RADIOLOGICAL REQUEST FORM

Company Name:

Date:
ate Address:
IEWS: — Cervical Spme_ Thoracic
__ Lumber Spine Tel:
_Left Shoulder _ Right Shoulder Fax:
__Leftknee  Right Knee ax: - -
Working with
Claims Examiner: ARROW
Claimant’s Name: CLAIMS
Date of Accident: SERVICES, Inc.

Tel. # (718) 460-6900
Fax # (718) 460-6924

www.arrowclaims.com

Claim Number:

Dear Sir/Madam,
Is authorization for release of medical records included 2?2 YES U NO

Facility DATE(S) of SERVICE Region/View

If any additional information is needed, please notify me immediately.
PLEASE CHECK THE BOXES BELOW THAT APPLY:
Ul You have previously done a Radiological Review

Ul You have previously done an IME.

Thank you for your prompt attention on this urgent matter.

Claim Examiner.’ Date:

v




	VIEWS:

