
1.	 Federal	Employer's	Identification	Number	_________________________________________			Date	of	hire __________________

2.	 Name	of	employer	____________________________________________________________		Phone	______________________

3.	 Mailing	address	__________________________________________________________________________________________________________
    Street City State ZIP

4.	 Location,	if	different	from	mailing	address	______________________________________________________________________________________
     Street City State ZIP 

5.	 Nature	of	business_________________________________		 NAICS	or	S.I.C.	Code___________			Dept.	or	division	___________________________

6.	 Name	of	employee	_________________________________________________________________________________							Age______			Sex______
First  Middle Last

7.	 Home	address 	__________________________________________________________________________________________________________
    Street City State   ZIP

Birth	 Employee's Home
8.	 SSN	_____________________		date	________________	 occupation	________________________________	 phone		_________________________

9.	 Date	of	injury	or	occupational	disease__________________										Time	of	injury_________			a.m.		/		p.m.

Date	reported	to	employer	__________________					Date	disability	began	__________________			Gross	average	weekly	wage		$_________________

10.	 Place	of	accident	or	last	exposure 	____________________________________________________________________________________________
City County State

11.	 Was	accident	or	last	exposure	on	employer's	premises?									c YES								c NO				

12.	 How	did	accident	occur? 		___________________________________________________________________________________________________

________________________________________________________________________________________________________________________

13.	 What	was	employee	doing	when	injured?		______________________________________________________________________________________

________________________________________________________________________________________________________________________

14.	 Name	substance	or	object	that	directly	caused	injury*	____________________________________________________________________________
________________________________________________________________________________________________________________________

15.	 Describe	in	detail	nature	and	extent	of	injury,	indicate	part	of	body	involved	*	___________________________________________________________
________________________________________________________________________________________________________________________

16.	 Was	worker	admitted	to	hospital?						c YES						c NO				Date__________________									Treated	by	emergency	room	only?					c YES					c NO

Hospital	name	and	address 	_________________________________________________________________________________________________

17.	 Name	and	address	of	attending	physician	or	clinic 	_______________________________________________________________________________

________________________________________________________________________________________________________________________

18.	 Has	employee	returned	to	regular	duty? 		c YES								c NO Light	duty?						c YES								c NO										Date_________________________

19.	 Is	compensation	now	being	paid?						c YES								c NO Date	first/initial	payment____________________

20. Weekly	compensation	rate	$____________________ Is	further	medical	aid	needed?										c YES							c NO						c UNKNOWN		

21.	 Did	employee	die?				c YES						c NO			If	YES,	give	date	of	death___________________		(File	amended	report	within	28	days	if	death	subsequently	occurs.)  

22.	 Name(s)	and	address(es)	of	dependents	(death	cases	only)	________________________________________________________________________

________________________________________________________________________________________________________________________

23.	 Insurance	carrier	and	third	party	administrator	___________________________________________________________________________________

Address	 ________________________________________________________________________________		Phone	__________________________
Street City State ZIP 

Policy	number____________________________________________			Name	of	agent___________________________________________________

Claim	number___________________________________	 	Name	of	claim	representative________________________________________________

24.	 Date	of	report_________________		Completed	by______________________________________		 Title_____________________________________

OSHA Case or File Number ______________________________

KANSAS	DEPARTMENT	OF	LABOR
www.dol.ks.gov

ACCIDENT REPORT 
K-WC	1101-A	(Rev.	10-13)
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There	is	a	$250	penalty	for	repeated	failure	to	file	accident	reports	within	28	days	of	the	date	the	
employer	is	informed	of	the	accident.	Submission does not constitute admission of liability. 

– SEE INSTRUCTIONS ON PAGE 2 –

Send	this	completed	form	to	your	
insurer,	third	party	administrator	
or	pool	association	for	submission	
electronically	to	the	Division	of	
Workers	Compensation.

Direct questions or comments to:
Toll	free	(800)	332-0353

FOR
OFFICE

USE

CAUSE

NATURE

						SEVERITY

COUNTY

SOURCE

MEMBER

0	-	NO	TIME	LOST
1	-	TIME	LOST
2	-	MEDICAL
3	-	FATAL

(										)

(										)

(										)



Instructions
You	must	answer	every	question;	failure	to	answer	all	questions	may	cause	the	report	to	be	returned	to	the	
employer.	Returned	accident	reports	may	cause	a	delay	of	benefits	to	the	injured	employees	and	could	subject	the	
employer	to	fines.

The	employer	must	send	this	accident	report	to	its	insurance	carrier,	third	party	administrator	or	pool	association	
for	electronic	submission	to	the	Kansas	Department	of	Labor	Division	of	Workers	Compensation.	

*Instructions for Questions 14 and 15
14:	Name	the	object	or	substance	which	directly	injured	the	employee.	Example:	machine	or	object	employee

struck	or	struck	employee;	vapor	or	poison	employee	inhaled	or	swallowed;	chemicals	or	radiation	which	
irritated	employee's	skin;	if	hernia,	the	object	employee	was	lifting	or	pulling;	etc.

15:	Be	as	specific	as	possible	indicating	all	that	is	known	about	the	injury.	Name	the	part	of	body	injured.

Definition of an Incapacitating Injury
The	Workers’	Compensation	Act	sets	forth	a	strict	time	frame	for	filing	accident	reports	with	the	division.	The	
controlling	statute	is	K.S.A.	44-557(a),	which	reads	as	follows:

(a) it	is	hereby	made	the	duty	of	every	employer	to	make	or	cause	to	be	made	a	report	to	the
director	of	any	accident,	or	claimed	or	alleged	accident,	to	any	employee	which	occurs	in	the
course	of	the	employee’s	employment	and	of	which	the	employer	or	the	employer’s	supervisor
has	knowledge,	which	report	shall	be	made	upon	a	form	to	be	prepared	by	the	director,	within	28
days,	after	the	receipt	of	such	knowledge,	if	the	personal	injuries	which	are	sustained	by	such
accidents	are	sufficient	wholly	or	partially	to	incapacitate	the	person	injured	from	labor	or	service
for	more	than	the	remainder	of	the	day,	shift	or	turn	on	which	such	injuries	were	sustained.

Accident	reports	are	not	required	for	every	work-related	injury.	The	statute	requires	a	report	to	be	filed	when	the	
worker's	whole	or	partial	incapacity	continues	beyond	the	"day,	turn,	or	shift	which	such	injuries	are	sustained"	
as	the	result	of	accident.	"Incapacity"	is	not	specifically	defined	within	the	law,	but	the	division	believes	that	the	
Legislature's	intent	was	to	reference	a	worker's	whole	or	partial	loss	of	the	ability	to	perform	his	or	her	ordinary	
job	tasks.	When	in	doubt,	keep	in	mind	the	law	contains	no	penalty	for	filing	a	report	that	ultimately	proves	to	be	
unnecessary.	There are penalties, however, for failing to file a report when one was required.	The	penalties	
include	fines	and	limitations	on	the	defenses	the	employer	may	assert	if	a	claim	is	filed.

OSHA Recordkeeping
The	employer	must	complete	an	Injury	and	Illness	Incident	Report,	OSHA	Form	301,	within	seven	(7)	days	of	
learning	that	a	work-related	injury	or	illness	has	occurred.	According	to	OSHA's	recordkeeping	rule,	you	must	keep	
Form	301,	or	an	equivalent	substitute	on	file	for	five	(5)	years.

To	learn	more	about	OSHA's	recordkeeping	requirements	and	download	forms,	visit:
www.osha.gov/recordkeeping/RKforms.html 
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First Fill Instructions for RAS 

 
 

 

 

 

*In some instances, an individual pharmacy may be removed from the network due to non-conformity Albertsons Discount Drug Mart Good Neighbor Pharmacy Long’s Drug Sam’s Club 
BI-LO Drug Emporium H E B Drug stores Medicine Shoppe Shopko 

Bartell Drugs Family Pharmacy Health mart Meijer Shoprite 
Brooks Pharmacy Fred’s Hy-Vee Publix  

Costco Fruth Pharmacy Kroger Rite Aid  
CVS Giant Eagle Pharmacy Lewis Drug Safeway Walmart 

Estimado Trabajador, 

Alius Health es socio de RAS ya ha sido seleccionado para administrar su plan de medicamentos recetados para su lesiones. Aquí esta 
su tarjeta de prescripción temporal que permite hasta 10 días de medicamento. Una vez que su reclamación ha sido aceptada por RAS, 
se le enviara una tarjeta de reemplazo para requerir tratamiento continuo. La tarjeta nueva le va a permitir medicamentos 
mensualmente relacionados a su lesion.  

Nuestra extensa red de farmacias include las siguientes. Simplemente present esta carta junto con su recetas a una farmacia 
participantes. Para verificar si su farmacia preferida esta en nuestra red de farmacias puede utilizar nuestro localizador de farmacia en 
www.Aliushealth.com o llamar 740-661-4463. Nuestra horas de operación son de Lunes a Viernes de 9:00am-7:00pm tiempo de oeste. 

Dear Injured Claimant, 

Alius Health is a business partner of RAS and has been selected 
to administer your injury prescription drug plan. Attached is 
your temporary prescription card allowing up to a 10-day 
supply of medication. Once your claim has been accepted by 
RAS, a replacement prescription card will be sent to you if you 
require ongoing treatment. The new card will allow monthly 
medications related to your injury.  

Our extensive pharmacy network includes those below. Simply 
present this letter along with your prescription(s) to a 
participating pharmacy. To verify if your preferred pharmacy is 
in the network, you can use our pharmacy locator on 
www.Aliushealth.com or call 740-661-4463. Our office hours 
are Monday through Friday 9am – 7pm Eastern Standard Time. 

Name:  

Member ID is DOB (YYYYMMDD) and last 4 digits of SSN 
Example: ALIUS194401011234

Person Code: 01 
RxGroup #: ALHFF1320216999 
RxBIN/IIN: 610729 
RxPCN: ALIUS 

ATTENTION PHARMACISTS: Please process 
prescriptions through Script Care. For questions, 
please call Alius Health 740-661-4463 

ATTENTION INJURED CLAIMANT: The use of 
this prescription card is restricted to your 
allowed injury’ condition only. Possession of this 
card does not guarantee benefits.  

Member ID: AL IUS 

Supervalu
Walgreens

http://www.aliushealth.com/


Continued on next page 

SUPERVISOR’S REPORT OF ACCIDENT 
The primary purpose of the SRA is to investigate the accident. It is also used to report the accident to the central office where the 
First Report of Injury is then completed by administrative personnel. The SRA should be filled out as soon as possible after the 
accident.

Every accident should be investigated, and the causes corrected so that more accidents will not occur. Do not overlook the so-called 
“unimportant’ cases, because, except for “chance” they could also have been serious. It is only by thorough investigation that many of 
the real causes can be determined and corrected. This report should not be completed by the injured employee. 

INJURED WORKER 
Name of Employee: Company: Department: Date of Accident: 

Time: Did Employee lose time from work?  
☐ Yes  ☐ No 

Hours lost on date of accident: Has employee returned to work: 
☐ Yes  ☐ No 

Job Title: Service with the Company: Years in present job: 

SAFETY QUESTIONS 

1. 
Was injured person properly instructed in safe and efficient methods? ☐ Yes ☐ No 
Supervisors should instruct their employees on how to do the job efficiently and safely. 

2. 
Did injured person violate any instructions? ☐ Yes ☐ No 
What was the violation? 

3. 
Was necessary protective equipment worn? (if applicable) ☐ Yes ☐ No 
The supervisor should have told the employee what personal protective equipment is necessary to do the job. Did the employee wear the personal 
protective equipment when this job was being done? 

4. 
Did poor housekeeping contribute to injury? ☐ Yes ☐ No 
Was the work area clean and well organized? i.e., scraps on the floor, blocked aisles, wet floor, spilled food, etc. 

5. 
Did horseplay cause the injury? ☐ Yes ☐ No 
Was there inadequate supervision? Did horseplay or practical jokes contribute to the accident? 

6. 
Was it caused by something that needed repairs? ☐ Yes ☐ No 
i.e., broken ladder, bad electric cord on drill, etc.

7. 
Should a guard be provided? ☐ Yes ☐ No 
i.e., guard around the belts and pulleys, railing properly in place, guard on saw, etc.

8. 
Did any bodily defect contribute to injury? ☐ Yes ☐ No 
i.e., poor vision, previous back injury, etc.

9. 
Was it caused by an unsafe act? ☐ Yes ☐ No 
Most injuries are caused in part by unsafe acts. An Unsafe Act is something that the injured person or another person did, that he or she should not 
have done, which led to the accident. Below is a list of the most common unsafe acts and contributing factors: 

1. Operating without authority
2. Failure to warn or secure 
3. Operating at unsafe speed 
4. Making safety devices in-operative
5. Using equipment, tools, materials or vehicles unsafely
6. Using defective equipment, materials, tools or vehicles 
7. Failure to use personal protective equipment 
8. Failure to use equipment provided (except personal protective equipment)
9. Unsafe loading, placing and mixing

 

10. Unsafe lifting and carrying (including insecure grip) 
11. Taking an unsafe position
12. Adjusting, clearing jams, cleaning machinery in motion
13. Distracting, teasing
14. Poor housekeeping practices 
15. Disregard of instructions
16. Lack of knowledge or skill
17. Action of other than injured
18. Others… 

10. Did injured report the injury to you, the supervisor, immediately? ☐ Yes ☐ No



SupervisorReport 
Rev 02/20 

OFFICES IN SOUTH DAKOTA AND MINNESOTA 
Mailing Address: PO Box 89310, Sioux Falls, SD 57109-9310  

Phone. 800.732.1486 | Fax. 877.884.6573| Email: www.RASCompanies.com  

ACCIDENT INFORMATION 
Accident – Describe what injured was doing at time of accident, what happened, who was involved, nature of injury, part of body 
affected. Example: John was drilling a hole in the ceiling and chips of plaster fell into his eye.

Witnesses’ Names: 

Unsafe Acts – What did the employee or another person do incorrectly? 
Refer to Question 9 above and examples of Unsafe Acts. Example: John was not wearing proper personal protective equipment. 

UNSAFE CONDITIONS 
1. Defective tools, equipment, substances 
2. Unsafe design or construction 
3. Hazardous arrangement 
4. Improper illumination 
5. Improper ventilation 

6. Improper dress 
7. Poor housekeeping 
8. Congested area 
9. Other 

Actions Taken – What did you do to correct the conditions which caused this accident?  
Example – John has been re-instructed to wear proper personal protective equipment such as goggles or face shield when drilling overhead. 

Remedies – What should your organization do to prevent other injuries like this? 
Example – Standard safety policy should be adopted that requires use of personal protective equipment. This policy should be strictly enforced by the supervisors. 

MEDICAL CARE 

Did employee go to doctor or hospital? ☐ Yes ☐ No   If yes please complete the following below 

Date of Initial Visit: Name of Doctor or Hospital: Address: Phone: 

As a supervisor, do you feel that this injury should be covered under Workers’ Compensation? ☐ Yes ☐ No 

Report Submitted by: (Name and Title) Date: 



DIVISION OF WORKERS COMPENSATION – OMBUDSMAN / CLAIMS ADVISORY UNIT 
401 SW Topeka Blvd., Ste. 2, Topeka, KS 66603-3105  •  Phone (785) 296-4000,  (800) 332-0353  •  Fax (785) 296-0025 

Kansas Department of Labor   Page 2 of 2 

Information for Injured Employees 
K-WC 27-A (Rev. 2-14) 

RESPONSIBILITIES OF THE EMPLOYER 

1. Unless self-insured, the employer must advise its insurance carrier or group-funded pool of
employee’s injury.

Per K.S.A. 44-557, it is the duty of every employer to make or cause to be made a report to the
director of any accident, or claimed or alleged accident, to any employee which occurs in the
course of the employee’s employment and of which the employer or the employer’s supervisor has
knowledge, which report shall be made upon a form to be prepared by the director, within 28 days,
after the receipt of such knowledge, if the personal injuries which are sustained by such accidents,
are sufficient wholly or partially to incapacitate the person injured from labor or service for more
than the remainder of the day, shift or turn on which such injuries were sustained.

As outlined in K.A.R. 51-9-17, all insurance carriers, group pools and self-insurers are required to
use Electronic Data Interchange (EDI) to file First Reports of Injury (FROI) and Subsequent
Reports of Injury (SROI) using the Release 3 Standards. For details contact the Technology and
Statistics section of the Division of Workers Compensation at (785) 296-4000 or (800) 332-0353.
You may access our website at http://www.dol.ks.gov/WorkComp/edinews.aspx.

2. Employers must provide for the payment of workers compensation claims without any charge to
employees.

3. Employers must post the Workers Compensation Notice prepared by the Director.

4. Employers must pay compensation benefits, regardless of insurance coverage.

5. Upon receiving notice of an injury, the employer must provide the employee written information to
assist the injured worker in understanding his/her rights and responsibilities in obtaining
compensation.

EMPLOYERS MUST COMPLETE THE FOLLOWING 
INFORMATION FOR INJURED WORKERS 

YOUR CLAIM WILL BE HANDLED BY: 

Company _______________________________________________________________________________________  

Address _________________________________________________________________________________________ 

_________________________________________________________________________________________

Contact Person _________________________________________________________________________________  

Phone  (______)__________________________________________________________________________________ 

Email ___________________________________________________________________________________________ 

http://www.dol.ks.gov/WorkComp/edinews.aspx
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	 NOTIFIQUE	A	SU	EMPLEADOR	INMEDIATAMENTE. 
De acuerdo con el artículo de ley K.S.A. 44-520, un reclamo puede 
ser negado si el empleado no notifica a su empleador  dentro de 
antes de las siguientes fechas: (A) 20	días a partir de la fecha del 
accidente o la fecha de la lesión debido a trauma por movimientos 
repetitivos; (B) si el empleado está trabajando con el empleador 
en contra del cual se están buscando beneficios y dicho empleado 
busca tratamiento médico por cualquier lesión por accidente o 
trauma repetitiva, 20	días a partir de la fecha que dicho tratamiento 
médico ha sido obtenido; o (C) si el empleado ya no trabaja para el 
empleador en contra del cual se están buscando beneficios, 10	días 
después del último día de trabajo para dicho empleador.
 El aviso puede darse oralmente o por escrito. Donde el aviso 
se da oralmente, si el empleador ha designado un individuo o 
departamento a quien el aviso se debe dar y tal designación ha sido 
comunicada por escrito al empleado, aviso a cualquier otro individuo 
o departamento deberá ser insuficiente bajo esta sección. Si el
empleador no ha designado a un individuo o departamento a quien se 
debe dar el aviso, el aviso puede darse a un supervisor o gerente.
 Donde el aviso se hace por escrito, el aviso debe ser enviado 
a un supervisor o gerente de la oficina principal  de empleo del 
trabajador.
 El aviso, sea que se haga oralmente o por escrito, debe incluir  
la hora, fecha, lugar, persona lesionada y detalles de tal lesión. Debe 
ser visible a partir del contenido del aviso, que el empleado está 
reclamando beneficios bajo la ley de compensación del trabajador o 
que ha sufrido una lesión relacionada con el trabajo.
 BENEFICIOS.	Los	beneficios	son	pagados	por	la	compañía	
aseguradora	del	empleador	o	programa	de	seguro	propio.  Los 
beneficios incluyen tratamiento médico, reemplazo de sueldo parcial 
por tiempo perdido y beneficios adicionales si la lesión resulta en 
incapacidad permanente. El empleador debe proporcionar todo el 
tratamiento médico necesario y tiene el derecho de designar el doctor 
para dicho tratamiento. Si el empleado busca tratamiento con un 
doctor que no ha sido autorizado por el empleador, el empleador o 
su compañía aseguradora serán responsables de pagar solamente los 
primeros $500.00 dólares para tratamiento médico no autorizado.

Employer’s Insurance Carrier (Compañía Aseguradora del Empleador)    Telephone (Teléfono de la Aseguradora) 

KANSAS DEPARTMENT OF LABOR
Division of Workers Compensation/Ombudsman
401 SW Topeka Blvd., Suite 2, Topeka, KS 66603-3105

Persons with impaired hearing or speech utilizing a telecommunications device may access the above number(s) by using the Kansas Relay Center at (800) 766-3777.

This	notice	applies	to	dates	of	accidents	on	or	after	April	25,	2013.
Este	aviso	aplica	a	las	fechas	de	los	accidentes	a	partir	de	Abril	25,	2013.

	 NOTIFY	YOUR	EMPLOYER	IMMEDIATELY.	Per 
K.S.A. 44-520, a claim may be denied if an employee fails to 
notify their employer within the earliest of the following dates:  
(A) 20	calendar	days from the date of accident or the date of 
injury by repetitive trauma; (B) if the employee is working for 
the employer against whom benefits are being sought and such 
employee seeks medical treatment for any injury by accident or 
repetitive trauma, 20	calendar	days from the date such medical 
treatment is sought; or (C) if the employee no longer works for 
the employer against whom benefits are being sought, 
10	calendar	days after the employee’s last day of actual work 
for the employer.
 Notice may be given orally or in writing. Where notice is 
provided orally, if the employer has designated an individual or 
department to whom notice must be given and such designation 
has been communicated in writing to the employee, notice to 
any other individual or department shall be insufficient under 
this section. If the employer has not designated an individual 
or department to whom notice must be given, notice must be 
provided to a supervisor or manager.
 Where notice is provided in writing, notice must be sent to 
a supervisor or manager at the employee’s principal location of 
employment. 
 The notice, whether provided orally or in writing, shall 
include the time, date, place, person injured and particulars 
of  such injury. It must be apparent from the content of the 
notice that the employee is claiming benefits under the workers 
compensation act or has suffered a work-related injury.
	 BENEFITS.		Benefits	are	paid	by	the	employer’s	
insurance	carrier	or	self	insurance	program. Benefits include 
medical treatment, partial wage replacement for lost time and 
additional benefits if the injury results in permanent disability. 
An employer is required to furnish all necessary medical 
treatment and has the right to designate the treating physician. 
If the employee seeks treatment from a doctor not authorized by 
the employer, the employer or its insurance carrier is only liable 
up to $500.00 dollars for the unauthorized medical treatment. 

WHERE	TO	GET	HELP	WITH	YOUR	CLAIM	(DÓNDE	CONSEGUIR	AYUDA	CON	SU	RECLAMO):

Website: www.dol.ks.gov/workcomp/default.aspx
Email:    wc@dol.ks.gov
Phone:   (800) 332-0353 or (785) 296-4000

For	questions	about	Workers	Compensation	Law,	contact	(Para	preguntas	acerca	de	la	Ley	de	Compensación	del	Trabajador):

Address (Dirección de la Aseguradora)

WHAT	TO	DO	IF	AN	INJURY	
OCCURS	ON	THE	JOB

QUE	HACER	SI	UNA	LESIÓN	
OCURRE	EN	EL	TRABAJO

(           )

This notice must be posted and maintained by the employer in one or more conspicuous places.

Your employer is subject to the Kansas Workers Compensation Law which provides compensation for job-related injuries.
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