
IMO E-Intelemed - TCM Referral 
 Telemedicine Case Management Triage 

E-Intelemed – An Early Intervention approach that conducts a three-point contact and coordinates the Telemedicine
Provider appointment, ensuring evidence-based guidelines are adhered to and work status reports are provided.

Claim/Medical Information 

Claimant:  ___________________________________________ Date of Referral:  ___________________________________________ 

Claim #:  ____________________________________________ Employer:  ________________________________________________  

Claimant Address:  __________________________________________________________________________________________________ 

Date of Injury:  _____________________ Date of Birth:  _____________________ Claimant Phone:  ___________________ 

Treating Physician: ___________________________________ Specialist:  ________________________________________________ 

TPA/Claims Adjuster:  _______________________________________________________________________________________________   

Email – Referrals@injurymanagement.com   OR E-Fax - 972-331-8184 or 866-550-0466 

IMO Case Referral Status                           Rush Referral (within 24 hrs)       Non-Rush Referral (within 48 hrs) 

New Telemedicine Provider Referral with no Treating Doctor established  

Existing Treating Doctor but would like to change treating to the Telemedicine Treating Provider 

Current Treating Doctor:   _________________________________________________________________________________ 

Treating Doctor Phone #:  ________________________ Treating Doctor Fax #:  _____________________________________ 

Additional Case Information   

IMO Information Only 
E-Intelemed Referral

Assigned:______________________________________________Date:_________________________________________ 
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