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COUNTY OF GREENE REPORTING PROCEDURE
WORXERS' COMPENSATION CLAIMS

As soon as possible following any accident resulting in employee infury, complete
the “Claim Report Form” and forward to Hast Coast Risk Manapement
immediately.

Have employee sign the “Medical Anthotization” form if they ave going to seek
medical treatment.

Have employee sign both the Act 57 — “Employee Acknowledgement” form
which reminds them that they need to follow the panel of physicians for the first
90 days of treatment, and the “PA Workers’ Compensation Information” form
explaining the benefits,

“Accident Investigation Report™-
Employee is to complete page 1;
Supervisor completes pages 2 & 3.

REPORT the incident, forwarding all completed forms within 24 hours (or as
soon as possibie) to:

i. County of Greene Human Resources

If medical treatment is required, direct your injured worker to your Physician
Panel, or for assistance, Bast Coast Risk Management can arrange an appointment
for him/her, (ECRM Phone Numbers: 724-864-8745/ 1-877-864-33 .

Only if the injury is a true EMERGENCY should an injured worker go to the
nesarest Emergency Room.

East Coast Risk Management witl report the claim to your insurance cartier,
ohbtain the claim number and provide it back to you for future reference.

East Coast Risk Management will obtain physician’s work release & physical
capabilities following initial, as well as subsequent doctor visits, ECRM, will also
faoilitate return-to-work and coordinate information among all involved parties -
the physician, the adjuster, and you, the employer.




THE ATTACHED “PANEL OF PHYSICIANS”
MUST BE POSTED IN CONSPICUOUS
LOCATIONS FREQUENTED BY  ALL
EMPLOYEES, SUCH AS THE EMPLOYEE
LUNCH ROOM AND NEAR THE EMPLOYEE

TIME CLOCK!!




Greene County - Waynesburg

NOTICE TO EMPLOYEES IN CASE OF WORK-RELATED INJURIES

. If you suffer a work-related injury, your employer or its insurance company must pay for reasonable surgical and medical services and

supplies, orthopedic appliances and prosthesis, including training in their use.

In order to insure that your medical treatrment will be paid for by your employer or the insurance company, you must select from one of
the following health care providers. You must continue to visit one of the providers listed below, if you need treatment, for ninety (90)
days from the date of your first visit,

1f one of the providers below refers you to another licensed specialist, your employer or their insurer will pay the bill for these services.

4. Afier this ninety- (90) day period, if you still need treatment and your employer has provided a list as set forth below, you may choose to

g0 to another health care provider for treatment. You should notify your employer of this action within five days of your visit to said
provider.

. If a physician on the Iist prescribes invasive surgery, you may obtain a second opinion from any physician of your choice. If the second

opinion is different than the listed physician's opinion, you may determine which course of treatment to follow; however, the second
opinion must contain a specific and detailed treatment plan. If you choose the second opinion, the procedures in that opinion must be
performed by one of the physicians on the list for the first ninety- (90) days. Therefore, in this situation, the employee may be required to
treat with an employer designated provider for up to 180 days.

6. Ifyou are faced with a medical emergency, you may secure assistance from a hospital, physician, or health care provider of your choice
for your work related injury. However, when the emergency is resolved, you must seek treatment from a provider listed below.
FOR ASSISTANCE IN SCHEDULING APPOINTMENTS, PLEASE CALL
PREMIER COMP TOLL FREE 24 HOURS/7 DAYS A WEEK AT 1-888-594-4001
Name Address Phone Area of Specialty
Med Express Urgent Care 220 Greene Plaza 724-852-6391 Cecupational Medicine
(Muttiple Locations) Waynesburg, PA 15370
Washington Hospital Occupational 95 Leonard Avenue, Building 1, Suite 401 724-223-3528 Occupational Medicine
Medicine Center Washington, PA 15301
Advanced Orthopaedics and 112 Walnut Avenue, Suite B 724-627-6948 Orthopedics
Rehabilitation Waynesburg, PA 15370

(Multiple Locations)

Angott & Associates 350 Bonar Aveme 724-627-2788 General Swrgery

Waynesburg, PA 15370

Regional Eye Associates 226 Elm Drive 724-627-6100 Ophthalmology
(Mulfiple Locations) Waynesburg, PA 15370

CONVENIENT NETWORK LOCATIONS LISTED BELOW

Premier Comp PT Network Call Toll Free for Closest Location 1-888-594-4001 Physical Therapy
Premier Comp MRI Network Call Toll Free for Closest Location 1-888-394-4001 MRI's

Panel Date: 1/15/2015

I acknowledge receipt of this Notice and understand that I must treat with panel provider(s) for first 90 days.
Employee Signature: Date:
Witness: Date:
FAX FORM TO:724-743-5945




#%  COMPLETE THE “CLAIM REPORT FORM”

IN ITS ENTIRETY - DO NOT LEAVE ANY

FIELDS BLANK.




CLAIM REPORT FORM o

Forrs Verslon |4 :

Submitted By l—

i Tiﬂe‘

Enmloyer Name |

|Curre11t Date [ - o

]
! Phoge Number

Address [

Clty ﬂ

- __l State [ i Zip Code r

I Bmployer FEIN Numbet I

o et

J——

EMPLOYEE INFORMATION

Fiest Name !

E LastName l

| ssN|

[ ™ale [} Female Date of Hite l

]

City

Deparbnent 1

Employee Supervisor i

Empleyes Phone No. | |

Employee Job: Title [—

Date of Bitth

Marital Status 7 Single |7} Maxried
Pay Type [71 Howly [7]Salaried

Number of Dependants 5 ';

™ Full Tome
[} Paxt-Tiwe

— -

INJURY INFORMATICN

o Time of Tnjury

Date of Injury r

Date Bmployee Reported the Injury r

Time Bmployee Began Work

Work Shift [ First [T38econd

Sy

Location
of Tnjury
(Ciry, State, i

Ziph :

L CAM
T PM

] Thid

Print Cleazly

Deseription of
Accident (Be
Specific)

e

Nature of Injury
(List all imfured
body parts)

(Plaase Specify
Laft or Riglt)

Cause of Injury
{How the njnry
ar liness cecured)

" Page 1of2




Type of Medioal Treatment Given [, No Medical Treatment / Precautionary Report
] Oceopational Health Center / Patel Physician

[} Yes [ No

Ifthe employee did miss work, have they refumed to work? [ Yes [ No

Did the employee miss any days of work?

IFyes, provide the date the employes returned to wotk?

i ves, entet the fistdate missed?

I Fult Pay for Day of Tnjury? [ Yes

Fornt Version .4

[™7 First-Aid / Tn-House
1 Hospital / Emergeney Room

TREATMENT INFORMATION

Name ofthe fecility where initisl medical treatment was given \

Treating Physic'mnNamer t Address r
Phone Nuiber % | City [ j State F_J Zip Code
WITNESS INFORMATION
Firs{ Name L Lagt Name L
Address r N
City [ J State r ZipCode I Phone MNumber r
INSURANCE INFORMATION
fosurance Carrier Name [ i
Tnsurance Policy Number r :
Poligppeioty Bom|
Tntermal Use Only

Claim Reporting Office

Date Received 40 Lincoln Way
North Huntingdon, PA 15642

Time Received Phone: (724)864-8745

[Recaivad By

RISK MANAGEMENT
ProJecting ARG VURTOWR TG datton diE

Copyright € 2006 Bast Coast Rk Mansgement, LLC. All rights veservad.
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ALL EMPLOYEES MUST SIGN THE
“AUTHORIZATION FOR MEDICAL RECORDS

AND REPORTS” FORM, AT THE TIME OF

INJURY. THIS FORM ALLOWS EAST COAST
RISK MANAGEMENT, SPRING COVE SCHOOL
DISTRICT AND/OR THEIR WC CARRIER TO

INTERACT WITH THE PHYSICIAN’S OFFICE.




RAST COAST RISK MANAGEMENT
40 LINCOLN WAY SUITE 201
NORTHHBUNTINGDON, PA 15642
P~724-864-8745 / F-724-804-9265

AUTHORIZATION FOR MEDICAL.
RECORDS AND REPORTS

I hereby authorize and direct you to permit Bast Coast Risk Management,
County of Greene and/or their workers’ compensation insurance carrier to
inspect, examine, make or obtain copies of all information in connection with
my injury or illness. This includes, but is not limited to, all records regarding
my medical  history, consultation, inpatient and outpatient treatment and
diagnostic test results, both films and reports.

1 agree that a photocopy of this authorization shall be considered as effective
and valid as the original.

(The Genetic Information Nondisorimination Act of 2008 (GINAS prohibits employers gnd other entlites covered by GINA
Title IT from requesting or vequiring genetlc information of an Individual ar fumily member of the individual, except as
speciically atlowed by this faw. To comply with this law, we are asing that peu not provide any genctic Information when
responding to this request for medical information, "Genetic Information," as defined by GINA, includes an indtvidual's
Jumily medical history, the results of an individual's or family member's genetic tests, the fact that an individual or an
Indivicdual's fumily member sought or veceived genstie services, and genetlc information of a fetus carried by an individual
or an individual's fimily member or an embryo lawfully held by an individual or family member recelving assistive
reproductive services, )

Patient’s Name (Please Print} Social Security Number

Patient’s Signature Date

July 11,2011 revision




ALLL EMPLOYEES MUST SIGN THE
“EMPLOYEE ACKNOWLEDGEMENT” FORM
AND THE PA WORKERS’ COMPENSATION

INFORMATION FORM UPON HIRE, EVERY

TIME THERE IS A CHANGE TQ THE PANEL

OF PHYSICIANS AND AT THE TIME OF EACH

AND EVERY INJURY.

PLACF SIGNED FORM IN THEIR PERSONNEL

FILE.




EMPLOYEE ACKNOWLEDGEMENT

UNDER SECTEON 306 (£.1) (1) () OF THE PA WORKERS’ COMPENSATION LAW

, recognize and agree that my employer has posted 2 list of at least ix
(6) healtheare providets, at least thtee (3) of which ars physicians and no more than four (4) of which are
coctdinated care organtzations (CCO's). I further agree that my employer has provided the neme, addross,
telephone number and arca of medical specialty of sach desigmated provider on the list. I el acknowliedge that
I have been presented with this written notice setting forth my rights and dutles under Section 306 (£13 (1) (1) of
the Pennsylvania Warksrs® Compensation Act. My rights and duties fclude, but are not limited to, the
following:

1 have the duty to cbtain treatment for work-related injurles and {llnesses from one or more of the designated
health care providers for ninety (90) days from the date of the first visit to a designated pravider. As long as
treatment is obtained from a designated provider during the 90-day period, my employer will pay all reasonatle
medical treatment and supplies related to the infury,

1 have the right to switch from one designated ficalth care provider on the Jist to anothet during the 90-day
period end my employer must pay for this treatment;

i § am referred by a designated provider toa non-designated provider, my employer shall provide for the
treatment rendered by the referral provider;

[ have the right to seck emergency medical treatment from eny provider, but T understand that subsequent oon-
emergency troatment must be rendered by a designated provider for the 90-day period;

[ have the right during the 90-day petiod to seak medical treatment from 4 non-designated provider, but I
understand my employer is not responsible to pay for these gervices;

Afier the expiration of the 90-day period, L have the right to seek treatment from any health care provider, and
my employer must pay for such treatment if it is reasonable and necessary.

If I treat with & non-designated health care provider afier the expiration of the 90-day perlod, Lunderstand that
must provide my employer notice within five (8) days of my first treatment with the non-dasignated provider,
1£1 fail to do so, ty emplayer may not be respangible to pay for the ireatment rendered by the non-designated
provider priot to notification; and

If the designated provider recommends invasive surgery, [ am entitled to receive an additional opinion from any
heath care provider of my choice, Ifthe additional opinion differs from that of the designated provider, I am
entitfed to select which oourse of treatment to follow, However, if'I choose to follow the recammendation of
my health care provider (the additional opinion), the procedure shall be performed by cne or wore of the
designated health cere providers for a period of 50 days from the date of the visit to my health care provider
{date of exemination of the additional opinion).

My ermplayer hag informed me of niy rights and duties, and my signature acknowledges that 1 have been 0
informed and understand my rights and duties:

Date ‘ Employee Signature

Date Witness




COUNTY OF GREENE

PA WORKERS' COMPENSATION INFORMATION

Tn Pennsylvania, the workets' compensation law provides wage lcss and medical beneflts to employess who
cannot work, or who need medical cate, because of & work-related injury.

Benefits are required to be paid by your employer when self-insured, or through insurance provided by your
employer. Your employer is required to post the name of the company responsible for paying workers’
compensation benefits at its primary place of business and at its sites of employment in a prominent and
sasily accessible place, ineluding, without limitation, areas used for the treatment of injured employees or for
the administration of first aid.

You should report immediately any injury or work-related illness to your emp loyer.
Your benefits could be delayed or denied if you do not notify your employer immediately.

Tf your claim is denied by your employer, you have the right to request a hearing before a workers’
compensation judge, ‘

The Burean of Workers’® Compensation cannot provide legal advice. Howover, you may contact the Bureau
of Workers” Compensation for additional general information at;

Bureau of Workers’ Compensation

1171 South Cameron Street, Room 103

Harrisburg, Pennsylvania 17104-2501

Telephone number within Pennsylvania (800) 482-2383
Telephone number outside of this Commonwealth (717Y172-4447
TTY (800)362-4228 (for hearing and speoch impaired only)
www.state pa.ug — PA Keyword: workers comp,

ACKNOWLEDGMENT

I, , an

employes of COUNTY OF GREENE hereby certify that T was provided with the above

statement on / / dage).

Employee signature




COMPLETE THE “ACCIDENT
INVESTIGATION” FORM IN ITS ENTIRETY.

PAGE 1 TO BE COMPLETED BY
INJURED EMPLOYELE

PAGES?2/3 TO BE COMPLETED BY
INJURED EMPLOYEE’S
SUPERVISOR




COUNTY OF GREENE
“EMPLOYEE” - STATEMENT OF INJURY OR IELNESS

EMPLOYEE INFORMATION ]
[To be completed by Emloyaa]
Name {First, Last) Date of Birth Sccial Securfty Number
i !

Address: (Street, City, State, ZIp)
Phone Number{s):  Home: ( )

Other: { )
Job Title: . Department: Shift:
Pid the injury occur on the employer premlses? LOCATION: -
CIYes [CIMNo  If No, Where? '
Date of Agcident Normal $hift Start Tlme Time of Actident ‘ Warked Untl End of Shift

/ ! A ClAM
] P 1P [YES CING

Accident was reported to:

Description of injury (Deecribe how the Injury oocurred, be specifia)

Part (s) of Body Injured: (chedk all that apply}

[ Atm [} Face £l Grain [ Internal Organs [ Neck [} Wrist
[ Back "] Finger [0 Hand leg [l Etbow [ Other (deseribe)
[ Eye [ Footifest [ Head [ Knae ] stomach

Please describe the injured Body Part(s) {Le. lett foat, right thumb]:

- . Lbprgd i o PR
I heraby declare that the statements provided In this document are; fo the bast of my knowledge and bellef, complete and true,

Fraud Notice: Any Individual filing misleading or incamplete Information knowingly and with tha intent to defraud is in violation of ;

Sectionl102 of the Pennsylvanla Workers’ Campensation Act and may also be subject to ctiminal and civil penaltles through
Pennsylvania Act165.

Employee Signature: Date:

JLouging! Signature Required,




SUPERVISOR
ACCIDENT INVESTIGATION REPORT

SUPERVISOR REPORT
[To he complated by the employee's direct superviser]
Date of Accldent Employee’s Name (First, Last)
/ !

Supervisor Name! _ Department / Location;
Was this the employee's usual oceupation? Time In occupation, Treatment.
I Yes [[INo IfNo, Dascribe.

[] Less than 1 manth First-Aid (In-House)
Was #he amployee performing a normal job task? 1110 8 months Emergancy Room (Hospital)
MYes [ No If Mo, Describe. ] 6 months ta 6 years | [] Clinle or Doctor's Offlce
___________________________________________ ] More than & years B it Ak e ddeiately
Do you have any regson to believe this employee’s Name of Clinic or Doctor:
Injury did nof ocour at work?
[Jves [INo [fYes, Listthe Reasons:

. ACCIDENT INVESTIGATION

Accident Sequence
instruchions: Basaribe In reverse order of ocoufrence, events preceding the injury and zooident. Starting with the injury ard moving back In

time, raconsiruct the sequance of events that led to the Infury.

© injury Event

@ Accident Event

© Preceding Event 1
@ Precoding Event 2
O Preceding Event 3

Describe the Acsident:

SERU S : s -
injury Classification
Nature of Injury:
[1 stip / Fall {_] Struck By [[] Contact with Electrical Gurrent [ Fall from Elsvation
{T} Strain ] Puncture ] Bum ] #all frorn Same Leval
[} Sprain (7] Gaught Infor between [} Other (describe)

] Struck Against [ Overexertion




Type of Injury:
[ Abrasion [] Crush Injury ] Sprain [ Inhalation {1 Other: (describe}
[ Amputation [ Eye - Forelgn Body [ Puncture (1 Dermaltitis
1 Burn [ Fracture [[] Infection [] Repetitive Motion
{7 Contusian (] Laceration [ liness ] Tendonitis

Accident Sketch andfor Photograph(s) (Attach)

Witness({s) Intervicws:

(1) Name:
Phone ber:
Statement:

(2) Name:
Phona Mumbers
Statemant

Casual Factors (Chack all factors that contritutad te the accident)

1 Unsafe Act ] Faillure to work at a safe speed/pace
[ Failure to Fellow a Standard Operating Procedure [] Improper body mechanics {i.e. unsafe Lifing technique)

[ Fallure to Comply with Direction
[] Hazardous Wark Gondltion

1 Unsafe wotk environment or condition
[1 Failure to obey safety policy

[ Failure 1o usa Parsonal Profective Equiptment [[] inadequate tralining
[] Imprapar use of Equipment and/for Machinery £.1 Horseplay
[ Equipment Malfunction ] other
Cormments: l
- 5 o 5 R e AL SIEREAE) i LT s
Corrective Actions {corractive actions must be listed for all sccidents)
[ Retrain Employes (3) 1 Use additional Proteciive Equipment PROPOSED
1 implement a new or revised job procedure [T tnstall Machine Guarding COMPLETION DATE:
{1 Repair or Modify Equipment or [ Other.
Machinery ) (Please Describe Below)
Comments:
. A - .
Date:

| Bupervisor Signature:

i &




PROVIDED FOR YOU BY:

East Coast Risk Management
40 Lincoln Way Suite 201
North Huntingdon, PA 15642
Phone - 724-864-8745
Fax — 724-864-9265




