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State of California  
Department of Industrial Relations  
DIVISION OF WORKERS’ COMPENSATION  

WORKERS’ COMPENSATION CLAIM FORM (DWC 1) 

Estado de California 
Departamento de  Relaciones Industriales 

DIVISION DE COMPENSACIÓN AL TRABAJADOR 

PETITION DEL EMPLEADO PARA DE COMPENSACIÓN DEL 
TRABAJADOR (DWC 1) 

Employee: Co mplete 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 employer.  You may call the 
Division o f Workers’ Co mpensation and hear  r ecorded information at (800) 
736-7401. An explanation of wor kers' co mpensation benefits is include d in 
the Notice of Pot ential E ligibility, which is the c over sheet of this form.
Detach and save this notice for future reference.
You should also have received a pa mphlet f rom your e mployer descri bing
workers’ compensation benefits and the pr ocedures to obtain them. You may
receive written notices from your employer or its clai ms administrator about
your clai m.  If your cl aims ad ministrator offer s to send y ou notices
electronically, and you agree to re ceive these notices only by e mail, pl ease
provide your email address below and check the appropriate box.  If you later
decide y ou want  to receive the n otices by mail, you m ust inform y our
employer in writing.

Empleado: Complete la sección “Empleado” y e ntregue la  forma a su   
empleador. Quédese con la copia designa da “Recibo T emporal del  
Empleado” hasta que Ud. reciba la copia firmada y fechada de su empleador. 
Ud. puede llamar a la Division de Compensación al Tr abajador al (800) 736- 
7401 para oi r inf ormación gr avada.  U na explicación de los beneficio s de 
compensación de trabaja dores está  incluido en la N otificación de Pos ible 
Elegibilidad, que es la hoja de port ada de esta forma . Separe y guarde esta  
notificación como referencia para el futuro. 

Ud. también deber ía haber recibido de su empleador un folleto describiendo 
los benficios de compensación  al tr abajador lesionado y los pr ocedimientos 
para obtenerl os. Es posi ble que  reciba notificaciones escritas  de  su 
empleador o de su administr ador de r eclamos so bre su reclamo.  Si su  
administrador de reclamos ofrece e nviarle notificaciones electrónicamente, y  
usted acepta recibir estas notificaci ones solo por correo electrónico, por 
favor proporcione su dirección de corre o electrónico abajo y marque la caja 
apropiada. Si uste d decide después que  quiere recibir las notificaciones  por 
correo, usted debe de informar a su empleador por escrito. 

Any person who makes or causes to be made any knowingly false or 
fraudulent material statement or material representation for the 
purpose of obtaining or denying workers’ compensation benefits or 
payments is guilty of a felony. 

Toda aquella persona que a propósito haga o cause que se produzca 
cualquier declaración o representación material falsa o fraudulenta con 
el fin de obtener o negar beneficios o pagos de compensación a 
trabajadores lesionados es culpable de un crimen mayor “felonia”. 

Employee—complete this section and see note above       Empleado—complete esta sección y note la notación arriba.  
1. Name. Nombre. ___________________________________________________ Today’s Date. Fecha de Hoy. ____________________________________________ 
2. Home Address. Dirección Residencial. _____________________________________________________________________________________________________ 
3. City. Ciudad. _______________________________________  State. Estado. _____________________     Zip. Código Postal. ______________________________ 
4. Date of Injury. Fecha de la lesión (accidente). ________________________________    Time of Injury. Hora en que ocurrió. ____________a.m. ___________p.m.
5. Address and description of where injury happened. Dirección/lugar dónde occurió el accidente. _______________________________________________________ 
_______________________________________________________________________________________________________________________________________ 
6. Describe injury and part of body affected. Describa la lesión y parte del cuerpo afectada. ____________________________________________________________ 
_______________________________________________________________________________________________________________________________________ 
7. Social Security Number. Número de Seguro Social del Empleado. _______________________________________________________________________________ 

8. Check if y ou agree to receiv e notices about y our claim b y email only .  Marque si usted acepta recibir notificac iones sobre su reclamo solo por correo
electrónico. Employee’s e-mail.  _____________________________________ Correo electrónico del empleado. __________________________________________.
You will receive benefit n otices by  regular mail if you do not ch oose, or y our clai ms administrator does not o ffer, an electron ic service option.  Usted recibir á 
notificaciones de beneficios por correo ordinario si usted no escoge, o su administrador de reclamos no le ofrece, una opción de servicio electrónico. 
9. Signature of employee. Firma del empleado. ________________________________________________________________________________________________ 

Employer—complete this section  and see note below. Empleador—complete esta sección y note la notación abajo.   
10. Name of employer. Nombre del empleador. ________________________________________________________________________________________________ 
11. Address. Dirección.  __________________________________________________________________________________________________________________ 
12. Date employer first knew of injury. Fecha en que el empleador supo por primera vez de la lesión o accidente. ___________________________________________ 
13. Date claim form was provided to employee. Fecha en que se le entregó al empleado la petición. ______________________________________________________ 
14. Date employer received claim form. Fecha en que el empleado devolvió la petición al empleador._____________________________________________________ 
15. Name and address of insurance carrier or adjusting agency. Nombre y dirección de la compañía de seguros o agencia adminstradora de seguros. _______________ 
_______________________________________________________________________________________________________________________________________ 
16. Insurance Policy Number. El número de la póliza de Seguro.___________________________________________________________________________________ 
17. Signature of employer representative. Firma del representante del empleador. ____________________________________________________________________ 
18. Title. Título. _________________________________________ 19.  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 
filed the claim within one working day of receipt of the form from the employee.  

SIGNING THIS FORM IS NOT AN ADMISSION OF LIABILITY 

Empleador: Se requiere que Ud. feche esta forma y que provéa copias a su  
compañía de seguros, administrador de reclamos, o dependiente/representante de 
reclamos y al empleado que hayan presentado esta petición dentro del plazo de 
un día hábil desde el momento de haber sido recibida la forma del empleado.   

EL FIRMAR ESTA FORMA NO SIGNIFICA ADMISION DE RESPONSABILIDAD 

Employer copy/Copia del Empleador  Employee copy/Copia del Empleado   Claims Administrator/Administrador de Reclamos   Temporary Receipt/Recibo del Empleado 
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Workers’ Compensation Claim Form (DWC 1) & Notice of Potential Eligibility  
Formulario de Reclamo de Compensación de Trabajadores (DWC 1) y Notificación de Posible Elegibilidad 
If you are injured or become ill, either physically or mentally, because of your job, 
including i njuries resulting f rom a  wo rkplace cri me, you may be en titled to 
workers’ co mpensation benef its. Use the attached f orm to f ile 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 you 
file a claim, the claims administrator, who is r esponsible for handling your claim, 
must notify  y ou within 14  day s whether your clai m is acc epted or whether 
additional investigation is needed. 

To file a claim, complete the “Employee” section of the form, keep one copy and 
give the r est to y our employer. Do this  r ight away to avoid problems with y our 
claim. In some cases, benefits will not start until you inform your employer about 
your injury by filing a claim form. Describe your injury completely. Include every 
part of y our body affected by the i njury. If you mail the form  to y our employer, 
use first-class or c ertified mail. If you buy  a return re ceipt, y ou will be  able to 
prove that the  clai m f orm was mailed and when it w as delivered. Wit hin one 
working day  after  y ou file the  claim  for m, y our e mployer must co mplete the  
“Employer” section, give y ou a date d copy, keep one copy, and send  one to the  
claims administrator. 

Medical Care: Your clai ms ad ministrator will pa y for all reasona ble and 
necessary medical care for your w ork in jury or illness. Medical bene fits are  
subject to appr oval and may inclu de tr eatment b y a doctor , hospital services, 
physical therapy, l ab tests, x-rays, medicines, equipm ent and tr avel costs.  You r 
claims ad ministrator will pay the costs of a pproved medical services directly so  
you should never see a bill. There are limits on chiropractic, physical therapy, and 
other occupational therapy visits. 

The P rimary Treat ing P hysician ( PTP) is the doctor with the overall  
responsibility for treatment of your injury or illness. 
 If y ou pr eviously designated y our pe rsonal phy sician or a medical gr oup,

you may see your per sonal phy sician or  the medical group after  y ou ar e
injured.

 If your employer is using a medical provider network (MPN) or Health Care
Organization (HCO), in most cases, you will be treated in the  MPN or HCO 
unless y ou pr edesignated y our per sonal phy sician or  a medical gr oup. An
MPN is a gr oup of health car e providers who pr ovide treatment to wor kers
injured on the job.  You should r eceive information from your e mployer if 
you ar e cover ed by  an HCO or  a M PN. Contact y our em ployer for  more
information.

 If your employer is not using an M PN or  HCO,  in most cases,  the claim s
administrator can choose the docto r who fir st tr eats y ou unless you 
predesignated your personal physician or a medical group.

 If your employer has not put up a poster describing your rights to workers’
compensation, y ou may be able to be tr eated by  y our per sonal phy sician
right after you are injured. 

Within one working day after you file a claim form, your employer or the claims 
administrator must authorize up to $10,000 in treatment for your injury, consistent 
with the applicable treating guidelines un til the clai m is accepted or  reje cted. I f 
the employer or claims administrator does not authorize treatment right away, talk 
to your supervisor, someone else in management, or the claims administrator. Ask 
for tr eatment to b e author ized r ight now,  while waiting for a decisio n on y our 
claim. If the e mployer or clai ms adm inistrator will not authorize treat ment, use  
your own health i nsurance to get medical care. Yo ur health  insurer will seek 
reimbursement from the claims administrator. If you do not have health insurance, 
there are doctor s, clinics or  hospitals that will tr eat y ou without im mediate 
payment. They will seek reimbursement from the claims administrator. 

Switching to a Different Doctor as Your PTP: 
 If y ou ar e being t reated in a M edical Pr ovider Networ k ( MPN), y ou may

switch to other doctors within the MPN after the first visit.
 If you are  being treated in a  Health  Care Or ganization (HCO), y ou m ay

switch at least one  time to another d octor within the HCO. You may switch
to a doctor  outside the HCO 90 or  180 days after your injury is r eported to
your em ployer ( depending on  whe ther y ou ar e cov ered by  em ployer-
provided health insurance).

 If you are not being tr eated in an MPN or HCO and did not pr edesignate,
you may switch to a new doctor  one time during the first 30 days after your
injury is repor ted to y our e mployer. Contact the cl aims ad ministrator to 
switch doctors. After 30 days, you may switch to a doctor  of your choice if

Si Ud. se lesiona o se enferm a, ya sea físicam ente o m entalmente, debido a su  
trabajo, incluyendo lesiones que r esulten de un cri men en el lugar  de tr abajo, es 
posible q ue Ud.  tenga der echo a b eneficios de com pensación de trabajadores.  
Utilice el form ulario adjunto para presentar un reclam o de co mpensación de 
trabajadores con su em pleador. Ud. debe leer  toda la  información a  
continuación. Guarde esta hoja y todos los demás documentos para sus archivos. 
Es posible que usted r eúna los r equisitos para todos los beneficios,  o p arte de 
éstos, que se enumeran dependiendo de la índole de su reclamo. Si usted presenta 
un reclamo, l administrador de reclamos, quien es responsable por el manejo de su 
reclamo, debe notificarle dentro de 14 días si se acepta su reclamo o si se necesita 
investigación adicional. 
Para pr esentar un  recla mo, llene la  s ección del f ormulario designada para el  
“Empleado,” guarde una c opia, y  d éle el  r esto a su  empleador. Haga esto de 
inmediato para evitar problemas con su reclamo.  En algunos casos, los beneficios 
no se iniciarán ha sta que usted le i nforme a su e mpleador acer ca de s u lesión 
mediante la pr esentación de un formulario de r eclamo.  Descr iba su lesión p or 
completo. Incluya cada parte de su cuerpo af ectada por la lesión. Si usted le envía 
por correo el formulario a su empleador, utilice primera clase o correo certificado. 
Si usted com pra un acuse de  recibo, usted podrá demostrar que el form ulario de 
reclamo fue enviado por correo y cuando fue entregado. Dentro de un día laboral 
después de pr esentar el form ulario de r eclamo, su em pleador debe c ompletar la 
sección designada para el “Empleador,” le dará a Ud. una copia fechada, guardará 
una copia, y enviará una al administrador de reclamos.  
Atención Mé dica: Su ad ministrador de recla mos pagar á por  toda la atención 
médica razonable  y necesaria para  su lesión o e nfermedad relac ionada con el  
trabajo. L os benef icios médicos están su jetos a la apr obación y pueden incluir  
tratamiento por parte de un médico, los servicios de hospital, la t erapia física, los 
análisis de laboratorio, las medicinas, equipos y gastos de viaje.  Su administrador 
de reclamos pagará directamente los costos de los servicios médicos aprobados de 
manera que usted  nunca verá una factura. Ha y lí mites en terapia quiropráctica,  
física y otras visitas de terapia ocupacional.  
El Médico P rimario que le  Atiende (Primary Treating Physician- P TP) es el  
médico con la responsabilidad total para tratar su lesión o enfermedad. 
 Si usted designó pr eviamente a su m édico per sonal o  a un gr upo médico, 

usted podrá ver a su médico personal o grupo médico después de lesionarse.
 Si su e mpleador está utilizando una red de pro veedores médicos ( Medical

Provider Network- MPN) o una Org anización de Cuidado Médico (Health
Care Organization- HCO), en la mayoría de los casos,  usted será tratado en
la MPN o HCO a menos que usted hizo una designación previa de su médico
personal o grupo médico.  Una MPN es un grupo de proveedores de 
asistencia m édica quien da tratamiento a los trabajadores lesionados en el
trabajo.  Usted debe recibir información de su empleador si su tratamiento es 
cubierto por  una HCO o una  MPN.  Hable con  su  empleador par a más
información.

 Si su e mpleador no está utilizando una MPN o HCO, en la mayoría de l os 
casos, el ad ministrador de r eclamos pue de elegir  el médico que lo  atiende  
primero a menos de que  usted hizo una  designació n pr evia de su médico
personal o grupo médico.

 Si su empleador no ha col ocado un cartel describiendo sus derechos para la 
compensación de trabajadores, Ud. puede ser tratado por su médico personal
inmediatamente después de lesionarse. 

Dentro de un  día l aboral después de que Ud. Presente un formulario de r eclamo, 
su em pleador o el ad ministrador de reclamos debe autor izar hasta $10000 e n 
tratamiento par a s u lesión,  de acuerdo c on las pautas de tr atamiento aplicables, 
hasta que el reclam o sea a ceptado o rechaza do.  Si el em pleador o ad ministrador 
de r eclamos no a utoriza el tr atamiento de  in mediato, hable co n su  su pervisor, 
alguien más en la gerencia, o con el ad ministrador de r eclamos.  Pida que el  
tratamiento sea autor izado y a mismo, mientras esper a una decisión sobre su 
reclamo.  Si el em pleador o administrador de reclamos no autoriza el tratamiento, 
utilice su propio s eguro médico para reci bir atención médica.  Su  co mpañía de  
seguro médico buscar á ree mbolso del ad ministrador d e r eclamos.  Si u sted no  
tiene seguro médico, hay médicos, clínicas  u hos pitales que lo tr atarán sin pag o 
inmediato.  Ellos buscarán reembolso del administrador de reclamos. 
Cambiando a otro Médico Primario o PTP:  
 Si usted está r ecibiendo tr atamiento en una Red de Pr oveedores M édicos 
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your e mployer or  the clai ms ad ministrator has not cr eated or select ed an  
MPN. 

Disclosure of Medical Record s: After you make a clai m f or workers'  
compensation benefits,  y our medical r ecords will not have the sam e level of 
privacy that you usually expect. If you don’t agree to voluntar ily release medical 
records, a workers’ compensation judge may decide what records will be released. 
If y ou r equest pr ivacy, the judge m ay " seal" ( keep pr ivate) cer tain m edical 
records. 

Problems with Medical Care and  Medical Reports: At some point during your 
claim, y ou might disagree with y our PT P about what tr eatment is necessar y. If 
this happens,  you can switch to other  doctors as descr ibed above.  I f you cannot 
reach agreement with another doctor, the steps to take depend on whether you are 
receiving care in an MPN, HCO, o r neith er. For more inf ormation, see  “ Learn 
More About Workers’ Compensation,” below. 

If the claims administrator denies treatment recommended by your PTP, you may 
request independent medical review (IMR) using the r equest form included with 
the claims administrator’s written decision to deny treatment. The IMR process is  
similar to the gro up health IMR process,  and takes appr oximately 40 (or  fewer) 
days to arrive at a determination so that appropriate treatment can be given. Your 
attorney or  your physician may as sist y ou in the IM R pr ocess. IMR is not  
available to resolve disputes over matters other than t he medical necess ity of  a  
particular treatment requested by your physician. 

If you disagree with your PTP on matters other than treat ment, such as the cause 
of y our inj ury or  how sever e the in jury is,  y ou can switch to other  do ctors as 
described above. I f y ou can not reach agre ement with another doctor, n otify the 
claims administrator in writing as soon as possible. In some cases, you risk losing 
the right to challe nge your PTP’s opinion unless you do this promptly. If y ou do 
not have an attorney, the cl aims administrator must send you instructions on how 
to be seen by a doctor called a qualified medical evaluator (QME) to help resolve 
the dispute. If  you have an attorne y, th e clai ms ad ministrator may tr y to reach 
agreement with your attor ney on a docto r called an  agr eed medical evaluator  
(AME). If the claims administrator disagrees with your PTP on matters other than 
treatment, the claims administrator can require you to be seen by a QME or AME. 

Payment for Te mporary Disability (Lost Wages): If you can't wor k while you 
are recovering from  a job in jury or illness, you may receive temporary disability 
payments for  a lim ited per iod. T hese pa yments may change or  stop when y our 
doctor says you are able to return to work. These benefits are tax-f ree. Temporary 
disability payments are two-thirds of your average wee kly pay, wi thin minimums 
and maximums s et by state l aw. Payments are not made for the f irst three days 
you are off the job unless y ou are hospitalized overnight or cannot work for more 
than 14 days. 

Stay at Work or Ret urn to Work: Being injured does not mean you must stop 
working. I f y ou c an contin ue wor king, y ou s hould. I f not,  it  is im portant to go 
back to  wor k wit h y our cur rent e mployer as soon as y ou ar e medically able. 
Studies show that the longer you are off work, the harder it is to get  back to your 
original job and wages.  While you ar e recovering, y our PTP, y our employer 
(supervisors or  other s in management), the clai ms ad ministrator, and y our 
attorney (if you have one) will work with you to decide how you will stay at work 
or return to work and what work y ou will do.  Actively co mmunicate wi th your 
PTP, your employer, and the claim s administrator about the wor k you did befor e 
you were injured, your medical condition and the kinds of work you can do now, 
and the kinds of work that your employer could make available to you. 

Payment for Per manent Disability: If a doctor  say s y ou have not r ecovered 
completely from your injury  and you will always be lim ited in the work you can 
do, you may receive additional payments. The amount will depend on the type of 
injury, extent of impairment, your age, occupation, date of injury, and your wages 
before you were injured. 

Supplemental Job Displace ment Benefit (SJDB): If y ou wer e injured on or  
after 1/1/04, and your injury  results in a perm anent disability and your em ployer 
does not o ffer r egular, modified, or  a lternative work , you may qualify for a  
nontransferable v oucher pay able for retrai ning and/or skill enhance ment. If y ou 
qualify, the claims administrator will pay the costs up to the maximum set by state 
law. 

Death Benefits: If the injury or illne ss causes death, pa yments may be made to a 

(Medical Pr ovider Networ k- M PN), us ted puede ca mbiar a otros médicos 
dentro de la MPN después de la primera visita. 

 Si usted está recibiendo trata miento en un Organización de Cuidado Médico
(Healthcare Organization- HCO), es posible cambiar al menos una vez a otro
médico dentr o de la HCO.  Usted puede cam biar a un m édico fuer a de la 
HCO 90 o  180 días después de que su lesió n es r eportada a su em pleador 
(dependiendo de si  usted está cu bierto por un seguro médico proporcionado 
por su empleador).

 Si usted no está r ecibiendo tratamiento en una M PN o HCO y no hizo u na
designación previa, usted puede cambiar a un nuevo médico una vez durante
los primeros 30 días después de que su lesión es reportada a su em pleador.
Póngase en c ontacto con el adm inistrador de r eclamos par a cam biar de 
médico. Después de 30 días, puede cambiar a un médico de su elección si su
empleador o el ad ministrador de r eclamos no ha cread o o seleccionado una  
MPN.

Divulgación de Expedientes Médicos: Después de que Ud.  presente un reclamo 
para beneficios d e co mpensación de tr abajadores, sus expedientes m édicos no 
tendrán el mismo nivel de pr ivacidad que  usted norm almente espera. Si Ud.  no 
está de acuer do en divulgar  voluntariamente los expedientes médicos, un juez de 
compensación de  trabajadores posible mente decida qué expedient es ser án 
revelados. Si usted solicita privacidad, es posible que el juez “ selle” (mantenga 
privados) ciertos expedientes médicos. 

Problemas con l a Atención Méd ica y los Inform es Mé dicos: En algún 
momento durante su reclamo, podr ía estar  en desacuerdo con su PTP sobre qué 
tratamiento es necesario.  Si esto suced e, usted puede  ca mbiar a otros m édicos 
como se describe anteriormente.  Si no puede llegar a un acuerdo con otro médico, 
los pasos  a seguir  dependen  de si  u sted está r ecibiendo atención  en u na MPN, 
HCO o ninguna d e las dos. Pa ra más información, consulte la sección “ Aprenda 
Más Sobre la Compensación de Trabajadores,” a continuación. 

Si el ad ministrador de r eclamos ni ega el tr atamiento r ecomendado por  su PTP, 
puede solicitar una r evisión médica independiente (Independent Medical Review- 
IMR), utilizando el form ulario de solicitud que se in cluye con la deci sión p or 
escrito del ad ministrador de r eclamos nega ndo el tr atamiento. E l pr oceso de l a 
IMR es parecido al pr oceso de la IMR de un segur o médico colectivo,  y  tar da 
aproximadamente 40 (o menos) días par a llegar  a una determ inación de manera 
que se p ueda dar  un tr atamiento apr opiado. Su  abogado o s u médico le pueden 
ayudar en el proceso de la IMR.  La IMR no está disponible para resolver disputas 
sobre cuestiones aparte de la nece sidad médica de un tr atamiento par ticular 
solicitado por su médico. 

Si no está de acuer do con su PTP en cuestiones aparte del trata miento, como la 
causa de su lesión o la gravedad de la lesión, usted puede cambiar a otros médicos 
como se describe anteriormente.  Si no puede llegar a un acuerdo con otro médico, 
notifique al a dministrador de r eclamos p or escr ito tan pronto como sea posible.   
En algunos casos, usted arriesg perder el derecho a objetar a la opinión de su PTP 
a menos que hace esto de in mediato. Si usted no tiene un abogado, el 
administrador de reclam os debe enviar le instrucciones para ser  evaluado por  un 
médico llam ado u n evaluador  médico calificado (Qualified Medical Evaluator-  
QME) par a ay udar a r esolver la disputa.   Si usted tiene un a bogado, el 
administrador de r eclamos puede tr atar de llegar  a un  acuer do con  su a bogado 
sobre un médico llam ado un evaluador  médico acor dado (Agreed Medical  
Evaluator- AME). Si el administrador de reclamos no está de acuer do con su PTP 
sobre asuntos apar te del tr atamiento, el administrador de reclamos puede exigir le 
que sea atendido por un QME o AME. 

Pago por Incapacidad Temporal (Sueldos Perdidos): Si Ud. no puede t rabajar, 
mientras se está recuper ando de un a le sión o enferm edad r elacionada con el 
trabajo, Ud.  puede r ecibir pagos  por  incapacidad  tem poral por  un per iodo 
limitado. Estos pagos pueden cambiar o parar cuando su médico diga que Ud. está 
en condiciones de  r egresar a tr abajar. E stos beneficios son libr es de im puestos. 
Los pagos por incapacidad temporal son dos tercios de su pago semanal promedio, 
con cantidades m ínimas y máximas establecidas por las ley es estales.  Los pagos 
no se hacen durante los primeros tres días en que Ud. no trabaje, a menos que Ud. 
sea hospitalizado una noche o no puede trabajar durante más de 14 días. 

Permanezca en el  Trabajo o Regreso al Trabaj o: Estar lesionado no significa 
que usted  debe dejar de tr abajar.  Si us ted p uede seg uir tr abajando, ust ed debe  
hacerlo.  Si no es así, es importante regresar a trabajar con su empleador actual tan 
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spouse and other relatives or household members who were financially dependent 
on the deceased worker. 

It is illegal for your e mployer to punish  or  fire you for  having a j ob injury or 
illness, for filing a claim, or testifyin g in another person's workers' compensation 
case (Labor Code 132a). If proven, you may receive lost wages, job reinstatement, 
increased benefits, and costs and expenses up to limits set by the state. 

Resolving Problems or Disputes: You have the r ight to disagr ee with decisions 
affecting your claim. If you have a disagreement, contact your employer or claims 
administrator f irst to see if  you can  resolve it. If you are not r eceiving benef its, 
you may be  able  to get State  Di sability Insurance  (SD I) o r une mployment 
insurance (UI) be nefits. Call the state Employment Develop ment Department at 
(800) 480-3287 or (866) 333-4606, or go to their website at www.edd.ca.gov.

You Can Contac t an Infor mation & Assistance (I&A) Officer: Sta te I &A 
officers answer questions,  help injur ed workers, provide forms, and help r esolve 
problems. So me I& A officer s hold wor kshops f or injur ed wor kers. To obtain 
important information about the wor kers’ compensation claims process and y our 
rights and obligati ons, go to www.dwc.ca.gov or contact an I& A officer of the 
state Division of Workers’ Compensation. You can also hear recorded information 
and a list of local I&A offices by calling (800) 736-7401. 

You can consult with an attorney. Most attorneys offer one free consultation. If 
you decide to hire an attorney, his or he r fee will be taken out of s ome of your 
benefits. For  nam es of wor kers' co mpensation attorneys,  call the  State  Bar of  
California at ( 415) 5 38-2120 or  g o to  t heir website at www. 
californiaspecialist.org. 

Learn More About Wor kers’ Compensation: For  more information about the 
workers’ co mpensation clai ms proce ss, go to www.dw c.ca.gov. At the website, 
you can access a  useful b ooklet, “Workers’ Co mpensation i n California: A 
Guidebook for  I njured W orkers.” You can also contact an I nformation &  
Assistance Officer (above), or hear recorded inform ation by  calling  1-8 00-736-
7401. 

pronto c omo usted pue da medicamente h acerlo.  Los  estudios  de muestran que 
entre más tiempo esté fuera del trabajo, más difícil es regresar a su trabajo original 
y a sus salar ios.  M ientras se está r ecuperando, su PTP, su em pleador 
(supervisores u otras personas en la ger encia), el administrador de reclamos, y su 
abogado (si tiene uno) trabajarán con usted para decidir cómo va a permanecer en 
el trabajo o regresar al trabajo y qué trabajo hará.  Comuníquese de manera activa 
con su PTP, su em pleador y  el administrador de r eclamos sobr e el tr abajo que 
hizo antes de lesionar se, su condición médica y los tipos de tr abajo que usted 
puede hacer ahora  y  los tip os de trabaj o que  su  e mpleador podría poner a su  
disposición. 

Pago por Incapacidad Permanente: Si un médico dice que no  se ha r ecuperado 
completamente de su lesión y siempre será limitado en el trabajo que puede hacer, 
es posible que Ud. reciba pagos adicionales. La cantidad dependerá de la clase de 
lesión, grado de deter ioro, su edad, ocupación, fecha de la lesión y sus salar ios 
antes de lesionarse. 

Beneficio Supl ementario por Desp lazamiento de  Trabajo (Supplemental Job 
Displacement Ben efit- SJDB) : Si Ud.  se lesionó en o después del 1/1/04, y  su  
lesión resulta en una incapacidad per manente y su empleador no ofrece un trabajo 
regular, modificado, o alternativo, usted podría cumplir los requisitos para recibir 
un vale no-transferible pagadero a una escuela par a recibir un nuevo un curso de 
reentrenamiento y/o mejorar su ha bilidad.   Si Ud. cu mple los requisios, el 
administrador de reclamos pagará los gastos hasta un máximo establecido por las 
leyes estatales.  

Beneficios por Muerte: Si la lesión o enfermedad causa la muerte, es posible que 
los pagos se hagan a un cónyuge y otros  parientes o a las personas que viven en el 
hogar que dependían económicamente del trabajador difunto. 

Es ilegal que su e mpleador le castigue o des pida por  su frir una lesión o  
enfermedad laboral, por presentar un recl amo o por  testificar  en el caso de 
compensación de trabajadores de otra  persona. (Código Laboral, sección 132a.) 
De ser probado, usted puede recibir pagos p or pérdida de sueldos, reposición del 
trabajo, au mento de beneficio s y  g astos hasta los  lí mites establecidos por  el 
estado.  

Resolviendo problemas o disputas: Ud. tiene derecho a no esta r de acuerdo con 
las decisiones que af ecten su recl amo. Si Ud. tien e un desacuer do, pr imero 
comuníquese con su em pleador o ad ministrador de r eclamos par a ver  si usted 
puede resolverlo. Si usted no está r ecibiendo beneficios, es posible que Ud. pueda 
obtener beneficios del Segur o Estatalde Incapacidad (State Disability Ins urance- 
SDI) o beneficio s del desem pleo (Unemployment Insurance- UI) . Lla me al  
Departamento del Desar rollo del Em pleo estatal al ( 800) 480-3287 o (866) 333-
4606, o visite su página Web en www.edd.ca.gov. 

Puede Contactar a un Oficial d e Información y Asistencia (Information & 
Assistance- I& A): Los Oficiales de Inform ación y Asistencia (I&A) estatal 
contestan pr eguntas, ay udan a los tr abajadores lesionados,  pr oporcionan 
formularios y ay udan a r esolver problem as.  Algunos oficiales de I&A tienen  
talleres para trabajadores lesionados.  Para obtener información importante sobre 
el proceso de la compensación de trabajadores y sus derechos y obligaciones, vaya 
a www.dwc.ca.gov o comuníquese con un oficial de información y asistencia de la 
División E statal de Co mpensación de Trabajadores. Ta mbién puede escuchar 
información grabada y una lista de las oficinas de I&A locales lla mando al (800) 
736-7401.

Ud. puede consul tar con un abogado. La mayoría de los abo gados ofrecen una 
consulta gr atis. Si Ud.  decide con tratar a un aboga do, los honorarios ser án 
tomados de alg unos de s us beneficios. Para obtener  nombres de abog ados de 
compensación de trabajadores, lla me a la Asociación E statal de Abogados de  
California (State Bar)  al ( 415) 538- 2120, o co nsulte su pági na Web en  
www.californiaspecialist.org. 

Aprenda Más Sobre la Co mpensación de Trabajadores : Para obtener más 
información sobr e el pr oceso de reclam os del pr ograma de compensación de  
trabajadores, vay a a www.dwc .ca.gov. En la página Web, podrá acced er a un 
folleto útil, “ Compensación del Trabaja dor de C alifornia: Una G uía para  
Trabajadores Lesionados.”  También puede contactar a un oficial de Información 
y Asistencia (arriba), o escuchar  in formación gr abada llam ando al 1- 800-736-
7401. 



Revised 01/18 

DISTRICT SCHOOL NAME/SITE 

PART 1:  TO BE COMPLETED BY THE EMPLOYEE 

Name:________________________________________________________________Emp. ID#_______________________________________________ 

Home address:  _________________________________________________________ Phone: ________________________________________________ 

Sex:  F / M      Job Title: _________________________________________________ Department: ____________________________________________ 

To whom did you report this incident? _______________________________________ Date of Injury:_____________Time of incident_______AM / PM 

Time you begin work:_____________ AM / PM        Were you unable to work as a result of this injury? Y / N 

If yes, date last worked_____________________________     Have you returned to work? Y / N       If yes, date returned _________________________ 

Body part injured (Be Specific)___________________________________________________ Have you gone or are you planning to go to a doctor? Y / N 

If yes, state name and address of doctor:____________________________________________________________________________________________ 

Date you reported incident:____________________________  Location of incident:________________________________________________________ 

How did incident occur?  Be specific and detailed ____________________________________________________________________________________ 

____________________________________________________________________________________________________________________________ 

Employee’s Signature:___________________________________________________________ Date:__________________________________________ 

PART II:  TO BE COMPLETED BY SUPERVISOR/PRINCIPAL 
TYPE OF INCIDENT:  (Check one)                         Injury                                            Illness                                                     Near Miss 

Incident Date: ______________________________  Where did the incident occur? _________________________________________________________ 

Did incident occur on school premises?  Y / N                         Under school jurisdiction? Y / N                              Safety Rule(s) violated?  Y / N 

Was employee working within his/her job description?  Y / N         Date employee reported incident: ___________________________________________ 

Describe the incident (How, why and what happened.  Include task being performed, step by step detail of incident, and tool or object involved) 

____________________________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________________ 

What caused the incident? _______________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________________ 

Name(s) of witness(es) & phone #’s _______________________________________________________________________________________________ 

____________________________________________________________________________________________________________________________ 

Describe immediate corrective action: _____________________________________________________________________________________________ 

Date immediate corrective action was complete: _______________________________ By whom:_____________________________________________ 

Describe long term corrective action: ______________________________________________________________________________________________ 

Estimated date long term corrective action will be completed: ______________________ By whom: ___________________________________________ 

Additional comments: __________________________________________________________________________________________________________ 

Supervisor’s / Principal’s signature: ___________________________________________________ Date: _______________________________________ 

White Copy – District Claims Administrator          Yellow Copy – Employee         Pink Copy – Safety Director / Committee 

SANTA CLARA COUNTY SCHOOLS' INSURANCE GROUP 
REPORT OF EMPLOYEE INCIDENT/INJURY

   



888.817.9282 • 8360 E Via De Ventura Blvd. Suite L200 • Scottsdale, AZ 85258 • CompanyNurse.com 

E-Z Reference Guide

COMPANY NURSE® INJURY REPORTING 

NOTE:  If life- or limb-threatening injury only, call 911!!    Then report the injury/incident after 

the employee is stabilized.  

Step 1    MAKE THE CALL BEFORE SEEKING TREATMENT 

 Notify supervisor of the injury/incident

 In a quiet place, injured workers call Company Nurse at:

1-877-518-6702
 You will be asked to provide the following information during the call:

1. Search Code: SCS15

2. Employer name and/or worksite

3. Employee personal information

4. Injury details: Who?  What?  When?  Where?

 Possible Outcomes as a result of the Call:

o Self-care or basic first aid, OR

o Referral to medical facility by a Nurse – Occ Health or Urgent Care or ER

 IMPORTANT!

o Translators are available for more than 200 different languages

o Be prepared to write down a Call Confirmation Number

Step 2    REPORT DISTRIBUTION AFTER THE CALL 

 Report of Injury is emailed or faxed to the employer

 If injured employee is referred for medical treatment, an Alert will be sent

immediately to the medical provider to expect the employee at their facility

Step 3    FOLLOW-UP CALL 

 Additional Nurse Advice: Employees who were triaged by a nurse but not initially

referred, are welcome to call our nurses again if injuries become worse or new

symptoms develop for which they may require additional nurse advice or injury triage

services and a possible referral for medical treatment.



 

 

Workers’ Compensation Prescription Information  
 

Employer: 

Please fill out the employee information below and provide your employee with this document to take to any pharmacy 

for his/her Workers’ Compensation prescriptions.  

Employee:  

Keenan & Associates has partnered with Cadence Rx to make filling workers’ compensation prescriptions easy. 

Medications may be subject to formulary and pre-authorization requirements.  

This document serves as a temporary prescription card. A permanent prescription card specific to your work-related 

injury or illness will be forwarded directly to you within the next three to five business days.  

Please take this letter and your prescription(s) to a pharmacy near you. Cadence Rx has a network of over 72,000 

pharmacies nationwide. To locate a network pharmacy near you, please use the pharmacy locator at 

http://cadencerx.com/find-a-pharmacy/ or call Cadence Rx toll free at 1-888-813-0023.  

IF YOU HAVE QUESTIONS OR NEED ASSISTANCE AT THE PHARMACY, PLEASE CALL 888-813-0023 

 

Pharmacist: 

Please obtain below information from the injured employee if not already filled in by the employer to process 

prescriptions for the workers’ compensation injury only.  

For questions or rejections, please call 1-888-813-0023. Please do not send patient home or have patient pay for 

medication(s) before calling Cadence Rx for assistance.  

NOTE: Certain medications are pre-approved for this patient; these medications will process without an authorization. 

All others will require prior approval.  

Prescription Drug ID Card Pharmacy Information 
 

 

 

Employee Name:  

Member ID Number* *Refer to Member ID Format 

Date of Injury:  

Group Number: KEENAN 

PCN Number:  CRX 

BIN Number:  021460 

 

Card Created On: _____/____/____ 
Card Valid for Date of Injury Only 

 
This form allows you to fill your initial prescriptions with a 
maximum cost of $300 per medication and no more than a 14-
day supply per prescription. Pharmacy, if you need assistance 
processing this claim, please call 1-888-813-0023.  
 
The pharmacy benefit card is only to be used for medications 
prescribed for your work-related injury. By using this card, you 
acknowledge and accept financial responsibility for any 
prescriptions billed under this card that are later found to be 
unrelated to your injury.  
 
• Member ID format: The ID must start with FF followed by 

the last 4 digits of social security number plus 8- digit Date 
of Injury (MMDDYYYY). Example: FF999901012018 

http://cadencerx.com/find-a-pharmacy/


 
 
 
 
 

Important Information about Medical Care 
if you have a Work-Related Injury or Illness 
Complete Written Employee Notification regarding Medical Provider Network 

(Title 8, California Code of Regulations, Section 9767.12) 
 
 
 
 
California law requires your employer to provide and pay for medical treatment if you are injured at work.  Your 
employer has chosen to provide this medical care by using a Workers’ Compensation physician network called a 
Medical Provider Network (MPN).  This MPN is administered by Harbor Health Systems.  

This notification tells you what you need to know about the MPN program and describes your rights in choosing 
medical care for work-related injuries and illnesses. 

• What happens if I get injured at work? 

In case of an emergency, you should call 911 or go to the closest emergency room. 

If you are injured at work, notify your employer as soon as possible.  Your employer will provide you with a claim 
form.  When you notify your employer that you have had a work-related injury, your employer or insurer will make 
an initial appointment with a doctor in the MPN. 

• What is an MPN? 

A Medical Provider Network (MPN) is a group of health care providers (physicians and other medical providers) 
used by YOUR EMPLOYER to treat workers injured on the job.  MPNs must allow employees to have a choice of 
provider(s).  Each MPN must include a mix of doctors specializing in work-related injuries and doctors with 
expertise in general areas of medicine. 

• What MPN is used by my employer? 

Your employer is using the PRIME PLUS MPN Powered by Harbor Health Systems MPN with the identification 
number 2357.  You must refer to the MPN name and the MPN identification number whenever you have 

questions or requests about the MPN. 

• Who can I contact if I have questions about my MPN? 

The MPN Contact listed in this notification will be able to answer your questions about the use of the MPN and 
will address any complaints regarding the MPN.  

The contact for your MPN is: 

Name:  Harbor Health Systems MPN Contact 
Title:  MPN Contact 
Address:  P.O. Box 11779, Newport Beach, CA 92658-5041 
Telephone Number:  (888) 626-1737 

Email address:  MPNcontact@harborsys.com 

 
General information regarding the MPN can also be found at the following website:  

www.harborsys.com/KeenanPlus. 

  

mailto:MPNcontact@harborsys.com
http://www.harborsys.com/KeenanPlus


Complete Written Employee Notification 

PRIME PLUS Advantage MPN 2 

• What if I need help finding and making an appointment with a doctor? 

The MPN’s Medical Access Assistant will help you find available MPN physicians of your choice and can assist 
you with scheduling and confirming physician appointments.  The Medical Access Assistant is available to assist 
you Monday through Saturday from 7am-8pm (Pacific) and schedule medical appointments during doctors’ 
normal business hours.  Assistance is available in English and in Spanish. 

The contact information for the Medical Access Assistant is: 

Toll Free Telephone Number:  (855) 521-7080 
Fax Number:  (703) 673-0181 

Email Address:  MPNMAA@harborsys.com 

 
• How do I find out which doctors are in my MPN? 

You can get a regional list of all MPN providers in your area by calling the MPN Contact or by going to our 

website at:  www.harborsys.com/KeenanPlus.  At minimum, the regional list must include a list of all MPN 

providers within 15 miles of your workplace and/or residence or a list of all MPN providers within the county 
where you live and/or work.  You may choose which list you wish to receive.  You also have the right to obtain a 
list of all the MPN providers upon request. 

You can access the roster of all treating physicians in the MPN by going to the website:  

www.harborsys.com/KeenanPlus. 

• How do I choose a provider? 

Your employer or the insurer for your employer will arrange the initial medical evaluation with an MPN physician.  
After the first medical visit, you may continue to be treated by that doctor, or you may choose another doctor 
from the MPN.  You may continue to choose doctors within the MPN for all of your medical care for this injury.   

If appropriate, you may choose a specialist or ask your treating doctor for a referral to a specialist.  Some 

specialists will only accept appointments with a referral from the treating doctor.  Such specialist might be listed 
as “by referral only” in your MPN directory.  

If you need help in finding a doctor or scheduling a medical appointment, you may call the Medical Access 
Assistant. 

• Can I change providers? 

Yes.  You can change providers within the MPN for any reason, but the providers you choose should be 
appropriate to treat your injury.  Contact the MPN Contact or your claims adjuster if you want to change your 
treating physician.  

• What standards does the MPN have to meet? 

The MPN has providers for the entire State of California.  

The MPN must give you access to a regional list of providers that includes at least three physicians in each 
specialty commonly used to treat work injuries/illnesses in your industry.  The MPN must provide access to 
primary treating physicians within 30 minutes or 15 miles and specialists within 60 minutes or 30 miles of where 
you work or live.  

If you live in a rural area or an area where there is a health care shortage, there may be a different standard. 

After you have notified your employer of your injury, the MPN must provide initial treatment within 3 business 
days.  If treatment with a specialist has been authorized, the appointment with the specialist must be provided to 
you within 20 business days of your request. 

If you have trouble getting an appointment with a provider in the MPN, contact the Medical Access Assistant.  

  

mailto:MPNMAA@harborsys.com
http://www.harborsys.com/KeenanPlus
http://www.harborsys.com/KeenanPlus


Complete Written Employee Notification 

PRIME PLUS Advantage MPN 3 

If there are no MPN providers in the appropriate specialty available to treat your injury within the distance and 
timeframe requirements, then you will be allowed to seek the necessary treatment outside of the MPN. 

• What if there are no MPN providers where I am located? 

If you are a current employee living in a rural area or temporarily working or living outside the MPN service area, 
or you are a former employee permanently living outside the MPN service area, the MPN or your treating doctor 
will give you a list of at least three physicians who can treat you.  The MPN may also allow you to choose your 
own doctor outside of the MPN network.  Contact your MPN Contact for assistance in finding a physician or for 
additional information. 

• What if I need a specialist that is not available in the MPN? 

If you need to see a type of specialist that is not available in the MPN, you have the right to see a specialist 
outside of the MPN. 

• What if I disagree with my doctor about medical treatment? 

If you disagree with your doctor or wish to change your doctor for any reason, you may choose another doctor 
within the MPN. 

If you disagree with either the diagnosis or treatment prescribed by your doctor, you may ask for a second 
opinion from another doctor within the MPN.  If you want a second opinion, you must contact the MPN contact or 
your claims adjuster and tell them you want a second opinion.  The MPN should give you at least a regional or 
full MPN provider list from which you can choose a second opinion doctor.  To get a second opinion, you must 
choose a doctor from the MPN list and make an appointment within 60 days.  You must tell the MPN Contact of 
your appointment date, and the MPN will send the doctor a copy of your medical records.  You can request a 
copy of your medical records that will be sent to the doctor. 

If you do not make an appointment within 60 days of receiving the regional provider list, you will not be allowed to 
have a second or third opinion with regard to this disputed diagnosis or treatment of this treating physician. 

If the second opinion doctor feels that your injury is outside of the type of injury he or she normally treats, the 
doctor's office will notify your employer or insurer and you.  You will get another list of MPN doctors or specialists 
so you can make another selection. 

If you disagree with the second opinion, you may ask for a third opinion.  If you request a third opinion, you will 
go through the same process you went through for the second opinion.  

Remember that if you do not make an appointment within 60 days of obtaining another MPN provider list, then 
you will not be allowed to have a third opinion with regard to this disputed diagnosis or treatment of this treating 
physician. 

If you disagree with the third-opinion doctor, you may ask for an MPN Independent Medical Review (IMR).  Your 
employer or MPN Contact will give you information on requesting an Independent Medical Review and a form at 
the time you select a third-opinion physician. 

If either the second or third-opinion doctor or Independent Medical Reviewer agrees with your need for a 
treatment or test, you may be allowed to receive that medical service from a provider within the MPN, or if the 
MPN does not contain a physician who can provide the recommended treatment, you may choose a physician 
outside the MPN within a reasonable geographic area.  

• What if I am already being treated for a work-related injury before the MPN begins? 

Your employer or insurer has a “Transfer of Care” policy which will determine if you can continue being 
temporarily treated for an existing work-related injury by a physician outside of the MPN before your care is 
transferred into the MPN. 

If your current doctor is not or does not become a member of the MPN, then you may be required to see a MPN 
physician.  However, if you have properly predesignated a primary treating physician, you cannot be transferred 
into the MPN.  (If you have questions about predesignation, ask your supervisor.)   



Complete Written Employee Notification 

PRIME PLUS Advantage MPN 4 

If your employer decides to transfer you into the MPN, you and your primary treating physician must receive a 
letter notifying you of the transfer.  

If you meet certain conditions, you may qualify to continue treating with a non-MPN physician for up to a year 
before you are transferred into the MPN.  The qualifying conditions to postpone the transfer of your care into the 
MPN are set forth in the box below. 

Can I Continue Being Treated By My Doctor? 

You may qualify for continuing treatment with your non-MPN provider (through transfer of care or continuity of 
care) for up to a year if your injury or illness meets any of the following conditions: 

• (Acute) The treatment for your injury or illness will be completed in less than 90 days; 

• (Serious or Chronic) Your injury or illness is one that is serious and continues for at least 90 days 

without full cure or worsens and requires ongoing treatment.  You may be allowed to be treated by 
your current treating doctor for up to one year, until a safe transfer of care can be made.  

• (Terminal) You have an incurable illness or irreversible condition that is likely to cause death within 

one year or less. 

• (Pending Surgery) You already have a surgery or other procedure that has been authorized by your 

employer or insurer that will occur within 180 days of the MPN effective date, or the termination of 
contract date between the MPN and your doctor. 

 
 

You can disagree with your employer’s decision to transfer your care into the MPN.  If you don’t want to be 
transferred into the MPN, ask your primary treating physician for a medical report on whether you have one of 
the four conditions stated above to qualify for a postponement of your transfer into the MPN. 

Your primary treating physician has 20 days from the date of your request to give you a copy of his/her report on 
your condition.  If your primary treating physician does not give you the report within 20 days of your request, the 
employer can transfer your care into the MPN and you will be required to use an MPN physician. 

You will need to give a copy of the report to your employer if you wish to postpone the transfer of your care.  If 
you or your employer disagrees with your doctor’s report on your condition, you or your employer can dispute it.  
See the complete Transfer of Care policy for more details on the dispute resolution process. 

For a copy of the Transfer of Care policy, in English or Spanish, ask your MPN Contact. 

• What if I am being treated by a MPN doctor who decides to leave the MPN? 

Your employer or insurer has a written “Continuity of Care” policy that will determine whether you can temporarily 
continue treatment for an existing work injury with your doctor if your doctor is no longer participating in the MPN. 

If your employer decides that you do not qualify to continue your care with the non-MPN provider, you and your 
primary treating physician must receive a letter notifying you of this decision. 

If you meet certain conditions, you may qualify to continue treating with this doctor for up to a year before you 
must choose a MPN physician.  These conditions are set forth in the, “Can I Continue Being Treated By My 
Doctor?” box above. 

You can disagree with your employer’s decision to deny you Continuity of Care with the terminated MPN 
provider.  If you want to continue treating with the terminated doctor, ask your primary treating physician for a 
medical report on whether you have one of the four conditions stated in the box above to see if you qualify to 
continue treating with your current doctor temporarily. 

Your primary treating physician has 20 days from the date of your request to give you a copy of his/her medical 
report on your condition.  If your primary treating physician does not give you the report within 20 days of your 
request, your employer’s decision to deny you Continuity of Care with your doctor who is no longer participating 
in the MPN will apply, and you will be required to choose a MPN physician. 



Complete Written Employee Notification 

PRIME PLUS Advantage MPN 5 

You will need to give a copy of the report to your employer if you wish to postpone the selection of an MPN 
doctor treatment.  If you or your employer disagrees with your doctor’s report on your condition, you or your 
employer can dispute it.  See the complete Continuity of Care policy for more details on the dispute resolution 
process.  

For a copy of the Continuity of Care policy, in English or Spanish, ask your MPN Contact. 

• What if I have questions or need help? 

− MPN Contact:  You may always contact the MPN Contact if you have questions about the use of the MPN 

and to address any complaints regarding the MPN.  

− Medical Access Assistants:  You can contact the Medical Access Assistant if you need help finding MPN 

physicians and scheduling and confirming appointments. 

− Division of Workers’ Compensation (DWC): If you have concerns, complaints or questions regarding the 

MPN, the notification process, or your medical treatment after a work-related injury or illness, you can call 
the DWC’s Information and Assistance office at 1-800-736-7401.  You can also go to the DWC’s website at 
www.dir.ca.gov/dwc and click on “medical provider networks” for more information about MPNs.  

− Independent Medical Review:  If you have questions about the MPN Independent Medical Review process 

contact the Division of Workers’ Compensation’s Medical Unit at: 

DWC Medical Unit 
PO Box 71010 
Oakland, CA  94612 
(510) 286-3700 or (800) 794-6900 

 
 

Keep this information in case you have a work-related injury or illness. 

 

http://www.dir.ca.gov/dwc
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	2 Home Address Dirección Residencial: 
	3 City Ciudad: 
	State Estado: 
	Zip Código Postal: 
	4 Date of Injury Fecha de la lesión accidente: 
	Time of Injury Hora en que ocurrió: 
	am: 
	5 Address and description of where injury happened Direcciónlugar dónde occurió el accidente 1: 
	5 Address and description of where injury happened Direcciónlugar dónde occurió el accidente 2: 
	6 Describe injury and part of body affected Describa la lesión y parte del cuerpo afectada 1: 
	6 Describe injury and part of body affected Describa la lesión y parte del cuerpo afectada 2: 
	7 Social Security Number Número de Seguro Social del Empleado: 
	8: 
	 Check Box: Off
	 Check Box Spanish: Off

	electrónico Employees email: 
	Correo electrónico del empleado: 
	10 Name of employer Nombre del empleador: Gilroy Unified School District 
	11 Address Dirección: 7810 Arroyo Circle, Gilroy, CA 95020
	12 Date employer first knew of injury Fecha en que el empleador supo por primera vez de la lesión o accidente: 
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	15 Name and address of insurance carrier or adjusting agency Nombre y dirección de la compañía de seguros o agencia adminstradora de seguros 1: 
	15 Name and address of insurance carrier or adjusting agency Nombre y dirección de la compañía de seguros o agencia adminstradora de seguros 2: Keenan & Associates, P. O. Box 2707, Torrance, CA 90509
	16 Insurance Policy Number El número de la póliza de Seguro: PIPS0012117
	18 Title Título: 
	19  Telephone Teléfono: 
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