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Paperwork Request Form  

 

Patient name: ______________________________________ Date of Birth: _________________________ 

 
Type of Request 
☐ FMLA Forms 
☐ Short or Long Term Disability 
☐ Attending Physician Statements 
☐ Parking Placard 

☐ Driver’s License Forms  
☐ Dictation / Letter 
☐ Other (please specify): 
_______________________________________ 

  
Request Details 
How should completed paperwork be returned? 
☐ Patient Pick-Up at IEC office. Select one:  ☐ Peoria  ☐  Washington  ☐ Pekin 
☐ Fax to: _____________________________________________________ 
☐ Email to: _____________________________________________________ 
☐ Mail to: _____________________________________________________________________________________ 
________________________________________________________________________________________________ 
 
Fee & Process Acknowledgement 
 
I understand that completion of administrative paperwork is not considered a covered insurance 
service and requires provider and staff time outside of direct patient care. I acknowledge and agree to 
a non-refundable administrative fee of $25 for completion of requested paperwork. Payment may be 
required prior to release of completed forms or letters. 
I understand that paperwork completion may take up to 10 business days and that incomplete forms, 
missing information, or missing signatures may delay processing. 
I understand that the healthcare provider may decline completion of paperwork that falls outside the 
scope of care provided, cannot be supported by the medical record, or requires information not 
available to the provider. 
I authorize the healthcare provider and staff to complete the requested paperwork using information 
contained within my medical record. I understand that completion of paperwork does not guarantee 
approval of disability, leave, accommodations, insurance coverage, employment status, or any other 
determination made by a third party. 
I give permission for the completed paperwork to be released and/or sent to another party as 
indicated on this request form, if applicable. 
 
Patient/Guardian Signature: __________________________________________   Date: ___________________ 


