What to do In the
Event of an

Employee Injury




Employee Injuries

In the event an employee is injured in a work related incident, please follow the below
listed procedure:

First Aid:

1.

Carefully listen to the Employee. Remember, an injury reported is not a request
to file a claim. It may only be a first aid request.

2. Ask the employee if they think they need first aid.
3.

If yes, then send for first aid treatment. Use the Authorization for Treatment
Form (attachment "C") to approve medical care and request evaluation of
employee status.

Make sure the employee knows and has acknowledged that they must return the
form to you signed by the doctor releasing them back to work, or noting
restrictions.

Complete the Supervisor's Report of Employee Injury (attachment "D") in a timely
fashion — preferably within one (1) hour of the employee reporting the incident.
Send the Supervisor's Report of Employee Injury to the Main Office
Immediately — Attention: Cindy Sutfin or Jennifer Allread and indicate
whether or not employee is seeking medical attentio n.

Not First Aid:

=

Follow steps 1-6 above in addition to the following.

We are required to provide the employee with the Workers' Compensation Claim
Form (DWC-1) (attachment "A") immediately if it is not a first aid injury and/or if
the employee insists upon filing a claim. Complete lines 9-12, 14-15 before
giving the form to the employee to complete.

The employee section must be completed only by the employee and signed by
the employee. If possible, have employee complete the top part (1-8) and return
to you. If not, have employee initial Workers' Compensation Log indicating they
received form. If employee has left site for immediate medial attention — mail this
form and note in site log.

When employee returns Worker's Compensation Claim Form (DWC-1)
(attachment "A"), complete the bottom part of the form (13, 16-18) and give
employee the pink copy. Send white and yellow copy to the Main Office
Immediately — Attention: Cindy Sutfin or Jennifer Allread and indicate
whether or not employee is seeking medical attentio n.

If an employee needs to see a doctor (not an emergency), provide them with the
Authorization for Treatment Form (attachment "C"). They should go to Fremont-
Rideout Comp Clinic, 1531 Plumas Court, Yuba City, if they have indicated to us,
in writing that they want to use their own physician and the physician has agreed
to treat workers' compensation, they may go to their own physician. Please
check with the Human Resources Department for assurance of notification.



6. Give employee Facts for Injured Workers and Facts about Workers'
Compensation (attachment "B").

7. Call the Main Office and give Cindy (749-4870) or Jennifer (749-4869)
information about the incident so they can complete and file "Employers Report
of Occupation lliness or Injury” Form 5020. This form must be submitted to our
Workers' Compensation Claim carrier within five (5) calendar days.

8. Complete all entries in site log.

WE NEED YOUR HELP!

FAIRLY EXPENSIVE FINES ARE IMPOSED ON AGENCIES FOR NOT COMPLYING
WITH THESE REQUIREMENTS. THANKS FOR ASSISTING US TO MEET THE
TIMELINES.



State of California
Department of Industrial Relations
DIVISION OF WORKERS’ COMPENSATION

Estado de California
Departamento de Relaciones Industriales
DIVISION DE COMPENSACION AL TRABAJADOR

WORKERS’ COMPENSATION CLAIM FORM (DWC 1) PETITION DEL EMPLEADO PARA DE COMPENSACION DEL

TRABAJADOR (DWC 1)

Employee: Complete the “Employee” section and give the form to Empleado: Complete la seccion “Empleado” y entregue la forma a su

your employer. Keep a copy and mark it “Employee’s Temporary empleador. Quédese con la copia designada “Recibo Temporal del
7 3 3 1 1 P

Receipt” until you receive the signed and dated copy from your em- Empleado” hasta que Ud. reciba la copia firmada y fechada de su empleador.

pleger, Shan may el ‘the Lisaeron. of Wimkers Compegsation s Ud. puede llamar a la Division de Compensacion al Trabajador al (800) 736-
hear recorded information at (800) 736-7401. An explanation of work- .. ., ! .
7401 para oir informacion gravada. En la hoja cubierta de esta

ers' compensation benefits is included as the cover sheet of this form. . . 7 i . R
Jorma esta la explication de los beneficios de compensacion al trabajador.

You should also have received a pamphlet from your employer de- .. , . .
scribing workers’ compensation benefits and the procedures to obtain Ud. {amblen deberia haf{e/r recibido q’e su empleadm un folleto de;'va'lblendo los
e, benficios de compensacion al trabajador lesionado y los procedimientos para
obtenerlos.

Any person who makes or causes to be made any knowingly false Toda aquella persona que a proposito haga o cause que se produzca
or fraudulent material statement or material representation for cualquier declaracion o representacion material falsa o fraudulenta con el

the purpose of obtaining or denying workers’ compensation bene- fin de obtener o negar beneficios o pagos de compensacion a trabajadores
fits or payments is guilty of a felony. lesionados es culpable de un crimen mayor “felonia”.

Employee—complete this section and see note above  Empleado—complete esta seccion y note la notacion arriba.

1.  Name. Nombre. Today’s Date. Fecha de Hoy.

2. Home Address. Direccion Residencial.

3. City. Ciudad. State. Estado. Zip. Codigo Postal.

4. Date of Injury. Fecha de la lesion (accidente). Time of Injury. Hora en que ocurrio. am. p.m.
5. Address and description of where injury happened. Direccion/lugar donde occurié el accidente.

6. Describe injury and part of body affected. Describa la lesion y parte del cuerpo afectada.

7. Social Security Number. Niimero de Seguro Social del Empleado.

®

Signature of employee. Firma del empleado.

Employer—complete this section and see note below. Empleador—complete esta seccion y note la notacion abajo.

9. Name of employer. Nombre del empleador. Yuba County Office of Education
10. Address. Direccion. 935 14th Street, Marysville, CA 95901

11. Date employer first knew of injury. Fecha en que el empleador supo por primera vez de la lesion o accidente.

12. Date claim form was provided to employee. Fecha en que se le entrego al empleado la peticion.

13. Date employer received claim form. Fecha en que el empleado devolvié la peticion al empleador.

14. Name and address of insurance carrier or adjusting agency. Nombre y direccion de la compaiiia de seguros o agencia adminstradora de seguros.
Keenan & Associates, P.O. Box 1538, Rancho Cordova, CA 95741
15. Insurance Policy Number. El niimero de la péliza de Seguro. CJ9615010

16. Signature of employer representative. Firma del representante del empleador.

17. Title. Tiulo.  Site Administrator or H.R. 18. Telephone. Teléfono.
Employer: You are required to date this form and provide copies to Empleador: Se requiere que Ud. feche esta forma y que provéa copias a su com-
your insurer or claims administrator and to the employee, dependent paiiia de seguros, administrador de reclamos, o dependientelrepresentante de recla-

or representative who filed the claim within one working day of

mos y al empleado que hayan presentado esta peticion dentro del plazo de un dia
receipt of the form from the employee.

hdbil desde el momento de haber sido recibida la forma del empleado.
SIGNING THIS FORM IS NOT AN ADMISSION OF LIABILITY | EL FIRMAR ESTA FORMA NO SIGNIFICA ADMISION DE RESPONSABILIDAD

4 Employer copy/Copia del Empleador 4 Employee copy/ Copia del Empleado U Claims Administrator/Administrador de Reclamos | Temporary Receipt/Recibo del Empleado
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Attachment "A"


















