 

A new form has been added for use when an employee reports an injury while on school premises. The new form is entitled "Authorization To Disclose Protected Health Information" and should be submitted with the "First Report of Injury".  This form will help prevent the delay that is caused when the insurance company must wait on this information to make a determination on some claims.  Please note...because of the authorization the employee will need to complete this form and sign at the appropriate place.  
 

 

guidelines to follow when a Workers Comp Injury/Illness is reported.

 
· *If an employee is injured while on the job, he/she shall immediately notify the supervisor/principal/designated person of that school/building where the injury/illness has occurred.  

· A form "First Report of Injury/Illness" [completed by Office Personnel] and "Authorization To Disclose Protected Health Information" [completed by employee] must be sent to the Superintendents office (within 24 hours of injury/illness).  

· If medical treatment is necessary the employee shall go to Hancock Occupational Health or to Hancock Memorial Hospital for treatment and/or evaluation of injury/illness.  

(An "Authorization for Treatment" form must be sent with the employee when referred to Hancock Occupational Health or Hancock Memorial Hospital.)
· If the employee wishes to consult a doctor of his/her choice, he/she may do so only after the initial visit to Occupational Health/Hancock Memorial Hospital.   

· The employee shall advise any physician(s) consulted that he/she has filed a Workers Compensation report with the school corporation for this injury/illness. 
· *If the injury/illness occurs on the school bus the bus driver shall notify the Transportation Director and/or the person designated by the director. 

 

If you have any questions please contact:

  

Greenfield-Central Community School Corporation
110 W. North Street

Greenfield, In 46140

(317) 462-4434 Telephone

(317) 467-4227 Fax
	ACORD  WORKERS COMPENSATION – FIRST REPORT OF INJURY OR ILLNESS

	EMPLOYER (NAME & ADDRESS INCL. ZIP
	Carrier/administrator claim number
	REPORT PURPOSE CODE

	Greenfield-Central Community School Corporation

110 W. North Street

Greenfield, IN  46140
	
	

	
	JURISDICTION
	JURISDICTION CLAIM NUMBER

	
	
	

	
	INSURED REPORT NUMBER

	SIC CODE
	EMPLOYER FEIN
	
	

	
	351100181
	EMPLOYER’S LOCATION ADDRESS (IF DIFFERENT)
	LOCATION #:

	
	
	
	PHONE#:

317-462-4434


  CARRIER/CLAIMS ADMINISTRATOR

	CARRIER (NAME, ADDRESS & PHONE NO)
	POLICY PERIOD
	CLAIMS ADMINISTRATOR (NAME, ADDRESS & PHONE NO)

	Indiana Insurance Company

P.O. Box 1967

Indianapolis, IN  46206-1967

800-562-2424

	7-10-07 to 7-10-08
	

	
	CHECK IF APPROPRIATE

(    SELF INSURANCE
	

	CARRIER FEIN
	POLICY/SELF-INSURED NUMBER


	ADMINISTRATOR FEIN



	
	WC9087343
	

	AGENT NAME & CODE NUMBER



	PENCE, LOW & BROOKS 01339


  EMPLOYEE/WAGE

	NAME (LAST, FIRST, MIDDLE


	DATE OF BIRTH


	SOCIAL SECURITY NUMBER

            -                    -
	DATE HIRED


	STATE OF HIRE



	ADDRESS (INCL. ZIP)
	SEX:
	MARITAL STATUS:
	OCCUPATION/JOB TITLE



	
	
	MALE
	
	UNMARRIED/

SINGLE/DIVORCED
	

	
	
	FEMALE
	
	
	EMPLOYMENT STATUS



	
	
	UNKNOWN
	
	MARRIED
	

	PHONE:
	# OF DEPENDENTS
	
	SEPARATED
	NCCI CLASS CODE



	
	
	
	UNKNOWN
	

	RATE

 $                                       PER: 
	
	DAY
	
	MONTH
	# DAYS WORKED/WEEK


	FULL PAY FOR DAY OF INJURY?
	
	YES
	
	NO

	
	
	WEEK
	
	OTHER
	
	DID SALARY CONTINUE?
	
	YES
	
	NO


OCCURRENCE/TREATMENT

	TIME EMPLOYEE BEGAN WORK:

                         :
	
	AM
	DATE OF INJURY/ILLNESS


	TIME OF OCCURRENCE

                   :
	
	AM
	DATE EMPLOYER NOTIFIED


	DATE DISABILITY BEGAN



	
	
	PM
	
	
	
	PM
	
	

	CONTACT NAME/PHONE NUMBER
	TYPE OF INJURY/ILLNESS
	PART OF BODY AFFECTED

	
	
	

	DID INJURY/ILLNESS EXPOSURE OCCUR ON EMPLOYER’S PREMISES?
	TYPE OF INJURY/ILLNESS CODE
	PART OF BODY AFFECTED CODE

	
	YES
	
	NO
	
	

	DEPARTMENT OR LOCATION WHERE ACCIDENT OR ILLNESS EXPOSURE OCCURRED


	ALL EQUIPMENT, MATERIALS, OR CHEMICALS EMPLOYEE WAS USING WHEN ACCIDENT OR ILLNESS EXPOSURE OCCURRED



	SPECIFIC ACTIVITY THIS EMPLOYEE WAS ENGAGED IN WHEN THE ACCIDENT OR ILLNESS EXPOSURE OCCURRED


	WORK PROCESS THE EMPLOYEE WAS ENGAGED IN WHEN ACCIDENT OR ILLNESS EXPOSURE OCCURRED



	HOW INJURY OR ILLNESS/ABNORMAL HEALTH CONDITION OCCURRED.  DESCRIBE THE SEQUENCCE OF EVENTS AND INCLUDE ANY OBJECTS OR SUBSTANCES THAT DIRECTLY INJURED THE EMPLOYEE OR MADE THE EMPLOYEE ILL


	

	
	CAUSE OF INJURY CODE



	DATE RETURN(ED) TO WORK


	IF FATAL, GIVE DATE OF DEATH


	WERE SAFEGUARDS OR SAFETY EQUIPMENT PROVIDED?

WERE THEY USED?
	
	YES
	
	NO

	
	
	
	
	YES
	
	NO

	PHYSICIAN/HEALTH CARE PROVIDER (NAME & ADDRESS
	HOSPITAL (NAME & ADDRESS)
	INITIAL TREATMENT

	
	
	
	NO MEDICAL TREATMENT

	
	
	
	MINOR: BY EMPLOYER

	
	
	
	MINOR: BY CLINIC/HOSP

	
	
	
	EMERGENCY CARE

	WITNESS (NAME & PHONE #)
	
	HOSPITALIZED > 24 HRS.

	
	
	FUTURE MAJOR MEDICAL/LOST TIME ANTICIPATED

	DATE ADMINISTRATOR NOTIFIED
	DATE PREPARED
	PREPARER’S NAME & TITLE
	PHONE NUMBER

	
	
	
	


AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION

1. I hereby authorize



(Name of Provider) to disclose the following protected health information (which may include information concerning the treatment for drug/alcohol abuse, mental health, and HIV/AIDS status) from the medical records of the patient listed below.

2. Patient name:



Date of Birth:



Address:








Street
City
State
Zip

3. Information to be disclosed to:





Company


Address


City
State
Zip

4. Disclose the following information for treatment dates:



to


:
( Complete Records

( Abstract

( Face Sheet

( Discharge Summary

( History & Physical

( Consult

( Outpatient Reports

( X-Ray

( Laboratory

( Pathology

( Physical Therapy

( Emergency Reports

( Other Specified:

NOTE TO PROVIDER OF MEDICAL RECORDS:  The disclosure of medical information has been authorized by the patient or legal representative.  It is not subject to HIPAA’s minimum necessary requirement.  Please provide all records requested.

5. Purpose of disclosure:
For purposes of investigating, evaluating and processing my claim.

6. I understand I may revoke this authorization at any time by requesting such of the above-referenced insurance company in writing unless action has already been taken in reliance upon it.

I understand that information used or disclosed pursuant to this authorization could be subject to redisclosure as necessary by the recipient and, if so, may not be subject to federal or state law protecting its confidentiality.

I understand that the provision of health care services to me by my provider is not conditioned on whether I sign this authorization.  This authorization only relates to the investigation, evaluation or processing of my claim.  IF I CHOOSE NOT TO SIGN THIS AUTHORIZATION, INSURANCE COVERAGE OR CLAIM PAYMENTS MAY BE DENIED OR DELAYED.

I understand I am entitled to a copy of this authorization.

7. This authorization expires on [upon] 



[Insert applicable date or event]


Signature of Patient or Legal Representative


    Printed name of Patient or Legal Representative



Date



   Relationship to patient or authority to act for patient



              (If signed by Legal Representative)

A copy of this authorization will be considered as valid as the original.

HANCOCK MEMORIAL OCCUPATIONAL HEALTH SERVICES

Hancock Memorial Center of Health, 124 W. Muskegon Drive, Greenfield, IN  46140

Telephone: 317-468-4830  (   FAX: 317-468-4832

Hours: Monday-Friday 7am-5pm

Extended Hours for Injury care: Monday-Friday 7am-11pm Saturday-Sunday 12pm-11pm


EMPLOYER AUTHORIZATION

FOR TREATMENT
To: Hancock Memorial Occupational Health Services

Please print or type

From: 





Employer


Address


Employee Name
Injury/Illness Date
Time Employee Left Company

Services Requested:




Special Instructions/Additional Information:




This is to authorize Hancock Memorial Occupational Health Services and/or Hancock Memorial Hospital Emergency Services to provide medical services as directed above to the named employee.  Employer assumes responsibility for all charges incurred for services rendered.






/

/






Authorized Employer Representative Signature
Date
Phone Number

SEE REVERSE SIDE FOR LOCATION


Hancock Memorial Occupational Health Services


124 W. Muskegon Drive


Greenfield, Indiana  46140


317-468-4830





From Hancock Memorial Hospital’s campus, turn north onto State Street (or State Road 9).  Follow it about 1 mile, to Muskegon Drive (Ameriana Bank and Applebee’s are at this intersection).  Turn West onto Muskegon.  Continue about ½ mile to the Hancock Memorial Center of Health, which is on the North side of Muskegon, just across from Aldi.  Enter suite 124 at the East end of the building.
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State Street or State Road 9





Muskegon Road





New Road
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Aldi











Ameriana Bank











Fletcher Dental











Hancock Memorial Center of Health
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