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Referral Information 
 

Date of referral:_____________________ 
 

Claimant Name _____________________________________ Claim # ___________________________________ 
Additional Claim #__________________________________ Type of Claim :WC _________ Liability ____________ 
Claimant Address ___________________________ City ___________________ State ________ Zip ___________ 
Claimant Phone Number _________________________________________________________________________ 
Diagnosis related to this claim _____________________________________________________________________ 
State of Jurisdiction ___________________________________ DOI _____________________________________ 
SSN _______________________________________________ DOB ____________________________________ 
Employer/Insured _____________________________________________________________________________ 
Address ______________________________________________________________________________________ 
Phone/Ext ______________________________ E-mail Address ________________________________________ 
Referring Company _____________________________________________________________________________ 
Referring Person _____________________________Phone/Ext ___________________Fax____________________ 
Referring Company Address ______________________________________________________________________ 
Referring Company E-mail Address ________________________________________________________________ 
 
Payer information if different from Referral Company  
Payer Company ________________________________________________________________________________ 
Billing Address ________________________________________________________________________________ 
Contact person authorizing service ___________________________ Phone/Ext _____________________________ 
Fax Number________________________ E-mail Address _______________________________________________ 
 
Attorney Information  
Defense Counsel Name _______________________________ Phone ___________________ Fax _____________  
Law Firm Name _______________________________________________________________________________  
Defense Counsel Address _______________________ City ________________ State ________ Zip ____________  
Defense Counsel E-Mail Address __________________________________________________________________ 
 
Plaintiff Counsel Name _______________________________ Phone ___________________ Fax ______________  
Law Firm Name ________________________________________________________________________________  
Plaintiff Counsel Address _______________________ City ________________ State ________ Zip _____________  
Plaintiff Counsel E-Mail Address ___________________________________________________________________ 
 
Complete this section for MSA allocation services  
 
1. Are we permitted to contact the claimant’s attorney (or claimant if not represented) to obtain necessary release of 
information?         � Yes � No  
 
2. If referral includes MSA allocation, should we complete the MSA prior to verification of the Medicare/Social Security 
Status?          � Yes � No  
 
3. Has a settlement agreement been reached?     � Yes � No  
If yes, list settlement amount: Total _________________ (Please breakdown total below)  
Medical _________________ Indemnity ____________________ Attorney Fees ____________________________  
 
4. Has the settlement agreement been finalized and approved?   � Yes � No  
 
5. Is a structured settlement broker involved in this settlement?   � Yes � No  
If yes, list name of company ______________________________ Phone ___________________________________  
E-mail address ________________________________________ Fax _____________________________________ 
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6. Is the account being professionally administered?    � Yes � No 
If yes, list professional administrator name (If other than NuQuest/Bridge Pointe) ____________________________ 
Phone ________________________Address ________________________________________________________ 
 
7. Is claimant currently receiving Medicare benefits?    � Yes � No 
 
8. Are there any known Medicare conditional payment claims?  � Yes � No 
 
9. Is claimant currently receiving Social Security Disability?   � Yes � No 
 
10. Is claimant currently receiving Medicaid benefits?    � Yes � No 
 
11. Is this or any portion of this claim disputed or controverted?   � Yes � No 
 
12. Was a Life Care Plan or Medical Cost Projection done?   � Yes � No 
 
13. List any known condition that is not related to the WC injury: 
_____________________________________________________________________________________________ 
_____________________________________________________________________________________________ 
14. Additional comments: 
_____________________________________________________________________________________________ 
_____________________________________________________________________________________________ 
 
Complete this section for MSA administration services 
1. Has a MSA allocation been completed?     � Yes � No � In progress 
 
2. If an MSA is being completed by a company other than NuQuest Bridge Pointe: Name of company 
________________________ Phone _____________________________________________ 
 
3. Check status of CMS approval of MSA:  

� Approved     � Submitted and pending approval  
� Not submitted but intent to submit  � Will not be submitted for approval 

 
4. How will the MSA account be funded?  � Single lump sum � Structured payments 
 
5. How will the MSA administration fee be funded?  � Single lump sum � Structured payments 
 
6. Will a Medical Custodial Account be needed to administer all or part of the non-MSA funds?  

� Yes � No � Request additional information 
 
For allocation services, please forward the following with your completed referral form: 
(  ) Completed referral form  
(  ) Initial notice of injury and records for initial treatment  
(  ) Printed medical claims and indemnity payment history (Last 2 years unless treatment was limited, then last 5 years)  
(  ) Medical records (Last 2 years unless treatment was limited, then last 5 years)  
(  ) Signed Medicare and Social Security Releases (we will pursue if not already obtained)  
(  ) Significant hospital discharge summaries, admission history and physical reports  
(  ) Medication and DME ledger/run  
(  ) Rated age on life company letterhead (we will pursue if desired) 
 
Please forward to: NuQuest/Bridge Pointe   Phone 866-858-7161  

P.O. Box 915619   Fax 407-389-0299  
Longwood, FL 32791-5619 

 
 


