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Facts/Remarks/Instructions: 

     

 

 

roi@rightoninvestigations.com • www.rightoninvestigations.com • (P)  800.223.9193 • (F) 877.229.9151 • P.O. Box 3710, Santa Clara, CA 95055 • License # PI - 22961

RIGHT-ON INVESTIGATIONS

Client: __________________________________________
Examiner: _______________________________________
Telephone: ______________________________________
Fax: ____________________________________________
Email: __________________________________________
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Claimant: ________________________________________
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________________________________________________
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Claimant Physician: ________________________________
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________________________________________________
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Defense Attorney: _________________________________
Address: ________________________________________  
________________________________________________
Telephone: _______________________________________
Email: __________________________________________

Interview
 Claimant
 Employer
 Witness
 Other

 AOE/COE  Rush  Background Check Date Needed __________ 	Surveillance Days _____

Secure
 Medical Records
 Medical Authorization
 Police Records
 WCAB Record
 Photographs

Insured/Employer: _________________________________
Address: ________________________________________  
________________________________________________
Contact: _________________________________________
Telephone: _______________________________________
Fax: ____________________________________________
Email: __________________________________________

Court/WCAB: _____________________________________
Examination Date: _________________________________
Depo/Trial Date: __________________________________
90-Day Decision Date: _____________________________
Last Day Worked: _________________________________
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Assignment #: ___________

Received: ________________

Claimant Facts / Injury:

Facts / Remarks / Instructions:
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