Independent Medical Examination


Please Print

Patient’s Name and Address:                                    

_____________________________________________________________              

_____________________________________________________________               

_____________________________________________________________

Home Phone: ________________________
Date of Birth: _________________________

I understand that I have been sent to Paula Lantsberger, MD, MPH, FACOEM for an independent medical examination, and that all fees for this visit will be paid for by the requesting agency.
________________________________          __________________________

Patient’s Signature                                             Patient’s Printed Name

________________________________          __________________________

Parent’s Signature if Minor                                 Today’s Date

 FORMCHECKBOX 
 Advised by attorney to NOT fill out any additional forms. 


