 SEQ CHAPTER \h \r 1RE: 
Employee:

Employer:

D/Injury:

Claim No:

Dear _______________: 

An independent medical examination has been scheduled for you for the purpose of [FILL IN PURPOSE]

The appointment is scheduled as follows:

Date of examination: 

Time of examination: 

Place of examination:

Doctor/Facility:         

     
Specialty:                   


Telephone number:  
You must attend this examination. If there is any reason you cannot attend, you must tell the insurer as soon as possible before the date of the examination. If you fail to attend and do not have a good reason for not attending, or you fail to cooperate with the examination, your workers’ compensation benefits may be suspended in accordance with the workers’ compensation law and rules, ORS 656.325 and OAR 436-060. You may be charged a $100 penalty if you fail to attend without a good reason or if you fail to notify the insurer before the examination. The penalty is taken out of future benefits.
If you object to the location of this appointment you must contact the Workers’ Compensation Division at 1-800-452-0288 or 503-947-7585 within six business days of the mailing date of this notice. If you have questions about your rights or responsibilities, you may call the Workers’ Compensation Division at 1-800-452-0288 or 503-947-7585 or the Ombudsman for Injured Workers at 1-800-927-1271.
The reasonable cost of public transportation or use of a private vehicle will be reimbursed and, when necessary, the reasonable cost of child care, meals lodging and other related services will be reimbursed. A receipt for reimbursement must be accompanied by a sales slip, receipt or other evidence necessary to support the request.  A reimbursement request form is enclosed with this letter.  Should an advance of these costs be necessary for attendance, a request for advancement must be made in sufficient time to ensure a timely appearance.  
If you are not receiving benefits under ORS 656.210(4) during the absence, you will be paid an amount equivalent to net lost wages for the period during which it is necessary to be absent from work to attend the medical examination. 

You have the right to have an observer present during the examination as long as the observer is not paid or compensated in any way to attend the exam.  However, if this is a psychological examination, an observer will only be allowed if the examining provider approves the presence of the observer.  

[Include only if director approval required: The director has approved this examination.]

Your attending physician or authorized nurse practitioner, _________________,  has been provided with a copy of this exam notice.  [Or: We have no record that you have an attending physician/authorized nurse practitioner.]

Please promptly contact me at _________________ if you have any questions about the examination.







Sincerely,







______________________________

Enclosures:
Reimbursement Request Form



Form 440-3923  “Important Information about Independent Medical Exams”



Form 440-0858  “Worker Independent Medical Exam Survey”


Copies:  Claimant, regular and certified

  Attending Physician


  Examining Physician/Facility


  Claimant’s Attorney


  Employer’s Attorney

