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Excel Managed Care & Disability Services, Inc. 
8300 Fair Oaks Blvd. #404, Carmichael, CA  95608 

Phone:  (888) 464-0044 

Utilization Review Request Form 
1.  Please complete this form and fax or email it to:         Fax # (916) 944-0211 Or 

 Attn:  Excel Managed Care UR Dept.               E-mail to: emcds@excelmanagedcare.com 

   

2.  Please also fax or email the Rx, along with all pertinent progress notes, consult notes,  

     laboratory/diagnostics/ x-ray results, etc. 
         
     Date Of Service/Procedure(s) Requested: ________________________________________(REQUIRED) 

  Prospective                   Concurrent                     Retrospective                Spine Surgery 
  Future Medical Review Only - This is NOT a standard Utilization Review. 

       Physician is to comment on future medical needs ONLY based on ACOEM guidelines.  

    

ADJUSTER NAME:  INJURED WORKER/CLAIMANT  

INSURANCE CARRIER:  Name:   

Address:   Address:   

                                                                                                           

Telephone #:   SSN: ____________________DOB:   

Fax#:                     Claim Number:     

E-mail Address:  Date of Injury:     

Employer Name:    Diagnosis/ICD9: ______________________________ 

Treating Physician:     Disputed body part(s) _________________________ 

  Accepted body part(s) __________________________  

Physician Specialty: ____________________________  Facility/Physician Performing Service/Procedure(s)    

Address:    Name:   

  Address:    

Treating Physician Phone#:      

Treating Physician Fax#:  Telephone #:   

Hours of availability:          Fax Number #:   

Phy. Assistants Name:   Contact Person:   ______________________________                                                            

Medical Service/Procedure(s) Requested:__________ CPT code(s):_________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

**Applicant Attorney info.  (Required if applicable)**   **Defense Attorney info.   ( Required if applicable) **  

Name:________________________________________ Name:  

Address:______________________________________  Address:    

    

Telephone #:   Telephone #:   

Fax Number #:   Fax Number #:   

 

SPECIAL INFORMATION: Prior treatment(s), for how long and with what result?   


