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                                Insurer Examination – Referral Form
PLEASE USE THIS FORM ONLY IF YOU ARE REFERRING FOR AN IE (ONTARIO SABS)

Referral Source Information:



                                                 Date: 
     

	Contact:
	     
	Title:
	     

	Company:
	     
	Address:
	     

	Phone:
	     
	Fax:
	     

	Email:
	     
	Reporting:
	 FORMCHECKBOX 
 Email   FORMCHECKBOX 
Fax    FORMCHECKBOX 
Mail  FORMCHECKBOX 
 SecureDocs


Claimant Information:

	First Name:
	     
	Last Name:
	     

	Date of Birth:
	     
	DOL:
	     

	Address:
	     
	Phone:
	     

	Gender:
	 FORMCHECKBOX 
 Male
     FORMCHECKBOX 
 Female
	Claim #:
	     


Legal Representation:

	Firm:
	     
	Lawyer:
	     

	Address:
	     
	Phone:
	     

	Fax:
	     
	Email:
	     


Documentation:



             

	Send Report to:      
Send Report by:  FORMCHECKBOX 
 SecureDocs   FORMCHECKBOX 
 Fax
	Send Invoice to:      

	
	Send Invoice by:
	 FORMCHECKBOX 
 HCAI    FORMCHECKBOX 
 SecureDocs


Service(s) Requested:  FORMCHECKBOX 
 Direct (in-person)  FORMCHECKBOX 
 Paper Review   FORMCHECKBOX 
 Post-104   FORMCHECKBOX 
 CAT Impairment Determination
	 FORMCHECKBOX 
 Chiropractor
 FORMCHECKBOX 
 General Practitioner

 FORMCHECKBOX 
 Neurology

 FORMCHECKBOX 
 Orthopaedic Surgery 

 FORMCHECKBOX 
 Psychiatry

 FORMCHECKBOX 
 Physiatry
	 FORMCHECKBOX 
 Psychology
 FORMCHECKBOX 
 Neuropsychology 
 FORMCHECKBOX 
 FAE       FORMCHECKBOX 
 1 day  FORMCHECKBOX 
 2 day 

 FORMCHECKBOX 
 Vocational Assessment

        Inc.     FORMCHECKBOX 
 TSA      FORMCHECKBOX 
 LMS
 FORMCHECKBOX 
 Psycho-Voc Assessment
	 FORMCHECKBOX 
  OT In-Home (Form 1?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No)
 FORMCHECKBOX 
 Job Site Assessment/ PDA
 FORMCHECKBOX 
 Ergonomic Assessment

 FORMCHECKBOX 
 Cognitive Demands Analysis

 FORMCHECKBOX 
 Future Care Cost Assessment

 FORMCHECKBOX 
 Diagnostic: ​     

	Other:
	     
	Timeframe Required:
	     

	Benefit in Dispute:
	     
	Form in Dispute:
	     


Additional Information:

	Interpreter required:
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
No
	Language:
	     

	Transportation required:
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
No
	Additional requirements:
	     

	Special Instructions:
	     



Thank you for your referral! To send securely, please upload with file via the SecureDocs link on our website.
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10 Kingsbridge Garden Circle, Suite 300, Mississauga, ON L5R 3K6

Toll Free: 1.888.567-1235 Local: 905.366-1444 Fax: 905.366-1445

Email: info@agsrehab.com  Web: www.agsrehab.com
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