Employee Benefits
Workers’ Compensation

» Self Funded Plan

» Its sole purpose is for Medical Benefits & Loss Time Wages due
to work related injury/illness.

» Overview:
» Employees Role
» Supervisors Role
» Witnesses Role

» Restrictions




Employee Benefits

Workers’ Compensation
MCfLLEN

1"“”““’-"" SCHOOL DISTRICT EMPLOYEE BENEFITS DEPARTMENT

. EMPLOYEE INCIDENT REPORT
» EMPLOYEE-What to do in the event of a R Employe ¥
. . . lovee BE3:
work-related iliness or injury: Campas: —
Job Title:
> Notify Supervisor immediately e

» Fill out a Workers’ Compensation
Forms

Body Location(s) affected by incident:

» 1. Complete the Employee Incident

Report What =pecial protactive equipment was provided or required? (Ex. Goggles, Special Shoes, Gloves,
Safety Belt, Back Belt, ete) YES [_JNO [_JIfyes, describe type:

» Forms are available online (MISD
Beneflts Webpage) Was such equipment being used or wom at the time of incident? YES [_] MO Ifves, describe:

» If medical treatment is required, report
to the Employee Benefits Office for Y e e e T S iy
Authorization Form to seek treatment.

Were thera any witneszes to the incident: YES D WO [] Fyes, please list names and department:

» Exception- Emergency situations
requiring immediate medical
attention. Employee may seek L the sndrsigned, havevish: cortfychatthe above i true and corvact statemen of et and that I made
treatment directly but contact the

Employee Benefits Office by phone Frmploves g — — D _

immediately with details of the Tt form is dus tn the Employee Benefies Deparonent ritkin 24 howrs from date of acciden

incident CLAIMS ADMINISTRATOR, TRISTAR. Ritk Mamaguenses, P.0. BOX 2805, Climsom, T4 $1735-2805
. PEHE 110-404-0400 EXT: 1911+ FAME: 110-404-0420

2000 NORTH 2370 STREEI' MCALLEN, TEXAS 3501-611'6 (B3E) Elﬂr?]sl} FAS (235) 632-B417
Employar

‘Dstrice is 2=




Employee Benefits
Workers’ Compensation

» DEPARTMENT SUPERVISORS

» Fill out the First Report of Injury
(DWC1) (Employer/Department
Information, Signature is required)

» Complete section 1 thru 29 and
Section 51

» Forward copies of Forms to
Employee Benefits Office

» Form can be given to the employee
to turn in along with the First
Incident Report.




Employee Benefits
Workers’ Compensation

» WITNESSES MC/LLEN

INDEPENDENT SCHOOL DISTRICT EMPLOYEE BENEFITS DEPARTMENT

» Complete the Witness Report WITNESS REPORT
Name of Injured Employes:
. Witness Employee Name: Title:
» Forward the Witness Report to Depoment E———
Employee Benefits Office ol ekt s oot XL

» All forms are available in Spanish as Py ne oo Y LINO [ tfno.howdidyounearabouti:

we l l PLEASE DESCRIBE IN DETAIL WHAT YOU KNOW ABOUT THE INCIDENT. BE ADVISED, IF
° FURTHER INFORMATION IS NEEDED, YOU MAY BE CONTACTED FOR ADDITIONAL
DETAILS.

Date of Incident: Time of Incident:
Location where incident occurred:
Describe in your own words the details of how this accident

To your knowledge, was a safety procedure not followed or violated:

What could the emploves have done to have avoided this meident:

List the names of anyona else who might know zbout this incident:

Additional Comments:

Thave read ths above and it is trus and corvect to the bast of my knowledee.

Fran] & Date:

CLAIMS ADMINIETRATOR, TRISTAR Risk Memageenses, P.0. BOX 2805, cl-nm.ms 7332505
PHE 110-404-0400 EXT: 2511 * FANS: 2104040420

2000 NORTH 23*° STREET * MCALLEN, TEXAS 78301-6126 * (036) 618-7380 * FAX (235) 632-8417
MicAllan Eedspandint Schoc] Dismict i 2 Equal Opparmmiy Employar



Employee Benefits
Workers’ Compensation #=—————

Date Sent (% sansmsson
|1. Injured Employee’s Name j5a. Doctor’s/Delegating Doctor's Name and Degree PA ! APRN Name (f compieng toem)

» Before Returning to Work:

» Provide the Work Status Report Form

(Given to you by the doctor) i e v ot e o o i T
» Doctor’s release with restriction: e I s i B D
» Light Duty - May or May NOT be I ACTIVITY RESTRICTIONS o om0 - oo m——
approved depending on the job = .r;:;-::-_;éfn_”—
position. s

» Must be approved by immediate
supervisor if not released to full duty
and submitted to Employee Benefits S
prior to returning

21. Work Injury Diagnosis 22 Expected Follow-up Services Include:
| Information:

[JEvahation by the treating doctoron /| - ampm
[ Referral wiconsult with en___ 1 | - ampm
[JPnysical medicine __ Xperweekfor  weeksstaingon [ | a___ - amipm
OSpeciistudies(laty o /1 s : ampm
None. This is the st scheduled visi for this problem. Al this time no further medical care is anfcipated
Date /Time of Visit: | Employee's Signature Visit Type: | Role of Health Care Practitioner
D iniial Drmz Ep‘o;-.gm Dmmm
Discharge Time: | Health Care Praciiloners Signeu /License® | (] Follow-up MM“ w" Saern a




Employee Benefits
Workers’ Compensation

CONTACT:

Ms. Elvira Solis, Employee Benefits Clerk at 632-8430 or
email at benefits@mcallenisd.net



mailto:benefits@mcallenisd.net

