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Supervisor’s Instructions

Assisting the Injured Employee

The following steps should be taken in order to better assist the employee after he/she
has been injured or becomes ill:

1. Remind the injured employee to go to the designated physician or treatment
center.

2. Emphasize that only injuries/ilinesses that are serious or that need treatment
after regular clinic hours should be treated at a hospital emergency center.

3. Call the designated physician or medical treatment center prior to the
employees’ arrival. Alert the staff of the injury/illness and approximate arrival
time.

The Investigation Report

The purpose of this form is to determine what actions are needed to eliminate or
control the hazards that have caused the accident. The information gathered will guide
us in developing safety consciousness and knowledge of safe conditions and safe work
methods. If you are not aware of the circumstances surrounding the injury, you should
consult with the employee in order to complete the investigation report accurately.

The statements made in this report are very important and should not contain phrases
such as “Employee should be more careful”. As the supervisor, you should make the
appropriate corrective recommendations for each accident such as “Notified the
appropriate employee to place caution signs in the area when floors are wet”.

After you have completed the investigation report, return it to the Central Office
within 24 hours of the employee’s work-related injury.

If you have ANY questions or concerns, please call the Central Office: 563-285-3102






NORTH SCOTT COMMUNITY SCHOOL DISTRICT
INSTRUCTIONS FOR INJURED EMPLOYEE

“What do I do if I have a work-related injury or illness?”

Report your injury to your building nurse or secretary. Take the worker’s compensation physician’s
authorization form found in this packet to the designated physician/facility with you. This will assist
in your care and the billing process for your medical expense. The building nurse or secretary will
call the designated physician/facility to alert the staff of your injury and approximate arrive time.

“Who pays for the medical treatment?”

All medical bills relating to this claim should be sent to the Central Office within 24 hours of your
work- related injury.

DO NOT USE YOUR GROUP HEALTH MEMBERSHIP CARD if this injury/illness was sus-
tained while working or acting an an official capacity for this company.

“What do I do if I need a prescription for a work-related injury or illness?”

Take your prescription to any participating pharmacy as outlined in “North Scott Community School
District Pharmaceutical Authorization Form.” An open account for work-related injury or illness pre-
scriptions has been set up. This form is included in this packet. Please bring it along with you to the
participating pharmacy.

“Who completes the employee’s work injury report?”

You are responsible for answering all questions on the employee’s work injury report accurately and
in detail. This will make the processing of your claim both accurate and timely. This report should
be given to the workers’ compensation coordinator within 24 hours of your work-related injury.

“What do I do with the Supervisor's Instructions and Supervisor’s Investigation Report?”

You must give both documents to your supervisor immediately and relate to him/her the details of
your work-related injury/illness.

“Who fills out the employee’s work injury report if they cannot?”

The building nurses may assist the employee in filling out the form if the employee cannot.

“What should I do if I have further questions or concerns?”

Please contact the Central Office, 285-3102.



NORTH SCOTT COMMUNITY SCHOOL DISTRCIT
PHYSICIAN AUTHORIZATION FORM

FOR MEDICAL TREATMENT
Injured Employee’s Name: Date:
Designated Medical Treatment Center: Supervisor:

The following medical treatment centers are the designated workers’ compensation treatment centers. You will receive priority
treatment at the following medical facilities when you take your Physician’s Authorization form with you. This will assist the staff
in your care and in processing your medical bills correctly. You should call or have someone call for you to let the physician’s clinic
know you are on your way for medical treatment and the nature of the injury or illness.

If you need medical treatment due to a work-related injury or illness, you may seek treatment at the following, with a Work Status/
Medical Services form:

Genesis Occupational Health
4017 Devils Glen Road
Bettendorf, IA 52722
563-421-0640

* % % ok k k Xk ¥k ¥ * ¥ ¥ ¥ ¥ *

If you DO NOT have a SERIOUS INJURY OR ILLNESS (and can not wait until clinic hours the next day) seek treatment at the
nearest walk in clinic: Mon - Fri 8 am-8 pm, Sat-Sun 9 am - 4:30 pm

Genesis Convenient Care - Davenport Genesis Convenient Care - Bettendorf
3200 W. Kimberly Rd. 2140 53rd Avenue

Davenport, [A 52804 Bettendorf, IA 52722

563-421-3800 563-421-5700

If you DO HAVE a SERIOUS INJURY OR ILLNESS (and can not wait until clinic hours the next day) seek treatment at the
following: (24 - Hour Service)

Genesis Medical Center Genesis Medical Center

East Campus West Campus

1227 E. Rusholme St. 1401 W. Central Park Avenue
Davenport, IA Davenport, 1A

(563) 421-1000 (563) 421-1000

If a prescription is needed:

Take your prescription to any participating pharmacy as described in “North Scott Community School District Pharmaceutical
Authorization Form” found in this packet.

Please Note

If you choose to be treated by any other medical treatment center and/or physician you may not qualify for any workers’
compensation insurance benefits, and you may be responsible for all medical costs related to this incident.

If you have any questions regarding this procedure, please call the Central Office, 285-3102.
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IN CASE OF

INJURY

OR ILLNESS

£ GENESIS

At Work

EMERGENCIES
CALL 911

Visit OCCUPATIONAL HEALTH if your work-related injury
occurs during clinic hours, Mon-Fri: 8 AM - 5 PM.

BETTENDORF

4017 Devils Glen Rd.
Suite 101A
563-421-0640

Fax: 563-421-0649

CLINTON DAVENPORT MOLINE
1663G Lincoln Way 1520 W 53rd St. 2526 41st St.
563-244-4830 563-421-0661 56309-281-2700

Fax: 563-244-4839

Fax: 563-421-0669

Fax: 309-281-2709

Visit AFTER-HOURS CARE if your work-related injury occurs

during non-working hours.

BETTENDORF

Meon-Fri: 8AM - 8PM
Sat-Sun: 9AM - 4:30PM
4321 53rd Ave.
563-421-5310

DAVENPORT

Mon-Fri: BAM - 8PM
Sat-Sun: 9AM - 4:30PM
3200 W. Kimberly Rd.
563-421-0100

MOLINE

Meon-Fri: 8AM - 8PM
Sat-Sun: 9AM - 4:30PM
3900 28th Avenue Dr.
309-281-6000

ELDRIDGE

Mon-Fri: SPM - 8PM
Sat-Sun: 9AM - 4:30PM
301 N. 4th Ave.
563-421-9860

LECLAIRE

Mon-Fri: 5SPM - 8PM
Sat-Sun: 9AM - 4:30PM
200 S Cody Rd.
563-421-9740

EMERGENCY/TRAUMA SERVICES
24/7

1227 E Rusholme St.
Davenport, |1A
563-421-1000

1401 W Central Park Ave.
Davenport, [A
563-421-1000

1118 11th St.
DeWitt, IA
563-659-4200

801 Illini Dr.
Silvis, IL
309-281-4000

IF DRUG OR ALCOHOL TESTING IS REQUIRED, CALL EILL DEVRIEZE:

CELL (309) 781-3007






D BETTENDORF CLINTON DAVENPORT MOLINE
£ G EN ESIS 4017 Devils Glen Rd.  1663G Lincoln Way 1520 W. 53¢St. 2526 41 St.
4» At Work Suite 101A (563) 244-4830 (563) 421-0661 (309) 281-2700
L Wor (563) 421-0640 Fax (563) 244-4839 Fax (563) 421-0669 Fax (309) 281-2709
Occupational Health » Wellness Fax (563) 421-0649

Hours: Monday - Friday | 8 am. -5 p.m.

AUTHORIZATION FORM

Patient Must Present Photo ID at Time of Service

Company: Date:

Authorized By: Phone:

Patient Name:

Date of Birth:

Please check all boxes that apply:

WORK RELATED:
O Injury O lliness Date of Injury:

DRUG SCREEN

TYPE: [ DOT (Specify DOT Agency: [0 FMCSA JFAA OFRA OQPHMSA O USCG)
[0 Non-DOT Urine Lab [J Rapid Urine

0 5-Panel [ 4-Panel (5-Panel, no THC) [ 10-Panel ] 9-Panel (10-Panel, no THC)

O Hair

[ Collection Only
REASON FOR TESTING: []PrePlacement [JRandom [JFollowUp []Post Accident

BREATH ALCOHOL SCREEN

TYPE: O DOT 0 Non-DOT
REASON FOR TESTING: []PrePlacement [JRandom [JFollowUp [JPost Accident

PHYSICAL EXAMINATION

[ PrePlacement 0 Annual 0 Respirator [J Other
DOT EXAMINATION

] PrePlacement ] ReCertification

IMMUNIZATIONS

OHepA OHepB [OFlu OTB [QOTetanus [JMMR [JOther
OTHER

[0 Pulmonary Function Test [JLab [JAudiogram [JFunctional Screen

Please write in any services requested that are not listed above:

[J Reasonable Suspicion

(] Reasonable Suspicion

Copies of this form are available at: www.genesishealth.com/AtWork

5501507609 03/22






WORKERS' COMPENSATION REPORTING TIPS

— ATTENTION-
YOU MAY BE FINED IF YOU DO NOT REPORT

ON-THE-JOB INJURIES ON TIME

You must complete an Employer's First Report of Injury immediately after an on—the—job injury occurs and forward
the report to Argent. You may be fined if you do not submit the report on time.

Report online, fax, or email the Employer's First Report of injury even if you do not have all the information about
the injury.

* Do not wait for medical bills.

* Do not withhold the Employer's First Report of Injury because you believe the claim is questionable. Reporting
a loss is not an admission of liability.

» Be sure to include the claim number on all correspondence.

Claim Reporting Options for NEW ) . i
LoalsrgEs %%Ly? ¥ » Online Reporting (Insured Access) - Our online reporting sys-

tem is referred to as Insured Access. Online claim reporting is
our preferred method, and allows you to instantly obtain con-
firmation of your report, as well as the claim number. Insured
Access also allows you to have limited access to claim notes,
claim reserves, and loss control resources. In order to set up
Insured Access, please contact your dedicated claim repre-
sentative. Or,

e« Fax: 888-926-9299 or,

¢ Email: ArgentWCCLossScanCtr@wbmi.com

Do not withhold the Employer's First Report of Injury for any reason. You may be fined if the claim representative
cannot make the initial lost time payment because you failed to send the Employer’s First Report of Injury on time.

If you need to notify your agent, please send your agent a copy of the Employer's First Report of Injury and indi-
cate the report has been filed with Argent. Direct reporting saves time.

If you have any questions, please call your claim representative.

For any follow up correspondence, please refer to the below instructions:

Submit follow up correspondence

with the claim number to: » Fax: 888-926-9299

¢ Email: Argent_WCC_scan_ctr@wbmi.com

WR 0037 10 13 Argent, a Division of West Bend Page 1 of 2
Waukesha, Wisconsin 53188



HOW TO WRITE INJURY DESCRIPTIONS

The following instructions will help you avoid some common errors and save time when describing an injury on the
Employer's First Report of Injury form.

For most accidents, you can describe what happened in one or two sentences. "He strained his lower back lifting
a box." "She bruised her left knee when she fell on a wet floor." However, your descriptions must be specific.
"Hurt back working" does not provide enough information.

Answer the following questions when describing an injury:
1.What part of the body was injured?
» Lower back = Upper right leg
+ Right forearm » Third toe on left foot

2. How did the accident happen?

e Did the person fall?

= Did they twist their body as they got out of a chair?

s Were they moving or stationary when the accident happened?
3. Was the injured person carrying anything?

Even if it probably didn't cause the injury, we need to know if the person was carrying anything. For example,
"Carrying broom, stepped wrong and twisted left ankle.”

4, What specifically appears to have caused the accident?
If someone hurt their back lifting a box, say that. Don't say:
» Lifting a unit of material » Lifting equipment
 They hurt their back lifting product
Avoid jargon or trade names for equipment. Explain precisely what they were doing.
= Lifting an air conditioner » Carrying magazines
¢ Pushing a cart » Bending over to pick up a wrench
if a machine caused the injury, tell us what kind.
e A grinder * Ashear = A hoist
Again, avoid jargon or trade names.
5. What injury appears to have resulted?
o Strain * Bruise

» Fracture * Cut

Please be sure to include the injured person's birthdate or age and Social Security number. Also, indicate the
geographical location of the accident (city, county, and state).

WR 0037 10 13 Argent, a Division of West Bend Page 2 of 2
Waukesha, Wisconsin 53188



Workers' Compensation ~ FIRST REPORT OF INJURY OR ILLNESS

Loc Code

Dept Code

Jurisdiction Code

Jurisdiction Claim Number

WR 0039 (04-10) Argent

WC 8328q (10-99) UNIFORM INFORMATION SERVICES. INC.

Argent, a Division of West Bend
Waukesha, Wiscansin 53188

Claim Administrator Name: Claim Representative Business Insurer Name (if different than claim administrator):
Z |Argent Phene Number:
z 800-236-5008
< | Mailing Address, City, State, & Postal Code: Claim Ac alor Claim Number: | Insurer FEIN:
% 1900 South 18th Avenue
Wast Bend, Wl 53035 Claim Administrator FEIN: Claim Type Code:
O |Fax: 388-926-9299 il : BREES
Employer Mame: Employer FEIM: Insured Report Mumber: Employer Type Code:
& __ Employer (E)
w | Physical Address, City, State, & Postal Code: Maliling Address, City, Slate, & Industry Code: Lessor (L)
S Postal Code: -
E’ Insured Location Number: |Employer Ul Number:
i}
Mature of Business: Employer Contact Name and Business Phone Number:
s | Insured Name (parent co. if different than employer). |Insured FEIN: | Insured Postal Cade: |Policy/Contract Number: | Coverage Effeclive Date: Self Insurance License/
o Certificate Number:
E;' Coverage Expiration Date:
[
Employee Name (First, Middle, Last. & Suffix): Dale of Birth: Gender: ax Filina Status (check one)
__ Male (M) __Single (A) __ Married/Filing Joint (C)
Mailing Address, City. State, & Postal Code Dale of Hire: __ Female (F) __ Single/Head of Household (B) __Married/Filing Separate(D)
Educational Level (grade compleled): [GED = 12] Marital Status: (check one)
w loymen lus (check one): Employee ID Number (check one):
t)l_r Biacaii __ Unmarried (U)
0 [Phona Number {include area code): — Piece Worker D# )
Y __ Volunteer R ——— __Married (M)
—— ocial Security Number
& [Oceupation Description: __ Seasonal — 4 __ Separated (S)
__ Apprenliceship/Full-Time — Employment VISA Number Employee's Authonization to
Manual Classification Code: __ Apprenticeship/Part-Time Passport Number Release the Following:
Regular Employee/Full-Time Medical Records __yes __no
Department Where Regularly Worked: i TREl g ! __ Green Card yes
_ Part-Time Saocial Security Number
__ Other __ Employee ID Assigned by Jurisdiction __yes __no
Average Wags § (chack onaj: Salary Continued In Lieu of Compensation: __yes __no Employee Number of Dependents:
W houry daily semi-monthly manthly 9
g ___bi-weekly annual weekly Full Wages Paid for Dale of Injury: __yes —no Employee No. of Exemptions: {check one)
H - = - Entitled
Number of Days Regularly Worked Per Week: Discontinued Fringe Benefits: § Withhoking
Date of Injury Describe the nature of the injury. (ex. amputation, burn, cut, fracture):
Date Employer Had Knowledge of the Injury
Date Claim Admin. Had Knowledge of the Injury
Inilial Date Lasl Day Worked " — . ’
Inilial Return to Work Date (if applicable) Part(s) of body directly affected by the injury or illness. (ex. hand, arm, circulatory system):
Emnolavee Date of Death (if aoolicabla)
Time of Injury
Time Employee Began Work
Pre-Existing Disability Code:
E Yes Describe the events that caused the injury. (ex. fell, operaling hinery, ch | exposure):
= —_No
E ____Unknown
E Accident Premises Code:
w — Employer (E)
o —giﬁzf?’g;? Name the object or substance that directly injured the employee. (ex. knife, floor, acid, oil):
Q =
< Accident Site Organization Name:
Accident Site Street, City, State, & Postal Code:
Specily aclivity the employee was engaged in when the event occurred. (ex. culting metal plale for flooring) Indicate if activity
was part of normal duties:
Accident Location Narrative (if no street address): ]
Accident Site County/Parish: Witness Name & Business Phone Number:
Initial Treatment Code (check one): Initial Medical Provider Name: Managed Care Organization Name or ID
____no medical treatment (0) Number:
é minor/on-site treatment (1) - - 2 = -
4] clinic/hospital visit (2) Initial Medical Provider Physical Address. City, State. & Postal Code: ; i i .
E emergency care (3) ICD Primary Diagnoslic Cade (if known).
= hospitalization > 24 hours (4)
future medical treatment/lost lime anticipated (5)
Preparer's Name & Title: Preparer's Company Name: Phane Number: Dale:
AIABC FORM 1.2 (12/98)

Page 1 0of 2



Mail to: DIVISION OF WORKERS' COMPENSATION
1000 E GRAND
DES MOINES, IOWA 50319
(515)281-5387

This section is to provide information valuable in handling this claim.
The lowa Occupational Safety and Health Act

The following is a summary of the recordkeeping, reparting and posting responsibilities of

employers under lowa's Occupational Safely and Health Act.

RECORDKEEPING REQUIREMENTS
Regulations issued under the lowa Occupational Safety and Health Act of 1972 require
establishments subject to the Act to maintain records of recordable occupational injuries and
iliness. Such records musl consist of: (a) @ log and summary of occupational injuries and
illnesses and (b) a supplementary record of each occupalional injury and illness.

LOG AND SUMMARY OF OCCUPATIONAL IMJURIES AND ILLNESSES. Each
recordable occupalional injury and occupational iliness must be entered on a log and summary
of cases (0SHA Form No. 200) as early as practicable bul no later than 8 working days after
receiving information that a recordable case has occurred. A multi-unit employer may maintain
the log and summary of occupational injuries and illnesses at a place other than the
establishment if there is a copy of the log and summary available in the lishment
complete and current to a date within 45 calendar days. If an equivalent of OSHA Form No 200
is used, such as a printout from data-processing equipment, the information shall be as
readable and comprehensible to a person not familiar with the data-processing equipment as
the OSHA Form No. 200 itself. Logs must be kept current and retained for 5 years following
the end of the calendar year ta which they relate.

SUPPLEMENTARY RECORD OF OCCUPATIONAL INJURIES AND ILLNESSES. To
supplement the Log and Summary of Occupational Injuries and Ilinesses, each employer must
have available a record for each occupational injury or illness at each establishment within 6
working days after receiving information that a recordable case has occurred, OSHA Form Mo.
101 may be used for this purpose. State of lowa Form No 14-0001 (7-99), warkers'
compensalion or other reports are acceplable as records if they contain the information
required on OSHA Form No 101. These records must be available in the establishment without
delay and at reasonable times for examination by representalives of the lowa Division of Labor
Services, the U.S. Department of Labar and the U.S. Department of Health, Education and
Welfare. The records must be maintained for a period of not less than 5 years following the
end of the calendar year to which they relate.

ANNUAL SUMMARY. Each emplayer subject to the recordieeping requirements must
prepare a summary of the occupational injury and iliness experience of the employees in each
of the employer's establishments at the end of each year based on the information conlained
in the log and summary of occupational injuries and ilinesses for the particular establishment.
OSHA Form No. 200 shall be used for this purpose. The summary shall be signed and posted
in a place accessible to the employees no later than February 1 and shall remain in place until
March 1. For employees who do not report lo work at a single establishment, or who do not
report to any fixed establishment on a regular basis, employers shall salisfy the posting
requirement by presenting or mailing a copy of the annual summary during the month of
February to all such employees who receive pay during that month. Summaries must be
retained for 5 years following the end of the calendar year lo which they relate.

EMPLOYEES NOT IN FIXED ESTABLISHMENTS. Employers of employees engaged in
physically dispersed operations such as occur in construction, installation, repair or service
aclivities who do not report to any fixed establishment on a regular basis but are subject to
common supervision may satisfy the recordkeeping provisions with respect to such employees
by:
4 (a) Maintaining the required records for each operation or group of aperations which is
subject to comman supervision (field superintendent, field supervision, etc.) in an established

central place;
(b) Having the address and telephone number of the central place available at each

worksite; and

(c) Having personnel available at the central place during normal business hours to provide
information from the records maintained there by telephone and by mail.

(Mote: This regulation does not automatically apply to all construction, installation,
repalr or service activities. If in doubt about applicability te your operations, contact the
lowa Division of Labor Services.)

Records far personnel who do not primarily report or work at a single establishment, and
who are generally not supervised in their daily work, such as traveling salespersons,
technicians, engineers, etc., shall be maintained at the location from which they are paid or the
base from which personnel operate to carry out their activities.

REPORTING REQUIREMENTS

Regulations issued under the lewa Occupalional Safely and Health Act require all
employers subject to the Act to reporl in writing lo the lowa Workers' Compensation
Commissioner any occupational injury or iliness which temporarily disables an employee for
more than three days or which results in permanent lotal disability, permanent partial disability,
or death. State of lowa Form No. 14-0001 is to be used, and is to be filed with the lowa
Division of Workers' Compensation within four days from such event when the injury or illness
is alleged by the employee to have been sustained in the course of the employee's
employment. A report to the lowa Division of Workers' Compensation is considered lo be a
reporl to the lowa Division of Labor Services. The lowa Division of Workers' Compensation
shall forward all such reports to the lowa Division of Labor Services.

STATE OF IOWA
EMPLOYERS WORK INJURY REPORT
EMPLOYERS FIRST REPORT OF INJURY

DIVISION OF LABOR SERVICES
1000 E GRAND
DES MOINES, IOWA 50319
(515)281-3606

In addition, employers must report to lhe lowa Labor Commissioner within 8 hours each
accident or health hazard that results in one or more fatalilies or hospitalizalion of three or
mare employees. The toll free number that is available 24 hours a day, including weekands
and holidays, to use lo report is 1-877-2-1A-OSHA (1-877-242-6742).

Those establishments selecled to participate in the annual Occupalional Injuries and
liinesses Survey will be required to prepare a report (OSHA Form No 200-S) based on entries
contained on the Log and Summary of Occupational Injuries and llinesses.

POSTING REQUIREMENTS

The lowa Occupational Safely and Health Act requires that employees be informed of the
ob safety and health protection provided under the Act. The poster, “Safely and Health
Protection on the Job," is to be used for this purpose, and musl be posted in a prominent place
in the establishment to which the employees usually report to worlc. The poster briefly states
the intent and coverage of the Act and the responsibilities of employers and employees to
maintain safe and healthful working conditions.

EMPLOYERS WHO MUST KEEP OSHA RECORDS

Employers with 11 or more employees (at any one time in the previous calendar year) in
the following industries must keep OSHA records. The industries are identified by name and by
the appropriate Standard Industrial Classification (SIC) code:

« Agriculture, forestry, and fishing (SIC's 01-02 and 07-09)
Oil and gas extraction (SIC 13 and 1477)
Construction (SIC's 15-17)
Manufacturing (SIC's 20-39)
Transportalion and public ulilities (SIC's 41-42 and 44-49)
Wholesale trade (SIC's 50-51)
Building materials and garden supplies (SIC 52)
General merchandise and food stores (SIC's 53 and 54)
Hotels and other lodging places (SIC 70)
Repair services (SIC's 75 and 76)
Amusement and recrealion services (SIC 79)
Health services (SIC 80), and
State and local government {Above SIC's plus 81-97)

If employers in any of the induslries listed above have more than one establishment with
combined employment of 11 or more employees, records must be kept for each individual
eslablishment.

All employers, including small employers and those in exempted SIC's, must continue to
meet the requirement to report fatalities or multiple {3 or more) hospitalizations and all
occupalional injuries or occupational illnesses that result in a workers' compensation case.

If an employer is notified in writing by the Bureau of Labor Slatistics about having been
selected to participate in a statislical survey, such employer, including small employers, and
those in exempted SIC's, must maintain a log and summary of all occupational injuries and
illnesses for that year. The notification will contain the necessary form and instructions to
comply with the survey requirements.

The lowa Workers' Compensation Act

The following is a summary of the recordkeeping and reporting responsibilities of

employers under the lowa Workers’ Compensation Act.
RECORDS AND REPORTS

Every employer shall keep a record of all injuries sustained by
employees in the course of their employment resulting in incapacity for
longer than one day. An employer with notice or knowledge of an injury
which temporarily disables an employee for more than three (3) days or
results in permanent total disability, permanent partial disability or death is
required to file a report with the Workers' Compensation Commissioner, on
State of lowa Form Ne. 14-0001, within four (4) days from such event when
such injury is alleged by the employee to have been sustained in the
course of employment.

All books. records and payrolls of an employer are required to be open for inspection by the
Workers' Compensation Commissioner for purposes of adminisiration of the lowa Workers'
Compensation Act,

The Workers' Compensation Commissioner may require an employer to appear and show
cause why the employer should not be subject o a civil penalty of $100.00 per accurrence for
failure lo comply with the reporling or inspection requirements, Upon hearing. if the facls
indicate, the commissioner may enier an order requiring payment of such penalty. Unless
voluntarily paid, the commissiener may petition the district court for enlry of judgment on the
order. The employer's insurance carrier shall be responsible in the same manner and to the
same extent as the employer when a report of injury has been submilted to the employer's
insurance carrier and nol filed by them with the Workers' Compensation Commissioner,

The employer is required to furnish to an employee, on request, one statement of eamnings.
wages or salary for the year preceding the injury. An employer may be subject to a civil penalty
of $25.00 per offense for refusal to fumish such wage statement.

T

INSTRUCTIONS
An employer with notice or knewledge of an injury which temporarily disables an employee for more than THREE (3) days or results in permanent total disability,
permanent partial disability or death is required to file a copy of this report with the lowa DIVISION OF WORKERS' COMPENSATION within FOUR (4) days from such eveni
when such injury is alleged by the employee to have been sustained in the course of the employee's employment. A report to the lowa DIVISION OF WORKERS'
COMPENSATION is considered to also be a report to the lowa DIVISION OF LABOR SERVICES. The lowa DIVISION OF WORKERS' COMPENSATION shall forward this
report to the lowa Division of Labor Services. Employers should also report ALL injuries to their insurance carrier. ALL. REPORTS MUST BE FILLED IN COMPLETELY AND

SIGNED. PLEASE TYPE OR PRINT LEGIBLY.

This form contains all items requested on OSHA form No 101, “Supplementary Record of Occupational Injuries and lliness.”
THE INFORMATION PROVIDED WILL BE OPEN FOR PUBLIC INSPECTION UNDER lowa Code § 22.11.

lowa Farm 14-0001 (10-99)

WR 0039 (04-10) Argent
WC 8328¢ (10-99) UNIFORM INFORMATION SERVICES, INC.

Argent, a Division of West Bend
Waukesha, Wisconsin 53188
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WORKERS COMPENSATION
COST CONTAINMENT INITIATIVES

Argent participates in several medical cost containment programs. The use of these programs helps reduce your
workers' compensation expenses. A brief summary of each program is outlined below.

If you have any questions about any of the programs we offer, please call your dedicated claim representative at
888-236-5008.

PHARMACY PROGRAM

This program is designed to provide discounts on workers' compensation prescriptions submitted by your injured
worker's. This service is provided by a national pharmaceutical management company using a network of retail
pharmacies.

How the program works:

1. The injured worker files a workers' compensation claim with employer, seeks medical treatment, and receives
a prescription from a provider.

2. The injured worker presents the prescription along with the tempoerary ID form to a participating pharmacy
where the claim is electronically submitted by the pharmacy to our vendor.

3. Once Argent receives notification of the claim from the employer, an employee ID drug card is issued, along
with a list of participating pharmacies and instructions on the use of the program.

4. The injured worker presents the ID drug card to a participating pharmacy for any workers' compensation pre-
scriptions.

5. High cost/long term use medications are conveniently supplied through our vendor's mail service pharmacy.

DIAGNOSTIC TESTING PROGRAM

Using the services of a diagnostic management vendor, we can save money on diagnostic tests (i.e., CT scans,
MRIs, EMGs, eic.) the treating provider orders for injuries an employee sustains in a work-related incident. Our
vendor will schedule the test then notify the injured worker of the date, time, and location. Once the test is per-
formed the films/x-rays will be forwarded to the referring provider.

To make this program successful, we ask that you encourage your employees to contact their Argent claim repre-
sentative as soon as their provider orders a diagnostic test. We will handle it from there.

MEDICAL COST CONTAINMENT

Strong medical management brings about the early and safe return to work of your employees and reduces claim
costs. In order to control the medical bill costs, we contract with a medical bill review service. All of our medical
provider charges (hospital, physician, physical therapist, chiropractor, and pharmaceutical) are verified for the
appropriateness of the charge, and to determine if they adhere to state mandated fee schedules or local usual and
customary (U&C) reimbursement levels. This process often reduces our medical expenses by 10-30%.

Another way we are containing costs is through the use of PPO Networks. The Preferred Providers have agreed to
discount their billings to the agreed upon PPO Network rates for our insured's injured workers. This in turn keeps
your premium costs down.

Your support in encouraging your injured workers to use a PPO provider is important. It sends an important mes-
sage to the medical care providers that we support them in their effort to offer quality, cost effective care to pa-
tients.

For a list of PPQO's in your area, please visit our website, www.argentworkerscomp.com for a link to the PPO Direc-
tory.

WR 0040 03 12 Argent, a Division of West Bend Page 1 of 2
Waukesha, Wisconsin 53188



-+ wam ymppnvanie in Indiana and lowa only)

As your workers' compensation insurer, we share your goal of providing quality medical care to your inju
ers so they may return to the workforce as soon as possible. In Indiana and lowa, the employer and its ir.
carrier have the responsibility for providing reasonable and necessary medical care when there is an i
addition to selecting the provider. In other words, it is the employer and insurance carrier who select the p
to treat an injury, not the injured worker. If the employee refuses to accept medical services as instructed ,
employer/insurance carrier, the right to receive compensation may be suspended during the period of refusal.

it has been our experience that one of the most effective ways to carry out our mutual responsibilities undel
Indiana and lowa Workers' Compensation Laws for an injured worker, is for you, as an employer, to designat
company physician/clinic who is authorized to treat work related injuries. This designation should be part of ¢
internal procedure for reporting work related injuries. Each employee should be instructed, particularly when fir
hired, on how to report an on-the-job injury and what physician/clinic is authorized for treatment. It should be mad.
clear that except in cases of an emergency, no other medical or chiropractic care is authorized and charges in-
curred for those services will not be honored. Many of our employers put this policy in writing and have the em-
ployee sign and date this document.

There are many benefits to this policy. First, injured workers know exactly where to go for medical care when
needed. Second, a good working relationship is established between the physician, you as an employer, and us as
an insurance carrier. We find we get prompt answers to our questions and are able to better manage both medical
costs and claims for weekly benefits. Referrals, particularly when an independent medical exam is needed, are
greatly simplified. Where rehabilitation is needed, company physicians can assist our rehabilitation nurses and our

vocational counselors.

We will be happy to work with you in designating a company physician/clinic and helping you implement this pro-
gram. Please feel free to call the Workers' Compensation Claim Department with any questions or comments.

WR 0040 03 12 Argent, a Division of West Bend Page 2 of 2
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Workers’ CompWon Temporary Prescr
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To the Injured Worker:

On your first visit, please give this notice to any
pharmacy listed on the back side to speed the processing
of your approved workers’ compensation prescriptions.

Questions or need assistance locating a participating retail
network pharmacy? Call the myMatrixx, an Express Scripts
Company Customer Care at 877.804.4900.

Atencion Trabajador Lesionado:

En su primera visita, por favor entregue esta notificacién a
cualquier farmacia enumerada al reverso para acelerar el
procesamiento de sus recetas aprobadas de compensacién
para trabajadores {segin las pautas establecidas por su
empleador).

Si tiene cualquier duda o necesita ayuda para localizar una
farmacia de venta al por menor participante de la red, por
favor llame z |z Atencidn a Clientes en myMatrixx, una
compafiia de Express Scripis, al 877-804-4900.

To the Pharmacist:

myMatrixx, an Express Scripts Company administers this
workers’ compensation prescription program. Please
follow the steps below to submit a claim. Standard first fill
shall not exceed a 30-day supply or a cost of $350. This
form is valid for up to 30 days from date of injury (DOI}.
Limitations may vary. For assistance, call myMatrixx, an
Express Scripts Company Customer Care at 877.804.4800.

Pharmacy Processing Steps

Step 1: Enter BIN number 003858

Step 2: Enter processor control WC

Step 3: Enter the group number as it appears above
Step 4: Enter the injured worker’s nine-digit ID number
Step 5: Enter the injured worker’s first and last name

Step 6: Enter the injured worker’'s date of injury

Q}luyee Date ot Birth:

- i;_._ »

myMatrixx

f Express Scripts \

LD#:

Yorur SSN in

ur ermporg H2number; prosent to the |'rimi‘:nn.\ vt the tme

presaription is Hbed, You will eoceive o acw 1D aamba shortiy

Dateof Injury: . _ /_ _  f
MM/DIFYYYY -

Group #: P4UA

/

e

Thank you for using a participating retail network
pharmacy. Even though there is no direct cost to you, it's
important that we all do our part to help control the
rising cost of healthcare.

Please see other side for a list of participating retail
network pharmacies.

/

To the Supervisor: Please fill in the
information requested for the injured worker.

Employee Information

First M Last
Street Address or PO Box

City State p

Employer Name

< 200K Alateis Healthsee Services dng 1 AR Fxpress scnpis Comraay Al Rights Beserved, CRPESOR ST PME4CCT O 8160






6/29/22, 9:30 AM Pharmacy Locator Ul

" myPassport User? 1-877-804-4900

myMat.rfxx

An Express Scripts Company

Search Results

9 results for 52748

TRTY i’:
Lewis'Machine & Toaol Q
Eldric ! Q Bish's RV of Davenport
Leclaire Rd W Le Claire Bd ¢ L Claire Rd 240 51
The Play Sta\_tionv
Quad Cities
2]
@
g
-
=
A -
_-E? w0
o 2 Y
[ (=%
RJ =

1 NORTH SCOTT PHARMACY
225 EAST LECLAIRE RCAD
ELDRIDGE, |A 52748-1721

Call | Directions [

2 WAL-MART #1241
5811 ELMORE AVE
DAVENPORT, 1A 52807-3513

Call | Directions [

3 JIOWA CANCER SPECIALISTS PC
1750 EB3RD ST
DAVENPORT, |IA 52807-2707

Call | Directions [

4 OMNICARE PHARMACY

2660 E 53RD ST STE 1
DAVENPORT, IA 62807-3873

hitps://mypassport. mymatrixx.com/pharmacyl.ocator/#/pharmacy-locator/workcomp/pharmacy-search-results

Click Here

Z40th 5t

] 2bpiy eoun

Happy Hen House@

1.75 mi

6.34 mi

6.52 mi

6.58 mi

112



6/29/22, 9:30 AM Pharmacy Locator Ul

Call | Directions [

5 COSTCO #1325

2790 E 53RD ST
DAVENPORT, 1A 52807-3007

Call | Directions 4

6 QC COMMUNITY PHARMACY

5217 GRAND AVE
DAVENPORT, 1A 52807-1014

Call | Directions [

7 HY-VEE PHARMACY #1108

4064 E 53RD ST
DAVENPORT, IA 52807-3033

Call | Directions [

8 cvs #16149
5255 ELMORE AVE
DAVENPORT, IA 52807-3454

Call | Directions [

9 WALGREENS #06186

4011 £ 53RD ST
DAVENPORT, IA 52807-3034

Call | Directions [

New Search

6.60 mi

6.67 mi

6.71 mi

6.74 mi

6.91 mi

If you click on Directions for any pharmacy, you will be taken to a different site, which is governed

by separate Terms of Use and Privacy Paolicy.

https://mypassport.mymatrixx.com/pharmacyLocator/#/pharmacy-locator/workcomp/pharmacy-search-resuits

212



Answers to your questions.

1. What is this card?
Thas card | f
Ghar ey

2. Why did | receive this card?

Your raceived this card due to an inury hat ococurre 1 ihe job,

& s Ceard 10 thie

e injury

g What if ! am not currently taking any medications due to the lnjury"

zard n a sate placs 0 case you start 1aking medications for your

4. When should | use this card?

Anvtime you need to il @ medication tor your work-retated injury.

5 Are all medlcatlons pre- approved"

6. Can my family members use this card?
No. this is only tor your work- related inury

7. What should l do if lhere is a problem with my card when | take it to the pharmacy"

‘*‘Hn 1*(";.: d. l

8. Are you my workers campensanon msurance company?

nd by YOUr Wor Kers' compaensation insurance company 16 handle 2l of vour

9 What happens if my medication doesn’'t provide any rellef from my symptoms or pam"-‘
ould contac! your doclor or h i pharmacist 1o venidy that the medication prescribed | oL AN 18
the: most appropraté for your condition

10 Should I tell my doctor about other medtcatlons I am takmg not relaled to my njury?

11. Can | lalk to one of your pharrnacrsts if | have a questien?
Yo our Phaiiz ACISTES @l avalial A 10 answie l” o yiur ImuCHe atwor i Hatize! auestionrs

For any additional questions please contact myMatrixx at 877-804-4900

Patient v must st faen Ui abion
e r.' rhg‘ .m.mm. ¥ X i

Note: 'nswrance comg a5 | WOV Ceriam maedications

i this patient these mg v bt an

asthonizatlon. Any medications that are m g, roust b Colled
e s abrieor for authonzation

Any questions or problems, please call:
877.804.4900



AUTHORIZATION TO RELEASE INFORMATION
REGARDING CLAIMANTS SEEKING WORKERS' COMPENSATION BENEFITS

Name of Patient: Date of Birth:
Social Security No:

SECTION 1. AUTHORIZATION FOR RELEASE OF INFORMATION AND FOR REDISCLOSURE

| authorize
to disclose and deliver to: Argent, 1900 South 18th Avenue, West Bend, Wl 53095

the following information related to me: Any and all information EXCEPT substance abuse (drug or alcohol),
mental health, and AlDS-related information, unless specifically authorized to be released in section Il of this form.

NOTE: If the information includes mental health treatment, substance abuse treatment, or HIV-related information
it will not be released unless the undersigned patient agrees to the release on the reverse side of this form.

| understand the information is being disclosed and may be used only for legal and/or litigation purposes relating to
claims and/or suit against
| understand that this Authorization may be used to obtain information from health care providers, schools, former
and current employers, providers of vocational rehabilitation services, the Social Security Administration, and the
lowa Department of Workforce Development. | understand that | have a right to inspect the disclosed information
at any time. This authorization is effective until the conclusion of a contested case on the claim. | understand that |
may revoke this Authorization, except to the extent that action has already been taken in reliance upon it, by giving
written notice to the health care provider or record keeper. | also understand that if | revoke, the revocation will
take effect on the day it is received in writing by the entity from whom disclosure is sought.

| understand that the person or entity that receives the information requested is not covered by the federal privacy
regulations or is not an individual or entity who has signed an agreement with such a person or entity, the
information described above may be redisclosed and will no longer be protected by the regulations.

lowa and Federal law provide that | have a right to prohibit redisclosure of confidential medical information and
further disclosure may not be had without my express written authorization, except as indicated below. |
understand that the Recipient of this Authorization, WITHOUT FURTHER AUTHORIZATION, may redisclose this

information to:

Parties and their legal counsel, insurers, experts, potential experts, but only after they have been advised of
their obligations under the law and this authorization, including the prohibition against redisclosure of
this information; Agents, employees or representatives of the parties, but only after they are involved in
conducting the prosecution or defense of the case, and only after they have been advised of their
obligations under the law and this authorization, including the prohibition against redisclosure of this
information; Administrative agency and court officials hearing the claim, and their support staff.

| SPECIFICALLY AUTHORIZE AND CONSENT TO ANY SAID DISCLOSURE AND REDISCLOSURE
DESCRIBED ABOVE.

Claimant or Legal Representative Date

Printed Name and Relationship of Claimant's Legal Representative

WR 0043 04 10 Argent Page 1 of 2

WC 8684c (11-04) UNIFORM



SECTION Ili. SPECIFIC AUTHORIZATION FOR RELEASE OF INFORMATION PROTECTED BY STATE OR
FEDERAL LAW CONCERNING MENTAL HEALTH, SUBSTANCE ABUSE TREATMENT OR AIDS-RELATED
INFORMATION

| acknowledge that information fo be released may inciude material that is protected by Federal and/or State law
applicable to substance abuse, mental health, and/or AlDS-related information. | SPECIFICALLY AUTHORIZE
the release of confidential information relating to: [Place “YES" or “NO" in ALL applicable boxes:]

Substance Abuse (Drug or Alcohol) information from all health care providers and facilities and
any other person or entity in possession of records concerning me.

Mental Health information from all health care providers and facilities and any other person or
entity in possession of records concerning me.

HIV or AlDS-related information, Diagnosis, and test results from all health care providers and
facilities and any other person or entity in possession of records concerning me.

Furthermore, | SPECIFICALLY AUTHORIZE disclosure and re-disclosure of this confidential information to all of
the persons referred to in the REDISCLOSURE Section I.

In order for the above information to be released you must sign here AND at the end of Section |

Signature of Claimant or Legal Representative Date

Street Address City/State/ Zip Code

Printed Name and Relationship of Claimant's Legal Representative

Federal and/or State law specifically require that any disclosure or REDISCLOSURE of substance abuse, alcohol
or drug, mental health, or AIDS-related information must be accompanied by the following written statement:

This information has been disclosed to you from records protected by Federal confidentiality rules (42
CFR Part 2). The Federal rules prohibit you from making any further disclosure of this information unless
further disclosure is expressly permitied by the written consent of the person to whom it pertains or as
otherwise permitted by 42 CFR Part 2. A general authorization for the release of medical or ather
information is NOT sufficient for this purpose. The Federal rules restrict any use of the information to
criminally investigate or prosecute any alcohol or drug abuse patient.

See also Chapter 228 of the lowa Code and Section 141.23(3) of the lowa Code and other applicable laws.

14-0043 (11/04) This form may be used in connection with claims under the jurisdiction of the lowa Workers'
Compensation Commissioner.

i

WR 0043 04 10 Argent Page 2 of 2
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Regardless of normal job duties, light duty work will be accommodated.
Please prepare restrictions below:

ATTENDING PHYSICIAN'S RETURN TO Claim No. .

WORK RECOMMENDATIONS RECORD
Patient's Name (First) (Middle Initial) (Last) Date of Injury/lliness

I
TO BE COMPLETED BY ATTENDING PHYSICIAN — PLEASE CHECK

Diagnosis/Condition (Brief Explanation)

| saw and treated this patient on and based on the above description of the patient's current medical problem:
(date) _
1. [JRecommend his/her return to work with no limitations on
_ (date)
2. [JHe/She may return to work on capable of performing the degree of work checked below with
the following limitations: (date)
[0 Sedentary Work. Lifting 10 pounds maximum and oc- | 1. In an & hour work day patient may:
casionally lifting and/or carrying such articles as dom_:k- a. StandMWalk
ets, ledgers, and small tools. Although a sedentary job
is defined as one which involves sitting, a certain [CINone  [J1-4 hours  []4-6 hours  []6-8 hours
amount of walking and standing is often necessary in b. Sit
carrying out job duties. Jobs are sedentary if walking ] y
and standing are required only occasionally and other [11-3 hours  [13-5hours  [15-8 hours
sedentary criteria are met. c. Drive
[0 Light Work. Lifting 20 pounds maximum with frequent [J1-3 hours [3-5hours []5-8 hours
liting and/or carrying of objects weighing up to 10 2. Patient may use hand(s) for repetitive:

pounds. Even though the weight lifted may be only a ] )
negligible amount, a job is in this category when it re- [ISingle Grasping

quires walking or standing to a significant degree or [JPushing & Pulling
when it involves sitting most of the time with a degree CIFine Manipulation

of pushing and pulling of arm and/or leg controls.
[] Light Medium Work. Lifting 30 pounds maximum with 3. Patient may use foot/feet for repetitive movement as in
g ) operating foot controls:

frequent lifting and/for carrying of objects weighing up

to 20 pounds. [dves [ONe
[1 Medium Work. Lifting 50 pounds maximum with fre- 4. Patient is able to:
quent lifting and/or carrying of objects weighing up to Frequently — Occasionally ~ Not At Al
25 pounds. [
] Medium Heavy Work. Lifting 75-80 pounds maximum 5 Berd L L - |
with frequent lifting and/or carrying of objects weighing b. Squat [ 0 0
up to 40 pounds. c. Climb O | O
[J Heavy Work. Lifting 10Q pounds.maximu.m with fre- d. Twist | 1 |
quent lifting andfor carrying of objects weighing up to o. Reach 0 n ]

50 pounds.

Other Instructions and/or Limitations Including Prescribed Medicatians:

These restrictions are in effect until __oruntl patient is re-evaluated on
(date) , (date)
3. [[JHe/She is totally incapacitated at this time. Patient will be re-evaluated on _ S
(date)
Physician's Signature Date
Print name: Phone number
Facility Name: a B
WR 0044 05 12 Argent, a Division of West Bend Page 1 of 1

FAX: 888-926-9299
EMAIL: Argent WCC_Scan_Ctr@WBMI.COM



L.oss Control Services

Argent offers a comprehensive, proactive approach to managing your workers
compensation exposures. Our goal is to enhance the current safety culture within
your organization. This is a sample of the variety of services Argent's Loss Control
Department may provide.

» Comprehensive assessment of exposures specific to the operations that may
impact workers safety:

Assessment of established controls for the physical environment;
Assessment of management approach to safety;

Employee responsibilities for safety;

In depth analysis of losses; and

Identification of loss drivers.

» Development of a comprehensive, collaborative safety plan to address those
factors affecting the workers compensation program.

» Onsite and job site specific assessments of physical exposures:

Machine guarding;
Ergonomics;
PPE use; and

Identification of hazards in the workplace.

» Training of management, supervisors, and key personnel:

Accident investigation;

Costs and effects of workers compensation insurance;
Transitional return to work programs;

Safety roles;

Accountability; and

Loss drivers, observations, and opportunities to improve operational
safety.

Argent, a Division of West Bend
Waukesha, Wisconsin 53188



» Development of specific safety recommendations based on observatons and
interactions with management and employees.

» Hands-on approach for assisting in the development and implementation of
safety recommendations.

» Personalized consultation for management based on the customer’s individual

needs.

A%

Hands-on assistance with developing:

Transitional return to work program,;

Slip/fall prevention programs;

Safe patient/resident handling programs for medical facilities;
Effective safety committee;

Ergonomic committee;

Injury review committee; and

Fleet safety programs.

» Periodic service review meetings are provided to assure your needs are being

addressed.
» Resources available for OSHA programs, training videos, and training

documents.



The Silver Lining

T —
expertise and guidance of qualified nurse case managers. Using

their experience in the medical field, these professionals carefully
examine the medical aspects of your company’s workers’
compensation claims to reduce the claim costs and the duration
of che disabilicy. This not only helps control the cost of these
claims, it results in a more positive outcome for your employees

With the Silver Lining Advantage, you benefit from the

and your company.

The Silver Lining Advantage program offers a variety
of services customized to help your company reduce
your workers’ compensation claim costs.

These services include:

* Reducing medical and disability
costs through a collaborarive
approach;

* Expert medical resources available to
all accounts;

* An average of 24 years of experience
for each member of vour nurse case
manager team;

= A focus on building relationships
with the medical communicy; and

* The ability to capture and report cost
savings.

WEST BEND"

WH-2343 04015
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ARGENT- Claim Practices

Initial Contacts — Within 24 hours of receipt of claim, contacts made to employee,
employer and medical provider.

Investigation — Investigation of claims is to include, but not limited to: recorded statements
of employees and witnesses, requesting prior and present medical records, obtaining job
desctiptions or videos, subrogation potential, Independent Medical Evaluations, and other

investigative services when necessary.

Transitional Return to Work - Will be addressed immediately. Consult with employer as to
availability and the importance of prompt return to work.

Reserves - Set for known and probable exposures based on the facts of the case. If the
reserves exceed $25K the Claims Representative will complete a reserve letter explaining the
basis for the numbers and send to Employer, Agent, Underwriter, Loss Control and Claims

Assistant Vice President.

Denials — After claim is denied, it will remain open based on the merits of the case. Upon
denial, letters will be sent from Claims Representative to employee, employer, and medical

provider.
Dedicated Claim Team- Lost time and medical only claim professionals will be assigned
to your account.

Managed Care Program- We have a team of highly knowledgeable nurses who are
proficient in treatment protocols and in getting the right care at the right time to injured

worlers.

Narcotic Program — Comprehensive internal program to mitigate the use of narcotc
medications through education, early intervention and evaluation to facilitate favorable

outcolines.

WR 0046 04 10
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Subrogation

What is subrogation? Subrogation is process by which an insured/insurer can recover
the amount paid on a claim from a legally-liable party. The workers' compensation policy
grants the insurer subrogation recovery rights.

Why is subrogation important to your business? Subrogation allows the first- party
payer (typically the insurer) to recover money paid from the liable party, thereby reducing
the total costs incurred, as well as your experience modifier. This means your premium
will not increase if an employee is injured in an accident for which someone else is
liable.

How can you help our subrogation efforts to maximize recoveries?

» Discuss/explain the subrogation process in your safety committee meetings.

* Advise employees who work at or travel to other worksites to notify you and the
off-premises property owner of any unsafe exposures, such as accumulated
snowfice, clutiered walkways, unsafe stairways, generally slippery floors, poor
lighting, etc.

e Educate employees who work at or travel to other worksites to take photographs
of off-premises accidents, such as motor vehicle accidents, falls from ladders,
construction scene accidents, etc.

e For construction site accidents, provide the name of the general contractor and a
list of all subcontiracts involved.

¢ Advise your employees to immediately notify the property owner when/where the
accident occurred.

e Report the workers' compensation claim to Argent immediately; subrogation
investigations are extremely time sensitive.

¢ When applicable, provide Argent or our representative with copies of rental
agreements, contracts, owner’s manuals, maintenance records, photographs,
diagrams, invoices, certificates of insurance, etc.

e Do not discard or repair any equipment that may have led to your employee’s
injury (i.e., broken ladder). The item may need to be inspected/tested by an
independent engineer.

Subrogation considerations:
¢« Would the at-fault party pursue a liability claim against your company if the tables
were turned?
o [f the injury to your employee and its effect on your employee's family were life
changing, would that influence your decision to subrogate?
e Should your insurance premiums increase because of exposures you can't
control?

Argent, a Division of West Bend
Waukesha, Wisconsin 53188



PR RN TR e [
,(G_F!GENT

Management Accident Investigation Report
To Be Completed By One Of The Following: Supervisor / Plt Manager / HR. Director

Employee Dept. lob Title
Shift: Date of Injury Time AM or PM
Location of Incident
Date Reported /7 Reported to Whom?
Time Reported
NAME OF WITNESS DEPARTMENT/ADDRESS PHONE

(1)
(2)

Have witnesses fill out separate forms and give attach.

1. What was employee doing when injured? BE SPECIFIC

2. How did the injury/illness occur?

3. Was employee performing function alone? [:] yes I:l no

Employee was assisting with the operations?

4. Did injury occur because of: Failure to follow safety rules [ ]

Failure to use safety device [ _] Other [_]

5. How long has employee been doing this job? (days, months, years)

6. What safety equipment is required on the job the employee was performing?

7. Was the employee using all required safety equipment? Yes [ ] No [ ]
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8. If No, which specific personal protective equipment was not used & why?

9. Does an unsafe condition exist that contributed to the cause, if so, what is that condition?

10. How could the accident have been prevented? BE SPECIFIC

RECOMMENDED Person Assigned Date/Completed

ACTION Date
Responsible

Re-instruction Yes No /

Equipment Yes No /

repair/replacement ]

Reduce Clutter Yes No /

Improve Yes No /

design/construction ]

Workstation Yes No /
Madification L1 [

Discipline of Yes No /
person(s) involved ] O

Other

Signature of Person Completing Investigation:

Date:
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Employee Accident Report

Name: Accident Location:
Date of Injury: Time: am[] p.m.|:| Date Reported:
Witnesses:

Accident Description:

Indicate Area of Injury Type of Injury
Injured Area
1 [IHead 1 [_| Abrasion
2 []Eye: L/R N'q e — 2 [] Amputation
3 [Jshoulder L/R ™N : 1 3 [] site:
4 [JArm L/R @ i ° e’ - %’b =T
5 [] Elbow L/R t{pl&or Vi —-K \\'m;: : 5 Ermse
6 [Jwrist  L/R s / L urn
7 [JHand L/R s 6 [ Concussion
8 [ ] Finger: Specify o ' 7 [] Fut/
Back Laceration
9 []Back . . 8 [] Foreign Body
10 [] chest 9 [] Fracture
11 [_] Abdomen il 10 [[] Hearing
12 [_] pelvis Impaired
13 [ ] Hip L/R 11 [] Infection
14 [ ] Leg L/R — | 12 [] Pain:
15 [ ] Knee L/R Leg
16 [_] Ankle L/R
17 [] Foot L/R ! Foot 13 [ ] Puncture
18 [_] Toe: Specify T 14[ ] Rash/Derm.
~—] 15 D Respiratory
19 [] Other: —_ — 16 [ _| Strain/Sprain
17 [_] Other:
A Division af West Bewd Murnal fai 2 FL370- Faplayee - licidens Repart- Rep 207
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Have you ever injured this body part before? if so, when?

Are you currently receiving medical treatment for the prior injury?

What do you believe caused this accident?

What can be done to prevent this from happening in the future?

Signature:

Date:
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WITNESS REPORT OF INCIDENT

Injured Employee Name:

Name:

Date of Injury: Time of Accident: (AM/PM)

Location where injury occurred:

Describe activity prior to the accident:

Describe the accident:

What do you believe caused the accident:

What part of the body was injured?

What do you think could prevent this type of accident from occurring again?

Date:

Signed:

Cygeat- A Division of West Bend Muzial ot f 1.C338- Wititess Incident Report- Rev 11-18
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Temporary Work Schedule

DEFINITION: A form used by an employee returning te work in the Temporary Work Program.

PoOLICY

Every employee returning to temporary restricted work duty must use a Temporary Work Schedule. Itis the employee’s
immediate supervisor’s responsibility to thoroughly explain the use of the Temporary Work Schedule. The Temporary
Work Schedule must be completed daily.

The temporary tasks assigned to you may or may not be normal and customary job duties.

The employee’s responsibility to complete:
» Restrictions
» Symptom Control Techniques
» Date
» Hours Worked - Log Breaks, Rest and Lunch
» Duties Performed
> Employee Comments

Employee Signature

Y

The supervisor’s responsibility to complete:
» Supervisor's Comments (document discussion of problems and actions taken)
» Supervisor’s Signature

*The supervisor and employee must sign schedule daily.

Supervisors turn Work Schedule into Human Resources Department at end of week.

Employee should retain a copy for their file.

The Human Resources Department will forward copy to Argent Claims Representative and, if necessary, tc treating
physician

LL208- Taporary Work Schedule- Kew 9-16
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Temporary Work Schedule

Name:

Restrictions:

Supervisor:

Symptom Control Techniques:

Date

Work Log (include
breaks/lunch)

Tasks
Assigned/Completed

Employee Signature and Supervisor Signature

Comments

and Comments

Sunday

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

| clearly understand, take responsibility for, and acknowledge the limitations my physician, Dr.

has placed on me while participating in this Temporary work program.

(Signature and Date)

Apgent- A Division of West Bend Mutual
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