E Orthopaedic Associates
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IME Request Form

616-459-7101

www.oamichigan.com

Select the requested service:

IME Only

IME and Deposition
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Select the preferred physician:

I:l John Anderson, MD
Scott Burgess, MD
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James Ellis, MD
Julian Kuz, MD
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Donald Bohay, MD
J. Todd Brown, DO
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Patient Name

DOB

SS#

Address

City

State

Phone Number

Zip

Date of Injury

Complaint

Date of Trial (if applicable)

AUTO || Work Comp

Who is requesting the appointment?

Attorney

Address

Contact Person

Ph#

Insurance Company/Third Party

Address

Fax#

Contact Person

Ph#

Fax#

Who is paying for this service?

Claim #

Address

Special Notes/Instructions:

Click to Submit Email to IME@oamichigan.com

Print

Clear Form

Send completed forms to: Fax # 616-942-4874 or e-mail: ime@oamichigan.com



	Patient Name: 
	DOB: 
	SS: 
	Address: 
	City: 
	State: 
	Zip: 
	Phone Number 1: 
	Date of Injury: 
	Complaint: 
	Date of Trial if applicable 1: 
	Attorney: 
	Address_2: 
	Contact Person: 
	Ph: 
	Fax: 
	Insurance CompanyThird Party: 
	Address_3: 
	Contact Person 1: 
	Contact Person 2: 
	Ph_2: 
	Fax_2: 
	undefined: 
	Claim: 
	Address_4: 
	IME Only: Off
	IME and Depo: Off
	EMG Only: Off
	Check Box4: Off
	Other: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box14: Off
	Special Notes / Instructions: 
	Submit Email to IME@oamichigan: 
	com: 

	Print: 
	Clear Form: 
	Auto2: Off
	Auto: AUTO
	WC1: Off
	WC: Work Comp


