MEDICAL FACILITY EVALUATION
	
	

	Clinic:
	Date: 

	
	

	Address:
	

	City, State, Zip:
	

	Phone Number:
	Fax:

	Office Manager:
	Phone:

	Email:
	

	Contact Person:
	Phone:

	Email:
	

	Billing Contact:
	Phone:

	
	

	1.
	Accepting new patients?
	   Yes      
	   No   

	
	Comments:
	

	2.
	Accepting Workers’ Compensation (WC)?
	   Yes      
	   No   

	
	Comments:
	

	3.
	Hours of Operation:
	Days of Operation:

	4.
	Facilities Capabilities:
	

	
	Drug-test   
	   Yes      
	   No      
	If no, referred to:

	
	X-ray      
	   Yes      
	   No      
	If no, referred to:

	
	Lab Work                                                     
	   Yes      
	   No      
	If no, referred to:

	
	Diagnostic testing       
	   Yes      
	   No      
	If no, referred to:

	5.
	Sign-in/out sheets used?
	   Yes      
	   No   

	
	Comments:
	

	6.
	Average time of visit? (from sign-in to sign-out)
	

	7.
	Maximum wait time (before follow-up appointment is made)
	

	8.
	Initial appointments (for injuries) will be scheduled within:
	

	9.
	Follow-up appointments scheduled within:
	

	10.
	Number of treating physicians by name:
	

	
	
	

	
	
	


  


	

	

	11.
	Number of physician assistants by name:
	

	
	
	

	
	
	

	12.
	Number of nurse practitioners by name:
	

	
	
	

	
	
	

	13.
	Of the above, who will provide the initial treatment:
	

	14.
	How many other employers use this facility? (approx.)
	

	15.
	Willing to complete and provide a copy to the injured employee of our Request for Workers’ Compensation Medical Information prior to the end of each visit?
	   Yes      
	   No   

	
	Comments:   
	

	16.
	Willing to call the designated WC representative, when appropriate, to discuss questions concerning treatment plan or return to work opportunities?
	   Yes      
	   No   

	
	Comments:   
	

	17.
	Willing to provide advanced notification to designated WC representative of intention to change or cancel standing/existing medical appointment?
	   Yes      
	   No   

	
	Comments:   
	

	18.
	Agreeable to not billing the injured employee for any portion of any authorized bill covered by WC but not paid in full by WC (no balance billing)
	   Yes      
	   No   

	
	
	

	19.
	Agree to notify employer before any bill designed as WC is sent to collections?
	   Yes      
	   No   

	
	Comments:   
	

	20.
	Willing to use either Occupational Disability Guidelines or Medical Disability Advisor (or other medically accepted guideline) information as a guide to determining the estimated length of disability?
	   Yes      
	   No   

	
	Comments:   
	

	21.
	Willing to establish (and communicate to the designated WC representative) initial return to work goals, monitor and up-date as needed? 
	   Yes      
	   No   

	
	Comments:   
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