FORM COMPLETION PoLIcy
& FEE SCHEDULE

Department Hours
Monday - Thursday, 8 a.m. thru 4:30 p.m.

To save cost, our office has developed a generic disability form accepted by many
insurance companies. You may download and complete this form and mail it
into our office for the physician to complete.

If you must have a specific form, our office will be happy to complete it for you.
It is our policy to collect a pre-paid fee for this service:

Disability Information Form (Standardized - provided by SOS) FREE
Disability Insurance Form (provided by Insurance Co.) $ 15 initial form

$ 5 subsequent forms
Creditor Disability Form $ 15 initial form

$ 5 subsequent forms
Family Medical Leave Act $20
Attending Physician Statement (Dictation Request) $35-%40
Medical Narrative $ 75 - $200

** CERTAIN FORMS NOT MEETING THESE CLASSIFICATIONS WILL BE INDIVIDUALLY QUOTED.

Please complete and sign the "Patient™ portion of your form before submitting it for
completion by the physician.

Thank You




FREE DISABILITY
FORM

THERE IS NO CHARGE FOR THE
FOLLOWING FORM IF COMPLETED
BY PATIENT. THE FORM MUST BE

REVIEWED AND SIGNED BY THE

PHYSICIAN AFTER THE PATIENT
PORTION HAS BEEN COMPLETED.




Southern Orthopaedic Specialists
DISABILITY CLAIM REPORT

Instructions for Completion of Form:

1. Please PRINT all information clearly.

2. To avoid delay, be certain all information given is exact.

3. Attach your insurance company's form (be certain you have signed both forms) and return to our Insurance Dept.

PART A TO BE COMPLETED BY PATIENT
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PHysI ¢ AN YoU FI RST CONSULTED FOR THI S CONDI TI ON

DaTe
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PART B TO BE COMPLETED BY PHYSICIAN
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