ROSE-HULMAN INSTITUTE OF TECHNOLOGY

PHYSICIAN PROVIDER NOTIFICATION
Injured Employee Information: 

Employee Name:___________________________
 SSN:_____________________

Date of Injury:______________________ Time of Injury:_____________________

Employee’s Department:_________________________________________

PRECERTIFICATION IS REQUIRED from our insurance carrier, AIU Holdings Insurance, for any and all non-emergency medical services and/or referrals to other locations or specialists.  Please contact AIU Holdings at 800-428-2422, #5, Ext. 8733 or 8750.
REQUIRED MEDICAL INFORMATION

	Diagnosis:
	Treatment Provided:

	Is further treatment necessary?  If yes, describe:
	Is this injury work related?

	Was Condition pre-existing?
	Estimated date of Medical Release:

	Time employee arrived at facility:
	Time employee left facility:


Medical Restrictions:  Rose-Hulman will make every reasonable effort to accommodate any medically necessary work restrictions and to provide the employee with temporary alternative duties when available.

	Does the employee have any work 

restrictions and if so, please list:


	Restriction Period:

	Estimated Return-To-Work date-Modified:

Estimated Return-To-Work date-Full:


	Date of Next Visit:

Time of Next Visit:


Physician Signature:______________________________________________Date:__________________

Please FAX this report to Susan Butts, Risk Manager, Rose-Hulman Institute of Technology at (812) 877-8032 immediately following this appointment. If any questions, please contact Susan Butts at (812) 877-8457.

