Agreed Medical Examination

Regarding: 
Applicant:   





Dates of injury:   


Dear  :
The parties have chosen you as an Agreed Medical Examiner in the above-entitled Workers', Compensation case. Thank you for agreeing to examine the employee in that capacity.

Please be advised that the employee is scheduled to be examined in your office as follows:


Date
:


Time
: 


Address:
 REF ML_PhyAdd 
 



 REF ML_PhyCitySTZip 
Please conduct a thorough medical examination and prepare a comprehensive medical report in conformance with the requirements of Labor Code §4628.

Also, please complete a Findings Summary form (IMC Form 1002).

Enclosed is a copy of the claim form or forms and all applications for adjudication for each injury alleged by the employee. Please address all issues and consider all of the worker's complaints that are attributed to any alleged injury.

The parties, except the employee, will not communicate with you other than by joint letter.

The parties have agreed upon information that shall be provided to you as required by Labor Code §4062.2(a). Attachment A is the list of materials agreed upon. Attachment A must be signed by the parties. Please review and rely upon only records and reports that have been agreed upon by the parties and listed in Attachment A. Please identify in your report all information received from the parties, all information reviewed in preparation of the report, and all information relied upon in the formulation of your opinion in accordance with Board Rule §4062.2(d) If you desire any additional information in order to render a complete and thorough report, please request the information by a letter to all parties.

You may refer to any medical text, treatises, periodicals and other source materials that have not been specifically prepared for this case.

You are authorized to conduct whatever diagnostic tests you feel are necessary.

Your findings and opinions should be limited to your specialty. However, you are entitled to consult with other physicians in any appropriate specialty who are qualified medical evaluators when reasonably necessary, or to consult with a physician who is not a qualified medical evaluator, regardless of whether or not the physician is licensed to practice in California, only if the physician possesses necessary expertise in a specialty which you do not normally treat and without which a complete and accurate formal medical evaluation cannot be obtained. LC§4062(c) Only one comprehensive medical report is requested. Please incorporate any findings by consulting physicians into your report.

Please render an opinion to a reasonable medical probability on the following issues:

1. Causation.  Is the employee’s medical treatment and disability, if any, caused by, contributed by, or aggravated by the injury or injuries as alleged in the application for adjudication(s).
2. Permanent and Stationary Date. A disability is considered permanent after the employee has reached maximum improvement or his condition has been stationary for a reasonable period of time. (Board Rule §9735) For each injury alleged please determine if the employee is permanent and stationary. If you are able to determine a date that the employee became permanent and stationary, without speculating, please specify the date and give the reasons for choosing that date. If your determination differs from that of the primary treating physician, please indicate your reasons. If there is more than one injury alleged, please determine the permanent and stationary date for each separate injury alleged. 

3. Temporary Disability. If you find that the employee is permanent and stationary, please state for each injury alleged all periods for which the employee was totally temporarily disabled.

4. Permanent Disability. Permanent disability is the residuals of an injury that causes impairment of earning capacity, or the loss or impairment of the normal use of a body part, or a loss of ability to compete in the open labor market. Please specify the permanent disability for each body part that is alleged to have been injured and determine the objective and subjective factors of disability, if any, of each body part and any work restrictions.

5. Medical Treatment. Please state what medical care, treatment and diagnostic studies are reasonably required at the present time to cure or relieve the effects of the injury or injuries. Please state, in as much detail as possible, what continuing or fixture medical care, treatment, medication and surgical procedures should be provided or made available and specify the duration.

6. Contribution. If the employee's medical condition was the result of more than one injury, including specific and continuous injuries, give your opinion as to the amount each injury has contributed to the employee's disability, if any.

7. Apportionment. Please determine to a reasonable medical probability, without speculation, if any permanent disability should be apportioned to factors other than the disability caused by the alleged injury or injuries. There are three situations where apportionment may be warranted:

a. If there was a pre‑existing condition that was actually labor disabling, LC §4750, or 

b. If there was a pre‑existing condition that was the result of the natural progression of pre‑existing disease or pathology that resulted in a permanent disability that would have existed in the absence of the alleged injury‑caused disability LC §4663, or

c. If there was a subsequent injury that resulted in a permanent disability that would have existed absent the alleged injury or injuries. LC§4750.5

8. Vocational Rehabilitation. Please determine if the employee's permanent disability as a result of the injury or injuries, whether or not combined with the effects of a prior injury or disability permanently precludes, or is likely to preclude, the employee from engaging in his or her usual occupation or the position in which he or she was engaged at the time of injury.

Please address your report to the Disability Evaluation Unit at the appropriate Workers' Compensation Appeals Board and serve the medical report, the summary and the billing statement on all of the parties. Billing is to be at ML 104‑94 and ‑93.

The parties further agree that if, after your report is served, it becomes necessary to cross-examine you it will be done by deposition in your office in accordance with Board Rule § 10727, or the parties may prepare a subsequent joint letter with specific questions promulgated by the parties either separately or jointly, and request a supplemental report.

Thank you once again for your professional courtesy and cooperation. 

Dated: 

Dated:


<Name>





<Name>
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