< Addressee> 
Dear Mr./Ms. <Addressee’s Last Name>:
Please consider this our L.C. §4062 objection to the treating doctor’s opinion on temporary disability/medical issues.  

Kindly advise whether you would agree to utilize any of the following doctor(s) as an Agreed Medical Examiner pursuant to the provisions of L.C. §4062.2.

Dr. _______________

Dr. _______________

Kindly advise at your earliest convenience
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