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PEER REVIEW FORM
Adjuster: Date:
Company: Phone:
Address: Fax:

City/State/Zip:

Claimant: Claim #:
Insured: Date Of Accident:
Type Of Physician Required: Response Needed By:

[ ] TESTING REVIEW

Type of Test: Date of Service:
Type of Test: Date of Service:
Type of Test: Date of Service:

Review for necessity of tests. Referring Physician:

Review of test results. Physician who performed test:

D FULL REVIEW OF THE FILE needed for necessity of the treatment rendered, review of
bills for reasonable and necessary treatment charges, and necessity of continued treatment.

|:| REVIEW OF ONLY THE FOLLOWING ITEMS (Please indicate date of service):

SPECIFIC QUESTIONS/CONCERNS:

ADJUSTER CODE:; DOCTOR CODE:

CALLADINE, INC., D/B/A FLORIDA CLAIMS MANAGEMENT
21326 Coakley Lane, Land O’ Lakes, FL 34639
(813) 948-8801 * 1-800-893-7579 « Fax (813) 948-8875
E-mail: femfl@earthlink.net « www.fcmfl.com



