Investigation Referral Form – Request for Services


	Date Assigned:

     
	Due Date:

     
	Decision Date:

     
	Date-Of-Knowledge:

     
	Client Claim Number:

     

	Date-Of-Hire

     
	Date-of-Injury

     
	Date-of-Termination

     
	 FORMCHECKBOX 
 N/A                              FORMCHECKBOX 
 Lay Off
	 FORMCHECKBOX 
 Self Term.

 FORMCHECKBOX 
 For Cause
	LDW

     
	RTW

     

	Company & Address:       

	Examiner:        
	Phone Nbr:

     
	Investigator:

     

	Email:       
	
	

	Assigned To:   PIER INVESTIGATIONS
                         Po BOX 743, LOS ALAMITOS, CA 90720     OFC:  562.431.7585    FAX: 562.375.6454

	

	TYPE OF INVESTIGATION

 FORMCHECKBOX 
 AOE/COE

       FORMCHECKBOX 
  Full Investigation

       FORMCHECKBOX 
  ER Level Only

       FORMCHECKBOX 
  EE Interview Only

 FORMCHECKBOX 
 Subrogation / Third Party

 FORMCHECKBOX 
 Apportionment

 FORMCHECKBOX 
 Activity Evaluation

 FORMCHECKBOX 
 Liability - General

 FORMCHECKBOX 
 Liability – Auto

 FORMCHECKBOX 
 Court Hearing / MSC / Mediation

 FORMCHECKBOX 
 S.I.U.

 FORMCHECKBOX 
 Sub Rosa  -  ____ Days

 FORMCHECKBOX 
 Activity Check

 FORMCHECKBOX 
 Background Research

     Check   FORMCHECKBOX 
 Civil  FORMCHECKBOX 
 Criminal

 FORMCHECKBOX 
 EDEX     FORMCHECKBOX 
 DMV/Drivers License
	INTERVIEW

 FORMCHECKBOX 
 Claimant

 FORMCHECKBOX 
 Employer / Supervisor

 FORMCHECKBOX 
 Co-Workers

 FORMCHECKBOX 
 Witness

 FORMCHECKBOX 
 Doctor / Medical Personnel

 FORMCHECKBOX 
 Third Party

 FORMCHECKBOX 
 Police/Medical Authorities

 FORMCHECKBOX 
 Other: 

           
           
           
           
           
	SECURE

 FORMCHECKBOX 
 Medical Authorization

 FORMCHECKBOX 
 Employment Authorization

 FORMCHECKBOX 
 Wage Statement

 FORMCHECKBOX 
 Employer Report (5020)

 FORMCHECKBOX 
 DWC-1

 FORMCHECKBOX 
 Personnel File 

 FORMCHECKBOX 
 Motor vehicle record

 FORMCHECKBOX 
 Police Report

 FORMCHECKBOX 
 Death Certificate

 FORMCHECKBOX 
 Autopsy Report

 FORMCHECKBOX 
 Birth Certificate

 FORMCHECKBOX 
 Marriage/Divorce Certificate

 FORMCHECKBOX 
 Medical Reports/Records

 FORMCHECKBOX 
 OSHA Report

	CHECK

	 FORMCHECKBOX 
 Current Employment

 FORMCHECKBOX 
 Past Employment History

 FORMCHECKBOX 
 Dependency


	 FORMCHECKBOX 
 Intoxication / Drugs Abuse

 FORMCHECKBOX 
 Independent Contractor

 FORMCHECKBOX 
 Past Medical History


	 FORMCHECKBOX 
 Serious & Willful

 FORMCHECKBOX 
 Apportionment

 FORMCHECKBOX 
 WCAB Records



	CLAIMANT OR EMPLOYEE INFORMATION                        FORMCHECKBOX 
 LITIGATION

	Claimant / Employee’s Name:

     
	Claimant / Employee’s Address:

     
	PHONE NUMBERS

	
	
	Home:
Business:

Cell:

Pager:
	     
     
     
     

	Date of Birth:

     
	Social Security Number:

     
	Drivers License #:

     

	Occupation or Trade:

      
	Applicant Attorney:

     

	Alleged Injuries:

     

	Height:

     
	Weight:

     
	Hair Color:

     
	Race:

     
	Sex:

     
	Vehicle:

     

	EMPLOYER / INSURED INFORMATION

	Employer:

     
	Contact:

     
	Phone:

     

	Address:

     
	City:

     
	State

     
	Zip:

     

	ASSIGNMENT NOTES / SPECIFIC INSTRUCTIONS:
     

	DEFENSE ATTORNEY

	 FORMCHECKBOX 
 Address Report to Defense Attorney
	 FORMCHECKBOX 
 Send Report to Examiner with copy to Defense Attorney
	 FORMCHECKBOX 
 Mail Copy of Surveillance Tapes to Defense Attorney

	Attorney;
	     

	Law Firm:
	     

	Address:
	     
	Suite:
	     

	City:
	     
	State:
	     
	Zip:
	     

	Phone Nbr:
	     

	eMail:
	     

	LIMITATIONS

	 FORMCHECKBOX 
 WORKING
	 FORMCHECKBOX 
 TTD
	 FORMCHECKBOX 
 MOD DUTY

	

	 FORMCHECKBOX 
 Rep Bending    FORMCHECKBOX 
 Heavy Lifting    FORMCHECKBOX 
 Squatting    FORMCHECKBOX 
 Twisting    FORMCHECKBOX 
 Stooping   FORMCHECKBOX 
 Lifting Above Shoulders

	 FORMCHECKBOX 
 Rep Grip/Grasp       FORMCHECKBOX 
  Prolonged Standing    FORMCHECKBOX 
 Lifting >      lbs  

	 FORMCHECKBOX 
 Carrying >      lbs     FORMCHECKBOX 
 Driving

	Other Limitations:
	     

	ADDITIONAL SURVEILLANCE INFORMATION

SCHEDULED EVENT

	DATE OF EVENT:                    TIME OF EVENT:       

	

	TYPE OF EVENT:   FORMCHECKBOX 
 Deposition    FORMCHECKBOX 
 QME    FORMCHECKBOX 
 Medical Appointment   FORMCHECKBOX 
 Other:       

	

	EVENT LOCATION

	

	LOCATION NAME:
	     

	
	     

	Address:
	     
	Suite:
	     

	City:
	     
	State:
	     
	Zip:
	     

	Phone Number:
	     
	Contact Person:
	     

	

	OTHER DISTINQUISHING MARKS OR HANDICAPS:

     


