
CHAPTER 5

APPENDIX I

MEDICAL FEE SCHEDULE

PRACTITIONER’S REPORT (FORM M-1)

	REASON FOR REPORT

CIRCLE ONE

INITIAL

PROGRESS

FINAL
	M-1

PRACTITIONER'S REPORT

STATE OF MAINE

WORKERS' COMPENSATION BOARD

Office of Medical/Rehabilitation Services
	TYPE OF PRACTITIONER

CIRCLE ONE

MD

DO

DC

LIST OTHER _____________________



	 EMPLOYER NAME:
	 EMPLOYEE LAST NAME:
	 FIRST NAME:
	 M.I.:

	 EMPLOYER MAILING ADDRESS & PHONE #:
	 ADDRESS – NUMBER AND STREET:

	 INSURER NAME:

	 CITY:
	 STATE:
	 ZIP:
	 HOME PHONE:

	 INSURER MAILING ADDRESS:
	 DATE OF INJURY:
	 SSN:

	 PATIENT'S COMPLAINTS:


	
ICD-9 CODE:  

IN MY OPINION, THIS PROBLEM IS  FORMCHECKBOX 
 WORK RELATED   FORMCHECKBOX 
  NOT WORK RELATED  FORMCHECKBOX 
 IS NOT YET IDENTIFIED AS TO CAUSE

HAVE DIAGNOSTIC TESTS BEEN PERFORMED?   FORMCHECKBOX 
 YES   FORMCHECKBOX 
  NO  RESULTS: 

DATE OF THIS EXAMINATION :         /      /                IS TREATMENT TO CONTINUE?            FORMCHECKBOX 
 YES            FORMCHECKBOX 
 NO

DATE PATIENT TO BE SEEN AGAIN:        /      /        ESTIMATED LENGTH OF TREATMENT? 

TREATMENT PLAN:  

LIST ANY MEDICATION PRESCRIBED FOR THIS DIAGNOSIS/CONDITION THAT WOULD PREVENT YOUR PATIENT FROM DRIVING AND/OR WORKING SAFELY:

IF UNABLE TO WORK, ADVISE ESTIMATED DATE OF RETURN :             /       /                         P.I. RATING :             /       /
WORK CAPACITY:          FORMCHECKBOX 
 REGULAR DUTY                   FORMCHECKBOX 
 MODIFIED DUTY                                    FORMCHECKBOX 
 NO WORK CAPACITY




	RESTRICTIONS

    YES/NO
	DESCRIBE:

	
	


IS PERMANENT IMPAIRMENT EXPECTED?    FORMCHECKBOX 
 YES       FORMCHECKBOX 
  NO

HAS MMI BEEN REACHED?                              FORMCHECKBOX 
 YES       FORMCHECKBOX 
  NO


SIGNATURE OF PRACTITIONER
PRINT NAME AND ADDRESS

TELEPHONE  #:
NARRATIVES ATTACHED? FORMCHECKBOX 
 YES     FORMCHECKBOX 
 NO
 WCB M-1 (6/99)    DISTRIBUTION:    PRACTITIONER  (1)  EMPLOYEE   (2)  EMPLOYER  (3)    INSURANCE COMPANY   (4)

HOW TO COMPLETE THE PRACTITIONER’S REPORT (FORM M-1)


Pursuant to 39-A M.R.S.A. §208(2)(A)(B) & (C) and Workers’ Compensation Board Rule Chapter 5 §19, the Practitioner’s Report (Form M-1) shall be submitted by the health care provider (HCP)/Practitioner to the employee and the employer as follows:

1. Within 5 business days of completion of the initial examination (except for medical claims only);

2.
By the primary health care provider every thirty days if the employee has been evaluated/treated; and 

3.
Within 5 business days of termination of treatment.


The Employee’s box should be filled out as completely as possible by the employee.  A copy of the First Report is helpful in filling out this information.


The remainder of the M-1 is to be completed by the health care provider.


At the top of the form, the HCP should indicate initial, progress or final report and the type of practitioner.


The remainder of the form should be completed as it applies to the patient/case.  This information is vital to the administration of the claim and the employee’s return to work.  The attachment of narratives is optional; however, the employer/insurer may request medical records (for a fee) and the records must be provided within ten days of receipt of a written request.  A medical release is not necessary, see 39-A M.R.S.A. §208, if the information pertains to an injury claimed to be compensable under the Act.


In the check-off portion of the form, check only those restrictions/limitations that apply.


The HCP must sign the form and print the name and address information for ease in identification.


Distribution is indicated at the bottom of the form.

THE M-1 FORM IS NOT SUBMITTED/FILED WITH THE BOARD

A HCP may not charge a fee for the completion and submission of the Practitioner’s Report (Form M-1).

PLEASE NOTE:  Penalties may be assessed for failure to complete and submit the Practitioner’s Report (Form M01).  Additionally, payment of fees may be withheld.
CHAPTER 5

APPENDIX II

MEDICAL FEE SCHEDULE

PETITION TO FIX THE AMOUNT TO BE ALLOWED

FORM 190 AND 190-A

PETITION FOR PAYMENT OF MEDICAL AND RELATED SERVICES
STATE OF MAINE

WORKERS' COMPENSATION BOARD

27 STATE HOUSE STATION

AUGUSTA, MAINE04333-0027

	
EMPLOYEE

NAME:


STREET/P.O. BOX: 


CITY, STATE, ZIP: 


TELEPHONE NUMBER: 


EMPLOYEE SOCIAL SECURITY NUMBER: 


BOARD FILE NUMBER: 


(IF KNOWN)


	)
EMPLOYER

) NAME:


) STREET/P.O. BOX: 


) CITY, STATE, ZIP: 


)
INSURANCE COMPANY

) NAME: 


) STREET/P.O. BOX: 


) CITY, STATE, ZIP:





1.
On                                                                       ,                                                                      __    
 MONTH

         DAY
                           Y EAR





      EMPLOYEE NAME

experienced a work-related injury while working for                                                                                 . 


 EMPLOYER NAME
2.
Describe how the injury occurred:

3.
List body part(s) injured:

4.
The charges for medical and related services such as prescriptions and mileage in connection with this injury amount

to: $________________________.

     ATTACH COPIES OF ALL BILLS

WHEREFORE, the employee asks the Board to order payment of the attached work‑related medical bills and services pursuant to 39‑A M.R.S.A.

	____________________________________________________ 

 SIGNATURE OF EMPLOYEE


FILING INSTRUCTIONS
1.
Mail original petition to the Workers Compensation Board at the above address by regular mail.

2.
Mail one (1) copy by certified mail, return receipt requested to the insurance company.

3.
Mail one (1) copy by certified mail, return receipt requested to the employer.

4.
Keep one (1) copy for yourself and keep the green certified mail cards when returned to you by the U.S. Post Office. 
	
	DATED: ___________________________________________________

             MONTH 


DAY 

   YEAR

NAME OF EMPLOYEES ATTORNEY OR ADVOCATE (IF ANY)

 STREET/P.O. BOX

CITY, STATE, ZIP




THE STATE OF MAINE DOES NOT DISCRIMINATE ON THE BASIS OF DISABILITY IN ADMISSION TO, ACCESS TO, OR OPERATION OF ITS PROGRAMS, SERVICES OR ACTIVITIES.  THIS MATERIAL CAN BE MADE AVAILABLE IN ALTERNATE FORMATS BY CONTACTING YOUR DEPARTMENTS ADA COORDINATOR.
WCB-190 (06/98)

PROVIDER’S PETITION FOR PAYMENT OF MEDICAL AND RELATED SERVICES
STATE OF MAINE

WORKERS' COMPENSATION BOARD

27 STATE HOUSE STATION

AUGUSTA, MAINE04333-0027

	
HEALTH CARE PROVIDER

NAME:

STREET/P.O. BOX:


CITY, STATE, ZIP:


TELEPHONE NUMBER:


EMPLOYEE NAME:


EMPLOYEE SOCIAL SECURITY NUMBER:


DATE OF INJURY:


BOARD FILE NUMBER:


(IF KNOWN)


	EMPLOYER

)NAME:


)STREET/P.O.BOX:


)CITY, STATE, ZIP:


)
INSURANCE COMPANY

)NAME:


)STREET/P.O. BOX:


)CIITY, STATE, ZIP:





1.
On,




MONTH
DAY
YEAR





EMPLOYEE NAME

experienced a work-related injury while working for.



EMPLOYER NAME
2.
The charges for medical and related services in connection with this injury amount to: $
.

ATTACH COPIES OF ALL BILLS

WHEREFORE, the health care provider asks the Board to order payment of the attached work‑related medical bills and services pursuant to 39-A M.R.S.A.

	____________________________________________________

SIGNATURE OF HEALTH CARE REPRESENTATIVE


FILING INSTRUCTIONS
1.
Mail original petition to the Workers' Compensation Board at the above address by regular mail.

2.
Mail one (1) copy by certified mail, return receipt requested to the insurance company.

3.
Mail one (1) copy by certified mail, return receipt requested to the employer.

4.
Keep one (1) copy for yourself and keep the green certified mail cards when returned to you by the U.S. Post Office.


	
	DATED:____________________________________________________

MONTH


DAY

YEAR

NAME OF PROVIDER'S ATTORNEY (IF ANY)

STREET/P.O. BOX

CITY, STATE, ZIP




THE STATE OF MAINE DOES NOT DISCRIMINATE ON THE BASIS OF DISABILITY IN ADMISSION TO, ACCESS TO, OR OPERATION OF ITS PROGRAMS, SERVICES OR ACTIVITIES. THIS MATERIAL CAN BE MADE AVAILABLE IN ALTERNATE FORMATS BY CONTACTING YOUR DEPARTMENT'S ADA COORDINATOR.

WCB-190A(06/98)
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