[INSERT YOUR LETTERHEAD]

Designated Doctor Examination Narrative Report 

Date: 

Designated doctor name: 
Designated doctor license number, type, and jurisdiction: 
Designated doctor assignment number: 
Exam date and time: 
Exam location: 
Exam start time: 
Exam end time: 
Time spent reviewing medical records:
Time spent on medical decision making:

DWC claim #: 
Injured employee name: 
Injured employee SSN (last four): XXX-XX-
Injured employee date of birth: 
Date of injury: 
Treating doctor name: 
Employer name: 
Insurance carrier name: 
Carrier claim number: 
Certified workers' compensation health care network or health care plan name (if any): 

Issues ordered to address
(List only those issues that apply)
· Maximum Medical Improvement
· Impairment Rating
· Extent of Injury
· Disability – Direct Result
· Return to Work
· Return to Work for Supplemental Income Benefits (SIBs)
· Other Similar Issues






Closing Information for all Reports

I certify that:
· I have reviewed and approved the final version of this report.
· I have no known disqualifying association as described in 28 Texas Administrative Code Section 127.140 (relating to Disqualifying Associations) between the designated doctor (DD) and the injured employee, the injured employee's treating doctor, the insurance carrier, the insurance carrier's certified workers' compensation health care network, or a network established under Labor Code Chapter 504.
· I filed this report by verifiable means with the injured employee, injured employee’s representative (if any), treating doctor and insurance carrier.
· I sent copies of the report to:

The Injured Employee:
[Injured Employee Name]
[Address or Fax Number]
[Date sent]

The IE Representative (if any):
[IE Representative Name]
[Address or Fax Number]
[Date sent]

The Treating Doctor:
[Treating Doctor Name]
[Address or Fax Number]
[Date sent]

The Insurance Carrier:
[Insurance Carrier Name]
[Address or Fax Number]
[Date sent]


Designated Doctor Signature:	_____________________________________

Date of Signature:			_____________________________________


Summary of Medical History 
I reviewed the medical records and other documents provided by the insurance carrier, the treating doctor, and the injured employee. (See Attachment A.)

Time spent reviewing medical history: 


Mechanism of injury:



Historical Complaints and Current Complaints:


Treatment history and injured employee’s response to treatment:


Summary of medical history (discuss persistent positive and negative complaints, findings, diagnostics, and their temporal relation to the DOI):




Physical Exam
Exam findings:





 









Referrals and Testing or Evaluation
I [sent/did not send] the injured employee to another health care provider for additional testing/evaluation necessary to complete this designated doctor exam.

	
	Referral Health Care Provider Name
	Provider 
License Number
	Date of Service (mm/dd/yyyy)
	Type of Testing

	
	
	
	
	Functional capacity evaluation (FCE), electromyography (EMG), nerve conduction velocity (NCV), magnetic resonance imaging (MRI); computed tomography (CT) Scan, Describe other testing.  

	1.
	     
	     
	     
	     

	2.
	     
	     
	     
	     

	3.
	     
	     
	     
	     

	4.
	     
	     
	     
	     

	5.
	     
	     
	     
	     



Analysis of Results of Referral for Testing or Evaluation (Explain why, what, how?)

Referral 1. (Repeat for each test or referral)
	Referral health care provider name: [Name]
Date of service: [mm/dd/yyyy]
Type of referral or test: [Type]
Reason for referral or test to resolve a question: [Reason]

Analysis of referral or test findings

















Attachment A. Listing of Medical Records and Other Documents Reviewed
Medical record review amount of time [hh:mm] 


	Number
	Date of Service
	Document Type
	Description

	1
	
	
	

	2
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