Sample Letter to Physician

Important:  The information below must be transferred to your letterhead, completed and returned to us with your signature.  Please remove this line prior to transferring.
Date
RE:  Mr. XXXX
DOB:  

SSN:  

I have been providing treatment for the above employee for his work injury of DATE.  (On DATE you placed Mr. XXX at maximum medical improvement .)   Mr. XXXX’s current medications are outlined below with the anticipated number of refills per year, the number of years and if generic is acceptable.  I have also provided a tapering schedule for any medication Mr. XXX is expected to be weaned off of.

1. Medication:___________________________ Dosage:________ Frequency:________

Generic substitution is allowed: ______

Medication usage will reasonably continue for the next   ___ Months ___ Years ___ LE
2. Medication:___________________________ Dosage:________ Frequency:________

Generic substitution is allowed: ______

Medication usage will reasonably continue for the next   ___ Months ___ Years ___ LE

3. Medication:___________________________ Dosage:________ Frequency:________

Generic substitution is allowed: ______

Medication usage will reasonably continue for the next   ___ Months ___ Years ___ LE

4. Medication:___________________________ Dosage:________ Frequency:________

Generic substitution is allowed: ______

Medication usage will reasonably continue for the next   ___ Months ___ Years ___ LE

5. Medication:___________________________ Dosage:________ Frequency:________

Generic substitution is allowed: ______

Medication usage will reasonably continue for the next   ___ Months ___ Years ___ LE

6. Medication:___________________________ Dosage:________ Frequency:________

Generic substitution is allowed: ______

Medication usage will reasonably continue for the next   ___ Months ___ Years ___ LE

I confirm that all prior medication Mr. XXX has been on for this work injury of DATE has been discontinued with the exception of the current medication identified above with the exception of ______________________________________________________________________________.
Additional Comments: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________


_____________________
Dr. John Doe



Date
