[image: ]Phone: (833) 984-0375  
    Email: walmart@apricusinc.com  
  
  
	 
	
	Claims Examiner/Adjuster Contact Information:  

	Name:  
	 
	  
	Company:  
	  

	Phone:  
	  	 
	
	Fax:  
	  
	Email:   
	  

	  
	 
	

	 
	N
	urse Case Manager/TCM/FCM Contact Information:  

	Name:  
	 
	  
	Company:  
	  

	Phone:  
	  	 
	
	Fax:  
	  
	Email:   
	  

	  
	 
	

	 
	
	Associate Information:  

	First & Last Name:  
	  
	
	Claim Number:  
	  

	Address:  
	  
	
	Phone Number:  
	  

	Email:  
	  
	
	Alternate Contact:  
	  

	Gender:  
	  	 
	DOB:  
	  
	Language:  
	  

	HT/WT:  
	  	 
	DOI:  
	  
	Diagnosis:  
	  

	Referring Physician Nam e:  
	
	  

		Address:  	 
	

	  
	 
		  	 Number:  	  

	Attorney   
Name:   
	

		Address:  	 
	

	  	 
	  	  	  

	  
	  	 
	

	 
	 	 
	


  
	  
Diagnostic Services   
MRI, CT scan, EMG/NCS, X-Ray, Arthrogram, Bone Scan,
Bone Density Study, PET Scan, Myelography, Fluoroscopy, Ultrasound,
Balance & Vestibular, Age of Injury
(Aging only provided for scans originally interpreted by Apricus radiologists at this time) 
  
Please provide a valid prescription or referral from the referring physician if available.  
	Urgent  
	☐  

	Date of Follow Up Appt with  
Referring Physician, if applicable.   
	  
	 
	 

	Example: MRI  
	Lumbar Spine, With Contrast  
	 
	 

	1.  
	  
	 
	 

	2.  
	  
	 
	 

	3.  
	  
	 
	 

	4.  
	  
	 
	 

	Special Instructions or Accommodations:  
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Apricus Referral Form




