
Special Exam - Application Protocol 

FEES: 
     Special Exams  $2,500.00 Pre-Pay (this includes the $250.00 non-refundable initiation fee) 

• Medical Records exceeding more then 1 inch will be invoiced at $125.00 per inch thereafter.
• No Show Fee- $250.00
• Late Cancellation Fee- $250.00

REQUIRED DOCUMENTATION:
�lease follow the reguirements below to ensure request is accepted and completed timely) 

• The enclosed OrthoCarolina Special Exam Application
• A cover letter and/or questionnaires outlining the specific concerns to be addressed- must be 

received prior to appointment
• Medical Records in the following order: (One attachment ONLY)

1. Operative Notes- if      applicable
2. Diagnostic Test Results/Procedure Notes
3. Clinical Notes

• Placed in ascending order (current to oldest dates of services) includes 
OrthoCarolina office visits (exception: Dr. Chadderon requires medical to be in order 
from oldest to current date of service)

• Urgent Care, Occupational Medicine, and ER Notes
• FCE, Prior IME/CSO's and miscellaneous results with medical significance 

pertaining to the exam
Documents Not Required: Attorney Correspondence, PT /OT Notes, Nursing call logs, HCF A 
Bills, Fax Cover Sheets, Immunization Records, Work Status Notes, Provider Scribble Sheets, ER 
After-Care/Discharge instructions for Patient, Electronic Orders, Medication Orders/Lists, 
Insurance Reports, Patient Education Sheets. Please eliminate all duplicate copies. 

• Medical Records must be sent via email to special.exams@orthocarolina.com
• OrthoCarolina is unable to  accept USB drives

SPECIAL EXAM PROCESS: 

• Special Exam Application and Medicals received and reviewed by Coordinator
• Request is submitted to Practitioner for review and consideration
• Invoice submitted for prepayment.
• Upon Practitioner approval or declination, and once prepayment is received, the appointment

may be scheduled.

Important Notice:  processing time can vary dependent upon request sent in the correct order 
(listed above), Pracititioner response, and/or receipt prepayment

Special Exam Coordinator: Tele# 704-323-2317 

Email Address: special.exams@orthocarolina.com
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Workers’ Compensation 
Special Exam - Application 

Patient Name: Date of Birth: 

Preferred Language:  Male   Female 

Patient Mailing Address: Street #, City, State Phone # 

Patient Email Address: Date of Injury: 

Social Security #: Injured Body Part :     Right  Left  Bilateral 

Employer:  Occupation: Required 

Employer Address: Phone#: 

Has this patient received treatment? If yes, indicate where, records must be provided Has surgery occurred for this injury? 
Yes No 

Please advise if patient has had any of the following: Check all that apply- If yes, reports are required.
X-rays  CT  MRI 

Case Manager Name:        Telephonic            Field Phone #: 

Email Address: Fax #: 

WC Insurance Carrier: WC Claim #: 

Billing Address: Jurisdiction: 

Bill Review Company: Telephone/Email Address: 

Adjuster Name: Email Address: 

Phone #: Fax #: 

Practitioner and/or Location: 

By signing, you are providing approval for OrthoCarolina to: 

Consultation 
Treatment 
Labs 
X-ray
EMG/NCS (location exceptions Hickory, Laurinburg, Winston)
CT scans-(Hand Center / Foot and Ankle Center) SAME DAY CT
SCANS- will be scheduled same day as follow up appointment

Please check who is signing below:    Adjuster  Nurse Case Manager  Employer

OrthoCarolina - Workers' Compensation Department

Email: special.exams@orthocarolina.com Rev 02/2026 

Date: 

POST SURGICAL DME Yes N o      (if no please indicate preferred vendor):

All Custom Splint/Braces- will be 
completed by PT Solutions as part of 
patient Post  Operative Care 

Preferred MRI provider for 
OrthoCarolina MRI imaging 

Please sign and Print Name

IME- Independent Medical Evaluation

CSO WITHOUT TRANSFER OF CARE- one time evaluations only

CSO WITH TRANSFER OF CARE- authorizes complete transfer of care
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By signing: The Insurance Carrier / Adjuster agree to the North Carolina's Industrial Commission 
(NCIC) Fee Schedule for all billed charges net 60 days / NCIC rating guidelines. 

Carriers Signature: 
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