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CITY OF KETTERING
Safety & Health Program
Injury Reporting Packet

Responsibility for Safety

All City employees are responsible for safety.

The City Manager:

Commits to a safe working environment consistent with requirements of
applicable laws,

Assigns the responsibility of complying with this commitment to the individual
operating Department Directors.

Assigns responsibility for coordinating required training to the Director of Human
Resources.

Assigns central record keeping to the Human Resource Department.

Assigns the Human Resource Director the responsibility to develop and maintain
a Safety Committee to coordinate mutual needs including development of safety
programs.

Responsibilities of Department Directors

Department Directors are responsible for providing the support, financial resources, and overall
safety leadership in the department.

Enforcing safety rules and regulations.

Supporting supervisors in their safety responsibilities.

Keeping staff informed of new regulations and compliance issues.

Assigning a safety representative (may be Director or others) to run departmental
safety operation and participate on safety committee.

Responsibilities of Safety Coordinator/Executive Committee

The Safety Coordinator and the Executive Committee are responsible for facilitating the
Committee’s development of policies and procedures designated to enhance safety within the
City of Kettering and educating employees.

The Safety Coordinator and Executive Committee are responsible for:

Practicing and promoting safe work practices and compliance with safety
regulations.

Setting a good example for others.

Conducting meetings at least quarterly with the Safety Committee.

Taking immediate corrective action, as appropriate under the circumstances, for
hazardous conditions that exist that would cause personal injury to staff, citizens
or damage to equipment or buildings.

Notifying the Director of Human Resources, as well as the Department
Director/Manager responsible for areas in question.

Enforcing safety regulations and City safety policy.

Addressing hazards identified by employees.

Making recommendations to improve the safety performance of the department.
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Supporting safety training efforts and following-up on information learned in
training programs.

Educating employees in each department/work group as to safety policies,
iraining opportunities, and workplace hazards.

Responsibilities of Supervisors

Supervisors are responsible for ensuring work is completed in a safe manner by setting a good
example, having a positive, supportive attitude toward safely and enforcing safety policies.

Supervisors are responsible for:
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Practicing and promoling safe work practices and compliance with safety
regulations.

Assuring that all operations are conducted safely.

Assuring that all employees are trained and competent for the jobs they perform.
Supporting safety training efforls and following-up on information learned in
{raining programs.

Reporting all accidents, incidents and injuries immediately in accordance with
policy.

Being alert to safety and health hazards and correcting or reporting them.
Enforcing safety regulations and City safety policies.

Addressing hazards identified by employees.

Making recommendations to improve the safety performance of the depariment.
Making sure employees understand the hazards of the job, necessary
precautions and proper use of personal protective equipment.

Assuring that accident reports are completed and submitted in a timely manner.

Responsibilities of All Emplcoyees

Each employee of the City of Kettering has a personal and vital responsibility to work safely and
promote safety. Employees are required to perform their work in a way that will prevent injury
and iliness to themselves and fellow workers, and prevent property damage.

All City employees are responsible for:

- *® ® ® & =

« = e =

Maintaining active interest and participation in safety.

Complying with all City safety policies and regulations.

Reporting all accidents, incidents and injuries immediately.

Being alert to safety and health hazards and correcting or reporting them.
Performing all work in a safe manner.

Operating vehicles and equipment and doing tasks only when trained and
competent to do so.

Using equipment and vehicles safely and for their intended use.

Attending scheduled safety training programs.

Encouraging fellow employees to work safely.

Wearing personal protective equipment when required and when it makes good
sense.

Keeping work areas clean, orderly and free from hazards.

Setting a good example for others.
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Employee

1. Immediately report the incident or injury to your supervisor.

2. If medical treatment Is necessary:

* |nan emergency, seek treatment at the nearest medical facility.

»  We ask that you seek medical attention from US HealthWorks, our anchor medical
group. A map to their facliities is included in this packet.

*  You may seek initial treatment from any medical provider; If follow-up treatment is
necessary, a Bureau of Workers’ Compensation (BWC) certified provider must be used
or medical bills may be your responsibility.

» inform your physician that the injury is work related.

*  Let your supervisor know you have recelved medical treatment for your work-
related injury. (See Item #5 below for further details.)

3. Obtain an Incident or Injury Packet from your supervisor:

*  Complete the Employee’s Report of incident and Injury {must be turned In to your
supervisor within 24 hours of the Injury]. Complete all sections. If a section does not
apply, please list N/A in the space.

» If you have experienced a back injury, also complete the Report of Back Injury {turn in
to your supervisor}.

» If medical care Is raquired, the BWC First Report of Infury must be completed and
turned in to your doctor who will file the form with the BWC within 24 hours of the
first date of treatment.

= The MEDCO-14 Is included as a sample of return to work instructions you will receive
from the medical provider. Please submit any return to work instructions to your
supervisor,

* In the event that a prescription is necessary for the work related Injury, please refer to
the Workers’ Compensation Prescription and Medical Payments instruction sheet,

4. Take your CompManagement Health Systems Workers’ Compensation Identification Card
{included in your packet) to all appointments. The card explains billing procedures for the
provider and will eliminate potential billing problems.

5. Lelyour supervisor know that you have received medical treatment for your work-related
injury and submit return to work (RTW) instructtons from your doctor’s visit to your
supervisor, The MEDCO-14 is often used to list RTW instructions,

Keep your supervisor informed of the status of your work-related injury.
7. Contact Lori Skidmore, the Workers’ Compensation Coordinator, if you have any questions.
Your Workers’ Compensation Coordinator:
Lori Skidmore, Human Resources
Email: lori.skidmore@ketteringoh.org
Phone! 936-296-2446 » Fax: 937-296-3371
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EMPLOYEE’S REPORT OF INCIDENT OR INJURY

Employee Instructions | e This form is to be prepared by the employee within 24 hours of the incident or
injury and submitted to the Immediate Supervisor & Department/Division Director,

o Please complete ALL items. Use N/A when appropriate.

o Attach additional page If more space is needed for any item, noting Item.

Supervisor/Director o Please complete ALL items, Use N/A when appropriate.

Instructions ¢ Attach additional page if more space Is needed for any item, noting item.

e Scan or fax form to Lori Skidmore, Workers' Compensation Coordinator
(lori.skidmore@ketteringoh.org or fax 937-296-3371). Send the original form by
interoffice mail within 24 hours of the incident or injury.

Name OMale OFemale
Home Address Birth Date

City/State/Zip Telephone

Department Job Title

Date of incldent or injury Time Oa.m. Op.m,
Last date worked Date returned to work

Where did the Incident or injury occur? City premises? UYes [INo

Exact location (Number, Street, City, Zip)

How did the incident occur? Be specific — name any objects or substances involved.

Describe what you were doing just before the Incident and what you did after the incident.

What part(s) of your body was/were affected? (For example, right elbow, left knee, right index finger)

What type of injury did you experience? (For example, bruise, scrape, laceration, pull)

Name(s) of witness(es). Include address if not a City Employee.
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EMPLOYEE’S REPORT OF INCIDENT OR INJURY

To whom was the incident reported? Title/Position

Date reported Time Oa.m, Op.m.

if the incident was not reported at the time It occurred, please explain why.

When Incident occurred, were you using available safety equipment, following safety procedures? CIYes EINo

If no, explain

Was medical or emergency treatment necessary? [JYes [INo

Date of medical or emergency treatment

Name/address of physician or hospital

Did you complete/sign a Workers' Compensation Form when medical treatment was given? [CYes ONo [ON/A

Is this an aggravation of a previous Injury/symptom? OYes ONo

If yes, when were you last treated for the previous injury?

By whom or where were you last treated?

Have you ever had a similar Injury? [Yes LiNo

If yes, describe other injury

The above statements are complete, accurate and true to the best of my knowledge:

Date Employee’s Signature

Date parent/Guardian Signature if Employee is under 18 years of age

MEDICAL RELEASE (Under current workers’ compensation faw, the employer is entitled to a signed medical
release.} | hereby permit the release of medical informatlon, records, reports, notes and memorandum relative
to the disability, condition and Injury described above to my employer and/or employer’s representative,

Date Employee’s Signhature

Date Parent/Guardian Signature if Employee is under 18 years of age
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EMPLOYEE’S REPORT OF INCIDENT OR INJURY

SUPERVISOR’S REPORT

Supervisor’s Exceptions/Comments

Has employee ever complained of a similar disability? OYes LNo

If yes, state when and cause,

If employee was performing work to which he or she was not accustomed, state and describe nature of the
work,

Date Supervisor's Signature

NOTE: Signature by supervisor is verification that the supervisor has checked the validity and completeness of
the statements regarding the Incident or injury.

DEPARTMENT/DIVISION DIRECTOR’S REPORT

nid the employee receive proper safety Instruction from the supervisor regarding operation heing performed

at time of Incident? OYes ONo

Was there a safety violation? ElYes [INo

If a safety violation was involved, please describe violation in detail,

Action taken to prevent a recurrence of this type of incldent,

Date of meeting with employee and supervisor

Date Department/Diviston Director’s Signature

For Human Resource Dept, Use Only:

Reviewed by: Date of Review:
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EMPLOYEE’S REPORT OF BACK INJURY

(This form is to he completed and signed by an employee when a hack injury is reported. Use reverse side of
form if additional space Is needed for any item, noting item.)

Employee Name Jobh Title

What part of your back hurts now?

When did you first notlce this back pain? Date Time Oa.m, Cip.m,

What did you feel?

What were you doing at that time? (Explain in detail}

If you were lifting an object, what was it and how heavy?

What was your exact position when pain was flrst noticed?

Did anyone see you get hurt? Name/Title

Did you repott/mention this injury to anyone? Name/Title
Date Reported Time a.m. Bpam,

if the Injury was not reported at the time it occurred, please explain why,

Have you ever had a back injury? If yes, when?

If yes, were you treated by a doctor? Date

Name and address of doctor

Has it given you further trouble?

Have you ever received or filed for Workers’ Compensation hecause of a back Injury?

Other injury?
The above statements have been made by me and are true and correct to the best of my knowledge.

Date Employee’s Signature

Date Parent/Guardlan Signature If Employee is under 18 years of age

For Human Resource Dept. Use Only:

Reviewed by: Date of Review:
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Now doing business as

WESY HealthWorks:

MEDICAL GnRoOoUP
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First Report of an Injury,
Occupational Disease or Death

Oh . Bureau of Workers’
10 Compensation

This form can be completed and submitied online at

www.bwe,ohio.gov

Report your Injury by completing all three sections of this form

@ Complete as much of all three sections of this @® Ifyoudonotknowyouremployer's MCO, contact

form as possible to reduce the time necessary in
determining the claim. If this form is completed
by the injured worker at the first visit to a medical

BWC at 1-800-644-6292 and follow the prompts,
or use the MCO on BWC's Web site al www.
bwec.ohio.gov.

provider, the injured worker may give the FROI

to the provider to complete the treatment @ If you are unable to determine your MCO, mail

information section.The provider canthen submit or fax this form to the BWC customer service

the FROI to the MCO., office closest to your home. For information on
your local customer service office, please visit

@ Deliver, mail or fax the completed document to www.bwe.ohio.gov., or call 1-800-644-6292.
your employor oryouremployer's managedcare

organization (MCO).

Injured workers employed by a self-insuring employer

» Complete this form and give to your employer.
« Your employer should be able to tell you if he or she is a self-insuring employer.
¢ If your employer is self-insuring and you file this information with BWC, processing delays may occur,

For assistance In completing this form, call your BWC customer service office Monday through Friday, 8 a.m. -5 p.m.
Dayton Mansfield

3401 Park Center Drive, Suite 100 240 Tappan Drive, N., Suite A
Daylon, OH 45414-2577 Ontario, OH 44806-1366
Phone: 937-264-5000 Phone: 419-747-4090

Fax: 866-281-9356 Fax: 866-336-8350

Cambridge

61601 Southgate Road
Cambridge, OH 43725-9114
Phone: 740-435-4200

Fax: 866-281-93561

Portsmouth

1005 Fourth St.

Portsmouth, OH 45662-4315
Phone: 740-353-2187

Fax; 866-336-83b3

Canton Garfleld Heights

339 E. Maple St., Suite 200 4800 E. 131 St., Suite A

North Canton, OH 44720-2593 Garfield Heights, OH 44105-7132
Phone: 330-438-0638 Phone: 216-584-0100

Toll free: 800-713-0991 Toll free: 800-224-6446

Fax: 866-281-9362 Fax: 866-457-0590

Toledo

R0O. Box 794

1 Government Center, Suite 1136
Toledo, OH 43697-0794

Phone: 419-245-2700

Fax: 866-157-0694

Cleveland Cincinnati-Governor’s Hill
615 Superior Ave, W. 8650 Governor's Hill Drive
Cleveland, OH 44113-1889 Cincinnati, OH 45249-1369
Phone: 216-787-3050 Phone: 513-583-4400
Toll free: 800-821-7075 Fax: 866-281-9357
Fax: 866-336-834b

Lima Youngstown
Columbus 2025 E. Fourth St. 242 Federal Plaza, W., Suite 200
30 W. Spring St. Lima, OH 45804-4101 Youngstown, OH 44503-1206
Columbus, OH 43215-2256 Phone: 419-227-3127 Phone: 330-797-5500
Phone: 614-728-5416 Toll free; 888-419-3127 Toll free: 800-6b1-6446
fax: 866-336-8362 Fax: 866-336-8346 Fax: 866-457-0596
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€D Home address: Enter the home address where the
injured worker lives. Include the apartment number,
it applicable,
*» if 1he post office does not deliver mait {o the
home addross, list tha mailing address instead
of the home address,

& Department name: Enter the injured worker's
depariment o grea name where he/she normally
repors for work,

@ Wage rale: Enter the injured worker's rale of pay, and
thaen selact how often It Is received. (If the pay rate
being reportad s not hourly, report the gross amount.}
» If eight or more days of work will be missed, BWC

needs wage information for the 62 weeks prior 1o
the date of Injury. Submit wage informalion using
smployer payroll reporls, wage slatoment (BWC
form C-94-A}, W-2s, elc.

@ What days of tha week do you usuaily work? What
are your regular waork hours: Enter the days and
hours the injured worker normally works.,
+1f the days worked vary from week to waek, lisl the

aumber of hours workad in an average week.

/disease/death info.

injury

Wages: [fyourecoived wages during disabllity, please
axplain,

Occupation orjobtitle:Enter tho injured worker's type
of occupalion or actual job title at the time of injury,
occupalional discase or death.

- Injured worker and

Employer name: Enter the nama of the injured
worker's emplover al the time of the injury,
cecupational disease or death,

@ @ © &

Date of injury/disease: Enter the date injured worker
was injured, OR

if the injured worker contracted an oecupational
disease, determine which of the following heppened

mosl recently:

+ The oecupational disease was disgnosed by a medical provider;

+ The first medicat treatmony

s Tho Injured worker first quit work, due to the occupational disease.

Enter Lhis a3 the dale of occupational disease.

€ Datolastworked: Enter the last day worked as a resuft
of this Injury, occupational dissase or doath,

€D Date returned to work: Enter the date the injured
worker returned to work affer thse Injury or
occupational disease.

€D State where hired: Enter the state where the injured
worker was hired by the employer lisied on this
application,

@ Date employer nelifled: Enter the date the employer
wasnolified oftheinjury, occupationaldiseaseordeath.

@ State where supervised: Enter the slale where the
injuradworker was supervised by theemployerlisted
on this application,

@ Description of accident: Describe in detail the avents
that caused thainjury, occupational disease or death,
Attach additional sheets, if necessary.

O type of injury/disease and part of body affected:
Describethanatureoftheinjury, occupational disease
or death,

Indicate tho pari(s) of body injured, affected or that

caused the dealh,
Examgles:
» Laceration of first 1oe, loft fool;

» Sprain of fower right back; ste,

@ Injurad worker signature {injured workers only):
Please read the Benefil appHcation/medicsl
release information before signing and dating
this form,

Instructions
continued
on last page




Bureau of Workers’
Compensation

Ohio

First Report of an Injury,

Occupational Disease or Death

By signing this torm, 1.

infury or eecupational diseaso for hich | am fiting tis clalmy

v ircclloonwlece?rawrpensalionanwn:benermlhalmptwideciiot!ntl'ﬂscla?mun&e;0h§owurkers‘compcma|ionlaws;
+ Waive and release myight to receivo conspensation end benelies under tho workers' compensalion favws of sncther state for
\he injury et ercupationstdiseass, o1 death resubling from o lafury or occupationaf disease, for which L am filing this cfalmy
+ Ag:eel.ha'llhawMimjv-'i"mt!lleaclaimmamﬂms(ala!onhoIniuryorcccwalionalﬁiseasaoldeaUuewhinghwaﬂ

+ Confinn that Bave notreceived compens #tion andfor benefits under the workers' compensalion favss of srothed stato for this elaim,
and that | will netity BWC fmmediatsty upon recehing any compensation or benefits fromvaaiy sovice for s claine

WARNING:

Any person who oblaing compensation from
BWC or soflinsuring employers by knowingly
misrepresonting orconcealing facls, meking lalse
statementsoraccoptingcompansotiontovhidiho
or sha Is not antiifad, Is subject to lelony ciiminat
prosecution for fraud.

(R.C. 291348}

[ast name, first name, midale miial Secial Security number Martalsiatus [Deate of birth
0] Sng'e
Home mahng addross 1S 1 Matned Number of dopendents
3 rtsate [ Female 7 Diverced

City Siatg S-digit ZIF codo Counlry 1 dilfasant frain USA | (I Sepaated [Tigsanment raime

i 3 Widowed

“Wags rate 1 Houw 0l Menth ] Weed VWhat days of tho wook do you usually woik? Regular viork hours
Par. £ Year {3 Othet OSue OMon ODTues £ Wed D Thw [IFE {35a lﬁom To

-
Tiave you basn olfored or do vou expect (o receivo payment of wapes for This efaimn from anyono othet than tha Ohio Bureay

IOccupalmn or job lille

=} of Workers® Compensation?  [B¥es [No if yes, plesso explain.
Employer name
-]
S g address (nuisber and seees, cily of town, stale, ZIP codg and county)
=Y Tocaton i diferent from rnaling addiess ]
l“
=} Yves ihe place af atcidant of oxposurg on employel’s premisos? [JYas £3 Mo
tH nio, give acoident localian, street address, cily, state and ZIP cede)
Date of injuty/dsease Time of injury If fatad, gwe date of death | Tisie employac Daie [38) v.oiked | ale returned to viork
= dam. Opm began work Ta.m. [Jom.
TH Date huted State whera tired Date employer notfied Stata wheto supetvisat
o Doscripton of arcident {Descina the soguenca of events that deeclly Type of injuryknsoase and partls) of bedy alfected
7 iopured the omployes, of causud the diseaso or dealh.y {For exampte. sprain of fower loft back)
]

flonzf application release of infomation - Fan argdy gt Achmanter fha fioRueanct
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Wil the ingcident cause the injuiad wotker lo
1iss mght or moie days of work?

Cives [T No

ts tha injury causally relatod

|

to tha industual incident? Clves O o

E codo

i 11-dwgit BWE proviger nurnbes

Dale

Hualth-care provider signatuss

Eimployer policy nunther

{3 Employer 15 solfansuiing
O injured warkar 1s ovinarfpaiinarfmember of Him

Talaphone aumber
{ H

I‘Faa numbar
{

E-tnait addrass i Fadesal 1D

numbes Manual numbar

VWas employae trgated in an amelgancy ream?

{3 ves [] No

Was emplayen hospitahzed

overnight as an inpatiem? ElYes [(IMNo

W wealment was gvan ayway lrom work site, provide the facdily natne, strael add

ross, Cily, state and ZIP code

[l cartification - Tha employat
certihies that the facts i tivs
apphcation are conacl gnd vahd.

[} RRejection « The amployer
rejects tha vatidily of thus clairn for
the reasonis) hsted bolove.

[7] Glariffcation - The employer clarifios
and allovss the clzim for the conditionis} belovy:
[T Modical only {1 Lost Ume

& qe Oyera o

Employar signature and tisle

{}ate O5HA casg numbet

BWC-1101 (Rev. 6/12/2014}

FROI-1 {Combines €-1, C-2, C-3, C-6, C-50, 0D-1, OD-1-22)

Fhis form meots OSHA 301 roquirements



Completion

instructions
{continued)

Employer info.
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@D indicate the diagnosis and ICD codes for conditions being treated as a resuil of the injury,

@ Indicate the treating provider's medical opinion that the injury suslained is causally related lo the industria
incident, that the injury could result from the method {manner} of the accident, as described by the injured

e e 6

worker, il must ba clear that the diagnosis in all probability

occurred as a result of the injury,

Providing a valid E code will enable us to determine the claim more quickly and efficiently,

Enter the physician's or health-care provider's 11-digit BWC-assigned provider numbeor,

Signature of the health-care provider completing this form.
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£ COwifkation - Try emp'g e chatifing
@ 2rdateas 1he 8 iR (00 d 10 B
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Enter the emptoyer's BWC-assigned policy @
number, which is located on the BWC cenlificate
of coverage.

Enter the four-digit code that Indicales the (6]
injured worker's job classification, located on
the semiannual payroil report,
+ fyoudonotknowtheinjuredworker's manual
number, calt 1-800-644-6292 and follow the
prompts.
if certification is selected and the claim is allowsd,
it wllt promptly be paid. Employers cerlifying a
claim waive both the notice of receipt and notice
of firs{ order of compensation,

If rejection is selected, use the space provided
to list the roasons for rejection, Attach additional
sheals, if necessary.

Sself-insuring employers thal choose to clarify
certification may use the space provided. Attach
additional sheet, if necessary.

If this is an OSHA-reportable injury, include the
case number assigned by the employer. This form
meets OSHA 301 requiremants and may be used
inlieu of the OSHA 301 whenreporting recordable
injuries and Hlinesses to the federal government.

Note:

If your employee rmisses eight or more days of
work, BWC will need wage information for the
52 waeks prior to the date of injury. Submit wage
information using employer payrolireports, wage
statement (BWC form C-94-Al, W-2s, sic.




Oh . Bureau of Workers' Instructions for Completing the
lO Compensation Physician's Report of Work Ability

This form provides imporiant information about the injured worker’s ability to work.

+ The treating physician must submit this form each lime he/she sees the injured worker unless the injured worker has
been awarded permanent and total disability, has returned to work without reslrictions within seven days of the injury,
or is being treated after the trealing physician has released him/her to hisfher former position wilhout restriclions.

+ Please complete this form and provide a copy to the injured worker during his/her office visit. Fax a copy to the appro-
priate managed care organization (MCO) or to lhe injured worker's employer if self-Insured.

»This form or an equivalent physician-generated document may support a request for lemporary lotal compensation.
The equivalent document must contain, al a minimum, the dala elements required on this form. If you have submil-
ted previously equivalenl data elements that remain the same, indicate the name of the report that reflecls the injured
worker's current condilion, e.g., May 16, 2015, office note.

+ You may altach addilional medical documentation such as diagnostic test results and a trealment plan (o this form.

+ Failure to provide complete detailed informalion may delay or suspend compensation payments o the injured worker.

MEDCO-14 submisslon section: You must select only one of the lhree choices by selecting the appropriate box. If you
previously completed a MEDCO-14 and lhere are changes, you must indicate the changes in lhe appropriate seclion on the
form, and select the yes box in that seclion. For all other seclions, you would make no enlry, and select the no box.

Employment/occupation section: Please Indicate if you have reviewed a description of the injured worker’s job held on the
date of the injury. Please indicate all sources providing you a description of the injured worker's job. If you do not have a copy
of the injured worker's job descriptton, BWC or the MCO can help secure one.

Work status/Injured worker's capabilities sectlon: Please complete this seclion as accuralely and thoroughly as possible,
as BWC will use this information to understand the injured worker's work stalus and help facilitate his/her appropriate and
safe return to work eilher to his/her job held on the date of injury or an allernative job if he/she cannot return to the job held
on the date of injury.

3A: Please indicate if the injured worker has any physical or health restrictions related only to the allowed conditions In the
clalm, Il there are restrictions, please indicate if the restriclions are permanent or temporary. If there are no relaled restrictions
you should check the release to work box. The date of the exam will be Ihe releass to work date.

3B: If there are reslrictions related only to the allowed conditions In the clalm, indicate whether or not the injured worker
can return to the full duties of his/her job held on the date of injury. If you determine lhe injured worker cannol relurn lo the
full duties of his/her job held on the date of the injury, you must included the date for which you indicate the injured worker
could not fully perform the dulies of his/her job held on the dale of the injury. You musl also indicate an eslimated date when
you believe the injured worker should be able to fully perform the duties of the job held on the date of injury. It Is imperative
that you follow all 3B Instructlons. This will facllitate appropriate processing of the Injured worker's claim. Updates
to ctates in 3B requires 4A to be completed.

3C: Although an Injured worker may not be able to fully return to the job held on the dale of injury, understanding the injured
worker's capabilities will assist in idenlifying appropriate and safe work (hat an injured worker may be able to perform. If an
injured worker may relurn to available and appropriate work wilh restrictions accommodated, please indicate lhe possible
relurn to work date. Further, to facilitale BWC's efforts to safely refurn an injured worker to appropriate work, indicate which
of the aclivities listed in this section, the injured worker can perform. The following definilions apply lo the section on Lifting/
carrying, Pushing/pulling and Activity with the percentages reflecled as they relate to an eight-hour workday:

+ Naver — 0 percent;

+  Occasionally — 1 percent o 33 percent, four to six repstitions per hour,

+  Frequenlly — 34 percent lo 66 percenl, six to 12 repetilions per hour;

+ Continuously — 87 percent to 100 percent, greater than 12 repelitions per hour.
Please nole that if the “yes” box is checked in response to the question of whether the injured worker has funclional reslrictions
based only on allowed psychological conditions the MEDCO-16 should be referenced as needed.

We encourage you, in the space provided, to provide any additional information you believe would bensfit the injured worker’s
safety and care relalive to any return to work considerations.

BWC-3914 (Rev. Aug. 21, 2015) Instructions continued on page two
MEDCO-14



Bureau of Workers’ Instructions for Completing the
Compensation Physician's Report of Work Ability

Instructions continued

4A: Disahility period Informatlon section: It is critical that If you answered No to 3B or made changes to dates In 3B
this sectlon Is fully completed: Please furnish the narralive descriplion of the diagnosis(es), sile/location and International
Classificalion of Diseases code for only allowed conditions being Ireated. You must indicate by checking the appropriate hox
whether the allowed condition is preventing the Injured worker from returning lo the job held on the date of injury.

4B: In this area you should list all olher relevant condilions that impact trealment of lhe allowed conditions In the claim.

Clinical findings sectlon: Provide medical ralionale for the delay in lhe Injured worker's recovery and the barriers to relurn
to work.

Maximum medical improvement (MMI) section: Provide the MMI date or explain why 1he injured worker has not reached
MMI. Provide the proposed treatment plan, including estimated duration.

Vocational rehabilitation sectlon: if the injured worker Is not a candidale for vocational rehabilitation, explain and recom-
mend aclions lo help the injured worker return o employment.

Treating physiclan's signature section: Sign and date this form. Your signature indicates you have answered the questions
as lruthfully and complelely as possible.

For more Information or assistance

Please contact your local BWC customer service office, or call 1-800-644-6292. You can obtain BWC forms at www.bwc.ohio.
gov, at all BWC customer service officas, or by calling 1-800-644-6292 and listening to the options to reach a BWC customer
service represenlalive.

BWC-3914 (Rev. Aug. 21, 2015)
MEDCO-14



Print or Fax |

Oh = Bureau of Workers’ Physician's Report of Work Ability
lO Compensation

Injured worker name Claim number

Date of last appoinlmentlexaminalibni Date of Ihis appoiniment/examinalion | Date of next appoiniment/examination

Dale of inmry

MEDCO-14 submission (Seloct one of the options helow.)

7] 1 have never completed a MEDCO-14. Procoed fo section 2.
I | have previously completed a MEDCO-14, and all of the informalion remains the same. Proceed (o and complete section 8.
I 1 have previously completed a MEDCO-14, and | am providing updates appropriately checking Yes or No on each section.

Employment/Occupation (Complete this sectlon and proceed to section 3.) {(Updates Yes [0 No[T)
Have you reviewed the description of Ihe injured worker's job held on the dale of injury (former position of employment)? Yes M Nold

If yes - please indicate who (select all sources) provided the job description L] Injured worker U Employer 1 Mco O 8we

rk statusl/injured worker's capabllitics {Updates Yes [ No [)

Does the injured worker have any physical or heallh reslrclions relaled lo altowed condilions in the claim? Yes O No(J
3A | If yes, are the restrictions: 1] Permanent [] Temporary Proceed to section 3B.
If no, please check the box to indicate the Injured worker is released to work as of the dale of this exam. [ Proceed to section 8.

If there are restriclions, can the injured worker return to the full duties of hisfher jeb held on Ihe dale of injury (former position of
employment)? Yes[] No [
If yes, please check the box to indicale thal the injured worker is released lo work as of the dale of this exam. [ Proceed to section 8.
38 | If no, please indicate when the injured worker could not do the job held on the dale of injury for this period of restricted duly.

Dale: ;
Please eslimale when the injured worker should be able lo return to the job held on Lhe date of injury for this period of reslricted duly.
Dale: . Proceed lo section 3C,

Ploase Indlcate which of the activities listed below the Injured worker can perform (even If the response to 3B Is No.)

If the injured worker is nol released to the former position of employment but may return lo available and appropriate work with
restriclions, please indicale lhe possible return to work date: ;

The injured worker can perform simple grasping with: L Left hand ["1Right hand M Both

The injured worker can perform repetitive wrist molion with: [ Left hand M Right hand [ Both

The injured worker's dominant hand is: [~ Left [ Right

The injured worker can perform repelilive actions to operate foot controls or motor vehicles with: [ Left foot | Right foot [~ Bolh

If the injured worker is taking prescribed medications for the allowed conditions in this claim, can the injured worker safely:

*Operate heavy machinery: [JYes [INo *Drive: O Yes [ No *Perform other critical job lasks as defined by any source listed
above in section 2: [} Yes [1No

MiRBously= | Litingicarying | N | O | F | | Pushing/puling [N [0 [ F [ ¢

Aclivity N | o | F|c|Actviy N|[O|F|C]|O0-t0lbs. [ 0| 0to251bs. niololo

Bend MM 0|0 | Reach above shoulder MMy 1e-200bs, OO0 {0 ] 26 to 40 bbs. cClojcio

squatkneo! ||| 1| = | Typekeyboard EEEEEE R EE R E I N

wistom |1 A A [0 [Work witcotd substances | 1| 01| T1{ 01 a1-s0ms. [D{ | DM |e1t0100s. |00 nlol
3 Climb [ ] 77| Work with hot substances i Ol ) et-100bs. (| [ 21|17 | 100+ lbs. rirric

How many lotal hours can the injured worker work: per week per day?

In an eight-hour workday, how many tolal hours can the injured worker: Sit: ___ hours [ Continuously [ With break

Walk: ____hours [] Continuously [JWilh break Stand: ____ hours [J Continuously [ With break

Does lhe injured worker have any funclional restriclions based only on allowed psychological condilions? [C] Yes [ No IfYes,
please describe in space provided below. Note: If Yes is indicaled please referonce ihe MEDCO-16 as needed.
Addilionally, in this space, please provide any addilional information addressing (he injured worker's capabililies and/or job

accommodalions which may not be addressed above.

BWC-3914 (Rev. Aug. 21, 2015) Proceed fo section 4.
MEDCQO-14



Tnjured viorker name Clalm number Date of Injury

isah D akio B abiove 0" or dales undated » ali 4A flela aing sileflocatio anplicalile st o conpleled {Upda[esYes[:] NoD)

Complete the chart below and furnish the narralive description of the diagnosis{es), site/location, if applicable, and internalional
Classification of Diseases (ICD) code{s) far the conditicn{s) being treated due 1o the work-relaled injury/disease. Please indicale if
the condition is preventing the injured weorker from relurning to job duties hefshea held on the date of injury.

) - . , Sileflocalien o is lhe condilion praventing full duly releass lo
Nairalivo description of tha work-refalad atlov/ad condliion if applicable code tha job Injured worker held on the date of injury?

Yes|_ Nol.

4A
Yos [} NoiJ
Yos i Nol!

Yasit Noi®
Yos[] Nol.

List ait other relevant conditions thal impact treatment of the conclilions lisled above (e.g., co-morbiditios or nol yet allowed conditions).

48

The mjured worker is progressing: £1As expecled F'i Bel!er than expecled D Slower than expecled
Provide your clinical and objective findings supporing your medical opinion oullined on this form. List barriers lo return o work and

reason, for the injured worker's delay in recovery.

MMI isa lrealment pldieau {static or welt slablhzed) al Wthh ne I'undamen!at lunclional or physuoéoglcal change can be expectad within
reasonable medical probabitily, in spite of conlinuing medical or rehabillitalive procedures. Has the work-related injury(s) or accupational
disease reached MM based on the definition above? Yes[] NolJ

If yes, give MMI date; .l no, please provide the proposed lrealmenl plan, including estimaled duralion of each lreat-

¢ | ment (altach addilional sheel if necessary).

Nota: An injured worker may (eed supportive reatmen! lo malntain his or her levet of funclion after reaching MMI, Thus, periedic medical {reatment

may sml be requesled and provided
ationat'y i (Updales Yes [ NolD)

Voca!tonai rehablhlahon is an ;ndwtduahzed and volunlary program for an eligible injured worker who needs assislance in safely returning fo
work or i relaining employment. This program can be lailored around an injured worker's restriclions and may provide job seeking skills or
necessary relraining. Is the injured worker a candidate for vocallonal rehabilitation services focusing on return to work?

Yes [ No [ If no, please explain why and provide your recommendalions to help tho injured worker refurn lo employment,

i cenlify 1he |nformaﬁon on ihss form Is corract {o Lho besl of my knowledgs. | am aware lhat any person who knowingly makes a false
statement, misrepresentation, conceatment of facl or any other aci of fraud o obtain paymenl as provided by BWGC, or who knowingly
accepls payment {o which lhet person is nol enlitfed, is subjec! 1o felony criminal prosecudion and may be punished, under appropiriate
criminal provisions, by a fine or imprisonment or bolh,

Treating physician's name (please print legibly) Address. cily, stale, ning-digit ZIP code

Treating physician's signature

BWC provider {Peach) number Date Telephone number Fax number

BWC-3914 (Rev. Aug. 21, 2015)
MEDCQO-14




Workers’ Compensation
Prescription and Medical Payments

Prescriptions

s After your claim is altowed, give your prescription with your claim number to any BWC-certifled
pharmacy. They will bill BWC's Pharmacy Benefits Manager (PBM) directly, and you will have no
deductible or co-pay on allowed medications in your claim.

+ A pharmacy can {ill a 10-day supply of your first prescription before the claim is allowed or has a BWC
claim number. The pharmacy should use your Soclal Security number, date of injury and write "for work-
related injury” on the script.

+if you have paid for a prescription and need to be reimbursed, you have two options.
1. After your clalm Is allowed, ask your pharmacist to resubmit the prescription o BWC's PBM. The
PBM will pay the pharmacy the allowed amount for the prescription, and the pharmacy will

reimburse you.
2. File a Request for Injured Worker Outpatient Medication Reimbursement (C-17). Attach
prescription fabels with pricing information and mail to address listed on the C-17 form.

Medical bills

Give your claim number to all of your medical providers who treat you for the allowed conditions in your
claim. You should recelve a BWC ID card that lists your claim number and managed care prganization
{MCO} contact information. The medical provider will request authorization for all medical treatment
from the MCO assigned to your claim and listed on your |1D card. {The City’s MCO is CompManagement
Health Systems.)

Take your CompManagement Health Systems Workers’ Compensation Identification Card (included in
vour packet) to ail appointments. The card explains billing procedures for the provider and will
eliminate potential billing problems.

Surgery and diagnostic tests

Your treating medical doctor, or physiclan of record, will submit a Physician’s Request for Medlcal
Service or Recommendation for Additional Conditions for Industrial Injury or Occupational Disease (C-9)
to the assigned MCO for pre-authorization of surgeries or diagnostic tests for the allowed conditions in

the cltaim.

Medical hills for additional conditions

Sometimes the treating medical doctor will need BWC to add an additional condition to the claim before
the MCO can authorize additienal treatment, The medical bilt for the treatment {or the additional
condition cannot be paid untit the additional condition is allowed in the claim,.

if BWC disatlows the claim, bills become the injured worker’s responsibllity,

Source: www.bwe.chio.gov
s:\incident or Infury packet\7 prescription and medical payments.docx, 03/01/17



Workers' Compensation Identification Card

| (888) 247-7799 Customer Scrvice
[ (888) 247-4800 Injury Report Number

State Insured Employer
CITY OF KETTERING
35705702-0

- Preseripdion ynostions; cantact 1o
ihe). Pharmacy Benefils Monnges at | (B00) 6:41.6202
Crry e RETTERING press O, seleet option 3, then selest option 2.
3 ! ¥

Rimployer hns alternate duty program that accommindales restrictions,
Fax all information within 24 hours of visit 1o 1 (800) 334-4229
or (614) 718-9870,

Sewdl bills (o _

Compivianagement Heallh Systems, Inc.

Attn: Bitling Dept, )

P.0. Box 1040 Cavpenphviamaugiesaes
Dllb]il‘l, OhiO (130 ’ r’ Fhaalth topstasas, g

Complanngement Henllh Systems, Ino. provides administrative servicos
and network aceess only awd does not assume uny liancial visk or
obligation with respect to clnims.

Phis curd does nof puarantee clidm approvel,



The City Manager hereby delegates the appropriate responsibility and authority to administer
this policy to the Department Directors.

Approved:

Date ’ Mark Schwieterman

City Manager
Issued: w
bou (Y ( . / MWK
Date Sara E. Mills Klein
Dlrector of Human Resources

— Reviewed 05/18.
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