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Medical Information Request Form

{For use in requesting a review by a certified Medical Review Organization pursuant to Rule 28 

Of the New Jersey No-Fault Automobile Arbitration Rules}


Instructions

Please complete each page of this form and attach three (3) paper copies of this form and three (3) paper copies of unredacted medical records.  Complete and submit a separate form and medical records for each injured person.  All medical records submitted must be indexed on this form or indexed and attached to this form as an exhibit. A fee of $900.00 is payable to the National Arbitration Forum for each injured person and each health care specialty to be reviewed.   The Forum will transmit the entire fee to the MRO performing the review(s). {Please contact the National Arbitration Forum if you have questions.}

Forum Case #:

Name of patient/injured person:

Name of the health care provider whose services are in dispute:


Identify the primary specialty or discipline of the health care provider whose services are in dispute:

_________________________________________________________________

Identify the desired primary specialty or discipline of the reviewing health care provider (select only one):

 FORMCHECKBOX 
  Acupuncture



 FORMCHECKBOX 
  Gastroenterology

 FORMCHECKBOX 
  Cardiology



 FORMCHECKBOX 
  General Surgery

 FORMCHECKBOX 
  Chiropractic 



 FORMCHECKBOX 
  Internal Medicine

 FORMCHECKBOX 
  Dental - general 



 FORMCHECKBOX 
  Neurological Surgery

 FORMCHECKBOX 
  Dermatology



 FORMCHECKBOX 
  Neurology


 FORMCHECKBOX 
  ENT




 FORMCHECKBOX 
  Neuro/Psychiatry


 FORMCHECKBOX 
  Family Practice



 FORMCHECKBOX 
  Neuro/Psychology



 FORMCHECKBOX 
  Ophthalmology
 FORMCHECKBOX 
  Plastic Surgery                                    

 FORMCHECKBOX 
  Oral Surgery



 FORMCHECKBOX 
  Psychiatry

 FORMCHECKBOX 
  Orthopedic Surgery


 FORMCHECKBOX 
  Psychology

 FORMCHECKBOX 
 Pain Management



 FORMCHECKBOX 
  Rheumatology

 FORMCHECKBOX 
 Physical Medicine



 FORMCHECKBOX 
  TMJ Specialist

Specify by date(s) and type(s) the treatment(s) or test(s) in dispute: 



Set forth the specific inquiry regarding the treatment(s) or test(s):







Patient’s Medical Information

Date of Birth 



       Date of Accident

Gender

Past Medical History (including surgeries) 




History of the Accident



Diagnosis

Diagnostic tests performed

Treatments and procedures performed




Treatments, diagnostic tests and procedures to be performed and the reasons for performing them




Any additional pertinent medical information



Index of all documents submitted for review:
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