
If you are scheduled for an independent medical examination, odds are you do not feel great about it. Most
injured workers do not. You have been treating, showing up to physical therapy, trying to recover and still feed a
family, and now a doctor you have never met will examine you for twenty minutes and write a report that could
swing your benefits. I have sat with hundreds of clients after these exams. Some came out relieved. Many came
out rattled. A smaller but significant number walked out in pain and felt disrespected. When you know what to
watch for, you can spot unfair tactics early and protect your case.

An IME can be fair. Plenty of examiners give straight opinions. But the process is paid for by the insurer, and that
creates tension. What follows is not a scare list. It is the practical, on‑the‑ground pattern of red Law Offices
Humberto Izquierdo flags I look for as a workers compensation lawyer when I assess an IME and decide how hard
to push back.

What an IME is, and what it is not
Despite the name, the doctor is not your treating physician. The IME is not a substitute for care, and it is not
independent in the way patients understand independence. The examiner is supposed to be neutral and answer
specific medical questions for the insurer or employer. They review records, examine you, and issue a report that
speaks to diagnosis, causation, work restrictions, need for treatment, and whether you have reached maximum
medical improvement.

The report often becomes a pivot point. If it supports causation and treatment, claims can move smoothly. If it
undercuts either one, benefits can tighten or stop. In some states it can carry enormous weight with judges if not
effectively challenged. That is why the quality of the exam and the integrity of the report matter more than most
people realize.

Why early warning signs matter
Small details tell the story. I have seen claims saved because a client wrote down that the exam lasted six minutes
and the report later claimed thirty. I have also seen benefits cut off because a worker shrugged through a painful
test, trying to be polite, and the examiner wrote “no pain behavior, full function.” The stakes are concrete.
Temporary disability checks can stop next week. A recommended surgery can get denied for months. Knowing the
warning signs helps you respond quickly, with the right kind of proof.

The setup often signals the tone
Problems sometimes start before anyone touches a stethoscope. Watch how the exam is arranged. Many insurers
schedule IMEs quickly after a surgery recommendation or right before a benefits review. That timing may be
routine, or it may signal a hunt for a reason to say no. The packet you receive often hints at intent too. If it
demands you bring imaging discs but gives only two business days to get them, someone may be setting up a
“failure to cooperate” excuse. When the appointment is two counties away despite plenty of nearer specialists, that
selection can be intentional. None of this proves bias, but together these details tell me to prepare for a tougher
report.

Language access tells a story as well. If you need an interpreter and the scheduling staff tells you to bring a family
member, that is a problem. Professional interpreting is not a luxury. It is part of a fair examination. When that is
not arranged properly, accuracy suffers and misunderstandings multiply.
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How the exam room goes wrong
The best IME experiences feel brisk but respectful. The examiner introduces themselves, clarifies what they were
asked to opine on, reviews history with you, and conducts a methodical exam. You leave feeling heard, even if you
disagree with their take. The red flag version looks different.

Watch for rushed intake. If the doctor barely glances at your prior MRIs or operative notes, then leans hard on
your memory to fill gaps, that is risky. If the history questions sound like cross‑examination rather than medicine,
expect a causation fight. Body language matters too. An examiner who sighs at every answer or interrupts
repeatedly is not building an accurate record.

Then there is the exam itself. Range of motion measurement without a goniometer invites guesswork. Provocative
tests, like a straight leg raise or impingement maneuvers, can be useful when performed correctly. Done sloppily,
they hurt and do not prove much. I still remember a warehouse worker who came back with bruises across both
shoulders after an “exam.” The report later accused him of exaggeration. That report did not hold up, but we had
to work to undo it.

Finally, some exam rooms contain cameras. Surveillance in IME suites is increasingly common for security. Footage
can also be used to argue that you moved differently before and after the exam. The law varies by state, and
professionalism varies by clinic. If you see cameras or signs about recording, note it.

The report tells on itself
I read IME reports with a pencil in hand. Repetition and canned phrasing jump out. So do details that do not
belong to my client. I have seen names transposed, old injuries credited to the wrong body part, and medications
listed that my client has never taken. Templates are not inherently bad, but obvious copy‑paste errors show
carelessness, not neutral analysis.

Medical opinions should tie facts to conclusions. If a report gives a firm opinion without grappling with a lumbar
MRI that shows nerve root impingement, or a surgeon’s detailed note, I weigh that heavily. Good reports
acknowledge contrary evidence and explain why it does not change the conclusion. Weak reports gloss over it or
pretend it does not exist.

Pay attention to how the report talks about pain behavior and effort. Terms like “Waddell signs” get thrown
around loosely. Those nonorganic signs were never meant to label someone a faker. They flag complex pain
presentation, not dishonesty. When a report leans on them to dismiss all symptoms, that is a warning sign.

Causation analysis is another pressure point. A fair report looks at the mechanism of injury, your job duties, timing
of symptoms, and medical imaging. A slanted one reaches for a familiar script: preexisting degeneration, weekend
activities, weight, age. Everyone over 30 has some degeneration on imaging. The question is whether a work event
lit the fuse. When a report ignores temporal relationships or the absence of prior symptoms and simply blames
“wear and tear,” I worry about bias.

A short list to carry into the appointment
If you like something tangible to hold on to, use this compact checklist. It is not legal advice. It is an experienced
worker’s survival kit for a process that often feels stacked.

Bring a concise timeline, two pages max, listing dates of injury, first symptoms, ER or urgent care visits,
imaging, specialist visits, and key work restrictions.



Bring clean copies of your imaging reports and surgical notes, even if the insurer claims it sent them. Hand
them to the IME doctor or staff.

If your state allows it, consider bringing a quiet companion as a witness. Ask politely if they can be present. If
not allowed, have them wait and debrief with you immediately after.

Write down start and end times, who you saw, and what tests were done as soon as you leave. Small details
fade quickly.

Ask for an interpreter in advance if you need one. Do not rely on a child or friend to translate medical nuance.

Red flags during and after the IME
With that prep in place, here are the patterns that, in my experience, signal a report that needs to be challenged:

The exam lasts only a few minutes and skips basic steps like vitals or range of motion measurements, yet the
report later describes a lengthy, thorough evaluation.

The examiner refuses to review key records you brought or appears not to have any of your imaging reports
in the room.

You are pushed into tests that cause sharp pain without explanation, or your requests to pause are ignored,
followed by a report noting “no distress.”

The history is distorted in obvious ways in the final report, such as attributing an old sports injury you never
had, or claiming you denied symptoms you clearly described.

The report uses canned language that does not fit the facts, like declaring maximum medical improvement
weeks after surgery, or blaming age alone for an acute tear.

What a lawyer watches for in the paper trail
The letters that go to the IME doctor matter. Insurers send questions. Those questions frame the answers. If I see
loaded phrasing in the referral, such as “Please opine whether the alleged work incident could have temporarily
aggravated preexisting degeneration for no more than two weeks,” I know the examiner was nudged toward a
narrow window. When possible, I push for balanced questions: diagnosis, causation, reasonable treatment, work
status, and MMI, without artificial limits.

Timing of the report is another tell. Fast reports are not bad on their own, but a complex case with hundreds of
pages of records should not produce a detailed, thoughtful analysis overnight. Delayed reports may reflect
backlog, or they may suggest the examiner asked the insurer for more data, which can be good. Consistency with
prior notes also matters. If your treating physician documented objective improvement with therapy, but the IME
reports worsening function while downplaying ongoing treatment needs, that conflict flags a need for testimony.

I also look hard at apportionment. In many jurisdictions, apportionment applies to permanent disability ratings,
not to causation for medical treatment. Some IME doctors conflate the two. When I see percentages assigned to
nonindustrial factors in a way that reduces or denies current care, I start drafting a rebuttal.

Surveillance and the IME triangle
Adjusters sometimes schedule surveillance around IMEs. A worker parks, walks in slowly, and walks out stiff. A day
later they carry a bag of groceries in a short clip. Context disappears in edits. That video then gets paired with an
IME description that leans on “nonphysiologic behavior.” If your case feels heated, assume cameras may be around
public places. This is not a reason to act differently. It is a reason to be honest about good days and bad days with



every provider, IME included. Real injuries fluctuate. Reports that treat fluctuation as fraud are not medically
serious.

Stories from the exam room
A delivery driver in his forties went to an IME for a shoulder injury after lifting a misloaded case of water. He had a
partial rotator cuff tear on MRI. The IME report arrived two days later. It declared no objective findings and blamed
deconditioning. It also described negative impingement tests, full active range of motion, and a normal lift test to
shoulder height. He remembered the exam taking seven minutes. He took off his shirt and was told to resist the
doctor’s hand in three positions. That was it.

We pulled therapy notes showing persistent weakness measured with a hand‑held dynamometer. The report
never mentioned them. We also obtained time‑stamped photos of bruising from early in treatment that were in
the claim file but not in the IME’s listed records. At deposition, the examiner admitted he had not reviewed those
pages and had not used a goniometer. The judge gave his opinions little weight, and the insurer authorized
arthroscopic repair within a month.

A very different case involved a hotel housekeeper with a gradual onset back injury from years of heavy carts and
repetitive bending. The IME doctor acknowledged degenerative disc disease, which was true, but then wrote that
her job could not have aggravated it because she did not report a single traumatic event. We compared job
descriptions and policy materials showing the employer’s own injury prevention training acknowledged cumulative
trauma risks. We obtained a short ergonomic report from a treating physiatrist explaining load, posture, and
symptom trajectory. That reframed the issue as industrial aggravation of a latent condition. Benefits continued.

The gray areas and trade‑offs
Not every quick exam is unfair. Some doctors are efficient, and some cases are straightforward. Not every reference
to preexisting factors is a dodge. Many workers carry old sports injuries or congenital variations that really do
affect outcomes. Pain behavior assessments can help when someone faces complex regional pain or central
sensitization. What I care about is whether the IME doctor acknowledges nuance and ties the medical facts to
clear, verifiable reasoning.

There are times I advise clients to treat the IME as an opportunity. A spine surgeon who is truly independent may
support a fusion when a carrier‑hired orthopedist said no. An occupational medicine doctor may provide a clean,
functional capacity outline that helps an employer offer modified duty. I have seen insurers reverse a denial after a
strong IME, even when they paid for it. That is rarer, but it happens.

How to respond when the report is bad
If the IME undercuts your benefits or proposed care, do not panic, and do not go quiet. Get a copy of the full
report and read it against your own timeline. Flag factual errors. Ask your treating physician to review it and write
a response, even a short one. Specificity wins. “I disagree” carries little weight. “The IME claims full shoulder
abduction. In my clinic, on three dates, passive abduction was limited to 90 degrees with guarding. Positive
Hawkins test documented. MRI shows a partial thickness tear. Surgery recommendation stands” carries weight.

Your lawyer may take the examiner’s deposition. A careful deposition focuses on gaps and assumptions, not
personality. The goal is to show that the opinion does not rest on a complete or fair reading of the record or that
the exam technique was inadequate. Sometimes we request a supplemental IME with a different specialty, such as
physiatry instead of orthopedics, when the main question is function and work capacity.



If the report hangs the hat on effort, consider a formal functional capacity evaluation with validity measures that
are better designed than a quick clinic observation. If causation is the battleground, consider a narrative from a
specialist who can walk through mechanisms with citations to the medical literature. Credentials matter to
factfinders. So does clarity.

Practical points about recording and chaperones
Workers often ask about recording the exam. The answer depends on your state and the specific exam rules. Some
jurisdictions allow audio recordings with notice. Others bar it. Some examiners will refuse if you try. When
recording is allowed, I find the mere presence of a recorder tends to improve professionalism on both sides. When
it is not allowed, a quiet companion who can sit in the corner and take notes can serve a similar function in many
states. If the clinic will not allow any witness, write down exactly who told you that and when. That detail can
matter later.

Chaperones are standard for sensitive exams. If the IME doctor insists on proceeding without one during an
intimate exam, or bars your same‑gender companion without providing a chaperone, pause and ask for the clinic’s
policy in writing. Safety and dignity are not negotiable.

Costs and the long game
A tough IME report can make a case more expensive to litigate. Depositions, rebuttal reports, and expert opinions
cost money. Insurers know this. Sometimes they bet that a worker will give up if the process drags. That is why
contemporaneous notes, accurate medical records, and credible treating providers are so valuable. They reduce the
need for heavy expert spending because the facts already stand tall.

From a settlement perspective, a weak IME can either harm or help. If the report is flawed but the insurer clings to
it, negotiations slow. If a deposition exposes the flaws, values often rise. I have seen a claim’s settlement range
move by tens of thousands of dollars after an effective challenge to an IME. Patience matters, but so does
choosing the right battles. Not every bad sentence is worth a war. Focus on the errors that affect causation,
treatment necessity, or permanent impairment, not on wording you simply do not like.

What to expect after you push back
When you or your lawyer challenge an IME, a few paths typically open. The insurer may schedule a second IME
with a different specialist, fishing for a better report. If the second examiner is fair, that can help. If it feels like
doctor shopping, note it, but comply unless advised otherwise by counsel. Courts usually disfavor blanket refusals
to attend.

Alternatively, the adjuster may seek a peer review, which is a records‑only opinion. These often arrive quickly and
can be easier to rebut because the doctor never examined you. Or the insurer may agree to authorize treatment
while reserving rights, letting the surgery proceed while the legal fight continues about causation. That can be a
humane compromise when pain is high and the medical need is urgent.

Final thoughts from the trenches
Most workers do not want to be in this system. They want to heal, handle their responsibilities, and get back to
life. The IME can feel like a test you did not sign up for. Remember that you have agency. Preparation helps.
Documentation helps. A calm, clear presentation of your history and symptoms helps. And when the report gets it



wrong, a focused response from a seasoned workers compensation lawyer often makes the difference between a
setback and a turning point.

If you are staring at an IME notice and your stomach dropped, that is normal. Use that energy to get ready. Bring
your timeline. Ask for an interpreter. Note the start time and what the doctor did. Be honest about your limits. If
the report comes back and it feels unfair, do not carry that weight alone. Put it in front of someone who reads
these for a living and knows how to pull the thread that unravels a bad opinion. The system is imperfect, but
patterns can be recognized and corrected. That is the work, on hard days and easy ones.


