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Occupational Disability Management Program
INITIAL INJURY INFORMATION

INSTRUCTIONS

¢ Before sending the employee to the medical clinic, check with HR/Risk (688-8002) to
determine if a Predesignation of Personal Physician is on file. If not, use the District’s
designated medical clinic or the closest emergency facility.

Emplovee Instructions:

[ Complete the Employee section of the Workers’ Compensation Claim Form (DWC 1)
[l Complete the Employee Incident Report.

Employee: Sign here to acknowledge receipt of the Initial Injury Packét

PRINT EMPLOYEE NAME

EMPLOYEE'S SIGNATURE

Supervisor Instructions:

[Tl Complete the Employer section of the Workers’ Compenéation Claim Form (DWC 1
[l Complete the Supervisor Incident Report.

If a serious injury or death has occurred, contact the Safety Officer at 688-8185
or 525-2632 and Risk Management Officer at 688-8126 or 260-4163 immediately.



Workers’ Compensation Claim Form (DWC 1) & Notice of Potential Eligibility ‘
Formulario de Reclamo de Compensacion de Trabajadores (DWC 1) y Notificacidn de Posible Elegibilidad

If you are injured or become ill, either physically or mentally, because of
your job, including injuries resulting from a workplace crime, you may be
entitied to workers® compensation benefits. Attached is the form for filing
a workers® compensation claim with your employer. You should read all
of the information below. Keep this sheet and all other papers for your
records. You may be eligible for some or all of the benefits listed
depending on the nature of your claim. If required you will be notified by
the claims administrator, who is responsible for handling your claim,
about your eligibility for benefits.

To file a claim, complete the “Employee” section of the form, keep one
copy and give the rest to your employer. Your employer wiil then
complete the “Employer” section, give you a dated copy, keep one copy
and send one to the claims administrator. Benefits can’t start until the
claims administrator knows of the injury, so complete the form as soon as
possible.

Medical Care: Your claims administrator will pay all reasonable and
necessary medical care for your work injury or illness. Medical benefits
may include treatment by a doctor, hospital services, physical therapy, lab
tests, x-rays, and medicines. Your claims administrator will pay the costs
directly so you should never see a bill. There is a limit on some medical
services. )

The Primary Treating Physician (PTP) is the doctor with the overall
responsibility for treatment of your injury or illness. Generaliy your
employer selects the PTP you will see for the first 30 days, however, in
specified conditions, you may be treated by your predesignated doctor or
medical group. If a doctor says you stiil need treatment after 30 days, you
may be able to switch to the doctor of your choice. Different rules apply if
your employer is using a IHealth Care Organization (HCO} or a Medical
Provider Network (MPN). A MPN is a selected network of health-care
providers to provide treatment to workers injured on the job. You should
receive information from your employer if you are covered by an HCO or
a MPN. Contact your employer for more information. If your employer
has not put up a poster describing your rights to workers’ compensation,
you may choose your own doctor immediately,

Within one working day after you file a claim form, your employer shall
authorize the provision of alf treatment, consistent with the applicable
treating guidelines, for the alleged injury and shall continue to be lisble
for up to $10,000 in treatment until the claim is accepted or rejected.

Disclosure of Medical Records: After you make a claim for workers'
compensation benefits, your medical records will not have the same level
of privacy that you usually expect. If you don’t agree to voluntarily
release medical records, a workers” compensation judge may decide what
records will be released. If you request privacy, the judge may “seal"
" (keep private) certaln medical records.

Payment for Temporary Disability (Lost Wagesh: If you can't work

while you are recovering from a job injury or illness, for most injuries you
will receive temporary disability payments for a limited period of time.
These payments may change or stop when your doctor says you are able
to retum to work. These benefits are fax-free. Temporary disabifity
payments are two-thirds of your average weekly pay, within minimums
and maximums set by state law. Payments are not made for the first three
days you are Off the job unless you are hospitalized overnight or cannot
work for more than 14 days.

Return to Work: To help you to return to work as soon as possible, you
should actively communicate with your treating doctor, claims
administrator, and employer about the kinds of work you can do while
recovering. They may coordinate efforts to return you to modified duty or
other work that is medically appropriate. This modified or other duty may
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81 Ud. se lesiona ¢ se enferma, ya sea fisicamente o mentalmente, debido a
su trabajo, incluyendo lesiones que resulten de un crimen en ef lugar de
trabajo, es posible que Ud. tenga derecho a beneficios de compensacién de
trabajadores.  Se adjunta el formulario para presentar un reclamo de
compensacion de trabajadores con su empleador, Ud. debe leer toda la
informacién a continuacién, Guarde esta hoja y todos los demds

- documentos para sus archivos. Es posible que usted retina los requisitos

para todes los beneficios, o parte de éstos, que se enumeran, dependiendo
de la indole de su reclamo. Si se requiere, el administrador de reclamos,
quien es responsable por el manejo de su reclamo, le notificard sobre su
elegibilidad para beneficios,

Para presentar un reclame, iene la seccidn del formulario designada para el
“Empleado,” guarde una copia, y déle el resto a su empleador. Entonces,
su empieador completard la seccidn designada para el “Empleador,” le dara
a Ud, una copia fechada, guardara una copia, y enviard una al
administrador de reclamos. Los beneficios no pueden comenzar hasta, que
el administrador de reclamos se entere de la lesion, asi que complete el
formulario {o antes posible.

Atencidn Médica: Su administrador de reclamos pagard toda ia atencién

médica razonable y necesaria, pata su lesion o enfermedad relacionada con -
el trabajo. Es posible que los beneficios médicos incluyan el tratamienio

por parte de un médico, fos servicios de hospital, la terapia fisica, los

anélisis de laboraforio y las medicinas. Su administrador de reclamos

pagaré directamente los costos, de manera que usted nunca vers un cobro.

Hay un limite para ciettos servicios médicos.

El Médico Primario que le Atiende-Primary Treating Physician PIP es
el médico cor: la responsabilidad total para tratar su lesién o enfermedad,
Generalmente, su empleador selecciena al PTP que Ud. verd durante los
primeros 30 dias. Sin embargo, en condiciones especificas, es posible que
usted pueda ser fratado por su médico o grupo médico previamente
designado. 51 el doctor dice que usted atin necesita tratamiento despuds de
30 dias, es posible que Ud. pueda cambiar al médico de su preferencia. Hay
reglas differentes que se aplican cuandoe su empleador usa una
Organizacién de Cuidado Médico {HCO) o una Red de Proveedores
Médicos (MPN). Una MPN es una red de proveedores de asistencia médica
seleccionados para dar tratamiento a los trabajadores lesionados en el
trabajo. Usted debe recibir informacién de su empleador si su tratamiento
es cubierto por una HCO o una MPN.  Hable con su empleador pata mds
informacion. Si su empleador no ha colocado un cartel describiendo sus

. derechos para Ia compensacion de trabajadores, Ud. puede seleccionar a su

propio médico inmediatamente,

Dentro de un dia después de que Ud. Presente un formufario de reclamo, su
empleador avtorizard todo tratamiento médico de acuerdo con las pautas de
tratamiento aplicables a la presunta lesidn y seré responsable por $10,000
en tratamiento hasta que el reclamo sea aceptado o rechazado.

Divulgacién de Expedientes Médicos: Después de que Ud. presente un

rectamo para beneficios de compensacion de trabajadores, sus expedientes
médicos no tendrin el mismo nivel de privacidad que usted normalmente
espera.  Si Ud. no estd de acuerdo en divulgar voluntariamente los
expedientes médicos, un juez de compensacion de trabajadores
posiblemente decida qué expedientes se revelaran. Si Ud. solicita
privacidad, es posible que el juez “selle” {mantenpga privados) ciertos
expedientes médicos. ‘

Pago por Incagacidad‘ Temporal (Sueldos Perdidos): S1 Ud. no puede

trabajar, mienfras se estd recuperando de una lesidn o enfermedad
relacionada con el trabajo, Ud. recibird pagos por incapacidad temporal
para la mayorfa de las lesions por un period Hmitado. Es posible que estos
pagos cambien o paren, cuando su médico diga que Ud. est4 en condiciones
de regresar a trabajar. Estos beneficios son libres de.impuestos. Los pagos



Workers® Compensation Claim Form (DWC 1) & Notice of Potential Eligibility
Formulario de Reclamo de Compensacion de Trabajadares (DWC 1) y Nofificacidn de Posible Elegzbztzdad

be temporary or may be extended dcpc—:nding on the nature of your injury
or illness.

Payment for Permanent Disability; If a doctor says your injury or

illngss results in a2 permanent disability, you may receive additional
payments. The amount will depend on the type of injury, your age,
occupation, and date of injury.

Supplemental Job Displacement Benefit (SJDBY: I vou were injured

after 1/1/04 and you have a permanent disability that prevents you from
returning to work within 60 days after your temporary disability ends, and
your employer does not offer modified or alternative work, you may
qualify for a nontransferable voucher payable to a schoo! for retraining
and/or skiil enhancement.  If you qualify, the claims administrator will
pay the costs up to the maximum set by state law based on your
percentage of permanent disability.

Death Benefits: If the injury or illness causes death, payments may be
made to relatives or household members who were financially dependent
on the deceased worker.

It is fllegal for your employer to punish.or fire you for having a job
injury or illness, for filing a claim, or testifying in another person's
workers' compensation case {Labor Code [32a). If proven, you may
receive lost wages, job reinstatement, increased benefits, and costs and
expenses up to limits set by the state.

You have the right to disagree with decisions affecting your claim. If you
have a disagreement, contact your claims administrator first to see if you
can resolve it. If you are not receiving benefits, you may be able to get
State Disability Insurance (SDI) benefits. Cail State Empioyment
Development Department at (800) 480-3287.

You can obtain free information from an information and assistance

officer of the State Division of Workers' Compensation (DWC), or you

can hear recorded information and a list of local offices by calling (800)
" 736-7401. You may also go to the DWC website at www.dwe.ca.gov.

You can consult with an attorney. Most attorneys offer one fiee
consultation, If you decide 10 hire an attorney, his or her fee will be taken
out of some of your benefits. For names of workers' compensation
attorneys, call the State Bar of California at (415) 538-2120 or go 1o their
web site at wyww.califorpiaspecialist.org, -
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por incapacidad temporal son dos tercios de su pago semanal promedio,
con cantidades minimas y méximas establecidas por las ieyes estatales.
Los pagos no se hacen dutante los primeros tres dias en que.Ud. no trabaje,
a menos que Ud. sea hospitalizado una noche o no pueda trabafar durante
miés de 14 dias.

Regreso al Trabajo: Para ayudarle a regresar a trabajar fo antes posible,
Ud, debe comunicarse de manera activa con el médico que le atienda, el
administrador de reclamos y el empleador, con respecto a las clases de
trabajo que Ud. puede hacer mientras se recupera. Es posible que elios
coordinen esfuerzos para regresarle a un frabajo modificado, o a otro
trabajo, que sea apropiado desde el punto de vista médico. Este trabajo
modificado u olro frabajo podriz ser temporal o pedria extenderse
dependiendo de la indole de su lesién o enfermedad.

Pago por Incapacidad Permanente: Si el doctor dice que su lesién o

enfermedad resulta en una incapacidad permanente, es posible que Ud.
reciba pagos adicionales. La cantidad dependera de Iz clase de lesion, su
edad, su ocupacidn y [a fecha de [a lesion.

Beneficio Suplementario por Desplazamiento de Frabajo: Si Ud. Se

lesion6 después del 1/1/04 y tiene una incapacidad permanente que le
impide regresar al trabsjo dentro de 60 dias después de que los pagos por
incapacidad temporal ferminen, y su empleador no offece un trabajo
modificado o alternative, es posible que usted revna los requisitos para
recibir usi vale no-transferible pagadero a una escuela para recibir un nueve
entrenamiento y/o mejorar su habilidad. Si Ud. redne los reguisitios, el
administrador de reclamos pagard los gastos hasta un maximo establecido
por las leyes estatales basado en su porcentaje de incapacidad permanente,

Béneﬁcips por_ Muerte: Si la lesion o enfermedad causa fa muerte, es
posible que los pagos s¢ hagan a los parientes o a las personas que viven en
¢l hogar y que dependian econdmicamente det trabajador difunto.

Es ilegal que su_empleador Je castigue o despida, por sufrir una lesion o
enfermedad en ¢l trabajo, por presentar un reclamo o por testificar en el
caso de compensacion de trabajadores de otra persona, (Bl Codigo Laboral
seccion 132a.) De ser probado, usted puede recibir pagos por pérdida de
sueldos, reposicién del trabajo, aumento de beneficios y gastos hasta los

limnites establecidos por e} estado,

Ud. tiene derecho a no estar de acuerdo con las decisiones que afecten su
reclamo.  §i Ud. tiene un desacuerdo, primero comuniguese con su
administrador de reclamos para ver si usted puede resofverfo. Si usted no
estd recibiendo beneficios, es posible que Ud. pueda obtener beneficios del
Seguro Estatal de Incapacidad (SDY). Llame al Departamento Estatal del
Desarrolio del Empleo (EDD) al (800) 480-3287.

Ud. puede obtener informacién gratis, de un oficial de informacién y
asistencia, de !a Divisién. Estatal de Compensacién de Trabajadores
(Division of Workers® Compensation -- DWC) o puede escuchar
informacién grabada, asi como una lista de oficinas locales Hamando al
(800) 736-7401. Ud. también puede consultar con la pagina Web de Ia

DWC en www.dwe.ca goy.
Ud. puede consultar con up abogado. La mayoria de los abogados

ofrecen una consulta gratis. Si Ud. decide contratar a un abogado, los
honorarios serdn tomados de algumos de sus beneficios. Para obtener
nombres de abogados de compensacién de trabajadores, llame a la
Asociacion Estatal de Abogados de California (State Bar) al (415) 538-

2120, 6 consulte con la pagina Web en www. californiaspecialist.org.



State of California _
Department of Industrial Relations-
DIVISION OF WORKERS™ COMPENSATION

WORKERS' COMPENSATION CLAIMFORM (DWC 1)

Employee: Complete the “Employee™ section and give the form to
your employer. Keep a copy and mark it “Employee’s Temporary
Receipt” until you receive the signed and dated copy from your em-
ployer. You may call the Division of Workers’ Compensation and
kear recorded information at (800) 736-7401. An explanation of work-
ers’ compensation benefits is included as the cover sheet of this form.

You should also have received a pamphlet from your employer de-
scribing workers’ compensation benefits and the procedures to obtain
them,

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

PETITION DEL EMPLEADO PARA DE COMPENSACION DEJL,
TRABAJADOR(DWC I)

Empleado: Complete la seccion “Empleado™ y entregue la forma a su
empleador. Quédese con la copia designada “Recibo Temporal del
Empleado” hasta que Ud. reciba la copia firmada y fechada de su empleador. -
Ud. puede llamar a la Division de Compensacion al Trabajador al (800) 736-
7401 para oir informacion gravada. En la hoja cubierta de esta
Jorma esta la explicatién de los beneficios de compensacion al trabajador.

Ud. también deberia haber recibido de su empleador un folleto describiendo los
benficios de compensacidn al trabajador lesionado y los procedimientos para
obtenerlos.

1. Name. Nombre.

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

__Today’s Date. Fecha de Hoy.

Home Address, Direccidn Residencial,

City. Ciudad. i ‘ State. Estado. Zip. Cddigo Postal,

Date of Injury. Fecha de la lesicn (accidente).

b

Address and description of where injury happened, Direccz'én/lugar dénde occurié el accidente.

Time of Injury. Hora en que ocurris. am. 2 8

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

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

8. Signature of employee. Firma del empleado.

9. Name of employer. Nombre del empleador.

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

Contra Costa Water District

10. Address. Direccicn. Voo Concord Avehue. Concord, CA 94520

11, Date employer first knew of injury. Fecha en gue el empleador supo por primera vez de'la lesién o accidente.
12. Date claim form was provided to employee. Fecha en que se le entregd al empleado la peticién.
13. Date emp]dyer received claim form. Fecha en que el empleade devolvié Ia peticién al empleador.

14. Name and address of insurance carrier or adjusting agency. Nombre y direccion de la compadiia de seguros o agencia adminstradora de seguros.

York Risk Services Group, Inc., 1390 Willow Pass Road, Suite 400. Concord, CA 94520

17. Title. Titulo. 18.

15. Insurance Policy Number, Ef niimero de la pdliza de Seguro. SDRMA WCP-7331

16. Signature of employer zepresentative. Firma del representante del empleador,

Telephone. Teléfono.

Employer: You are required to date this form and provide copies to
your insurer or claims administrator and to the employee, dependent
or representative who {iled the claim within epe working day of
receipt of the form from the employee.

SIGNING THIS FORM IS NOT AN ADMISSION OF LIABILITY

Q Employer copy/Copia del Empleador =l Employee copy/ Copia del Empleado

6/10 Rev.

Empleador: Se requiere que Ud. feche esta forma y que provéa copias a su com-
pafiia de seguros, administrador de reclamos, o dependientelrepresentante de recla-
mos y al empleado que hayan presentado esta peticién deniro del plaze de un dia
hudbil desde el momento de haber sido recibida la forma del empleado.

EL FIRMAR ESTA FORMA NO SIGNIFI CA ADMISION DE RESPONSABILIDAD

O Claims AdministratoriAdministrador de Reclamos [} Temporary ReceiptRecibo del Empleado
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= Occupational Disability Management Program
INITIAL INJURY INFORMATION

EMPLOYEE INCIDENT REPORT

EMPLOYEE NAME: Gender: CIFULL TIME
- OM [F CIPART TIME
JOB TITLE: DATE OF HIRE:
HOME TELEPHONE: DATE OF BIRTH:
HOME ADDRESS:
DEPARTMENT:
INCIDENT DATE: TIME OF INCIDENT: LOCATION:
"DATE REPORTED: TIME BEGAN WORK: INCIDENT REPORTED TO"

NATURE OF INJURY (e.g., puncture, strain, cut, fracture, burn, etc.):

BODY PART INJURED (e.g., right wrist, left knee, head, lower back, etc.): ‘

INJURY SOURCE (e.g., wet floor, jack hammer, keyboard, ete.):

HOW INJURY QCCHRRED {(struck by ..., feii from ..., exposed to ..., ete.):

EMPLOYEE'S STATEMENT OF WHAT OCCURRED

(Inciude as much detail as possible such as activity being performed just before the incident, objects carried, equipment used, hazardous conditions, ete):

WHO WITNESSED THE INCIDENT?

WAS THERE AN UNSAFE CONDITION THAT CAUSED OR CONTRIBUTED TO THIS INCIDENT?

WAS THERE AN UNSAIFE ACT THAT CAUSED OR CONTRIBUTED TO THIS INCIDENT?

WHAT DO YOU THINK COULD BE DONE TO PREVENT A SIMILAR INCIDENT IN THE FUTURE?

EMPLOYEE'S SIGNATURE:

The information contained in this report Js true and correct to the best of my knowledge.

DATE:

Distribution’ Risk Management Officer; Safety Officer

Initiate incident investigation in accordance with the Injury & Tllness Prevention Program (IIPP) |
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= Occupational Disability Management Program

INITIAL INJURY INFORMATION SUPERVISOR INCIDENT REPORT
EMPLOYER NAME: Gender: [JFULL TIME
O CIF “|PART TIME
TOB TITLE:
DATE OF AIRE: _ DEPARTMENT.
INCIDENT DATE: TIME OF INCIDENT: TOCATION OF INCIDENT (ailding location, deparbment, ote):
DATE REFORTED | TIME BEGAN WORK

DESCRIPTION OF INCIDENT - How the incident occurred

BODY PART INFURED — ex. right wrist, ieft knee, ete.

HOW INJURY OCCURRED — ex. slip and falls t‘.rip,- ete.

ISARE ¥
0 IMPROPER BODY POSITIONING {1 UNSAFE WORK METHOD
) HURRIED OR DISTRACTED WORK 1 UNSAFE USE OF EQUIFMENT
0 FAILURE TO USE PROPER PERSONAL 1 TMPROPER LIFTING TECHNIQUE
PROTECTIVE-BQUIPMENT {Specify): 1 OVEREXERTION
O OTHER:

UNSAFE CONDITION
U DEFECTIVE BQUIPMENT 3 IMPROPER LIGHTING
£3 UNGUARDED EGUIPMENT O INADEQUATE VENTILATION
] O TRIPSLIP HAZARD ON FLOOR O UNFORESEEN HAZARD/WEATHER.
£+ UNSAFE ARRANGEMENT QF ITEMS O OTHER:

1 IMPROPER DRESS OR APPAREL

SAFETY OF'FIC%’S EVALUATION
SAFETY OFFICER STATEMENT (use back of page if necessary):

SAFETY OFFICER:

SIGNATURE: DATE: TELEPHONE:
: UPERVISOR'S SIGNATURE.:

SUPERVISOR:

SIGNATURE: | ' DATE: ‘ TELEPEONE:

: ESSSTATTNE
WITNESS STATEMENT (use back of page if necessary):

NAME: SIGNATURE: DATE:

Distribution: Risk Management Officer; Safety Officer : ‘ OSHA 300 Log Case #
Initiate incident investigation in accordance with the Injury & Iliness Prevention Program
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Occupationat Disability Management Program
INITIAL INJURY INFORMATION

DESIGNATED MEDICAL FACILITY

Concordi |

Muir Diablo Occupational Medicine
2231 Galaxy Court
Concord, CA
(925) 685-7744

Hours: 6:45 a.m. to 7 p.m. M-F
9 am. to 3 p.m. — Saturday

After Hours — Report to Emergency Room at John Muir Hospitals in Concord
or Walnut Creek

Brentwood:

Muir Diablo Occupational Medicine
2400 Balfour Road, Suite 230
Brentwood, CA
(925) 626-3801

Hours: 8:30 a.m. to b p.m. M-F

Before Hours — Report to John Muir Urgent Care (same address)
Or to Sutter Delta Hospital

After Hours — Report to Emergency Room at Sutter Delta Hospital



