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FOREWORD

This guide is designed to help you, as administrator, supervisor and district personnel, conserve our most valuable resource - our employees.

Claims management, as outlined in this manual, benefits the employee and the school district: it allows injured employees to maintain job security, recover sooner, and promotes a safer work environment; the school district saves money through lower premiums and keeps valuable employees on the job.

The commitment must start at the top.  The district’s administrators must provide the support for the first-line administrators, supervisors and district contacts in this effort.  Their follow up ensures that our goals are being reached.

An aggressive program to manage workers’ compensation claims with the school district is an asset to the district and an example of full value for the public’s investment.  It requires teamwork and attention to detail, so please remember to include ESD 105 staff as part of your team in Safety and Claims issues.

[image: image4.png]
ESD 105 WORKERS’ COMPENSATION COOPERATIVE STAFF
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        carina.rivera@esd105.org
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taylor.bersing@esd105.org
        ORLANDO CERRILLO

Loss Control Consultant

(509)  454-3108

orlando.cerrillo@esd105.org
BYLAWS OF ESD 105
WORKERS’ COMPENSATION POOL COOPERATIVE

I. NAME

This organization shall be known as the Educational Service District 105 Worker’s Compensation Pool Cooperative (hereinafter referred to as “the Cooperative”).

II. PURPOSE

The purpose of the Cooperative shall be to provide member school districts with a means to comply with the Workers’ Compensation laws.

III. POWERS

The Cooperative, acting by and through the advisory Board, shall have the power to prepare, adopt, amend and repeal bylaws, rules, regulations, and general policy statements for its own organization, government and guidance, provided that action taken with respect thereto is not inconsistent with state law and the rules and regulations of ESD 105 or any subsequently selected trustee.

The Cooperative, acting by and through the Advisory Board, shall have the power to establish dates for the regular meetings of the Advisory Board, the Executive Committee and such other committees as are deemed essential to the accomplishment of its purposes.  The Advisory Board shall also have the power to approve the annual plan of the Cooperative and to fix annual membership charges and to levy any other assessment that may be required.  The Advisory Board together with the Executive Committee shall advise Educational Service District 105 on the management and administration of the cooperative.

In the event that a member district elects not to oppose payment of a claim for compensation where said district has been advised or has reason to believe that a defense to payment exists, then the amount of the claim and all costs associated therewith shall be borne by and assessed solely against the district in which the claim arose unless the Executive Committee, by the affirmative vote of not less than sixty (60%) of its membership, determines that the liability should be paid by the Cooperative.  A school district whose request for payment is denied by the Executive committee may appeal said denial to the Advisory Board provided that a written notice of appeal is filed with the Chairman of the Advisory Board within ten (10) days after the district, through its authorized representative, receives oral or written notice of the decision of said Executive Board.  The Advisory Board may authorize payment of the claim by the Cooperative upon the affirmative vote of sixty percent (60%) of its membership.  The decision of the Advisory Board shall be final.
IV. MEMBERS

The membership of the Cooperative shall consist of those districts which have on file with ESD 105 the local school district’s board resolution authorizing membership in the Cooperative.  Districts applying for membership after ____________________________ shall be offered membership only upon a vote of the majority of the total number of member district representatives; provided, that the local school district applying for membership shall first have on file with ESD 105 the local school district’s board resolution authorizing membership in the Cooperative.

No school district shall be admitted to membership in the Cooperative unless it first pays sufficient monies necessary to fund it’s prorate share of the unreserved fund balance as then established by the Cooperative.

A district’s share of the unreserved fund balance shall be calculated by dividing the total balance of the unreserved fund balance prior to a district’s entry into the Cooperative by the number of district employees covered and then multiplying the resulting sum by the number of employees in the applicant district.

V. GOVERNANCE AND MANAGEMENT

A. The powers of the Cooperative shall rest with the Advisory Board consisting of one representative of each member district.

B. Each duly qualified representative on the Advisory Board shall have an equal vote in all deliberations of the Cooperative.

C. Between meetings of the Advisory Board, the powers of the Cooperative shall be exercises by a five (5) member Executive Committee elected by a majority vote of a quorum of the Advisory Board.  The members of the Executive Committee shall serve two years and be elected on staggered terms.

D. The Executive Advisory Committee shall select a chairperson from among its members annually.  The chairperson of the Executive Committee shall preside at all Advisory Board and Executive committee meetings.  In his/her absence, the Advisory Board or Executive Committee shall select the temporary chairperson.

E. The Superintendent of ESD 105, or his/her designee, shall serve as secretary for the Cooperative and all bodies created hereunder so long as said Educational Service District 105 acts as trustee in administering the Workers’ Compensation Pool Cooperative.

F. Administration of the Cooperative shall rest with ESD 105 which shall act pursuant to the directives and policies of the Advisory Board and Executive Committee, provided however, that said action shall conform to the policies, rules and regulations applicable to said ESD and its governing board.

VI. VACANCIES

A. Vacancies which occur in the membership of the Advisory Board shall be filled by the Affected member district

B. Vacancies on the Executive Committee shall be filled by the Advisory Board consistent with the criteria set forth in paragraph V.C above at the next regular meeting after the vacancy occurs.  A member selected to fill a vacancy on the Executive Committee shall serve the unexpired portion of the term involved.

VII. MEETINGS

A. The Advisory Board shall meet on the dates regularly established by a vote of a majority of the quorum and/or when called by the chairperson of said Cooperative, or when called by the chairperson of said Cooperative, or by the superintendent of ESD 105 or his/her designee, and/or as otherwise provided in the Cooperative Pool Account Agreement.

B. The Executive Committee shall meet when called by the chairperson of the Advisory Board, the chairperson of the Executive Committee, upon a vote of a majority of the Executive Committee, and/or following notification by the Superintendent of ESD 105 or his/her designee, or as otherwise provided in the Cooperative Pool Account Agreement.

C. A majority of the total number of members of the Cooperative shall constitute a quorum at all meetings of the Advisory Board.  A majority of the total number of members of the Executive Committee shall constitute a quorum at all Executive Committee meetings.

VIII. OTHER COMMITTEES

The chairperson of the Advisory Board and/or Executive Committee may appoint such ad hoc committees as are deemed necessary from time to time to advise and serve as deemed appropriate, provided, that no appointment shall be made which is contrary to the express wishes of a majority of the respective boards.

IX. AMENDMENTS

These bylaws may be amended at any meeting of the Advisory Board by the affirmative vote of a number equal to two-thirds of all members, provided that notice in writing has first been sent to all members of the Worker’s Compensation Pool Cooperative.  Not less than ten (10) days in advance of the meeting where said action is to be taken, and absentee ballots are furnished therewith.


Adopted on September 27, 1988                
Advisory Board Workers’







        Compensation Pool Cooperative


Revised on______________________________
Educational Service District 105

“BEST PRACTICES”

CLAIMS MANAGEMENT/ACCIDENT PREVENTION

The ESD105 Workers’ Compensation Co-Op needs to be advised IMMEDIATELY

 when any of the following situations occur:
[image: image5.png]

Management Responsibilities

· District Administrator must ensure their district staff and Contact Person receive training in accordance with and comply with this guide.

· Delegate and authorize district staff and the Contact Person to carry out the objectives of this guide.

· Administrators/supervisors shall familiarize all employees with the District’s Claim Management Program.

· Ensure a Return-To-Work Program exists.
· Ensure safety requirements are met at minimum for:

· Bulletin Boards

· Safety Committees

· First Aid Kits

· Safety Training

· Ensure Employee Safety Orientation standards are met. 

Supervisor Responsibilities
· See that adequate first aid or medical attention is provided.
· Ensure Employee Accident/Incident/Injury Report is completed, signed and delivered to District Contact within 24 hours.
· Complete Supervisor’s Accident Report Form and delivers to the District Contact within 24 hours.
· Complete investigation of accident/incident/injury to ensure accuracy of information, cause identified and corrective measures implemented.

· At minimum, make contact with the injured employee on a weekly basis. 
· Ensure an Employee Safety Orientation has been provided to your new employee
· District Contact Person Responsibilities

· Authority and responsibility to represent the district in claims matters.

· Complete the ESD 105 Claims Management training program and refresher sessions.

· Information regarding district claims will be collected and maintained in order to expedite claims resolution.  

· Maintain separate files for Workers’ Compensation claims.

· Notify ESD 105 Workers’ Compensation Co-Op within 24 hours of an injury.

· Remember:  Files are CONFIDENTIAL.  Information is on a need-to-know basis.  Please use discretion when working with this information.
· Ensure Safety Bulletin Boards meet requirements.
· Employee Responsibilities

· Notify immediate supervisor of all on-the-job injuries/illnesses regardless of the nature within 24 hours of the incident.

· Assist your supervisor in the completion of an incident report within 24 hours.

· All injuries/illnesses requiring medical attention will necessitate taking an Activity Prescription Form (APF) to the doctor.  Return the completed form to the District Contact Person or your supervisor within 24 hours of seeing a doctor.  Changes in physical restrictions require updated medical information from the doctor as well as notification of any follow up appointments.  

· When off work on time loss or sick leave because of job related accident, your supervisor will contact you weekly to record your recovery progress.  A copy of recovery progress report will be submitted to District Contact Person.

· Temporary, light duty work within the doctor’s prescribed restrictions will be available for you while you are unable to perform your regular work duties.

· Ensure required Personal Protective Equipment (PPE) is worn.

· Follow safety procedures.

· Contact your ESD 105 Claim Adjudicator for answers to any questions.


ESD 105 Claims Adjudicator Responsibilities

· Receives claim information and physician’s initial report.

· Investigates claim and makes contact with the injured worker, district contact and medical provider.

· Monitors claim status and initiates action as needed to include payment of time loss benefits, authorization of medical treatment, return to work issues, and claim closure.

· Complies with all Labor & Industries regulations regarding claims management.

· Provides necessary training and staffing at the District’s request.

· Makes monthly contact with each District to review their loss run report.

· Assists each district in developing a plan to reduce injuries and claims.


ESD 105 Loss Control Consultant Responsibilities

· Performs onsite safety evaluations
· Conducts and assists with accident investigations
· Presents and coordinates Accident Prevention/Loss Control training and services.

· Assists each district in developing plans to reduce injuries and claims.

· Available to answer district questions regarding safety requirements and best practices.
SUPERVISOR RESPONSIBILITY
	EVENT
	ACTION REQUIRED
	FORM



	Accident:  First Aid Only
	· DO NOT COMPLETE SIF-2 
· Educate staff to report all accidents regardless of nature or severity 
· Assure that the employee completes the Accident/Incident/Injury Report 
· Investigate accident – identify the cause and implement corrective measures 
· Submit a copy of the investigation report to the District Contact and safety committee chairperson 
· Retain a copy in supervisor’s files
	· Accident/Incident/Injury report

	Accident: Medical Attention Only
	· Assure that all forms are completed by the employee and returned within 24 hours of seeking medical attention
· Assure that employee receives proper medical attention

· Complete the Supervisor Accident Report

· Identify the cause and implement corrective measures 

· Instruct employee to bring doctor’s release to work when returning to work

· Forward report copy to District Contact

· Stay in contact with employee and let District Contact know when medical attention is no longer required
	· SIF-2, signature

· Accident/Incident/Injury report

· Supervisor Accident Report

· Activity Prescription Form (APF)

· Injured employee signs job offer letter for return to work

· Transitional Work Agreement Form

	Accident:  Medical Attention and Time Loss
	· Assure that all forms are completed by the employee and returned within 24 hours of seeking medical attention

· Assure that employee receives proper medical attention

· Complete the Supervisor Accident Report 

· Identify the cause and implement corrective measures 

· While the injured worker is off due to job-related injuries, the worker is required to make weekly contact with the supervisor or the supervisor will contact the injured worker, record the worker’s progress and keep the District Contact informed of the his/her progress.

· If the District Contact initiates return to work, the supervisor will assist with a normal job description to modify the job, if required by the attending physician.

· If there are questions with the Return-to-Work assignments, consult the District Contact
	· SIF-2, signature

· Accident/Incident/Injury report

· Supervisor Accident Report

· Activity Prescription Form (APF)

· Injured employee signs job offer letter for return to work or the Transitional Work Agreement Form




SUPERVISOR ACCIDENT REPORT FORM*
DISTRICT: _______________________________SCHOOL: ____________________________________________________
NAME OF INJURED PERSON: _________________________________________________________________________
ACCIDENT DATE: ___________ ACCIDENT TIME:  __________ DATE REPORTED _______________________


EMPLOYEE [   ]       STUDENT [   ]     VISITOR [   ]

If injured person is an employee, please provide the following:

JOB POSITION: __________________________ DATE OF HIRE: ____________________________________________
HOURS USUALLY WORKED PER DAY:  __________________ PER WEEK: ________________________________
SPECIFIC BODY PART INJURED: ______________________________________________________________________
TYPE OF INJURY (Puncture, sprain, contusion, etc.): _________________________________________________
WAS FIRST-AID REQUIRED?  YES [   ] NO [   ]               LOST TIME INVOLVED?  YES [   ] NO [   ]

PROPERTY DAMAGE INVOLVED?  YES [   ] NO [  ] DESCRIBE: _____________________________________________________________________________________________
HOW DID ACCIDENT OCCUR? (Object, activity or substance involved?):  _______________​​_____________
________________________________________________________________________________________________________
WAS PERSONAL PROTECTIVE EQUIPMENT NEEDED?  YES [   ] NO [   ]   USED?  YES [   ] NO [   ]

WHAT UNSAFE ACTS CONTRIBUTED TO THE ACCIDENT? ___________________________________________
_________________________________________________________________________________________________________
CORRECTIVE ACTION TO BE TAKEN FOR UNSAFE ACT: (e.g. training, discipline) __________________
_________________________________________________________________________________________________________

WHAT UNSAFE CONDITIONS CONTRIBUTED TO THE ACCIDENT? ____________________________________
_________________________________________________________________________________________________________

HAD THIS CONDITION BEEN REPORTED PREVIOUSLY?  YES [   ] NO [   ]  

TO WHOM? _____________________________________________________________________________________________
CORRECTIVE ACTION TO BE TAKEN FOR UNSAFE CONDITION:  _____________________________________
_________________________________________________________________________________________________________
WAS ACCIDENT CAUSED BY SOMEONE NOT ON EMPLOYER’S PAYROLL?  YES [   ] NO [   ]   

IF SO, WHOM? _________________________________________________________________________________________
WITNESSES?  YES [   ] NO [   ] NAMES: _______________________________________________________________

WAS THE ACCIDENT CAPTURED ON A VIDEO SRVEILLANCE SYSTEM?  YES [   ] NO [   ]
*If yes, please forward a copy of the video to ESD 105 Workers’ Compensation

WITNESS STATEMENT___________________________________________________________________________________
SUPERVISOR SIGNATURE: ____________________________________DATE: ___________________________________
*To be completed within 24 hours and sent to District Contact

EMPLOYEE RESPONSIBILITY
	EVENT
	ACTION REQUIRED
	FORM



	Accident:  First Aid Only
	· DO NOT COMPLETE SIF-2
· Report injury to the supervisor immediately
· Complete the Accident/Incident/Injury report and return to your supervisor
	Accident/Incident/Injury

	Accident: Medical Attention Only
	· Report injury to the supervisor immediately
· Obtain appropriate medical attention
· Pick up necessary forms from the District Contact
· Take the SIF-2 & Doctor’s Estimate of Physical Capacities form to the attending physician, and return to the District Contact
· Bring a release to return to work from the doctor and give it to the District Contact
· Inform the District Contact when no further medical attention is required
	· SIF-2
· Accident/Incident/Injury report
· Activity Prescription Form (APF)
· Injured employee signs job offer letter for return to work
· Transitional Work Agreement Form


	Accident:  Medical Attention and Time Loss
	· Report injury to your supervisor immediately
· Obtain appropriate medical attention
· Pick up necessary forms from the District Contact
· Take the SIF-2 & Doctor’s Estimate of Physical Capacities form to the attending physician and must return to the District Contact
· Stay in contact with the supervisor or District Contact on at least a weekly basis
· An employee will be offered transitional work, approved by the attending physician, and will be required to return and perform these doctor approved assigned duties
· Doctor’s release to return to work must be obtained
	· SIF-2, signature
· Accident/Incident/Injury report
· Activity Prescription Form (APF)
· Injured employee signs job offer letter for return to work
· Transitional Work Agreement Form


ACCIDENT / INCIDENT / INJURY REPORT

NOTE: THIS IS NOT A WORKERS’ COMPENSATION CLAIM FORM.   IT DOES NOT REPLACE A                                                            NOTICE OF CLAIM OR PETITION FOR WORKER’S COMPENSATION BENEFITS.
SCHOOL DISTRICT: ________________________SCHOOL: __________________________________________________________
WHO:   PERSON INJURED / ILL: ________________________________________________________________________________



CHECK ONE: [  ] EMPLOYEE [  ] CONTRACTOR    

IMMEDIATE

OCCUPATION: ___________________________________      SUPERVISOR: ___________________________________________
WITNESSES or OTHER PEOPLE INVOLVED: _____________________________________________________________________
_________________________________________________________________________________________________________________
PLEASE IDENTIFY OTHERS by NAME and INVOLVEMENT, such as JOHN JONES or WITNESS: JANE JONES, OTHER DRIVER

WHEN: DATE ____________________ TIME____________    AM/PM 

REPORTED to: _________________________________________________ DATE __________ TIME __________AM/PM


NAME, TITLE, TELEPHONE NUMBER
LAST DAY WORKED: ___________________DATE YOU EXPECT to RETURN to WORK: _______________________________
WHERE: ________________________________________________________________________________________________________

     EXACT LOCATION 
WHAT:   Describe the circumstances, surroundings, events, and behaviors leading up to the accident/ incident/injury.   Use the back of sheet, if necessary, to describe or draw a diagram to help explain.

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Were you injured?  [  ]Yes  [  ]No
Describe your injury, including all body parts affected, and specify Right or Left Side:  ____________________________________________________________________________________________________
WAS MEDICAL TREATMENT REQUIRED? YES/NO
IF YES, WHO PROVIDED TREATMENT: __________________________________________________________________________

Describe any other details of the incident you think are important, including injury to others, property damage, etc. _________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________
WHY:  Explain, as best you can, why it happened. __________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Explain, as best you can, why the causes were present: __________________________________________________________
_________________________________________________________________________________________________________________
HOW do you recommend that recurrence or similar incidents be prevented? ______________________________________
_________________________________________________________________________________________________________________
EMPLOYEE COMMENT:  Anything else you think is important, or want the Claims Manager to know: ________________________________________________________________________________________________________________
________________________________________________________________________________________________________________
****SIGN and DATE***
EMPLOYEE: _______________________________________________________________ DATE: ___________________________
SUPERVISOR: _____________________________________________________________ DATE: ___________________________
DISTRICT CLAIMS MGR/ ADMIN: _________________________________________ DATE: ____________________________
DISTRICT CONTACT RESPONSIBILITY
	EVENT
	ACTION REQUIRED
	FORM



	Accident:  First Aid Only
	· DO NOT COMPLETE SIF-2
· Ensure the cause has been determined and corrective measures implemented

	· Accident/Incident/Injury report
· Supervisor Accident Report

	Accident: Medical Attention Only
	· Ensure that all forms are complete with required information 
· Ensure that the supervisor has completed and signed the necessary forms 
· Ensure the cause has been determined and corrective measures implemented
· Sends the correct forms to the ESD 105 Workers’ Comp Department
· Record event on OSHA 300 Log
· Develop file and track the claimant’s progress with assistance from the supervisor
	· SIF-2 Accident/Incident/Injury report 
· Supervisor Accident Report

· Activity Prescription Form (APF) 
· Injured employee signs job offer letter for return to work 
· Transitional Work Agreement Form 
· Witness Statement

	Accident:  Medical Attention and Time Loss
	· If claimant is to be off more than 3 days, initiate Return to Work procedures
· District Contact follows up on supervisor requirements
· Inform ESD 105 of progress
· Ask ESD 105 for assistance if needed on job description development and modified job descriptions
· Contact ESD 105 if the doctor indicates that the injured worker will never return to their original job of injury
· Ensure all appropriate forms are completed, signed and sent to ESD 105 in a timely manner
· Develop file(s) for tracking and monitoring purposes.
· Assure the cause has been determined and corrective measures implemented
	· SIF-2, signature Accident/Incident/Injury report 
· Supervisor Accident Report

· Activity Prescription Form (APF)
· Injured employee signs job offer letter for return to work or
· Transitional Work Agreement Form
· Witness Statement


Employee/Claimant: _______________________                                                  
Claim #




	
	ACTIVITY LOG NOTES

	DATE
	Make an entry anytime something transpires. Record contact, as well as information exchanged.

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	 

	
	

	
	

	
	


EDUCATIONAL SERVICE DISTRICT 105


WITNESS STATEMENT

SCHOOL DISTRICT: ____________________________INJURED PERSON’S NAME: _______________________________

WITNESS INFORMATION
Name:


_____________________________________________

Job Title:

_____________________________________________

Building/Department
_____________________________________________



Phone Number:

_____________________________________________ 

WITNESS STATEMENT

Date and time of injury: 



at ___________AM / PM

Location of Accident: _________________________________________________________________________________________

Describe, in detail, what happened (use back of form if necessary): ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Nature of injury (list affected body part or parts) _____________________________________________________________________________________________________________

Did worker report an injury?  No If yes, date: _____________________________
 Yes  
What were you doing when the accident occurred? _____________________________________________________________________________________________________________

How far were you from the injured person when the accident occurred? _____________________________________________________________________________________________________________

If any vehicles or machinery were involved in the accident, name equipment and its connection with the accident below:

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
OTHER WITNESSES PRESENT:
Name: 
________________________________________________

 ________________________________________________



      
 
________________________________________________


Witness signature: ________________________________________ 
Date:  _____________________________________
Job Title: 





Member of the Educational Service District 105





Workers’ Compensation Cooperative 
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EDUCATIONAL SERVICE DISTRICT 105












NOT

Workers’ Compensation Filing Information



(to be provided to employees within 30 days of hire: WAC 296-15-400)

___________________School District is subject to Washington industrial insurance laws and has been approved by the state to cover its own workers’ compensation benefits.  Self-insured employers must provide all benefits required by the laws.  The Department of Labor and Industries regulates your employer’s compliance with these laws.  If you become injured on the job or develop an occupational disease, you will be entitled to industrial insurance benefits.  Your claim will be handled and your benefits paid by your employer.  


Report your injury or disease immediately to your supervisor.  

Your employer contact person listed below will provide you with a “Self Insured Accident Report” (SIF-2).  You must complete this form with your employer if you seek medical treatment.  

The first time you see a doctor, you may choose any health-care provider who is qualified to treat your injury.  For ongoing care, you must be treated by a doctor in the Labor and Industries medical network. (Find network providers at www.FindaDoc.Lni.wa.gov). 

Complete a “Physician’s Initial Report” form at your doctor’s office.  Have your doctor complete and mail this form to the claims administration address listed below.  The claims administrator will evaluate your claim for benefits.  All medical bills that result from an allowable on-the-job injury or occupational disease will be paid by your employer.  You may also be entitled to wage replacement or other benefits.  Your employer will explain this to you.


Your employer cannot deny you the right to file a claim, and your employer cannot penalize you or discriminate against you for filing a claim.  Every worker is entitled to workers’ compensation benefits for any injury or illness which results from his/her job.  Any false claim filed by a worker may be prosecuted to the full extent of the law.

If you have any questions or concerns, contact your employer’s representative at the claims administration address or phone number below, or call the Department of Labor and Industries, Self-Insurance Section (360) 902-6901.



















Educational Service District 105

  






Workers’ Compensation 








33 South 2nd Ave.









Yakima, WA  98902








Phone: 509.454.3100 Fax: 509.575.2018

POST-OFFER PHYSICAL EXAMINATION 

AND 

PERFORMANCE-BASED 

PHYSICAL CAPACITY EVALUATION

Measuring an individual’s functional capacities -- physical strength, flexibility, large and fine muscle control, their ability to see, hear, use hands and/or feet to manipulate pedals or other controls, for example -- requires a physical examination and a physical capacities evaluation by a qualified medical provider.

As a prospective employer, we are often required to document an individual’s fitness to perform a job in order to comply with a local, state, or federal law.

New employees for certain types of positions must be able to demonstrate that they possess the minimum functional capacity to perform the duties of the job for which they have been offered.  These job classifications are:

1. Custodial Staff

2. Maintenance and Grounds Staff

3. Food Service Staff:  cooks and servers with repetitive lifting requirements

4. Transportation Staff:  vehicle mechanics, maintenance staff and bus drivers (DOT physicals for Bus Drivers will apply).
5. Special Education Staff:  teachers and para-professionals

6. Para-professionals

These appointments will be conducted at an ESD 105 Workers’ Compensation Cooperative approved facility.  Responsibility for the cost of these evaluations will be determined by the school district.

See Appendix A for Poster Offer Physical Examination Clinics (Pg. 33)
 SHAPE  \* MERGEFORMAT 



Audiograms/Noise Level Measurements
Baseline Audiograms:
Baseline audiograms will be conducted for the following job classifications with an ESD 105 approved audiologist:
· Custodial Staff
· Maintenance and Grounds Staff

· Transportation Staff: Mechanics and Bus drivers

· Shop/Ag Teachers (Wood, Metal, Auto Shop, etc.)

· Band and Music Teachers

· Food Service Personnel

· Coaches/PE Teachers

· Print Room Personnel

Baseline audiograms will establish and document a baseline hearing level for each employee when they begin working for the school district.

Biennial Audiograms:
ESD 105 will schedule audiograms every two years for school districts interested in participating.  The audiogram will allow the school district to track employee hearing levels and take hearing loss prevention steps if a test indicates the need.

The following job classifications are recommended for consideration of an annual audiogram:

· Custodial Staff

· Maintenance and Grounds Staff

· Transportation Staff: Mechanics and Bus drivers

· Shop/Ag Teachers (Wood, Metal, Auto Shop, etc.)

· Band and Music Teachers

· Food Service Personnel

· Coaches/PE Teachers

· Print Room Personnel

Noise Level Measurements:

Noise level measurements will be conducted when there is reason to believe that employees are working around noise levels at 85 dBA or higher for an 8-hour time period.

Below are examples of school district job classifications with the potential to work around high noise levels.  The following information also lists equipment with the potential to generate high noise levels:
· Custodial Staff

Equipment:  Vacuums, Shampooers, etc.
· Maintenance and Grounds Staff

Equipment:  Riding Lawn Mowers, Power Tools, etc.
· Transportation Staff: Mechanics and Bus drivers

Equipment:  Air Tools, Engine noise, etc.

· Shop/Ag Teachers (Wood, Metal, Auto Shop, etc.)

Equipment:  Machinery – Saws, drilling machines, lathes, etc.

· Band and Music Teachers

Equipment:  Musical Instruments, Student Singing

· Food Service Personnel

Equipment:  Dishwasher, Ovens, Mixers, etc.
· Coaches/PE Teachers

Equipment:  Crowd/Student Noise, Whistles

· Print Room Personnel

Equipment:  Printing machines

WORKER’S COMPENSATION POLICY

Establish a return to work program for temporarily disabled employees who are eligible for compensation under RCW 51.32.090, but are capable of lighter or modified transitional work.  Temporarily disabled employees unable to perform their usual work will be given the opportunity to return to lighter work while recovering from job related illnesses or injuries.

The appeal process may be instituted in situations where modified duty causes undue hardships and the district may ask for relief from the executive committee.

This does not apply when there are permanent work restrictions.  If restrictions are permanent and the District has determined they are unable to accommodate or place the worker in a permanent position, claims staff shall consider other means of claim resolution such as assignment of a vocational counselor to determine employability or the need for vocational retraining.  

1. Return to Work Program Overview
You must control your worker’s compensation claims costs by implementing claims procedures and a Return to Work (RTW) program for your school district.  Temporarily disabled employees unable to perform their usual work will be given the opportunity, whenever possible, to return to transitional work during recovery.  Transitional work will only be offered if the disability is temporary and return to full duty is likely within a reasonable period of time.  

Concentrate on an employee’s abilities to do various tasks, rather than the limitations.  Solicit information from employees as to what they feel capable of doing as light or modified work.  Try to follow the order listed in accommodating an employee.
1.  Modify the current position.  If necessary, arrange for co-workers to temporarily fulfill more strenuous duties.
2.  Find a different job in the current department or work area.
3.  Assign predetermined high priority tasks designed for modified duty.  (For additional ideas, see the Light Duty Jobs list at the end of this section.)
4.  This may be the time to consider cross-training employees to fill other key positions.  Having another trained person can fill that position during absences resulting from sickness, vacation, etc.
5.  Design a job where the injured employee makes co-workers’ jobs easier

6.  Consider temporary work assignment within another school   building/department
7.  The district has discretion of the employee’s work schedule hours, while on transitional modified duty.
When an employee’s injury leaves the district the only option to permanently accommodate them with modified duty, but cannot do so, a vocational counselor will be assigned to determine employability or the need for retraining.

Implementing the following key components will play a role in the success of your school districts claims management program: 
Management Commitment:  A contact person is empowered to handle injury claims and manage the RTW program.  Top management signs and supports the claims management/RTW policy.

District Claims Management/RTW Policy:  A written policy, backed by management and shared with all employees from the time of hire.  The policy states your school district’s commitment to disability prevention through accident prevention and claims management.  Light duty/transitional work will be provided.

Defined Roles:  Determine the roles and responsibility for the school district contact person, supervisor and employee.           
(Continued on next page)
Return to Work Program Overview (continued)

Implementation:    Steps toward creating your school district’s Return to Work program:

Create job analyses (JA’s) for the job of injury and all other regular duty jobs to include the physical demands of the jobs.
Identify “restricted/light duty” job options.  Create a list of potential jobs or tasks for workers on light duty, (including part or full time light duty tasks, transitional RTW, modified version of the worker’s regular job, etc.).  Develop JA’s to represent “restricted/light duty” jobs.  See the Light Duty jobs list at the end of this section for additional ideas.
Use the forms and letters you have in this section at different points during the course of the claim.
Benefits of a Return-to-Work program

Benefits for the employer
· Maintains the worker's productivity. 

· Maintains the services and skills of a trained worker. 

· Cuts hidden costs associated with hiring and training new employees. 

· Reduced time loss payments and reduces claims impact for future premiums. 

· Maintains employer-employee rapport. 

· Provides resource which the district can utilize for tasks that need to be completed but have not yet been appointed. 

Benefits for the injured worker
· Provides a sense of job security. 

· Speeds up return to productive activities 

· Maintains the worker's self-esteem 

· Shows the worker that the employer values his/her as a person and an employee. 

· Allows the worker to maintain contact and rapport with their employer and other co-workers. 

· Reduces the worker's portion of the premium. 

· Speeds up recovery from the injury by giving the employee the goal of getting back to their regular job.

          2.  Return to Work Forms Summary

Activity Prescription Form (APF)
This form should be filled out by the doctor when the injured employee 
first receives medical treatment.  The information in the completed form
 will assist the school district in providing adequate return to work duties 
to the injured employee while he/she recovers from an on the job injury.  
This form can be taken to a doctor’s appointment by the employee and/or 
faxed directly to the doctor’s office by the employer.  

Transitional (Light Duty) Job Analysis 
A transitional job analysis outlines specific job duties and physical requirements 
of a job that is available to accommodate physical restrictions prescribed to the 
injured employee by the doctor.

Job Analysis Cover Letter

The job analysis cover letter accompanies the transitional job analysis
which is provided to the doctor.   The job analysis cover letter will give an 
explanation to the doctor about the school district’s return to work program and willingness to accommodate physical restrictions prescribed to an employee.  

Job Offer Letter

Once a transitional job analysis is approved or a doctor’s estimate of physical 
capacities are completed and approved, a job offer letter is sent to the injured 
employee to formally offer the modified job.  Have the employee sign and return 
the job offer letter indicating acceptance of the modified job.  If the employee 
declines to sign the letter or does not return the letter within the requested date, 
time loss benefits may be affected.

Transitional Work Assignment Agreement

This agreement should be used in addition to the Job Offer Letter.  This agreement 
states that the employee will not do anything outside of their physical restrictions 
that will further aggravate the injury.  The agreement also states that the employer 
will not ask the employee to perform any tasks outside of their physical restrictions.  
This transitional work assignment form can also be used in place of the job offer letter 
in medical treatment only cases where the injured employee returns to work right away.

3.  Return to Work Process
Informal Return to Work Process:

1. After the employee has reported an injury and decides to seek medical attention, send the employee to their first doctor’s visit with an Activity Prescription Form (APF).  

2. If the doctor prescribes physical restrictions, discuss the return to work position with the employee.  Notify the employee that the position being offered is a temporary modified position which will allow them to transition into their normal job while they recuperate from their injury.

3. The supervisor, employee and school district contact will read and sign the Return to Work agreement form.

4. Changes in physical restrictions require documentation from the physician.

Formal Return to Work Process

1. When an employee is not released to modified duty after their first doctor’s visit, the district will provide the attending physician with a transitional job analysis describing a modified duty position that is available.  A job analysis cover letter should accompany the transitional job analysis describing the school district’s return to work program.

2. The doctor will determine whether the employee is physically able to perform the described work.  The school district must obtain a signed copy of the approved job analysis before the employee can return to modified work.  

3. Once written approval is received from the attending physician, the school district must send the employee a certified job offer letter.

4. The certified job offer letter must be signed and returned by the employee before he/she can return to work.   Time loss benefits may be affected if the employee refuses to sign the job offer letter and return to work.

TRANSITIONAL JOB ANALYSIS

Job Title:







Claim #:





Employer:







Employee:





Description completed by:





Title:






Hours/Days per Week:  This is an 

 hour day, 

 hour week work schedule.

	Activities:

	

	

	

	


	Machinery, tools, equipment and personal protective equipment:

	

	

	

	

	



PHYSICAL DEMANDS

N: Never




F: Frequently (34-66%)

S: Seldom (0-1%)



C: Continuously (67 – 100%)

O: Occasionally (2-33% of the time)

	Sitting
	
	

	Standing
	
	

	Walking
	
	

	Driving
	
	

	Lifting                (           ) lbs.
	
	

	Carrying             (           ) lbs.
	
	

	Pushing/Pulling  (              ) lbs
	
	

	Climbing Stairs
	
	

	Climbing Ladders
	
	

	Bending/Twisting at waist
	
	

	Crouching/Squatting
	
	

	Kneeling
	
	

	Crawling
	
	

	Reaching above shoulder
	
	

	Reaching below knees
	
	

	Reaching knees to shoulder
	
	

	Repetitive Arm Motion
	
	

	Repetitive Hand Motion
	
	

	Handling/Grasping
	
	% Pinch Grip (   ) 

% Power Grasp (   )

	Fine Finger Manipulation
	
	

	Talking
	
	

	Hearing
	
	

	Seeing
	
	

	Noise
	
	

	Chemicals/Fumes/Dusts, etc
	
	


Job Title:







Claim #:




Employer:







Employee:






[image: image2]
JOB ANALYSIS COVER LETTER

(TO MEDICAL PROVIDER)

Date




Name of Medical Provider

Address

City, State, Zip Code

Re: 

 
(Employee/Patient Name)

Claim #:  

(Industrial Insurance Claim Number)

Date of Injury:  
(Date)

Dear (Physician’s Name):

Our school district offers a transitional (light) work program for employees who have been injured on the job.  Transitional work will be provided until the employee is fully recovered and able to resume their former duties.  It is our goal to provide meaningful work activity while avoiding further suffering or aggravation of the injury.

All employees will receive their normal rate of pay during this period.  In the event that the employee is paid a wage less than his/her normal rate of pay in this transitional light duty position, we will seek Loss of Earning Power benefits to offset the wage reduction.

A job description for available work is enclosed.  Please indicate which position(s) you authorize as suitable, transitional duty for the employee named above.  We will also ask for your written release when the employee is authorized to resume regular duties.

We appreciate your response at your earliest convenience.  Please feel free to contact me if you have questions about our return to work program.

Sincerely,

Name, Title

Phone Number

Cc:  ESD 105 Claims Adjuster
SAMPLE MEDICAL STATUS LETTER (Short Version)

Date: 




Doctor’s Name/Address

Re:   Employee’s Name, Claim #, Date of Birth

Dear Dr.


:

We are in need of an updated progress report from you on the above listed patient.  In order to properly manage this claim, we need to know (Employee’s Name)‘s current medical status as it is related to the accepted industrial injury.

Date of last treatment:


Is treatment concluded?  Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 
      

If 


 is in need of further treatment, please answer the following questions on a separate sheet:

a. What are your objective medical findings?

b. What specific curative treatment is recommended?

c. What is the anticipated treatment duration?

d. What improvements do you expect to achieve?

Were there any conditions complicating recovery at the last visit? Yes  FORMCHECKBOX 
 No   FORMCHECKBOX 

If yes, please provide details:










Is 

 able to work?  Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
 If yes, released to work date:  

  
Sample Job Offer Letter 

(Note:  If mailing, send registered and certified)
Date

Name 
Address

Dear 


: 
You’ve been released to work at a modified duty job. Enclosed for your review is a copy of the approved job description. We are pleased to offer you (title of the position) on a transitional basis. We would like you to return to work within these restrictions; you are not to exceed the restrictions regardless of the usual expectations of your position.   

Please report to 

 for your transitional job on 

 at 

 am/pm at 



 location.  Your hours will be _______am_ to ______pm, with lunch at ______. Your pay will be $

 per hour/month.  Your health and welfare benefits will remain the same.  Loss of Earning Power benefits may apply if your transitional wage is less than your regular wage.  Please contact ESD 105 Workers’ Compensation regarding these benefits.
As you improve, the physical demands of the transitional job may change, as permitted by your medical provider.  Normally, a transitional assignment lasts anywhere from a few days to several weeks.  Your Supervisor, NAME, is aware of your restrictions.  If you have any difficulty with your job tasks, please report them to your Supervisor immediately. 

Your signature below indicates that you have reviewed and agree with this offer.  If we do not hear from you by ______________________, we must assume you are declining the position. 
Please return this signed job offer agreement by 

.  A self addressed, stamped envelope is enclosed.  

Should you have any questions about this temporary job offer, please call me at 

.

You should know that if you decide not to accept this job offer, your time loss benefits may be affected based on Industrial Insurance regulations.

Sincerely,

Name, Title, Phone Number

Check One

 FORMCHECKBOX 
    I accept this offer

        FORMCHECKBOX 
  I do not accept this offer
       Employee Signature


      Date

Attachment: Job analysis approved by attending provider
EDUCATION SERVICE DISTRICT 105

TRANSITIONAL WORK ASSIGNMENT AGREEMENT

                                                                                                                                                                                                                                             

Name of Employee









Date of Injury/Illness

Name of Supervisor



Business Phone




Charge Account Code

Nature of Injury/Illness

Description of Limitations (Preventing Return to Full Duty-Be Specific)

Description of Transitional Work Assignment (Describe Duties to Be Performed)

Name of Physician Approving Transitional Work





     Physician’s Phone Number

Date (s) TWA to Begin:



Date(s) TWA to be

                    Total Number of Work Days







Re-evaluated:

                                                                                                                                                                                                                                          

WE HAVE READ, FULLY UNDERSTAND, AND AGREE TO THE DUTIES DESCRIBED IN THIS TRANSITIONAL WORK ASSIGNMENT.

Employee’s Signature











Date

Supervisor’s Signature











Date

Director’s Signature











Date

Check here if another Department is providing the Transitional Work Assignment
(
Charge Account Code__________________________

Signature of Dept. Supervisor______________________________Date__________________________

PHYSICIAN’S STATEMENT MUST BE ATTACHED TO THIS FORM FOR VERIFICATION


Original: ESD #105








cc:  Employee









       

      Supervisor, Director
Appendix A

Post Offer Physical Examination Clinics

Ellensburg

KVH Workplace Health

702 East Mountain View Ave, Suite 2

Ellensburg, WA 98926

(509) 962-7401

Prosser
Prosser Clinic
336 Chardonnay Ave., Suite A, Prosser, WA 99350
(509) 786-1576
Sunnyside

Astria Health Urgent Care

2705 East Lincoln Ave Suite C

Sunnyside, WA 98944
(509) 836-4848
Sunnyside Worker Care

1614 E. Edison Ave. STE E, Sunnyside, WA 98944
(509) 836-0075

Yakima
Yakima Worker Care

409 S. 12th Ave, Yakima, WA 98902
(509) 575-2949

The Healthy Worker 

307 S 12th Ave #12, Yakima, WA 98902

(509) 895-7340
PURPOSE: 


Provide “Best Practices” for Workers’ Compensation Claims Management














A fatality


A serious injury and an employee is admitted to a hospital


An unsafe work condition and an employee is injured


Two or more employees are injured in same accident


Department of Labor & Industries is on your premises to conduct an inspection





A worker suffers a job-related injury or an occupational disease:  An industrial insurance claim must be filed in a timely manner.  Claims for injuries must be filed within one year after the accident.  Occupational disease claims must be filled within two years after receiving written notice of the condition from a doctor.





CLAIM CLOSED





When medical treatment is completed and your injury status is considered fixed and stable, ESD 105, or in some cases the Department of Labor & Industries, will send you a notice that your claim is being closed.





If you did not miss more than three days of work due to your injury of disease, you are entitled to medical benefits only.





CLAIM ACCEPTED





If your industrial insurance claim is accepted, the Co-op will pay the medical bills associated with the treatment of the workplace injury or occupational disease.





If your industrial insurance claim is denied, you may protest the decision.  This must be done in writing within 60 days from the date you receive the notice of decision denying your claim





Your ESD 105 claim manager will either accept your claim or deny it.  Your claim manager may need more information on your claim and will contact you.  If you are medically certified unable to work for more than three consecutive days following your injury, you will be paid a percentage of your wages on a provisional basis.  If your claim is later denied, you will be required to repay those benefits.





If your doctor indicates you will miss more than three days of work, you may be eligible for time-loss benefits.  Time loss is intended to partially make up for wages lost while you are unable to work.  The amount is set by law and is based on your marital status, number of dependent children and your wage at the time of the injury or exposure.





UNABLE TO WORK





CLAIM DENIED





ABLE TO WORK





Injury/disease requires medical treatment.  Your physician should complete the “Physician’s Initial Report” (PIR) at your first visit and send the completed form to ESD 105.





Injury requires first aid only.  Complete district incident report and return the form to your supervisor.





If medical treatment was necessary, you must complete the “Self Insurer’s Report of Accident” (SIF2) as well as your district’s incident report.  These forms should be forwarded to appropriate district personnel as soon as possible.  Your district’s claims contact will then forward the forms to ESD 105.  Your claim number will be in the upper right hand corner of the SIF2 form.





When ESD 105 W/C Co-Op receives the “Self Insurer’s Report of Accident” they will send you a letter informing you that they have received your claim.  If you do not receive this letter within 14 days of completing the SIF2 form, please call your district claims contact to verify that your report was forwarded to the ESD 105





You should receive your first time loss check about two weeks after ESD 105 receives the SIF2 form.  In addition to medical and time-loss benefits, services can be provided to help you return to work as soon as possible. 





IF A JOB INJURY OR DISEASE OCCURS   





OCCUROCCURS:





IN CASE OF INJURY OR DISEASE 


NCA IN ON THE JOB INJURY OR DISEASE OCCURS:





GET MEDICAL CARE  





IMPORTANT





CONTACT INFORMATION:  





Report your injury to:





Claims Administration address:





District Develops Payment Policy





Appointment Verification Form





Go to Medical Facility





Doctor’s Report to District





Hire





Qualified





Job Offer Contingent on Exam Results





Modifications





District Decision





Disqualified





Do Not Hire





FOR PHYSICIAN’S USE ONLY








	  I agree that the above named injured worker can perform the physical activities                     


	  described in the Job Analysis and can return to work.





	  I agree the worker can perform the described job with modifications.





Modifications Required:





																																				





The injured worker cannot perform the physical activities described in the Job Analysis based on the following physical limitations:  																																										





Comments:  																																															











										/	/	





     Physician’s Signature								Date						





CONFIDENTIAL


This document contains personal information and pursuant to Civil Code 56.00-56.37 it shall be kept confidential in order to protect against unauthorized disclosure. 





A Transitional Work Assignment (TWA) is temporary work intended to be a transitional period to return an injured/ill employee to 


his/her position without Loss of income.  Extensions of this TWA must be substantiated by medical reports and pre-approved by the 


Supervisor and Risk Management.


I understand that my attending physician has determined that I may return to this Transitional Work 


Assignment.  I have been shown documentation of my restrictions and I understand that under no 


circumstances am I to perform any work that will exceed my documented limitations.  I understand that I 


will not be intentionally given tasks, which will exceed my limitations.  If I am asked to perform a task 


which, in my opinion, may exceed the limitations placed upon me, then I understand that I am to 


cease work immediately and contact the immediate supervisor or manager for clarification before continuing.

















Updated:  11/15/2023

