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WILLIS INDEPENDENT SCHOOL DISTRICT
FIRST REPORT OF INJURY (FROI)

Once completed and signed, please email to blane for processing.

TODAY’S DATE: DATE INCIDENT WAS REPORTED:

FACILITY NAME: CAMPUS/DEPT:

SUPERVISOR: SUPERVISOR PHONE#:

NAME OF INJURED EMPLOYEE: ( ) FEMALE ( ) MALE

HOME ADDRESS:

PHONE NUMBER DATE OF BIRTH:

SOCIAL SECURITY #:

DATE OF INCIDENT: TIME OF INCIDENT:

DID THE INJURY OCCUR ON EMPLOYER’S PREMISES? ( ) YES ( ) NO

LENGTH OF SERVICE: ________YEARS _________MONTHS

JOB TASK AT THE TIME OF ACCIDENT:

EMPLOYEE WAS WORKING: ( ) ALONE ( ) WITH CO-WORKERS

EMPLOYEE CATEGORY : ( ) REGULAR FULL TIME ( ) REGULAR PART TIME ( ) SEASONAL ( ) TEMP

WAS THERE A WITNESS TO THE ACCIDENT? ( ) YES ( ) NO

IF YES, PLEASE LIST THE NAMES OF WITNESSES:

PART OF BODY INJURES: ( ) LEFT SIDE ( ) RIGHT SIDE

( )SKULL/SCALP ( ) JAW ( ) ABDOMEN ( ) WRIST ( ) KNEE ( ) FOOT

( ) EYE ( ) NECK ( ) BACK ( ) HAND ( ) THIGH ( ) TOE

( ) NOSE ( ) SPINE ( ) PELVIS ( ) FINGER ( ) LOWER LEG ( ) ANKLE

( ) MOUTH ( ) CHEST ( ) SHOULDER ( ) HIP

( ) OTHER:

NATURE OF INJURY: ( ) PUNCTURE ( ) MUSCLE STRAIN ( ) LACERATION

( ) INSECT/ANIMAL BITE ( ) FOREIGN BODY

( ) OTHER:
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WILLIS INDEPENDENT SCHOOL DISTRICT
FIRST REPORT OF INJURY (FROI)

EMPLOYEE DESCRIPTION OF ACCIDENT (ATTACH SHEET FOR ADDITIONAL INFORMATION):
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( ) PLEASE INITIAL IF YOU RECEIVED THE WILLIS ISD INJURED PACKAGE

DID EMPLOYEE GO TO A DOCTOR/HOSPITAL: ( ) YES ( ) NO

SIGNATURE OF EMPLOYEE: DATE:

SIGNATURE OF SUPERVISOR: DATE:

SIGNATURE OF SAFETY COORDINATOR: DATE:



Brittany Lane

_________________________________
(date of first absence attributable to illness or injury)



Verification of Employment for a Reported Workers’ 
Compensation Injury or Illness 

Please take this form to the doctor for your first medical examination.  

Employee Name __________________________________Date of Injury________________ 

Date of Birth______________________________________Social Security_______________ 

Reported Work Related Injury or Illness:  

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

WILLIS ISD                                          (member organization) workers’ compensation overage   
provider is the Texas Association of School Boards Risk Management Fund which is a member of  the Political 
Subdivision Workers’ Compensation Alliance (the Alliance.) For emergencies, an injured employee may go to 
the nearest emergency room. Otherwise, all other treatment must be from an Alliance 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, IA 52733-2983 Clearinghouse website: 
Phone: 800.732.0153 www.workcompedi.com 
Fax: 732.212.7009  TASB’s Payer ID: WR902 

Pre-Authorization  
Phone: 800.482.7276, x9907 
Fax: 888.777.8272  

Issuing Signature_________________________________ Title_____________________ 

Phone Number___________________________________ Date____________________ 

Providers please submit Work Status Reports and all Job Description inquiries to:  

Brittany Lane Leave and Substitute Specialist 
Phone: 936-890-3187 
Fax:  936-856-1338 
Email : blane@willisisd.org 

For a full list of Alliance Providers please visit  pswca.org 



Employee Acknowledgement of the 
Alliance Direct Contracting Program

TASB Risk Management Fund
© 2019 Texas Association of School Boards, Inc. All rights reserved.

I have received information that tells me how to get health care under my employer’s workers’ 
compensation coverage. If I am hurt on the job and live in a service area described in this 
information, I understand that:

1. I must choose a treating doctor from the Alliance list of doctors designated as treating
doctors.

2. I must go to my treating doctor for all health care for my injury. If I need a specialist, my
treating doctor will refer me. If I need emergency care, I may go to any licensed medical
professional within the United States.

3. Even though my treating doctor should refer me to a specialist of providers contracted
with the Alliance, I understand that I need to verify that the referral doctor is a member of
the Alliance provider panel.

4. The Texas Association of School Boards Risk Management Fund will pay the treating
doctor and other Alliance providers for all health care related to my compensable injury.

5. I understand that my medical and/or income benefits may be disputed if I receive health
care from a provider other than an Alliance provider without prior approval from the
Fund.

6. Making a false or fraudulent workers’ compensation claim is a crime that may result in
fines and or imprisonment.

7. If I want to change doctors after my first choice, I can do so within the first 60 days of
starting treatment, and I can only choose from the Alliance list of providers. A third
choice requires approval from my adjuster.

_____________________________________ ______/_____/________ 
Signature Date
_____________________________________
Printed Name

I live at: _____________________________________________________________________
Street Address City, State, Zip Code 

Name of Employer: ____________________________________________________________
Name of Direct Contracting Program: Political Subdivision Workers’ Compensation Alliance (the 
Alliance) 

Direct contracting service areas are subject to change. To locate a treating doctor within your 
area, visit the PSWCA web site at pswca.org or call your adjuster at 800.482.7276.

To be completed by the employer only

Please indicate whether this is the: 
Initial Employee Notification
Injury Notification (Date of Injury:_____/_____/_____)

Do not return this form to the TASB Risk Management Fund unless requested.

Willis ISD
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Notice of Injured Employee Rights and Responsibilities in the Texas Workers’ Compensation System

As an injured employee in Texas, you have the right to free assistance from the Office of Injured Employee Counsel 
(OIEC). This assistance is offered at local offices across the State. These local offices also provide other workers’ 
compensation system services from the Texas Department of Insurance (TDI). TDI is the State agency that administers 
and regulates the workers’ compensation system through the Division of Workers’ Compensation (DWC).  

Many services provided by OIEC and DWC can be completed over the telephone. You can contact OIEC by calling the 
toll-free telephone number 1-866-EZE-OIEC (1-866-393-6432). Additional information, including office locations, is 
available on the Internet at: www.oiec.texas.gov. You can contact DWC by calling the toll-free telephone number 1-800-
252-7031. Information about DWC is available on the Internet at: www.tdi.texas.gov.

Your Rights in the Texas Workers’ Compensation System: 

1. You have the right to hire an attorney to help you with your workers’ compensation claim.
For assistance locating an attorney, contact the State Bar of Texas’ lawyer referral service at 1-877-983-9227 or
http://www.texasbar.com/. Attorney referral information can also be found on OIEC’s website at www.oiec.texas.gov.

2. You have the right to receive assistance from OIEC if you do not have an attorney.
OIEC Customer Service Representatives and Ombudsmen are available to answer your questions and provide
assistance with your workers’ compensation claim by calling OIEC or visiting an OIEC office. You must sign a
written authorization before an OIEC employee can access information on your claim. Call or visit an OIEC
office to fill out the written authorization. Customer Service Representatives and Ombudsmen are trained in the field
of workers’ compensation and can help you with scheduling a dispute resolution proceeding about your workers’
compensation claim. An Ombudsman can also assist you at a benefit review conference (BRC), contested case
hearing (CCH), and an appeal. However, Ombudsmen cannot make decisions for you or give legal advice.

3. You may have the right to receive medical and income benefits regardless of who was at fault for your injury,
with certain exceptions. Your beneficiaries may be entitled to death and burial benefits.
Information about the exceptions can be found at www.tdi.texas.gov or by visiting with OIEC staff.

4. You may have the right to receive medical care to treat your workplace injury or illness for as long as it is
medically necessary and related to the workplace injury.
You may have the right to reimbursement of your incurred expenses after traveling to attend a medical appointment or
required medical examination if the trip meets qualifying conditions.

5. You may have the right to receive income benefits for your work-related injury.
There are several types of income benefits and eligibility requirements. Information on the types of income benefits
that may be available and the eligibility requirements can be found at www.tdi.texas.gov or by visiting with OIEC
staff.

6. You may have the right to dispute resolution regarding income and medical benefits.
You may request Medical Dispute Resolution if you disagree with the insurance carrier regarding medical benefits.
You may request Indemnity (Income) Dispute Resolution if you disagree with the insurance carrier regarding income
benefits. The law provides that your dispute proceedings will be held within 75 miles from your residence.

7. You have the right to choose a treating doctor.
If you are in a Workers’ Compensation Health Care Network (network), you must choose your doctor from the
network’s treating doctor list. You may change your treating doctor once without network approval. If you are not in
a network, you may initially choose any doctor who is willing to treat your workers’ compensation injury; however,



PO Box 152539
Tampa, FL 33684-2539

Optum has been chosen to manage your workers’ compensation pharmacy benefits for your employer or their insurer. 
Below is your First Fill card that will allow you to receive your injury-related prescriptions at your local pharmacy. Please 
fill out the card based on the instructions below.

Employer:
Immediately upon receiving notice of injury, fill in the information 
above and give this form to the employee.

Injured Employee:
If you need a prescription filled for a work-related injury or 
illness, 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 and all major chains are included in the 
network. To find a network pharmacy call 1-866-599-5426 
or visit tmesys.com.

NOTE:  This First Fill card is only valid for your workers’ compensation injury or illness.

MAKING IT EASY...
TO GET WORKERS’ COMPENSATION PRESCRIPTIONS FILLED.

1-866-599-5426
Questions? Need Help?

IMP14-1

WORKERS’ COMPENSATION PRESCRIPTION DRUG PROGRAM

Notice to Cardholder: Present this card to the pharmacy to receive medication for 

your work-related injury. To locate a pharmacy: tmesys.com.

CARRIER/TPA EMPLOYER

INJURED WORKER NAME

SOCIAL SECURITY NUMBER DATE OF INJURY (YYMMDD)
Please provide directly to Pharmacist

The following entities comprise the Optum Workers Compensation and Auto No Fault division: PMSI, LLC, dba Optum Workers Compensation 
Services of Florida; Progressive Medical, LLC, dba Optum Workers Compensation Services of Ohio; Cypress Care, Inc. dba Optum Workers Com-
pensation  Services of Georgia; Healthcare Solutions, Inc., dba Optum Healthcare Solutions of Georgia; Settlement Solutions, LLC, dba Optum 
Settlement Solutions; Procura Management, Inc., dba Optum Managed  Care Services; Modern Medical, dba Optum Workers Compensation 
Medical Services, collectively  and individually referred as “Optum.”          

Attention Pharmacists: Enter RxBIN, RxPCN and GROUP. Member ID # format is 

the date of injury and SSN combined as follows: YYMMDD123456789.

Tmesys is the designated PBM for this patient.

Tmesys Pharmacy Help Desk 
1-800-964-2531

NDC Envoy

RxBIN 002538

RxPCN

GROUP

004261 or

CAL or

________

Envoy Acct. #

TASB Risk Mgmt. Fund Willis ISD

TASBFF




