APPLICATION FOR EVALUATION

EMPLOYMENT REHABILITATION SERVICES

Employee: _________________________
Employer:  __________________________

Mailing Address:  ___________________
Mailing Address: _____________________

__________________________________
____________________________________

Phone Number:  ____________________
Phone Number: ______________________

Date(s) of Injury:  ___________________
Insurer:  ____________________________

WCB File #:  _______________________
Mailing Address: _____________________


____________________________________


Adjuster Name/Phone #: _______________

Are weekly benefits being paid, either totally or partially?    Yes _____  No _____

Is a petition pending to remedy discrimination?  Yes _____  No _____; 

Is a petition pending to seek reinstatement?  Yes _____  No _____

************************************************************************


Application is hereby made to the Workers' Compensation Board pursuant to Title 339-A, Subsection 217(1) for an evaluation to address the need for and kind of service, treatment or training necessary and appropriate to return the employee to suitable employment.

Dated:  ________________________
___________________________________



Requesting Party's Signature

Filing Instructions:
(1) Mail original to:
Workers' Compensation Board





Office of Med/Rehab Services





27 State House Station





Augusta, Maine 04333-0027



(2) Mail copies to:
Insurer





Employer or Employee

*  A letter from the requesting party with the above information is likewise adequate and acceptable.


** Any unrepresented employee may be entitled to the services of an advocate. **

