Darlington County School District
Notice to Provider
(To be presented to doctor, hospital, or clinic by injured party when reporting for treatment)

____________________________ has reported that he/she was injured on___________________.
          (employee name)






    
 (date of injury)
Please forward all reports and bills to the following address:
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THE SOUTH CAROLINA
SCHOOL BOARDS INSURANCE TRUST




South Carolina School Boards Insurance Trust

Attn:  Workers’ Compensation/Eric Mayer

 111 Research Drive
Columbia, SC 29203
Phone: 803.988.0278    Fax:  877.859.6441
______________________________________________

_________________________________________
School Location / Employee





Phone

______________________________________________

_________________________________________
Principal/Supervisor/District approved Signature (authorizing treatment)

Date
Supervisor calls below numbers for emergency treatment or appointment:
· McLeod Occupational Health – Florence - 843.777.5146
· McLeod Occupational Health – Hartsville – 843.639.8330
· Medical Emergency or after-hours injury__________________________________(Name of Facility)

NOTE:  This is not an acceptance of liability.
Return to Work Notice

(To be completed by Doctor after examining employee)

Name of Doctor’s Office/Clinic________________________________________________

Location___________________________________________


Phone____________________________
Diagnosis__________________________________________________________________________________________
· Employee IS able to return to regular duties at this time.

· Employee IS able to return to light duties at this time, list limitations:__________________________
       ___________________________________________________________________________________
· Employee IS NOT able to return to work at this time because: ________________________________
                             ___________________________________________________________________________________
_________________________________________




__________________________
Request Referral to:     (if applicable)





Follow-up appointment date
_________________________________________




__________________________
Signature (Doctor)







Date

ATTN PHYSICIANS OFFICE: Please fax completed form to DCSD Benefits Office at 843-398-5006
