
*Applicant Attorney Name

*Address

*City, State, Zip

 *Fax

*If Applicable

Genex Services, LLC 
PO Box 4379 

Westlake Village, CA 91359 

UTILIZATION REVIEW SERVICE REQUEST 

Pre-Certification for Medical Necessity of Treatment, Services and Medications for 

Texas Municipal League Intergovernmental Risk Pool 
Submit completed form and supporting medical documentation to: 

Fax 855-287-4028 or Email urreferrals@genexservices.com 

For additional information, please call 800-844-4235, option 2 

Submitted By   

Date/Time Received 

Adjuster Name    Adjuster Email 

Claim #    

Date of Injury 

Claimant Name   

Date of Birth

Address   

City, State, Zip   

Phone    Fax 

Requesting Provider Name 

Address   

City, State, Zip   

Phone   Fax 

*Phone *Phone

*Defense Attorney Name

*Address

*City, State, Zip

 *Fax

*If Applicable

Indicate the Treatment(s), Service(s) and/or Medication(s) Requested (Include Frequency and Duration), and Special Instructions: 

(UR will review ALL listed treatments medical necessity. Compensability should be assessed prior to submission) 

mailto:urreferrals@genexservices.com
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