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	SUBMIT THIS FORM AND ALL DOCUMENTS TO:



	
	Protocols, LLC

	
	1350 Independence st 



	
	Lakewood Colorado 80215

	
	E-mail: newsubmissions@protocolsllc.com


	Client Information
	Client Address

	Company: 
	     
	Street:
	     

	Adjustor:
	     
	
	     

	Phone: 
	     
	City:
	     

	E-mail: 
	     
	State:
	     
	Zip:
	     


	MSA Services Requested: (Please check services requested)    

 FORMCHECKBOX 
  Medicare Set-Aside Analysis   FORMCHECKBOX 
  CMS Submission   FORMCHECKBOX 
 Custodial Agreement  FORMCHECKBOX 
  Medicare Lien Search      FORMCHECKBOX 
  Medicaid Lien Search          FORMCHECKBOX 
  Medical Cost Projection    FORMCHECKBOX 
  Drug Utilization Review   FORMCHECKBOX 
  Rated Age Retrieval**   FORMCHECKBOX 
  Self-Administered Consultation  FORMCHECKBOX 
  Self-Administered Agreement       FORMCHECKBOX 
  Other________________________

**If requesting rated age, please specify preferred structure broker below.                                                                                            




	Required Documents

	 FORMCHECKBOX 
  All Medical Records (last three (3) years or most current); or
	 FORMCHECKBOX 
  Payment History, complete since date of injury, showing provider name, dates of service, amount paid, procedure code, and insurance company codes. Please e-mail to newsubmissions@protocolsllc.com, or mail on CD-ROM in an Excel, csv, or ASCII format, if available.

	 FORMCHECKBOX 
  Partial Records
	From:
	     
	To:
	     
	


	Primary Information

	 FORMCHECKBOX 

	Claimant’s Name:
	     
	 FORMCHECKBOX 

	Date of Birth:
	     

	 FORMCHECKBOX 

	Claim Number(s):
	     
	 FORMCHECKBOX 

	Claim Jurisdiction:
	     

	 FORMCHECKBOX 

	Claimant SSN:
	     
	 FORMCHECKBOX 

	Rated Age:
	                                           
	Expires:

	 FORMCHECKBOX 

	Date of Injury(ies):
	     
	 FORMCHECKBOX 

	Rated Age Carrier:
	     

	Additional Information

	SSD Status:
 FORMCHECKBOX 
  Eligible
 FORMCHECKBOX 
  Applied
 FORMCHECKBOX 
  Pending
 FORMCHECKBOX 
  Denied
Date:
	     

	Medicare Status:
 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes

Date:
	     

	Medicaid Status:
 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes

Date:
	     

	Current Indemnity Rate:
	$     
	Basis:
 FORMCHECKBOX 
  TTD
 FORMCHECKBOX 
  PPD
 FORMCHECKBOX 
  PTD
	Average Weekly Wage:
	$     

	Duration of Indemnity Entitlement:
	 FORMCHECKBOX 
  Life or
	 FORMCHECKBOX 
  (duration):     
	, in:
 FORMCHECKBOX 
  Weeks
 FORMCHECKBOX 
  Months
 FORMCHECKBOX 
  Years

	Claim and Settlement Information

	Is claim denied?
 FORMCHECKBOX 
  No
	Details?
	

	
 FORMCHECKBOX 
  Yes, in whole
 FORMCHECKBOX 
  Yes, in part
	     

	Is medical treatment disputed?
 FORMCHECKBOX 
  No
	Details?
	     

	
 FORMCHECKBOX 
  Yes, excluded
 FORMCHECKBOX 
  Yes, disputed
	     

	Proposed settlement amount or range:
	$     

	Has claim settled as a whole?
 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes

Date:
	     
	Amount:
	$

	Has medical claim settled?

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes

Date:
	     
	Amount:
	$     

	Has indemnity claim settled?
 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes

Date:
	     
	Amount:
	$


	Notes
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