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Rigk Maragsiment

333 Earle Ovington Bivd., Suite 505
Uniondale, NY 11553

IMPORTANT INFORMATION REGARDING WORKERS' COMPENSATION

Wright Risk Management (WRM) Is contacted with the following scheduling service,
Please contact them for all DAGNOSTIC SCHEDULING NEEDS related to your Workers’ Compensation
Claims:
ONE CALL MEDICAL
MEDFOCUS RADIOLOGY NETWORK
Tel:#: 800-398-8999

WRM is contracted with OPTUM for all your Workers’ Compensation Pharmacy needs. If you are in need
of prescription medication related to your Workers’ Compensation incident, kindly contact WRM to
have a pharmacy card forwarded to you. If you need to fill 2 prescriptions prior to receiving your
pharmacy card, you may have the pharmacy contact the following ;

OPTUM @ 800-419-7191

Wright Risk Management WC Claim Team

Gail Schwarting WC Claims Manager 516-750-3548
Eva Medina Lost Time Claims Adjuster 216-750-1486
Jeanne Pini Medical Claims Adjuster 516-750-3511

*¥*XPLEASE RETAIN THIS NOTICE FOR YOUR RECORDS *#¥*




HERRICKS PUBLIC SCHOOLS
WORKERS’ COMPENSATION
CLAIMANT INFORMATION PACKET

This packet contains the following information. Please review this packet for instructions
regarding reporting of a work-related injury or illness.

0 Wright Risk Management Important Contact Information

Please contact Wright Risk, our third party administrator Jor workers compensation, as
soon as possible to discuss and coordinate your eligibility for workers compensation
benefits.

U Workers’ Compensation Board (‘“WCB’}— Claimant Information Packet

Please review this packet for a brief overview of your responsibilities should you sustain
an injury at work, associated health care expenses, next Steps as well as important
contact information.

U WCB Employee Claim Form (C-3 ), including instructions

As noted in the above packet, all employees who suffer a workplace injury or illness
should file an Employee Claim (form C-3) with the Workers Compensation Board as
soon as possible. The packet noted above provides tow ways to file this claim form.

Ll WCB Limited Release of Health Information Form (C-3.3)
As noted in the above packet, employees should file this form with the Workers’
Compensation Board if you previously injured the same body part.

Notice of Work-Related Injury/Illness Form will be provided to you upon notice or claim,

Please complete and sign this form immediately with the school nurse or administrator
when you report an incident. The original form must be sent to the payroll department.
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7 Yo | Workers' zmplovae Claim C.-3
TATE ng:ﬁensaﬂon State of New York - Workers’ Compensation Board
Fill out this form to apply for workers" compensation benefits because of & work injury
7 or work-refated ifiness. Type or print neatly, This form may also be filled out on-ling at www.web.ny. gov,
WCB Cas Number (if you know It}
A. YOUR INFORMATION (Employee}

1. Name: ' 2. Date of Birth; '
Firel . 2] ] Last i j
3; Maiting address: : - . . L
Ruerbar wsmuru Bufhpa‘hmm N'u. Lity Shala. Zip Coda -
4. Soctal Security Number:.. e 5. Phiorig Number: {__. ) 8.Gender. [IMale [ Femate

T Wil your need a translator if you have to attand a Board hearing? [ ves D No |fyes, for what langusge?
B. YOUR EMPLOYER(S)
1. Employer whan Ihjuted: ‘ 2. Phone Number: ( )

3. Your work address:.

_ ) T 2t Skt — Gy ' ' o T Eptod
4.Daleyouwershired: [/ . 5 Yoursuperisor's name:.

6. List names/addresses of any ather employer{s)-at the fime of your injury/liness: -

7. Did you Josa tme from work at the other employment(s) as a resuft:of your injuryfiiness? Oves Clno
C. YOUR JOB on the date of the injuty or illness

1. Whatwas your job fitle or description?

2. What types of aciivities did you norimizily perform at work?

3. Was your job? (checkons) {1 rulTime [} PatTime [ Seasonal [ Volunteer [ Offer:
4. What was your gross pay (before faxes) per pay period? — 5. How often were youi pald?
6, Did you receive lodglng-or tips in addifion to your pay? Llves [Iwo If yes, describe:

D. YOUR INJURY OR ILLNESS
1. Date of injury or date of onset of Tness: __._/ f. . 2. Tine of Injury! Clav O em

3. Where did the [njuryfiiness happen? (e.g., 1 Main Slreet, Pottersvile, at the frant door)

#, Was this your usual work igcation? Clves T Ng If no, why were you at this location?

5; What were you dolrig when you wers injured or became iI? {e.g, unloading a truck, typing a report) _

8. How did the injuryfilness happen? {e.g., | tripped over a pipe and fell on the floor)

7. Explain fully the nature of your injuryfilness; list body parts affected {e.g., twisted leff ankle and cut i forehead):

C-3.0 {1-11) Page 1 of2 e meﬁm?ﬁﬁﬂmﬁmﬁ%m FeonE www.weh.ny.gov



. YOURNAME ____ —
0. YOURINJURY OR ILLNESS continued .
8. Was an object (0.4, forkif, hamtier, acid) nvolved In the furyitness? [ 1ves [INo  Ifyss, what?

9, Was the injury the result of the use or aperation of a ficensed motor vehicle? Flves [ing
yes, [Jyourvenie [ employers vehie [ othervehicle  License plate number (if known):

DATE OF INJURYALLNESS: /- J

Last

Hyour vehicle was involved, give name and address of your motor vehicle insurance carler:

10, Have you giiven your employer (or supervisar) rotice of Injuryfiiness? Cves '[] No
ifyes, noticewasgivento: . — Ol oratty [] in writing Datenoficegiven. ___ /[
11, Did anyena ses your injury happen? [Jves [ No [ Unknown if yes, list names;

E. RETURN TO WORK
1, Did'yol stop work because of your InjuryMiness? [ Yes,onwhatdater 4. [ No,skipto Section F.
2. Hveyourstumedtowork? [lves [INo Ifyes,onwhatdate? ___f__ J [ requarcuty [ iimited duty
3. Ifyou hiave returried o work, who are'you working fornow? [ Same employer ) Newemployer [ Self smployed

4, What s your gross pay {before taxgs) per pay period? — . How often dre you pald? .
F. MEDICAL TREATMENT FOR THIS INJURY ORILLNESS
1. Whatwas the data of your first treatiment? / .. 1 Nere received {skip 1o question F-5)

2. Were you freated on site? O yes T No |
3. Where did you recelva'ye. st off sife medical treatiient for your injuryfliness?  [_Inone received L] Emetgency-Room
£} Doctor's office U chinic/HospitaiUrgent Care [ Hospital Stay over 24 hours
Neme and address whers you were first treated” e . ~

Phona Number; {. )

4. Are you sl being treafed for this njuryfitness? [ Yes: [ No
Give theé hama ang address of the doctor(s) treating you for this injuryfillness:

_Phone Number: {_____}

5. Doyou remember having another i_niury to the same body part o a similar Hiness? Clves [ No
tfyos, wers you trested by adoctor?  { lves [JNo I yes, provide fhe names and addresses of the doctor(s) who treated
yolt and COMPLETE AND FILE FORM €-3.3 TOGETHER WITH THIS FORM:

6, Was lhe previous imuryffiness work related? L) Yes L1 No |
if yes, wefie you working for the same employer-that you work for now? D.Ygs | No

Iam hsreﬂsmaklng a tlalm for benefits under the Workers' Compensation Law. My signaturs affirms that the Infarmation | am providlng is frue
ahd accurdls fo the best of my knowledge and belief,

A_nd T 0n who Knowingly and with INTENT 10 DEFRAUD ?fséents Tausss o be presented, of _ré;é%remﬂx knowisage oF bellel that i
will bie presented fo, or 6'an Insurer, or selfnsurer, any nformation contalnlnginn F FALSE MATERIAL STATEMENT or conceals any

matarial fact, SHALL BE GUILTY OF A CRIME and subject to substantial FINES AND iMPRISONMENT..
Employee’s Signative: Print Narne: Bats! AN
On behalf of Employse: Print Name: Date |

An Individual sy sign on belialf of tha employie only if he or she s legally authorized 1o do so and the employes Is 4 minor, mentally lneumpat;m or Incapacitatsd,

...................................................

i cerlify o the best of my knowlsge, information and befer, formed afier an Inquiry reasonabie under ihe aircumstances, fhal the allegalions and other faciual
e e widenfiary ‘suppor, or are fkely o have avidmﬂarym;u“gpoﬂ Biter & teBsonable apporturnity for further in;]'efsetgg'aﬂons. or discovery,

Signature of Aliomey/Representative fIf any): : — : e Dl | S
Print Name; i - : o Tille:
1D No., i any; R If Licansed Representative, License No.: - — Enxpiration Date; / )

C-3.0 (111} Page2of2



1 newyork | Workers

ey | Compensation |
—— = |Board |

s
i = ) .

You were injured at work.
What now?

if you have suffered & workplace Imury or iliness, you may bie-eligible for workers' compensation
benefits. You may have already received medical treatment. If yous havent, you should seek medical
care ak soon as possible.

For assistance with your claim, call the Workers' Compensation Board at (877) 632-4996.

Your Responsibilities

= You must notdy your employer, In writing, when, where and how you were Injured. Do this as-soon as-
possible within. 30 days of injury.

n Advise your healih care providers that you have a work-refated iniury, end give the name of your employer.
Do not pay for your care or use other health insurance. Your health care provider will file medical reporis
with the Board-and with your employer or its ifisurance carrier, if your case is disputed, the Board needs a
medical report on your IRjury to begin resolving your claim.

» Yous should file an Employee Claim {Form C-3) reporting your injury to the Board as soon as possible {you

-must notify the Board of your injury or Hness within two years). If you injured the same body. part
before, or had a simifar liness, yoi must also file a Limited Release of Health Information (Form C-3,3),

Two ways to file a Claim

Visit webuny.gov and select File a Claim.
Complete the enclosed paper form(s) and mail to the Board.

If you have questionis about filing an Employee Clalm (Form C-3),
please call (877} 632-4996 and a Board representative will assist you.

Health Care and Trave! Bills

Do not pay your health care provider or hospital for treatment received for this injury/liness. Those bills
are paid by the insurer unless the Board issues a declsion that finds your claim is not valid. [f your case is
disputed, the healthcare providers will be paid if the Board decides your case In your Tavar, However ifthe.
Board decides against you, or if you don't pursue @ case, you will have o puy the heglth care provider or
hospital (or submit to your Health insurance carfier).

Your employer's workers' compensation. insurafice covers medically necessary drugs and equipment your
heath care provider prescribes. You may also be reimbursed for miléage, public transportation or other
necessary expenses incurred v/hen traveling for treatment. Make sure that you obtain receipts for those
expenses, and submit them to your workers' compensation insuter on a Claimant’s Record of Medical and
Trave! Expenses and Request for Relmbursement (Form C-257),

P raa e Hew York State Workers' Cornpensation Board
R PO BOX 5205
Binwhamtan, NY 13902.5205
-shiny.gov - [877) 6324896
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Generally, youcan choose any health care provider as long s the provider is authorized by the Board,
You can sédrch for an authorized health care provider in.your area using the *Find a Doctor” feature
or the Board's website at web.ny.gov. You can also use occupational hesith clinfes, However, if your
embloyer's workers' compensation Insurer has a Preferred Provides Organization {PPO) to provide care
for workers' compensation injuries, yo must get your initial tréatment from the PPQ network, i that.
insurer also has a pharmacy or diagnostic network, you miust receive sefvices within these networks,
The insisrer must tell you sbout its required provider networks and how to-use them,

Benefits for Lost Wages

You aré entitled to & portion of your lost wages, which must be paid promptly, if vour Injury affects you
inone or more of the foltoving +rays:

1. It keeps you from work for more than seven days.

2. Part of your body Is pefmanently disabled. _ _

3. Your pay is reduced because you now wark fes ier hours of do other work
You may hire-an attotriey or licensed representative for help with your claim, but itisn't required.
The Board sets their fees, which will be deducted from your lost wages award:. You of your family
should not pay anything directly to your atiorney-or licensed répresentative, '
If your casé Is disputed, you may recelve disabllity benefits while the case Is heard: To pefa
Notice and Proof of Claim for Blsabili_ty Benefits (Form DB-450}; visit web.ny.gov; calf the Board.
for wssistance; or visit a Board office. if the case is Tesolved in your faves, the disability benefits
would bg dédb’rCted from your lost wages award.
Help is Available |
Sometimes you peed help-getting back t6 work. Your employer may have alternative or light duty
assignments that enable you to work while you heal, An Injury can also cause family or financial

problems. The Board has vocaticnal rehabilitaﬂon counselors and'social workers to help. Calf the
Board for more informatfon on avallabie services and for assistance,

Hyou are concerned about dependency on opioid pain medications, please call the NYS OASAS
HOPELine &t 877-8-HGPENY (877-846-7359),

What's Next?

Your employer or its workers' compensation insurarice carrigi wilt contact you if your claim is acce pted;
When that happens, your health care providers wili be paid and lost wage benefits begin. if your case
s disputed, the Board will rotify you about resolving the case and may. request additional information
if necessary.

IMPORTANT CONTACT INFORMATION.

general_Information@wch.ny,gov

Workers' Compensation Board, - '
including Disability Benefits (877) 632:4996 wcb.ny.gov

The Board's eCase application enables you to view the contents of your case foldsr onlife.
For dgeheral information or to register for €Case, please visit the Board's website at wcb.ny.gov,

" NEWYORK | Workers!

STATELW,

e | Compensation
Board



instructions for Completing Employee Claim {Form G-3)

Please complete this form and send it to the Workars' Compensation Board centrafized maliing address listed at the end of these
instructions; If you need additional help completing this form, contact the Workers' Compensation Board at 1-§77-632-4996. Yoy
faay also fill this forin out online at wek, ny.gov, If you do not have or know your Workers' Compensation Board Case Number,
pleage ieave this fielel Blank, It is not reqitired to process your claim, Remember to enter yourname and the dals of your
infuryfiness on the top of page iwe;

Section A - Your Information (Emplovee):
fri Bection A, enter your name, address and other refuesled information.
Hote oh ftem 7: Bourd hearings dre conducted in English. if you need @ translator, seleci Yes andindicate the language needed.

Notification Pursuant to the New York Personal Privacy Protaction Law
{Public Officars Law Article 6-A)-and tha Faderal Privacy Act of 1974 (5 11.5.C. § 5524),

The Workers' Compensation Board's (Board's} autherity to request that claimants. provide persanal infofmstion, Including their
‘socint seciirity mumber, is derivid from the Board's investigetory authotity under Warkers' Gomperisation Law (WCL) §.20, and'
s adiministrativa atthority under WCL, § 142, This Information Is coltected to: assist the Board in investigating and. adm[nistering
ciaims in the most sxpedient) minnher paesible and to hielp Tt-meinfsin accaratle clalm records. Providing. your soclel seturity:
number fo the Board Is voluntary. There Is no panalfy for faflura to provide-your sdclal security nuraber on this forr; it will not
result in & denial of your claim or.a reduciion In bensfis. The Buard will profect the mnﬂdanﬂalﬂy of all permanal informaticn in
s possession, disclosing It onlyln furtherance of e officlal duties and In accordance with applicable stafe and fodera] law.

Section B - Your Employer(s):

in Seclion B, eriter the name, address, phone number and ofher information of the employer you wene working for &t the fime of the:
injuryfiiiness.

Noté: Your employer is the cumpany or agency fhat issues your paytieck, If you-aré a conitractor at.a wark site o offica, the
stafling agency or vendor who hired you s your smployer, nol the work site or 6ffice where you réport to work:

Section C - Your Job on the Date of the Injury of Hiness:
tn Section'C, enter your job #tle, work activities dnd pay nformation.

Section D - Your Infury or Hiness:
In Section B, enter your injury or illnasa information,
ftem 12 Entsrthe date you warg injured or the first date you noticad you becama Il
{f this i5 an fiess or ocellpational disease, skip jtem 2. The date you'were infured must be in monthidayfyear format, The year
should be written as four digits, a.g., 2015,
\tem 2: Enter:the fime whien the }njury cecurtad. Check whelher ft was AM or PM,
item 3:indicate the loegilon where The injunyfliness ocounid, including the sddress of the buiiding and the physical location in the
buiiding whara the injuryiiness happaned.
ttem 4: Cherk whether this was your normat Work focalion. If It was not, explain why you wara at.this location.
item §: Describa in-detall what you ware doing at the time of the MJurynllness {e.g., unloading boxas from a tritck by hand).
This explains the events leading up to-the Injury,
itam &1 Describe in datail how the injuryilirass’ oumrrad {e.g.. | was iiting & hoavy box, off & truck}). This should-Incjude all peopls

. and events involvad in the tnjuryfliness.
ftéin 7:indicate fully the nature and axtent of your injury/iiness, inciuding efl biody pads Injuted. Be as specific as possibla (e.g., |
siralned my back frylng to It & hervy box. Ithurts-to bend over or hold 'svan lighter objects niow),,
Tteim 8: Indicats if some objsct was involved in the aceident ather than a ficensed metor vehicle. Other objects may include a tool
(2.5.; hammer}, a chemical (8.9, acid), machinery {e.g., forkiift or-dill press); eto.
Itemi 9: Indicate If 3 icensed motor vahicia: was' invoivad in tha accident, if ap, check if-the motor vehide Invdlved was youfs, your
employsr's, or a third party‘s Includs the llesnse plate number {if known). If your vahicte was Invoived, fill out the name anid address
of your autamoblla lisbility insurance carrer.
Itam 10: Chieck if you gave your employer ar supervisor notice of your injury or fiinéss. 1 S0, Mdicate who you gave rictica to 4 well
as [Fitwas orally of in wrifing. [ncdude the data you gave notice.
ltem 11z Chedk if anyone else saw ths injury happen, (fanyone dig see it, include thelr namels).

Section E < Refurn toy Work:

item 1:if you stopped working as a result of your work-related injuryfiliness, check Yes and indicate the'date you stopped warking.
If you have not slopped working, check MNe and'skip o the next section.

ttem 2: If you have since returned to work, check Yes. Also Indicats on whal date you staded working again, as well as if you Have
relyrned io-your Normal Duties dr if you ara on Limited or Restricted Duty, (If you have not returned o your full pre-injury or liness
work duties, then yoit are on Limited Duty.)

item 3: If you have retumed to work, indicate who you are working for now.

lfem 4: Enter your gross pay (bafore tax pay) per pay period for the job you are working at now. Indicate how often you'are
recsiviig a paycheck (waekly, bi-weekly, stc.).

C-3.0(1-11)



Section ¥ - Medical Treatment for This Injury or liiness: .

ftem 1: If you did not receive medical trealmient for this Injury/liness, check tone Received and skip fo-flem §, Otherwise, anter the
date yoi first regsived freaiment for this injury/lingss end complete the rest of this section.

Iterit 2; Check & you were first treated on the job for thisinjury or illngss, ]

ibem 3: Check the location whisre youl fltst recelved off site medical treatment far your injury dr lness, Include the name and
address of the facility-as well as the phone number {including ares code).. _
item 4: If you ara still receiving ongolng reatmerit for the same.injiiry‘or iliness, check Yes and indfcate the name and address of
the dotoris) proviaing trealinent as well 2a the phone number {including arae codg); otherwiss, check No

ltem §: if you believe you already haif an injury to the sama body part or a-siinflar ifness, chéck Yes and Indicate if you wefe treated
by & doctor for fhis tnjury or liness. If you wers treatad by a doclor, Indicata the name(s) and addresstesy of the dociar(s) wham
provided care and complets and file Form C-3.3 together with this form. -

ftern &: i you had a previous infury or fiiness, chack If your previous injory or Hinéss was work-refaled. if Yes, check if the Injury or
ilness happened.whits working for your curtent amployer,

Sign Forrn ©-3 In the place prowided for Employes's Signatire on page 2, print your iame, and enter the date you sigried the form.
If & third-party. is signing on behalf of the amployes, that person shouid sign on the second signature fine, If you have legsl
representation, your representative must complete and sign the atlorney/representative’s certification section on the

bottartof page 2. ) i

What Every Worker Should Do in .Case of On-The-Joh Injury br Occupstional Disgdse:

1 Imimediately feil your employer orsupervisgr when, where and how you were injured. -

2. Sgoure medical care fmmediately. o ] ‘

3. Tell your docior tofile medicel reports with:the Board and-with your smployer or His Ingurancs carter..

4, Make oul this claim for comipensation ahd send it fo the nesrest Workers' Compensatioh Board. Office. (See below.) Fallure to file
Within tiwg years affer the date of Tnfury may result In your claim being denjed. 1f-you need help-in complgting this farm, telepihone or
visil the nearest Workers' Compensatian Board Offics listed below.

§. Go ta-all headngs wher notified to appedr.

6..Go back to work a5 soon as yoti-are abie; compensation ls never es bigh as your wage.

Your Rights:

1. Gengrally, you are #ntilled to be freated by a dodlor of your chdice, provided helshe [s authorized by-the Board. If your employer
Is ivolved 1h a preferred provider crganization {PPO] arangermant, you must ebtaln Inital treatinent from the preferfed provider
organizafion which has bean designated to provide health care-senvices for workers' compensalion Injiiries, o

2, B0 NOT pay your doclor or hospital, Thelr bills will be paid by the insurance camier if your casels not disputed. i your case js
dispuited, the doctor of Tospital muskwait for payment untit the Board decides your case: In the event yoil fail to prosecute vour case
or tie Bogrd decldas agalnst you, you will have td pay the dector or bospital, o ) .

3. You are also sntitisg I6 bé reimbursed for drugs; cndches, or any apparatus propery prescribed by your doctor and for caffares
or olhier necessary expenses going 1o and from your docter's offics or the hospltal. (Get recelpts for such expenses.}

4. You are entitlsd 1o compensation B your Injury keeps you from work for mors than seven days, compels you to-work atlower
wages, or fesults In permanent dlsability o any patt of your body. "

&. Compensation Is payable’ directly and without walting for an award, exceptwhen the claim is disputed.

&, Injured workers or dependents of decsased workers Mmay repasent themselves in matters befure the Board or may retain an
sttorriejr or licensed representative to represiant them. If an attomnay or licensed repressniative 15 retained, hishar fee for logat
senvices will fie reilewed by the Board and if approved will be patd by the employar or insurance company out of any compensation
benefits dua. Injured workera or depehderits. of deceased warkers shouid nal directly pay-anything to the.attomey or licensed
rapresantative representing them in a compengation case. ) .

7. Ifyou neid hel raluming 1o work, of with family or financka] groblems because of yourinjury, contact the Workers' Compenasation
Board office nearest you dand dsk for a rehabilitation counselor of soclal worker.

'Thia form should be filed by sending directly to the address tisted below:
New York State Workers' Compensation Board
Centralized Mailing
POBox 5205
Binghamton, NY 13802-5205

Customer Service Toll-Free Number: 877-632-4886

C-3.0{1-11)



NEW | 'Workers' . g 3 = Z
4?% Compensation Limited Release( }g; Alﬁalth lnfprmatmn C-3.3
st Board State of New York - Workers' Compensation Baard

- WCB Gase No, (if you kriow f):..__

To Claimant: If you fecelved treatment for a previous injury to me'.same..bndr part ar for an liness similar 1o the one descritied I your current
Ciaim, fil oul this form. This form alflows the healiti.care providers you list bislow {o. release. health care information about your previous- Injury/
liness to your employer's workers' compensalion Insurer. The federal HIPAA law (Health Insurance Portabillly and Accountability Act of 1!;98),
says you have:a right to gel 2 copy of this form. if you do not understand this form, talk to your lagal representative. If:you do not have a legal
representative, the Advocate for Injuired Workers at the Workers' Compensation Board can haelp you. Call: B00-580-8665. '

To Heslth Care Provider: A copy of this HIPAA-compilarit relsase allows yois {0 disclose hiealth information, If you send records fo the
employers workers' compensation Insurer in response to ihis seiease, also mall copies to the Clalmant's legal representative. (if no Jegal
representative is isted below, send copies to the Claimant.} Health care providers who release records must foflow New York state faw and
HIPAA,

This release Is: ' ' i T —
e o B This form does NOT allow your health care. provider(s)

# Voluntary. Your heaith care provider{s) must give vou the same care, | oo funa of .
paymentterms, and benefits, whether you sign this form or not. o telease fhe following t_ypes of information:
w Limiteck, It gives your heetth care providen(s) permission to reléass only , .
| those health records that are releted e previous iliness/candition you | ¥ HiV-related information
+ descibabelow, N . . “
= Temporary. it ends when your current claim for-compiensation is establishsd # Pgychotherapy notes
or-disaliowed and ll appeals are exhausted.

= Revocable. You cafi cancel this release at any time; To cancel, send a fetter & AlcoholDrug treatment.

- to the health care provider(s] listed on this form. Also, send a copy of your ‘
tefter to your employer's workers’ compensation insurer and'the Workers' - "
Compensafion Board, Nofe: You may not cancs this release with respeck fo # Mental Health treatment (unless you check below)
madical records sifeady providad.

1 & Verbal Information ﬁyoar" health care providers may

® Fof ricords only. t gves your health care provider(s) listed oni this form not discuss your health care information with snyone) |

 permission to send coples of yout health care records fo your smployer's

workers' compensation Insirer. i | ‘ B _

Any medical records relessed will become part of your workers® compensation fils and are confidentiel under the Workers' Compensalion Law.
A. YOUR INFORMATION {Clalmant)

1. Name: = 2. Social Sscurity Number,; .-
3, Mafiing Address; .
4. Date of Birh; ____{ A §. Date of thie current injuryfliness: _____J /

6. Current Injuryfilness, Inckuding all bady parts injured;

7. Your l§gal representative’s neme and address {if any)i_

{1 Ghack here If you allow your heaith care provider{s} to reloase mental health care information,

B. YOUR HEALTH CARE PROVIDER({S] {List all health.care providers who-treated you foF a previous injury to the same body part or similar
Mness. if maore than 2 providers attach thelr coritact iriformation fo this form.) '

1. Provider;___ ‘ ____2,Phone Number: {_____)
3. Mailing Addrass; _ ‘ ‘
4, Other provider {if any): _ _ 5, Phone Number: { }

8. Mafling Address:

C. READ AND SIGN BELOW. | hereby request that the health care provider(s) listed above give my employer's workers' compensation
insurer copies of all health records retated i any previous injury/ilness, to all body parts, described abovs, '

“Claimants signeturs (ink only - Use bive ballpoin pen, If pogaibis.) ” Dato
If the clalmant Is tnable to sign, the persory signing-on hisfer behalf must il out and sign below:

Your rame Relationship fa Clamant Signatire {1k oaly — Use bioe bapoint pan, 7 possibia) Tiafe.

3.3 (12-09) Versién en espafiol al reverso de la forma. www.web.ny.dov



