Beaumont Independent School District
Insurance Department

Reporting Employee Injuries

What to do when there is an injury on the job.

The campus nurse has been designated as the point of contact to report all work-related
employee illnesses/injuries.

This packet contains instructions for nurses to follow to report on-the-jog injuries

> For TRUE Emergencies, please direct employees to the nearest Hospital
Emergency Room

« NOTE: Urgent Care centers are NOT considered Emergenct Rooms - send TRUE
emergencies to the Hospital ER.

> For NON-EMERGENCIES, employees must seek treatment from an Alliance
Provider (list attached)

> If an injured employee is TRANSPORTED BY AMBULANCE or £MS, promptly
notify the BISD Insurance Office at 617-5028.

What to do:
Have Injured Employee complete and sign the following documents:

1. Incident Report - completed/signed the day of the incident

2. Employee Acknowledgment of Medical Alliance

3. Medical Authorization Form

4. Send above 3 completed/signed forms and checklist to BISD Insurance office
Fax to 617-5180 or email to canders@bmtisd.com

5. Notify BISD Insurance Office when an injurled employee is missing time

6. Forward a Doctor's Release when an injured employee returns to work

DI ute to Employee:

1. Copy of completed/signed Incident Report

2. Copy of signed Acknowledgment of Medical Alliance Form

3. Copy of Political Subdivision Workers Compensaticn Alllance provider listing
4. Helios First Fill - Prescription Program Form

Fax or email the original Incident Report ASAP to the BISD Insurance Office.

Insurance Department: Fax: 617-5180 Phone: 617-5028 or 617-5029



Beaumont independent School District

Incident Report

» An Administrator, Supervisor or Nurse must report an on-the-job injury to
the BISD Insurance office within 24 hours.

Employee Name:
Last Flrst
Address: City:
State: p: Home Phone: - - Cell: - -
Marital status: (Js Owm Oo Ow Name of spouse:
Date of Birth: ___/ /. Gender: OOF OIM Last 4 of Scclal:
Date of Injury: / / Timeofinjury: ________ am. ___________ pm
Occupation: HireDate: __/ /  Wages/hourorday:$
Areyouabletowork? [lYes [no First day unable to work: /. /.
Supervisor: When did your Supv. firstknowofinjury: ___ /____/
Work Locatlon/Campus: Superviscr phone number;
Campus where injury Cecurred:

Location Injury accurred (stalrs, classroam, parking lot, etc.):

Bescribe fully how Incldent accurred and state what you were doing when injured:

Describe part(s) of body affected:

Back injurles: MUST SPECIFY: UPPER ~ MIDDLE — LOWER (circle)

All other Injurles: MUST SPECIFY: RIGHT or LEFT (circle)

Date this form was completed:
Signature of Employee
Signature of Nurse

[ Reporting only {not seeking treatment at this time) Campus Nurse Printed Names,

[J seeking treatmentat:

BISD Insurance Office Phone: 617-5028 / 617-5029 Fax: 617-5180



Verification of Employment for a

Reported Workers’ Compensation Injury
or lliness

Please take this form to the doctor for your first medicel examination,
Employee Name Date of Injury

Date of Birth Soclal Security
Reported Work Related Injury or ifiness:

(member organization) workers' compensation coverage
provider s the Texas Assoclation of School Boards Risk Management Fund which Is a member of
the Political Subdivision Workers’ Compensation Alllance (the Alliance.) For emergencies, an injured

employes may go tothe nearest emergency room. Otherwise, all other treatment must be from an
Alilance Provider listed at pswca.org.

Please submit all claim and medical billing Information to;

TASB eBill Information
P.O. Box 2983 Clearinghouse: WorkComp EDI
Clinton, 1A 52733.2983 Clearinghouse website:
Phone: 800.732,0163 TASB's Payer ID: WR802
Fax: 732.212.7009
Pre-Authorization
Phone; 800.482.7276, x9807
Fax: 888.777.8272
lssuing Signature, Title
Phone Number, Date

Providors please submit Work Status Reports and all Job Description inquiries to;
Contact Name, Title
Phone
Fax
Email
For a full list of Alliance Providers please visit pswea.org,



EMPLOYEE ACKNOWLEDGMENT OF THE ALLIANCE
DIRECT CONTRACTING PROGRAM
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November 14, 2010

Dear

At the bottom of this document, you will find a Medical Autherization Release. This release is
necessary for us lo properly evaluate your workers” compensation claim.

Please read and sign this form, which authorizes the TASB Risk Management Fund to obtain
appropriate medical records necessary to complete our investigation, Your prompt return of the
authorization form below will help expedite our investigation. After you have signed the

authorization, return it to our office in the enclosed envelope.

I you have any questions, call me at 800-482-7276, extension . Our office hours are from §
a.am. to 5 p.m., Monday through Friday.

Sincerely,

Claims Representative

MEDICAL AUTHORIZATION

You are hereby authorized to provide the TASE Risk Management Fund and its representatives any
and all medical information relevant to my workers® compensation injury claim. This authorization
also includes permission to copy or view all of the hospital notes, records and information, including
but not limited 1o laboratory tests and x-rays, histories, examinations, tests, treatment, consultations
and opinions and any and all other information relevant to this claim, Medical information relevant
to this claim includes past history of complaints or treatment of any conditions similar to that
presented in the claim or other conditions related to the same body part.

To address privacy concerns, HIPAA Rule 45CFR 512(1) specifically authorizes provider
disclosure of protected health information without an individual’s authorization to the extent

nceessary lo comply with workers' compensation laws,

A copy of this form shall have the same effect as the original.

Signature Date

Name:
Social Security Number:
Date of Injury:



-~

“« OPTUM'

L

MAKING [T EASY...
TO GET WORKERS' COMPENSATION PRESCRIPTIONS FILLED.

TASB RISK
MANAGEMENT FUND

Qptum
PO Box 152530
Tarnpa, FL 335842539

Optum has been chosen to manage your werkers' compensation pharmacy benefits for TASB Risk Management Fund.
Below is your First Fill card that will allow you 1o receive your injury-related prescriptions at your local pharmacy. Please
fill out the card based on the instructions below.

Injured Employee:
If you need a prescription filled for a work-related injury or

iliness, go to an Optum Tmesys® network pharmacy. Give this

temporary card to the pharmacist. The pharmacist will fill
your prescription at low or no cost to you,

If your workers’ compensation claim is accepted, you will
receive a more permanent pharmacy card in the mail,
Please use that card for other work-related injury or illness
prescriptions.

Most pharmacies, including Walgreens, our preferred
provider, and all major chains, are included in the network,
To find a network pharmacy call 1-866-599-5426 or visit
tmesys.com.

Questions? Need Help?

] 1-866-599-5426
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TASB Risk Managemenl Fund Beaumont ISD

CARRIZATRA ENPLOYER

IUURED WORKIR NANME

Please provide dirocly 1o Pharmacist

TOCIAL SECURNY HUMAER DATE OF IRIUKY (VYRADDI

Holice 1o Cardholder: Prescnal this catd 12 the pharmagy 10 re(eiee medication far
your warkeizted injury. To locate a pharmacy: Imasyl com.

S

-

Attention Pharmacists: Enter ReDIN, HaPCH and GROUR, Member 1D ¥ format is
the date of Injury and $5N combined as follows: YYMMODI121456769.

Tmesys is the designated PBA for this patient, This card Is not valid lor
compound medications.,

Tmesys Pharmacy Help Desk

1-800-964-2531

NDC Envoy
RxBIN 004261 or 002538
RxPCH CAL or  Envoy Acct, ¥

GRQUP TASBFF
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NOTE: This First Fill card is only vaiid for your worksss’ compensation injury or illness.

\&. Employer:
f Immediately upon receiving notice of injury, fill in the information

above and give this form to the employee.

The folevang en s compnse the Cotum VWetwers Compensation and /uta Mo Fault erasen: PLUSH LLE, b Optum Woreers Compensaticn S $®
Servces of Flanda; Progressive Medical, LLC, dud Optum Workers Compensation Servges of Ohio; Cypress Care, Ing, disa Oplum Workers Come

preisitn Seraces of G, Healtboare Suleians, e, dis Cuitum Healtheare Solutions of Geargy; Settlement Solutians, LLC, dba Optum

Setterrent Solutioms; Frecura Management, Ing., dta Optum Maraged Care Sevices; Liodern Medizal, €0a Cptum Workers Compensalion IMPI&1614.167

NMedca) Senvaes, coSettvely and mgnndualy relened as “Optum.”
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1 TASD nIsk Optum
MANAGEMENT FUND PO Box 152539

Tampa, FL 33684-2539

EMOS MAS SENCILLO...

EL ABASTECIMIENTO DE LAS RECETAS MEDICAS DEL PROGRAMA DE
COMPENSACION POR ACCIDENTES LABORALES.
Optum ha sido elegido para administrar los beneficios farmacéuticos de su programa de compensacion por accidentes

laborales para TASB Risk Management Fund, Mas adelante incluimos su tarjeta First Fill que le permitird recibir las
recetas médicas relacionadas con su lesion en su farmacia local. Llene esta tarjeta siguiendo las instrucciones que se

indican a continuacién.

Empleado lesionado:
Si necesita que se le abastezca su receta médica para una lesion
o enfermedad relacionada con su trabajo, visite una farmacia

de la red Optum Tmesys®. Entregue esta tarjeta temporal al
farmacéutico. El farmacéutico abastecera su receta médica bajo c'_Tlene a[guna pregunta?

costo o sin costo alguno. .
¢Necesita ayuda?
Si se acepta su reclamacion del programa de compensacion

por accidentes laborales, recibiré una tarjeta permanente por |——"l 99 542 6
correo, Use esa tarjeta para otras recetas médicas de lesiones o i 1"'866"5 -

Ue

enfermedades relzcionadas con su trabajo.

La mayoria de farmacias, incluyendo Walgreens, nuestro
proveedor preferido, y tocas las grandes cadenas de farmacias,
forman parte de la red. Para encontrar una farmacia de la red,
llame 2l 1-868-593-5426 o visite tmesys.com,
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Attention Pharmatists: Enter KefilH, RaPCH and GROU?, Membier IO # format s
the date of Injury antd $55 combined at fellows: YYMMDD123456789,

Trnesyt iv the designated PBM for shus patient, This card is nat valid for
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TR e L 1-800-964-2531
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Please previde directy to Phammaciat f HxPCH CAL or  Envoy Acct ¥
HULEAC D4 SeGURD SDTIAL TRCI0 UL ALa 2 10N ARRIND D i GROUr TASBFE

Aviso para ol ttular de 12 tarjeta: Pretente £103 1300203 a 13 'armaca para setibi oy
medeamenton pars L leudn relacenanty tan 1u tradaje. Fara ubicar una farmac,
wvitile tregneom,
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persaion Serages ul Geong), Healtheas
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NOTA: Esta tarjaia Frrsl Fill solo es valida para una Iuron o enfer.'nedad cubierta por su programa e
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COMPENSAcIon por accitlentas laboralas.

Empleador:

Inmediatamente después de recibir un aviso sobre una lesion, llene la
informacién antes indicada y entreqgue este formulario al empleado.

tmesys*

IMP14-1614-167

'llc menl Su!u‘ru-lﬂ. LLC, tiba n||l|ul|
.ﬂ 48 Cotun Warkets Camnpensation
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ISD EMPLOYEE INJURY AND TREATMENT FORM
Name: Campus:
Position: Supervisor:

Current Mailing Adress:

Home Phone: | ) - Cell Phone: ( )

Email:

Date of Injury: Time of Injury: Date Reported:

Part of Body Injured:

Location injury occurred (include specific location on campus or jobsite):

Activity engaged in when injury occurred:

Description of how injury occurred:

Witnesses:

Treating physician: Expected return to work date:

Filing for assault leave means you must leave the campus and seek medical
treatment for your injury. You cannot return to duty until you are released by
your treating doctor. Do you wish to file for assault leave? YES or NO (circle)

Employee Signature: Date:

Supervisor Signature: Date:

Please email this form to the Benefits Department immediately at
canders@bmtisd.com

If you have any questions, please call: (409)617-5028




( ACTION
BEAUMONT INDEPENDENT ScHooOL DISTRICT REQUIRED:

BEAUMONT, TEXAS Complete, sign and retum this

W ' Ll’orm to the Insurance Dept.!
orkers’ Compensation Choice Form

Name Employee # Date

Position " Location

Dol ‘ Date Lost Time Began

If a BISD employee is unable to work due to an on-the-job injury, Workers’ Compensation begins to pay a portion
of the employee’s wages on the 8" day after the injury. The employee must choose one of the options listed below.
{[ no response is received, the third option will be in effec

R

Employee choice:

I am absent from duty because of a job-related illness or injury. | understand that I am not eligible for warkers’
compensation weekly income benefits until my absence exceeds 7 calendar days. I also understand that the district
will continue to pay its contribution toward the cost of my group health insurance coverage (if applicable) as long as 1
am on paid leave and/or family and medical leave (FMLA). I further understand that I will be responsible for
paying all health insurance premiums if I am on unpaid leave that is not FMLA leave,

I choose the following option:

O Ichoose to use only days of available paid leave at this time. A full lcave day will
be charged for each day of absence. I understand that I will not receive workers® compensation weekly
income benefits until after those leave days are complete,

Q Ichoose to use paid leave until all leave is exhausted (sick, personal & vacation). A
full leave day will be charged for each day of absence. I understand that ] will not receive workers®

compensation weckly income benefits until I have exhausted all of my paid leave. Workers’ compensation

benefit are 70%-75% of pre-injury wages.

Q Ichoose not to use any available paid leave at this time. I understand that 1 will not receive
any regular salary payments from Beaumont ISD while receiving weekly income benefits under workers’
compensation. No available paid leave will be deducted from my leave balance.  further understand that
by selecting this option, 1 will only receive workers’ comnpensation wage benefits for any absences

resulting from my work-related illness or injury, unless and until I communicate to the district a change
in my decision,

Employee signature Date

For Claims Reporting Purposes Only:

For all employees: For hourly employees only:
Amount of leave paid to employee: $ ___.__ Hourly rate: $ .

Daily rate: $
Period of payment: from___/__/__ through__/__/

Number of hours paid:

for ____daysor____ weeks

m HR Services Copyright 8/15/2010 Texas Asscclation of School Boards, All rghls resarved,



