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Dear Dr.______,
According to Florida Statute 440.01 (1) (b), “If an injury arising out of and in the course of employment combines with a preexisting or condition to cause prolonged disability or need for treatment, the employer must pay compensation or benefits required by this chapter only to the extent that the injury arising out of and in the course of employment is and remains the major contributing cause of the disability or need for treatment. 

In order to clarify this issue, please address the following questions:

1. Is the claimant’s present condition of (include new diagnosis of shoulder) related to his worker’s compensation injury of__(date of injury and diagnosis of original injury) or need for treatment?

Yes__________

No__________

2. Please explain how the mechanism of injury causing cervical herniation in (date of injury for 2000) has caused the claimant to develop his current condition of  (shoulder…..) 
________________________________________________________________________

________________________________________________________________________

            ________________________________________________________________________

3. If you feel that the claimant’s work injury of  (date of injury) is a contributing factor to the current disability and the need for treatment, please indicate the percentage it plays in the disability and the percentage any pre-existing condition plays in the disability

Current Condition (diagnosis): __________%   Pre-existing Conditions ______________%
______________________

____________

Physician’s Signature


Date

If you have any questions, Please feel free to contact me.

Thank you,

__________________________
____________
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