ABL Case Management, Inc.

        ________  _______________________ 
May Volcy, RN, CDMS, MSCC-President             
           3389 Sheridan Street, # 214
Phone (800) 550-1653 / (954) 290-3702


           Hollywood, FL. 33021  

Fax (866) 516-2396
Email: admin@ablcasemanagement.com
Web Site: www.ablcasemanagement.com

Date: ______________
Attorney name
Address: 

RE:  Claimant 

DOI:  

SS#:  
CLAIM#:  

DOB:  
Dear Mr. /Ms.      , Esq.:

I have been assigned to perform case management services for __claimant name_____________, assigned by ____insurance comp______________, to assist him with his work-related injury through ABL Case Management, Inc.  I attempted to contact __name of_>>>____ paralegal in your office, leaving a message, regarding obtaining authorization to provide case management. 

____Adjuster  name___,   Workers’ Compensation carrier, ___insurance comp. ____, has requested ABL Case Management, Inc. to provide field case management services to: 
_claimant name _______________.  
If you so authorize, please sign below to document authorization to provide case management services and return via fax to my attention at  CM fax #:     (            )            .  I can be reached via telephone at CM phone #:   (               )            .
______________________________                       ______________________

Attorney name , Esquire                                       Date                                          

Sincerely,
____________________ 

Case Manager

Cc:  Adjuster 
      admin@ablcasemanagement.com
