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Employee’s Report of Injury (CM REGENT)
To be completed and signed by injured employee.

Medical Authorization/Information Authorization for
Release of Information (CM REGENT)
To be completed and signed by <injured employee.

Right and Duties Form
To be signed and dated then return side one only -

keep side two.

Notice to Employees- Health Care Provider Panel &
Procedures (CM REGENT)
To be signed and dated then returned.

Physician panel (CM REGENT)
List of health care providers to be used in case of a

Work-related injury. Employee to retain.

First Fi1l Prescription Form (CM REGENT)
Employee to retain for use if needed.

EU.S. Food and Drug Administration
Employee to retain.

Upon completion, you MUST return pages #1, #2,#3 & #4

TO: Paula Milko or Charley Kiss @ the

Administration Building or email us at

pimilko@mckasd.net or ckiss@mckasd.net




| REGENT.

INSURANCE COMPANY

Workers’ Compensation Division

Internal School District Work-Related Incident Report

Page #1

Section One: Employee and Incident Information

Employer Name: Employer Address: County:
Employes Nume  {fast, first, initial): Home Phone #: Gender: Murital Status:

ML O | M O FODep.
Home Address (street, city, state, zip code): County:
Social Security #2  JDOB: Date of Incideat: | Time of Incident: | Date Reporicd: | To Whom Reported: | Start Time:

Location of Incident {building. room, et ):

Type of Injury (cut, sprain, ete.):

Injured Body Past Cauge of Injury {mochine, tool, equipment, liquid, cic.):
Employee's Job Tide: Hours Warked Per Week: Name of Whness(es):
Description of Incident {plesse describe in detail what happened):
Employee Name: Employee Signatuse: Doate:
Employee's Supervisor Name: Employee's Supervisor's Signoture: Date:
-Section Two:. No-Medlcal Treatment
] Returned to Work ] Returned to Work with Modified Duties ] Sent Home
Supervisor's Signature: Date:
Section Three: Medical Treatment or First Aid
Type of Injury: {_INew [] Other (describe):
Treatment/First Aid:
Diagnosis:
Disposition: [0 Retum o work without limitations

[7] Retuen to wark with limitations (describe):

[ Mey retum to wock on:

{_] Follow-up appointment with: on
Signature of medical/first aid provider Dute:

Viedical Facllity Address:

300 Sterling Parkway, Suite 100, Mechanicsburg, PA 17050
844.480.0709 Fax: 866-402-6601 www.CMRegent.com

WORKERS' COMPENSATION USERS® KIT
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Medical Authorization Form

tnjured Worker:

Claiin Number:

Date of Tujury:

School Disirict:

Your Workers® Compensation claim is in the process of being submitted to CM Regent Ins. Co A Clain Represcasative will
be assigned 1o your clnim, but if you have any guestions i the interim, please contact CM Repent Ins. Co. ot (BG6) 462-6600.

If you require the following services, please contact the designated providers:

= MRL CT, EMG - ceatact Oue Call Medicnl @ 800-453-0574
- Physical Thempy - contuct SPNET @ 888-654-0049
- Prescriptions — contact Corvel @ 800-563-8438

Please sign thie medical authorization below. Frompt receipt of thie signed nuthorization forms will aid in timely investigation
of your clnim.

Thank you for your cooperation.

------ e L R S R T LT L DL

MEDICAL INFORMATION AUTHORIZATION

| hereby autborize CM Regent Ins, Co. and/or any of its representatives 1o be permitied (o review aud obtain copies and/or
originals of all information regording my physical condition or regording any injuries or disease for which I have been treated
medically, including the nature of the physical impoirment, histary, contributing Inctors, complications, prescriptions, X-rays,
copies of the haspital or other rccords, estimates of the periad or amouat of disability, subjective symptoms, objective
symplows diagnosis, prognosis and nuy Rurther medical tuformation which may be ovailable.

“This shall be o continuing authorization for the release of information unless revoked in writing by the undersigaed

ATifGiostolit eopy of {iiS BRtliorizaiion shall B considered A8 elfvctive ond valid os (¢ oripiiml,

Siga: Date:

Date of Bisth:

Clnim Number: -

Any person who knowingly and with intent to defraud any insurance company or Sther
person files an application for iasurancs or statement of claim containing any
materislly false information or ccncsals for tha purpose of misleading, information
concarning anpy fact mateorial therets commits & fraudulent insurance act, whick iz a
crime and subjects such person to criminal and civil penaltias.

WORKERS' COMPENSATION USERS" KIT
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Side 1

RIGHTS AND DUTIES FORM - SIDE 1

NOTIFICATION TO EMPLOYEES OF THEIR RIGHTS AND DUTIES UNDER SECTION
306 (£ 1)(1}(5) OF THE PA. WORKERS' COMPENSATION ACT

The Penusylvania Workers' Compensation Act requires thal emiployees be given wrillen notifiention of heir rights and
duties uider See. 306 (R1)(1 X} al'the Avt ifa list of designoted Liealth core providers is established by the employer
Below are your rights and dutics under See. 306 (L1)(1)(i) ond an scknowledpment signature line, This
acknowledgment, signed by you, is tn be retumned to your employer,

A briel swnmary: You have the right (o scek gaicrgeney medical ireatnirent from any provider, for post-enwergency s
uther injurics, you must ubtain iecatment for weork-refated injurics nnd ilinesses Gum s desipnated bealth care provider
for 90 days. The penalty for not using » desipnated healih core provider is thar your einployer is not finble for the
medical hills incurred.

As an cmiployee of the Commiomvealth working at a location where a list of designated health care
providers has been establishicd and posied, you have:

= The duly to abtain treatment for work-related injurles and ilinesses from one or more of the
designated health care providers for 90 days from the date of the (irst visit to a designaled
providar,

« The dght to sesk emergency medical reatment from any provider, but subsequent non-
emargency treatment shall be by a designated provider lor the remainder of the 80-day
pariod.

e The right to have all reasonable medical supplies and treatmaent refatad ta the injury paid lot
by your employer as long as iraatment Is oblained from a designated provider duting the 90-
day period.

« The right, during this $0-day period, to switch from one designated health care provider to
another designatad provider.

« The right lo seek traatmant from 2 provider if you are refarred 1o that provider by a
dasignated provider.

« The right to an additional opinion from a provider of your choice when invasive surgery is
prescribad by the designated provider.

« The right to seek treatment or medical consultation from a non dasignated provider during the
80-day pariod, but the sarvices shall be at your exgense for the applicable 80 days.

s  herightio seekireatmentirom.any health care provider.afterthe-90-day period has-ended
« Thae duty io notify your employer of treatment by a non designated provider {after the 90

day period) within 5 days of the first visit {o that provider. The employer may not be
required to pay lor treatment renderad by a non designated provider prior 1o recelving this

notilication.
[ acknowledge that I lve been inforined of my riglts and duties
under See. 306 (L1){1)(i) and that ! nudersiand them
1o the extent that ey nee explained above.
Print Nane Employce Signnture Datc

Sce reverse for @ complote text of Section 306 (L1(1)3)
{T you have auy questious, ask your human resources office represcatnative or call
The Burcau of Waotkers” Compensation at 1-800-4K2.23%3

WORKERS' COMPENSATION USERS' KIT



RIGHTS AND DUTIES FORM - SIDE 2

PENNSYLVANIA WORKERS' COMPENSATION ACT
SECTION 306 {.1}(1)(i)

The employer shall provide payinent in accordance with this section for reasonable surgical and suedical
services, services rendercd by pliysicians or other health earc peoviders, including an additional opinion
when invasive surgery may be necessary, medicines and supplies, as und when needed,  Provided an
cuiployer establishes a list of at least six desiguated heafth eare providers, no more than four of whom may
be 4 coardinated carc arganization and no fewer than three of whom shall be pliysicians, the eimplayee shall
be required to visit one of the physicians or otlier health care providers so designated and shall continue to
visit the smie or anothier designated plysician or health care provider for a period of nincty (90} days from
the date of the first visit: provided. however, that the employer shall nor Inchude on the list a physician or
other health eare provider who is euployed, owned or coutrolled by the employer or the cmployer’s fusurer
unless etployment, owaership or conirol is disclosed on the list, Should invasive surgery for an cawployce
be prescribed by a physician or other licalih care provider so desipnated by (he cployer, the employee
shall be permidited to receive an additional opindon (rom any health care provider of the cmployee’s own
chaice. If the additionat opinion differs from the opinion provided by thie physician or health care provider
so designated by the cuployer, tic employce shall detecmine which course of wreatment to follow:
provided, that the second opinion provides a specific and detailed course of treatment. If the employee
chooses to follow the proccdurcs desipuated in the sccond opinion, such procedures shall be perfonned by
onie of the physicians or other health care providers so designated by the employer for a period of nincty
{90) days from the date of the visit to the physician or other liealth care provider of e cmployee’s own
choice. Should the ewployee not comply with the foregoing, the employer will be relicved from linbility
for the paymient for the scrvices readered during such applienble period. It shall be the duty of the
cuployer to provide a clearly written natification of the employee’s rights and dutics under this scction to
the cinployee. The cmployer shall furilier eusure that the cuployee has been informed and that he
understands these riglts and duties.  This duty shall be evidenced only by the enmiployee™s writien
ackuowledgment of having been informed nud having understood his rights and duties. Aay Fuilure of the
cmployer to provide and evidence such. notification shall_relicve the employes from any-notification. duty
owed, notwithstanding any provision of this act to the cantrary. and the ciuployer shall remain liable forall
rendered troatnent,  Subsequent treatimient may be provided by awy health care provider of the cruployee’s
own choice. Any eniployee who, nest following termitntion of the applicable period, is provided weatment
from a nondesignated health care provider shall notily the employer within five (5) days of the first visit to
said health care provider. Failure to so notify the employer will relicve the employer from Hability for the
payment for the services rendered prior {o appropriatc notice if such services arc detennined pursuani 1o
parageaph {6) to have been nnrcasouable or vanecessary.

WORKERS COMPENSATION USERS' KIT
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Side 2



NOTICE TO EMPLOYEES Page #4

MCKEESPORT AREA SCHOOL DISTRICT

CM Regent Insurance Company, Workers’ Compensation Division, the claims administrator for the school district’s
workers’ compensation carrier, has required that we post the following list of health care providers in accordance
with Section 306 of the Workers’ Compensation Act.

IN CASE OF A WORK-RELATED INJURY

1. In order to ensure that your medical treatment will be paid for by your employer, or the insurance company, you must
select from one of the licensed physicians or practitioners of the healing arts listed.
2. You must continue to visit one of the listed providers for ninety (90) days from the date of your first visit. if you do not

comply with this requirement, your employer will be relieved from liability for payment of services rendered during this period.

DESIGNATED PHYSICIANS

See Reverse Side

You recognize and agree that your employer has posted a list of at least six (6) health care providers, at least three (3) of which are
physicians and no more than four (4) of which are coordinated care organizations (CCO). You also acknowledge that you have been
presented with this written notice selling forth your rights and duties under Section 306{f.1){(1)(I) of the Pennsylvania Workers’
Compensation Act. Your rights and duties include the following:

1. I have the duty to obtain treatment for work-related injuries and ilinesses from one or more of the designated health care providers
for ninety (90) days from the date of first visit to a designated provider.

2. Aslong as treatment is obtained from a designated provider during the ninety (90) day period, all reasonable medical supplies and
ireatment related to the injury will be paid by my employer.

3. I have the right to switch from one designated health care provider on the list o another during the ninety (90} day period and my
employer must pay for this treatment.

4. If1 am referred by a designated provider to a non-designated provider, my employer shall provide for the treatment rendered by the
referral provider.

5. | have the right to seek emergency medical treatment from any provider, but | understand that subsequent non-emergency
treatment must be rendered by a designated provider for the remainder of the ninety (30) day period.

6. | have the right during the ninety (80) day period to seek medical treatment from a non-designated provider, but | understand my
employer is not responsible to pay for these services.

7. After the expiration of the ninety (90) day period, | have the right {o seek trealment from any health care provider, and my employer
must pay for such treatment if it is reasonable and necessary.

8. if | treat with a non-designated health care provider afier the expiration of the ninety (80) day period, | understand that | must
provide my employer notice within five {5} days of my first treatment with the non-designated provider. If I fail to do so, my employer may
not be responsible to pay for treatment rendered by the non-designated provider prior to notification; and

9. If the designated provider recommends invasive surgery, | am entitled to receive an additional apinion from any health care
provider of my choeice. If the additional opinion differs from that of the designated provider, | am enlitled o select which course of treatment
{o follow. However, if | choose to follow the recommendation of my health care provider {the additional opinion}, the treatment shall be
performed by one or more of the designated heaith care providers for a period of ninety (90) days from the date of the visit to my health care
provider (date of examination of the additional opinion).

My employer has informed me of my rights and duties, and my signature acknowledges that |
have been so informed and understand my rights and duties.

DATE EMPLOYEE'S SIGNATURE

EMPLOYEE'S NAME (PLEASE PRINT)

DATE ‘ “WITNESS

Jul-19



MCKEESPORT AREA SCHOOL DISTRICT
DESIGNATED PHYSICIANS

MEDICAL PROVIDER

ADDRESS

PHONE

Page #5

SPECIALTY

MedExpress Urgent Care

695 Clairton Bivd.
Pleasant Hills, PA 15236

412-653-5556

Occupational Medicine

Concentra Medical Center

120 Lytton Ave. Suite 275
_ Pittsburgh, PA 15213

412-621-5430

Occupational Medicine

Excela Health Works Occupational

8775 Norwin Ave. Suite 6

724-765-1230

Occupational Medicine

Medicine North Huntingdon, PA 15642
500 Hospital Way Suite 6
| UPP Dept of Surgery McKeesport, PA 15132 412-672-3422 General Surgery
: e
UPP Dept of Neurosurgery 500 gg;ggz;ggvgg 15F1l.3§te 8 866-804-5282 Neurosurgery
1500 Fifth Ave. Suite MA-42
Orthopaedic Specialists — UPMC Mansfield Building 877-471-0935 Orthopedics
McKeesport, PA 15132
Orthopaedic Specialists — UPMC Méi?geﬁi?lrethgz f 5':36 877-471-0935 Orthopedics
Orthopaedic Specialists — UPMC ookt 877-471-0935 Orthopedics
UPP Dept of Orthopaedic Surgery 6&%2’;?;%:%2%?% igo 412-605-3239 Orthopedics
. 5480 State Route 981, Suite 101 '
E"c‘(*r'g uﬁf?g'?ogg?:npsd'cs Latrobe, PA 15650 724-532-1118 Orthopedics
, P {call for the location nearest io you!
Orthopaedic Associates of
Pitisburgh 2001 Lincoln Way, Unit 310 .
Oak Park Mall White Oak, PA 15131 lie sl et Sl
{+ other locations)
JRMC Specialty Group Practice — 575 Coal Valley Rd. Suite 107 ARE
Neurology Jefferson Hills, PA 15025 sl Hearolagy
UPMC Eye Center R 412-647-2200 Ophthalmology
Pittsburgh Eye Institute (S inenin oy 412-672-9765 Ophthalmology

White Oak, PA 15131

SPNet Call toll free for closest location 888-654-0049 Physical Therapy
Homelink Call toll free for more information 800-571-2943 _DME & Home Health
For locations and appointments, r DME, Diagnostic Studies,
One Call Care Management (OCCM) please call 800-453 05‘.@ Linme Heaklh
Corvel For prescriptions, please call 800-563-8438 Pharmacy




REGENT.

INSURANCE COMPANY

1\

Injured Worker's
First Fill Prescription Form

Claimant Name:
Date of [njury: SSN:

Notice to injured Worker and Pharmacy

This temporary First Fill card is only valid if used within 30 days of the reported date of injury. Temporary
eligibility through this program allows for a one time fill of prescription medications. For assistance
processing claims please contact the CorVel Pharmacy Department at {800) 563-8438,

Injured Worker Instructions

On your first Pharmacy visit, please give this nolice to any pharmacy listed on this insert {o expedite the
processing of your approved Workers' Compensation prescriplions, based on the parameters established
by CM Regent Insurance Company. With the CorVel pharmacy pragram, you do not need to complete
any paperwork or claim forms. Simply present this CorVel First Flll Prescription Form to the pharmacy. You
should not Incur any costs or co-pays at the pharmacy and you will be allowed up to a 14 day supply of
medications.

Pharmacy Instructions
For assislance pracessing claims please conlact the CorVel Pharmacy Department at {800} 563-B438.
Please use the BIN, PCN, and RxGroup number below to process an online/electronic claim to CorVel:

N

&1 CORVEL cmm%
g5 !
BIN: 004336
PCN: ADV
RxGroup: RXFFWC727747%
Member ID; See below to generate ID

i

To Generate Member ID; The Iniyred Worker's 9 digit Sociat Security Number plus 8 diait Dale of Injury
will be used as their 17 digit Member Identification number when processing their First Fill Prescription:

XXX XX MMDDYYYY

Below Is a sample listing of some of the over 72,000 Participating Pharmacies in the CorVel Network.
Please call (800}563-8438 for a participaling pharmacy near you.

Page # 6

CosiCo Pharmacy H.E.B. Pharmacies  Meljer Pharmacy Smith's Food & Drug Cenlers

Cvs Hy-Vee Pharmacy  Publix Pharmacy Target Pharmacy

Dominick’s Finer Foods  Ingles Pharmacy Raley's Drug Center Von's Pharmacy

Drug Mart Kroger Pharmacy Rite Aid Pharmacy Wal-Mart Pharmacy

Fred's Pharmacy Longs Drug Store ~ Safeway Pharmacy Walgreens Pharmacy

Glant Eagle Pharmacy  Marc's Pharmacy Sav-On Drug Store Wegman Pharmacy

Giant Food Stores, LLC  Medicine Shoppe Shoprite Winn Dixie Pharmacy
Supermarkels

€, CORVEL



U.S. Food and Drug Administration
Drug Safety Communication

Safety Announcement

The U.S. Food and Drug Administration (FDA) is warning about several safety issues with the
entire class of opioid pain medicines. These safety risks are potentially harmful interactions with
numerous other medications, problems with the adrenal glands, and decreased sex hormone
levels. We are requiring changes to the labels of all opioid drugs to warn about these risks.

More specifically, the labels will warn about the following:

» Opioids can interact with antidepressants and migraine medicines to cause a serious
central nervous system reaclion called serotonin syndrome, in which high levels of the
chemical serotonin build up in the brain and cause toxicity.

+ Taking opioids may lead to a rare, but serlous condition in which the adrenal glands do
not produce adequate amounts of the hormone cortisol. Cortisol helps the body respond
to stress.

* Long-term use of opioids may be associated with decreased sex hormone levels and
symptoms such as reduced interest in sex, impotence, or infertility.

Opiolds are a class of powerful narcotic pain medicines that are used to treat moderate to severe
pain that may not respond well to other pain medicines. They can help manage pain when other
treatments and medicines are not able to provide enough pain relief, but they also have serious
risks including misuse and abuse, addiction, overdose, and death.

Facts about Opioids

» Oploids are powerful prescription medicines that can help manage pain when other
treatments and medicines are not able to provide enough pain relief. However, opioids
also carry serious risks, including of misuse and abuse, addiction, overdose, and death.

* Prescription oploids are divided into two main categories — immediate-release (IR)
products, usually intended for use every 4 to 6 hours; and extended releaseflong acting
(ER/LA) products, intended to be taken once or twice a day, depending on the individual
product and patient,

» Certain opioids, such as methadone and buprenorphine, can also be prescribad as a form
of treatment for opioid addiction.

+ Opioids are available in many different formulations, including tablets, capsules, lozenges,
sublingual tabletstransdermal patches; nasal sprays; and Injections.

« Common side effects of opioids include drowsiness, dizziness, nausea, vomiting,
constipation, physlcal dependence, and slowed or difficult breathing.

= The risk of opioid addiction, abuse or misuse is increased in patients with a personal or
family history of substance abuse, or mental iliness.

« [tis important to lock up oploids and to dispose of them properly to keep them from falling
into the wrong hands.
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