHECKBOX 

	2

 FORMCHECKBOX 

	3

 FORMCHECKBOX 


	MSP Notes (Preferred Structured Settlement Broker, Denied Injuries):  
     
	For each pending WC claims, please provide:

	
	Date of Injury
	ICD Codes

	
	     
	     

	
	     
	     

	
	     
	     

	General Comments / Objectives:  

	     

	SUBMIT REFERRAL:  

	Tel: 770-840-1164 or 800-442-2230 |  Fax: 770-840-1152 or 800-624-4025

Referrals@CaseMgtSol.com

	Internal Use ONLY: 

	Case Manager:       
	Diary Date:       
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