Cartersville City Schools

Employee Work Related Accident/Incident Packet
Contents Overview and Receipt Acknowledgment

*++*Employee Must Review and Sign ****

This package contains:

Employee guidelines for accidents and reporting

The employee work related accident/related injury report

Witness Statement

Official notice/ approved panel of physicians

o- The employee election of workers’ compensation benefits election form

State of Georgia Board of Workers’ Compensation Form WC- 207 (medical release form)
e The State of Georgia Workers’ Compensation Bill of Rights for the injured worker
Workers’ compensation accident checklist

Receipt Acknowledgement
*+**Employee Must Sign****

e Bysigning this form, you are acknowledgingreeeipt of this packet. You acknowledge that you
will return this letter, along with the_employee accident/injury report, the employee-election of
workers compensation benefits form, and the WC-207 form to the workers compensation-
contact nolater than three-{3) days of the reported accident._

Employee Name:

Empleyee Signature:

Date:.

Date of Injury:

Employee Number:




Post Incident Information

If a work-related injury occurs, you must:

o [n case of a life-threatening emergency/injury, call 911 or seek medical attention immediately.
Report the incident/accident immediately to the school nurse and/or your supervisor, no matter
how minor.

e Complete an employee accident report and benefit election form- no later than 3 days from the
date of your accident and retum it to your Principal/Supervisor. Delay in notification could result
in denial of payment for any medical services rendered.

¢ [f the injury requires medical attention, you must select.a physician from our approved ‘Panel of
‘Physicians’ and notify the school nurse and the workers ‘compensation contact. The ‘Panel of
Physicians’ and a ‘Bill of Rights is posted at each Cartersville City Schools facility.

e In the event of an afterhours incident/injury the employee should contact their immediate
supervisor. The supervisor will contact the Workers Compensation contact or Human-Resources
representative to authorize after hours treatment from an approved panel physician..

* In case of an emergency, you may seek medical treatment from an emergency facility until the
immediate emergency is over. However, a physician from the ‘Panel of Physicians’ must provide
any additional medical-treatment you receive.

e If you miss work as a result of a compensable injury, you may be entitled-to receive pay for your
lost time. This will be dictated by the Benefit Election form you completed with the accident
report.

e If you elect to receive workers’ compensation-pay in-lieu of your regular qualified leave-pay (sick
leave, vacation leave, etc.), it is your responsibility to arrange payment of benefits and payment
of any other deductions while on leave. Please contact the workers compensation contact at
770-382-5880. You must also contact payroll while-on-leave and prior to your return as your
yearly-salary and/or scheduled deductions could be affected.

Reporting Guidelines

The employee COMPLETES the following, and gives to their-Supervisor:
* Employee work related accident/incident report

* Employee election of workers compensation-benefits

¢ WC 207 (medical release-form)

The employee KEEPS the following:

* Employee guidelines for workers’ compensation accident reporting
* The Bill of Rights for the injured-worker

» The official notice/panel of physicians
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P.0. BOX 3310, 15 NELSON STREET, CARTERSVILLE, GA 30120

WORKERS' COMPENSATION ACCIDENT FORM

SECTION 1
FORM COMPLETION DATE:
EMPLOYEE NAME:
ADDRESS:
CITY: STATE:
JOB TITLE:
SECTION 2

DATE AND TIME INJURY OCCURRED:

LOCATION WHERE INJURY OCCURRED:

DESCRIPTION OF HOW

ACCIDENT HAPPENED:

DETAILS OF INJURY:

PREVIOUS INJURIES OR SURGERIES:

NAME OF WITNESS(S):

SECTION-3
|TREATING LOCATION/PHYSICIAN-:

DATE & TIME:

NURSE'S SIGNATURE: DATE:

Rev. 8/7/2023




Please complete this form and mail to the Summit Claims Center at PO Box 600, Gainesville, GA 30503-0600.

G

Name Married or single
Address e Telephone
Email address Occupation Average weekly wage

Employsr's name and address

Date of birth Social Security number

Names and ages of dependents

Date of accident Time Aam) | Place of accident
PMO
Describe in detail what you were doing and what happened when ‘the accident cccurrad.

Continue on separale sheel, if necessary.

‘Describe your injury.

Namess of withesses or person(s) having knowledge of accident

Name and address of attending physician

Data of first visit If seen by another physician(s), list the physician{s) name(s) and address{es)
If still recaiving treatment, how often do you visit your physician? Did you lose time from werk because of your injury?
Yas U No U
Last day worked | Have you returned to work? if'so, what date? At what waga?
Yesd NoO
If still dissbled;statz-present condition When do you expect fo raturn to wark?

Have you ever had a previous injury resulling in permanent or partial disability? If so, describe.

Continue on separate sheei, if necessary.

Date —3Signed

(Signature of injured person)

Sivimmit

..the people who know workers’ comp®

Member of Great American Insurance Group

1-800-282-7644 | summitholdings.com




Cartersville City Schools

Witness Statement for Work Related Injury

Name of Injured Employee:

Your Name: Phone Number:

Address:

Work Location:

How long have you known the injured employee: Circle One: Weeks Months Years
When did you first become aware of the injury to the employee? Date: Time:

Did you see the accident occur: YES NO

If yes, please describe:

What did the injured employee say to you concerning the accident:

What part of the body was injured? (Right hand, knee; etc.)

What was the employee doing at the time of the accident?

Was the accident reported? If so, to whom?

List all the witnesses to the accident:

Witness Signature: Date:
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(This notice must be posted in a conspicuous place readily accessible to the.employees at all times.)

| PANEL OF PHYSICIANS

OFFICIAL NOTICE

This business operates under the Georgia Workers' Compensation Law.

WORKERS MUST REPORT ALL ACCIDENTS IMMEDIATELY
TO THE EMPLOYER BY ADVISING THE EMPLOYER PERSONALLY,
AN AGENT, REPRESENTATIVE, BOSS, SUPERVISOR, OR FOREMAN.

If a worker is injured at work, the employer shall pay medical and rehabilitation expenses
within the Eimits of the law. In some cases the employer will also pay a part of the worker's lost wages.

Work injuries and occupational diseases should be reported in writing whenever possible.
The worker may lose the right to receive compensation-if an accident is not reported within 30 days
(see O.C.G.A. § 34-9-80).

The employer will supply free of charge, upon request, a form for reporting accidents and will
also fumish, free of charge, information about workers' compensation. The employer will also fumish
to the employee, upen request, copies of board forms on file with the employer pertaining to an
employee's claim.

A worker injured on the job must select a doctor from the fist below. The minimum panel shall
consist of-at least six physicians, including an orthopedic surgeon with no more than two physicians
from industrial clinics (see O.C.G.A. § 34-8-201). Further, this pane! shall include one minority
physician, whenever feasible (see Rule 201 for definition of minority physician). The Board may
grant exceptions to the required size of the panel where it is demonstrated that more-than four
physicians are not reasonably accessible. One change to another doctor from the list may be made
without permission. Further changes require the permission of the_employer or the State Board.of

Workers' Compensation.
The insurance company providing coverage for this business under the Workers'
Compensation Law is:
Insurer Name:  Bridgefield Casualty Insurance Company Phone: -1-800-863-2181
Address: P.O. Box 600 Gaincsville, GA 30503-0600
Insurer Email:  summitprovi tes@summitholdings.com

Instructions to injured worker: Review-the following physician's contact Information and sefedt the provider with whom
you woulkd fike to receive medical treatment.

Physiclan’s Contact Information: Name, Address, Phone, and wehsite listed below:

1. Ungent Cere Center. Peachtree Immediate Care
123 N Momingside Dr , Cantersville. GA 3012]-2912
(678)723-6721. Approximate mileage to Provider .3

2, Urgent Carc Center, Piediont Urgent Care
11 Churley Jlasper Dr SE . Cantersville, GA 301201122
(678)719-0037, Appruximute milcage tv Pruvider 2.1

3. Internal Mcdicine, David Kim, David E. Kim, M3, BC
491 F. Main St Cartersville, GA 30121-338)
(770)387-4512, Approximate mileage to Pruvider 4

Onthopacdic. , Thad Riddle, Georgia Bone & Joint Sungeons
13 Medical Dr NE Ste 101 , Cestersville, GA 301215008
(770)386-5221. Approximate milcage to Provider 2.1

Onbopscdic Surgery, Gregory Crawley, Georgia Orthapedic Specialists
3 Mcdical Dr NE . Canersville, GA 30121-800)
(770))86-8604. Appronimatc milcage to Provider 2.2

6. on e Surgery. Steven King, Advern Heah Group Orthupedics & Sportx Medici
400 Timms Rd NE . Culhoun, GA 30701-7016
(706)602-3100. Approximate milcage to Provider 24,7

7. Genera) Sungery, Mirk Wyait, WellStor Mcdical Group Atlanta Geners Surgery
1700 Hospita) Sotth Dr Stc 202, Austell, GA 301088116
(7709447KT, Approaimatemileage to Provider 24.3

8. Optalmology. Denite Johsaun. Maicta Ly Clinc PA
50 Calibre Xing NW Ste 1104 . Acwurth, GA 301014104
(678)279-1141. Appraximatc milcage to Provider 8.4

{Additional doctors may be added on a separate sheet)
D This box is checked if additional physicians are listed on separate sheet.

[ YOU RAVE QUESTIONS PLEASE CONTACT THE STATE BOARD OF WORKERS' COMPENSATION AT 404-658-3316 OR 1-800-333-0602 OR VISIT
WITuly makng O (aiso 0 purpose of Of dagtying bencfits £ @ CrENO SulyOCt to pensitos of up1o $10.000.00 pes wolaton (DC.GA § 34.5-13200 § 34-0-16)

WC-P1 (7/2023)

060524
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PANEL DE DOCTORES
AVISO OFICIAL

Esta compafila opera bajo las Leyes de Compensacién de Trabajedores de Georgia

LOS TRABAJADORES DEBEN REPORTAR TODOS LOS ACCIDENTES INMEDIATAMENTE AL EMPLEADOR Y AVISAR AL
EMPLEADOR PERSONALMENTE, UN AGENTE, REPRESENTANTE, PATRON, SUPERVISOR O CAPATAZ.

Si un trabajador es lesiocnado en el trabajo el empleador debe pagar gastos médicos y rehabilitacion
dentro de los limites de la ley. En algunos casos el empleador también pagara una parte de los salarios
perdidos de los empleados.

Lesiones de trabajo y enfermedades ocupacionales deben ser reportados por escrito cuando sea
posible. El trabajador puede perder el derecho a recibir compensacién si un accidente no es reportado dentro
de 30 dias (referencia O.C.G.A. § 34-9-80).

El empleador ofrecera sin costo alguno, si es pedido, un formulario para reportar accidentes y también
debe suministrar, sin costo alguno, informacion acerca de compensacién de trabajadores. El empleador
también debe suministrar al empleado, cuando sea pedido, copias de formularios de la Junta archivados
con el empleador pertenecientes a reclamos de los empleados.

Un trabajador lesionado en el trabajo debe seleccicnar un doctor de Ia lista abajo. Ei panel minimo
debe consistir de por lo menos seis médicos, incluyendo un cirujano ortopédico con no més de dos-médicos
de clinicas industriales (referencia O.C.G.A. § 34-9-201). Ademds, este panel debe incluir un medico
minoritario, cuando sea posible (vea la regla 201 de definicion de médicos minoritarios.) La Junta puede
| otorgar excepciones al tamaito requerido del panel donde se demuestre-que mas de cuatro médicos no son
razonablemente accesibles. Un tambio de un doctor a otro en la lista se puede hacer fin permiso. Cambios
adicionales requieren el permiso del empleador o de la Junta Estatal de Compensacién de Trabajadores.

La compaitia de seguro que provee cobertura para esta Empresa beajo la loy de Compensacién de Trabajadores es:

Nombre de la compaitia de seguranza: Bridgeficld Casualty Insurance Company Telefono:  1-800-863-2181
Direccion:  P.O. Box 600 Gaincsville. GA 30503-0600

Correo electronico:  summitproviderupdates@summitholdings.com

Instruccions para el trabajador lesionado: Por favor de revisar la informacion de contacto de los sigientes proveedores-
medicos y seleccionar el proveedordequien quiers recibir tratamiento medico.

Informacion de con 0 del r co: Nombre, direc elefono, o wabh

). Urgent Care Center, Peachtree Imatediate Care
122 N Momingside Dr , Castersville, GA 30121-2912
(678)723-6721, Approximate mileage to Provider 3

2. I..‘raml Care Conter, Picdmont Urgent Care
Harper D SF., Canenaville, GA 301201122
l678)7l9-0037 Approximate mileage to Provider 2.1

3. tntcmat Medicine, David Kim, David E-Kim, MD, PC
491 E Main St Cencraville, GA 30121-3353
(77013574512, Approximate milcage to Provider .4

Onmdn , Thad Riddle, Georgia Bone & Joint Surgeons
15 Madical Dr te 101 , Cartersville, GA.30121-5005
(770)386-8221, Amnm mileage to Provider 2.1

5. Orthopacdic Surgery, Gregory Crawley, CGeurgia Orthopedic Specialists
S Modical Dr NE , Castersville. GA 30121-£003
(776)3K5-86504, Approximate mileage to Provider 2.2

6. Orthopacdic Surgery, Steven King, Advent Health Group Orthopedics & Sports M,
400 Timms Rd NE ; Calhoun. GA 30701-7016 .
(706)602-3100, Approximate mileage o Provider 24.7 -

7. General Susgery. Mark Wyatt, WellStar Modical Group Atlants General Surgery
1700 Howpital South D;sfg'oz Austell, GA 301063116
(770)944-781R, Approximarc-mileage to Peovider 24.3
8. Denise Sahnson. Maricta Fye Clinic PA
Sotallhre Xing NW Stc 1109, Acwarth, GA 301014104
(67R)239-1 141, Approximate mileage to Provider 8.4
(Proveedores medicos adicionales se pueden agregar en pagina adicional)

O Este cuadro es marcado si es que proveedores medicos adicionales son enumerados. en pagina

adicional.
USTED TIENE PREGUNTAS LLAME AL (404) 658-3918 o 1-800-533-0682 0 VISITA SITtO WEB: hitps/Avwnw.sbwe.goosgla.gov
s o P . DE MASTA. A PES 1 VIIS0I9)

WC-P1 (7/12023)

0670524
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Tho State Board of Workers' Compensation will

WC:BILL OF RIGHTS

GEORGIA STATE BOARD OF WORKERS' COMPENSATION
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BILL OF RIGHTS FOR THE INJURED WORKER

As required by law, 0.C.G.A. §34.9.31.1, this is.a summary of your rights and responsibilities. Tha Workers' Compensation Law providas you, as
a worker [n the Btate of Goorgla, with certain rights and responsibilities should you be injured on tho job, The Workers' Compensation Law provides you
coverage for a work-retated injury even if an injury occurs on the first day on the job. tn addltion to rights, you also have certain responsibilities. Your rights
and responsibilities aro dsscribed bslow.

Emploved's Rights

If you are Isjured on the jab, you may receive medical
rehabititation and Income benefits. These benefits are provided
to help you return to work. Your dependents may also receive
benefits if you dic as a result of a job-related infury.

Your employer is required to post a (ist of at least six doctors
or the namo of the certiffied WC/MCO that provides medical
care, uniess tho Board has granted an exception. You may
chooso a doctor from the list and make one change to another
docter on tha fist without the permission of your employer.
Howover, In an ecmergency, you may get temporary medical
caro from any doctor unti) the emergency is over, then you
must get treatment from a doctor on tha postad list.

Your authorized doctor bills, hospital bills, rehabilitation in
some casss, physica) therapy, and nocessary
wmmwuumwmwmdhyana:ﬂm
on the job, All Injuries occumning on or before Jure 30, 2013
shall bo entitied to lifetimo modical benefits. if your accldent
occurred an or after July 1, 2013 medical trestment shail be
ftmited to a maximum of 400 wecks from the accident dato. tf
your Injury |5 catastrophic tn nature you may bs entitled to
ifotime medical benefits,
You are entitled to weekdy income banafits f you hava mare
than soven days of lost timo due to an injury. Your first check
should be maited to you within 21 days after the first day you
missed work If you are out more than 21 consecutive days due
to your injury, you will be paid for the first week.

Accldents are classified as belng oither catastrophic or non-
colastrophic. Catastrophic Injuries &re thoss Invaliving
amputations, severe paralysls, scvere head Injuries, severe
bums, blindness, or of a nsture and saverity that prevents the
employse from being abls to perform his or her prior work-and
any work available in substantial numbers within-the national
ecanomy. In catastraphic cases, you ara entitiad to receive two-
thirds of your average weokly wage but nat move than $600 per
week (or a job-related injury for as long as-you-are unable to
retum to work. You also are entitled to receive medica) and
voecstional rehabilitation. benefits to help in recovesing from
your irjury. If you need help in this erea call the State Board of
Werkors' Compensation at (404) 656-0849.

in all other cases (nan-catastrophic), you are entitled to receive
two-thirds of your average weekly wage but not more than $800
per woek for a job related Injury. You Wil recelve these weekly
benefits as long as you are totally disabled, but no longer than
480 weeks. If you are not working and.itis determined that you
have been capabls of perfarming work with restrictions for 52
consocutive weeks or 78 aggregate weeks, your weekly income
benefits will be reduced to two-thirds of your average weeldy
m&mmmmmuwmnwwumm

When you are abls to rotum to work, but can only got a lower
paying job as a result of your Injury, you are entitled to a weekly
anamo!nm more than $533.33 per week for no longer than

Your degendant{s), in tha evant you dlo as a result of an onthe-
Job accident, will receive burial expenses up to $7,500 and two-
thirds of your averago weekly wage, but not mare than $800 per
week. A widowed spouss with no children will be paid a
maximum-c#-$320,030. Benefits continuoe unt) halshe remarmnies
or openly cohabits with a person of the epposite sex.

if you do not recolve benefits when due, the insurence
canierfemployer must pay a penalty, which will bs added to
your payments.

REVISION 07/2023

1.

3

7.

10.

1.

12

oyee" sibilities-
You should follow written ndaes of safety and cther reasonabie
pollcios and procedures of the employer.

You must report any aceldent immediately, but not loter than
30 days after the sccident, to your employer, your employers
sepresentative, your foreman or Immediate supervisor. Fallure
to do 50 may result In the loss of the bansfits,

An employee has a continuing obligation to cooperate with
medical providers in the course of thelr treatment for work
related injuries. You must accept reasonable madical
treatment and rehabliitation services when ordered by the
State Board of Workers' Compensation or the Board may
suspend your benefits.

No compensation shell bo allswed for an injury or dosth dus
to the employee’s willful misconduct.

You must aotify the insurance camieriemployer of your
addrass when you move to a new [scation. You should notify
the Insurance carrler/employer when you are gble to retum to
fulltime or partiime work and repost the amount of your
weekly eamings beczuse you may be entitted to soms income
benefits aven though you have retumed to work.

A dependent spouse of a deceased employce shall notify tha
insurance canierfemployer upon change . of address or
remarriage.

You must attemp? a jcb approved by ths authortzed treating
physiclan even if the pay Is fower than the job you had when
you-were injured. if you do not attempt the job, your banefits
may be suspended.

ff you bellave ycu are duo beneofits and your Insurance
camieriemployer donies these benefits, you must fils a clalm
within one year after tho date of last suthorized medical
treatment or within two yoars of your last payment of weckly
benefits or you will loso your right to these benefits.

# your dependent{s) do not receive allowable benefit
payments, the dependent{s) must file a claim with tho State
Board of Workers' Compensation within ena-year-after your
dezth or lose the right to these benefita.

Any request for reimbursement to you for mileage or other
expanses ratated to madical care must be submitted to the
insurance carrisremployor within one year of tha data the
oxpense was incurrad.

1 an employee unjustifiably refuses to submit to a drug test
following an onthejcd Injury, there shall be a presumption
that the accidont-and {njury were caused-by-aicoho) or drugs.
I the presumption is not overcome by other ovidence, any
ctalm for workers’ compensation benefits would bo denled.

You sha!l be guilty of a misdemezncr and upon conviction
shall be punishied by a fine of not more than $10,000.00 or
mprisonment, up to 12 months, or both, for making false or
misieading statements when cizim!ing benefits, Alzo, any falss
statements or faise evidence given under oath during the
mmdwammmmmmwmb
perury.

provida you with Informstion regarding how to file a claim and will answer any cther questions regarding.
mdgmmwmmnywmmmmmmmamaeumwhmmmmm)mm,ammmmnam
wmmsmesowdwm Componsstion at: 270 Peachtrco Stroot, NW., Atanta, Georgis- 30303-1288 or vislt our wohsite:
8 A lswyeris.not needed to file a clalm with the Board; however, if you think you rieed a lawyer and do not have your own

Luwyer Refervzl Service at (404) 5210777 or 1-800-334-6855.

call 1-860-533-0682,

IF YOU HAVE QUESTIONS PLEASE CONTACT THE STATE BOARD OF WORKERS® COUPENSATION AT £34-4658-3318 OR $-£00-833-0882 OR VISIT Rtpa:iiwere st GOOrGLe.Qov
WRLPULLY RAKING A FALSE STATEMINT FOR TS PURPOSE OF

3 A CEIME SUTJACT TO PEXALTES OF UP 10 $13,50000 PEA VIOLATION (OC.OA. $344-15 AND §344-19.

WC-BILL OF RIGHTS
0605724
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JUNTA ESTATAL DE COMPENSACION DE TRABAJADORES DE GEORGIA

WC-BILL OF RIGHTS

DECLARACION DE DERECHOS PARA EL TRABAJADOR LESIONADO

Segin lo requlere I8 Lay O.C.G.A. §34-9-81.1, esto ¢s un recuento de sus dereckos y responsabiidades. La

Loy de Compensacién do

Trabajadores e proves a usted, como trabajador en el Eslado do Georgla, dertos derechos y responsabliidedes si usted se lesiona en el trabajo. La Ley
de Compensacién de Trabajador lo provee a usted con coberiura da lsslones relacianadas con el trabajo sunque su lesin sea en el primer dfa de trabzejo.
Ademis de sus derechos, usted tambidn tiene clentas responsabiidades. Sus denschos y responsablidades estén descritos abajo.

1.

7.

9.

Dearechos de los Empleados

Si usted so leslona en o trabajo, usted puede reclbir
rehabilitacién médica y banoficios. de Ingroscs. Estes
beneficlos son proveldos para ayudario a regresar al trabajo.
Tamblén sus dependionies puedean rociblr benoficlos si usted
mugre como resultado de teslones recibldas en el trabajo.

8e la requlere o su empleador que anuncie una lista de sols
doctores o por lo menos el nombre de un WC/ MCO
certificado que provee culgados médicos, al menos quo la
Junta halla otorgado una excepcién. Usted puede escoger un
doctor do la lista sin e] permiso de su empleador, Sin
embargo, en una emargoncia, usted puede reciblr asistencla
medica temporaria-do cusiquler otro medico hasta qus la
emergencla termine después usted debs recibir tratamiento
de los médicos quo se anunclan en fa fista.

Sus cuentas médicas autorizadas, cusntas da hospital,
rehabiitaclén en slguncs casos, terapla fisica, rocetas y
gastos do transporte sorén pagados sl la lasién fue
ocasicnada por un accldente en el trabsjo. Todas las lesiones
que ccurren en o antas 30 de junio de 2013 50 tendrd derecho
a bensficios médicos de por vida. Sl el accldente ocuritd en o
1 de julio del 2013 of tratamiento médico serd limitado a un
maximo de 400 semanas a partir de la fecha def acclgente. Si
su lesién os catastréfica en Ia naturaleza que pueds tener
derecho a benoflclos médicos de por vida,

Usted tiano deracho a recibir beneficlos de ingresos
semanales si usted ha perdido tienipo por mas de siete dles
debido a una lesldn, 8u primer cheque dabe ser envisdo a
usted dentro de 21 dias, después de) primer dia que falto al
trabsjo. S) esta fuera més ds 21 dlas consecutivos debido a
su les!dn, se le pagara la primera semana.

Los accldentes son clasificados ya sea catastréficos o no
catastréficos. Lestones catastréficas son las que envueliven
smputacién, pardlisis sevoras, leslones severas do la cabeza,
Gquamaduras soverss, coguera quo prevenga al empleado 8
que puedaseatizer of o efla su trabajo anterior o cuslquier otro
trabsjo disponiblo-en numero considercbie dentro de la
cconomia naclonal. En casos catastréficos usted ticne
derecho a reciblr un-promedio do dos terceras partas de su
ingreso semanal pero o mas de $800 por semana por una
lesién relacionada con ef trabzjo.durante todo el tiempo que
usted no pueda-regreser a su trabajo. Usted también tene
derecho-a recibir beneficlos médicos y de rehabilitacién. 8i
-usted necesita ayuda en esta rea llame a [a Junta Eststal de
Compensacitn de Trabsjadores al (404) 655-0349,

En todos loa otros casos (no catastréficos) usted tiene e
derecho o roclbir dos terceras partes do su sucldo promedio
semanal pero no mas ds $800- por semana de una leslén
relaclonada do trabajo, usted reciblrd estos beneficlos
micntras usted este incapacitado. Pero no méas de 400
semanas si no esta trabajando y se dotormina gue ustod osta
capacitado 8 desempeflar con restriccién por 82 semanas
congecutivas © 78 scmanas agregadas sus Ingresos
semanales ser&n reducidosa dos terceras partes de gu suoldo
promedio pero no més de $533.33 por semana, gue no
axcedan 350 semanas.

Cuando usted puoda regresar a trabajer pero solo pusda
consegulr emplao de satarfo bajo camorasultado de su lesién
usted tiens derecho-a un beneficlo semanel do no-mis de
$533.33 por semana pero no més do 350 semanaa.

Enmummwmmmomm«mum
en ef trebzjo, su depondiento (s) rocibirdn para gastos do
entierro $7,600 y_dos terceras partes ds su sustdo promedio
semanazl, pero no reis do $630 por semana. Una esposa vivda
sin nifios se 1o pagara un miximo de $320,000 en bensficios
continuos hasta que EL/ELLA se vusiva a casar-o abiortamonte
cohabiite con una persocna del sexo cpusasto.

Sl usted no reciba benaficios cuando ssa debido, la compatiia
de seguro/emplosdor debs do pagar pensalidades, quo se
agregaren a Sus pagos.

1

7.

10.

11".

7

Responsabilidades de los Empleados

Ustod debo do segulr las reglas escritas de seguridad y otras
ptlizas razonables y pro! del emplsador.

Usted debo roportar cuzigquler accldenta Inmodiatamsnte,
mnomﬂsﬂtﬂodesoaasdespmwawlmaw
emploador, los reprosentantas del empleador, su capataz o
supervisor Inmediato. Fallar en hacerio puede resultaren la
perntida de sus beneficlos.

Un empleado tiene (a continua obligacién de cooperar con
provecdores médicos en e curso de su tratamlento
retacionado con laslones do trabajo. Usted dabo sceptar
tratamientos médicos razonablas y serviclos do
rehabilitacién cusndo sean ordenados por la Junta Estatal do
Compensacién do Trabajadores o la Junta pusde suspender
sus beneficlos,

No se permitim compensacién por una lesién o muorte
detido a una conducta mei Intencionada de los empleados,

Dcbe de notificar a la compaiila de segurofempleador de su
direccién cuando se mude a un nuevo fugar. Usted debe
notificar a ta compafila de segurosfemnpleador cuando usted
halls regresado a trabajer do tiempo completo o medlo
tiempo y reportar-la cantidad de su salario semanal porque
usted pusdo tencr derecho a algin beneficio de Ingreso aun
asl halla regresado 2) trabajo.

Una esposa depondiente de un empleado difunto debe-
notificar a la compania do segurc! empieador do cambios de
direccién o nuovo matrimonio,

Usted dsbe intentar un trabajo aprobado por su medico
auterizado aunque el pago sea mas bajo qua en el trabajo que
usted tenia cuando se leslond, 8l usted no tntenta e trabsjo
sus beneficles pueden ser suspendidas,

8i usted creo que dabo recihir beneficlos y su compatiia do
scgurosiempieader nloga estos beneflcios. Usted dsbe do
hacer un reclamo dentro do un efio después dol ultmo
tratamiento medico o dentro do dos aftos de su idtimo pago
de beneficios semanales o usted perderd sus derechos a
ostos beneficios.

Sl su (s) dependiente (3) no_reciben beneficio de pagos
permitidos. El dependiente debe hacer un reclamo con la
Junta Estatzl do Comgensacién de Trabajaceres dentro do
un afio después do su muerte o perderdn los derechos 8
estos beneficios.

-Algtn pedido de reembolso a usted por millas o otros gastos

relacionados con tratamisnto medico-debe ser somatidos a
[a compafia de segurosiemploador dentro ds un aflo del dla
que les gastos fucron incunidos,

8i un empleado Injustificadamente rehiisa a somteterse a una
piucha do droga después de una lesién en of trabzafo habrd
una presuncién de que ef accldents y lesién fueran causados
por droga o sicohol. Si (a presuncidn no 59 sobrepone por
otras evidenclas, algin reclamo hecho para beneficios do
compensaclén de Trabajador serén negadas.

Usted serd culpable de un dslito menor y una vez convicto
deba sor castigado con una multa de no més do-$40,000.00 o
encarcalantiento do hasts 12 messs o las dos, por hacer
declaracioncs faisas o engeficsos testimanios— cuando
reclame beneficlos. Tamblén cualquler declaracion falsa o
evidencia falsa dadas bajo juromsnto durante el curso do
alguns audiencia de divisién de apelacién o sdministrecién
es Mm

La Jurita da Compensacion do Trabajadores te proporclonara lainformacisn rolativa a la manera do presentar una reclamacién y responderda-

cusiguler preguntasadiclonalas gobro sus dorechoscn virtud da taley. deﬂamamhmdoAﬂma.elw:MmudW)Wﬁym

de la zona metropolitana de Atlanta, llame al 1-800-633-0882, o escriba a la Junta Estatzl de Compensacién de Tmbajadores a 270 Peachtree Street,

NW, Adanta, Geosgla 30303.1200 o visita sitio webs hitpa:/www,shye.goormia gov.

reclamacién a 1a Junta; sin embargo, sl ustod cres que nacasita los servicias de un ebagade y no tlans uno proplo, usted puede ponerss en
-800-334-6865.,

muomeiswdodommmdudaAboguosWIaMcml&Ma)atwlml404)821-omoal1

. No os nocesario tener un abogado pasa prasentar una
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WC-207 AUTHORIZATION AND CONSENT TO RELEASE MEDICAL INFORMATION

GEORGIA STATE BOARD OF WORKERS' COMPENSATION

AUTHORIZATION AND CONSENT TO RELEASE MEDICAL INFORMATION
Instructions: This form shafl not be filed with the Board, unless otherwise requested.

' TO: RE: Employee / Patient
Pent Namo and Tide Last Name Flrst Name M.l
Addross Date of Injury Bisthdato i
City State Zip Cade

This document authorizes the release of only the medical information as provided below. The above-stated entity, facility or
-medical practitioner is authorized to-release medical information to

in accordance with applicable State and Federal laws.

The information covered by this Authorization and Consent to Release is that authorized by O.C.G.A. §34-9-207 which reads as follows:

(a) When an-employee has submitted a ctaim for workers' compensation benefits or is receiving payment of weekly income benefits or the
employer has paid any medical expenses, that employee shall be deemed to have waived any privilege or confidentiality conceming any
communications related to the claim or history or treatment of injury arising from the incident that the employee has had with any physician,
including, but not limited to, communications with psychialrists or psychologist. This waiver shall apply to the employee's medical history with
respect to any condition or complaint reasonably related to the condition for which such employee claims compensation. Notwithstanding any
other provision of law to the contrary, when requested by the employer, any physician who has examined, treated, or tested the employee or
consulted about the employee shall provide within a reasonable time and for a reasonable charge all information and records related to an
-axamination, treatment, testing, or consultation concerning the employee.

{b) When an employee has submitted a claim for workers' compensation benefits or is receiving payment of weekly income benefits or the
employer has paid any medical expenses, the employee, upon request, shall provide the employer with a signed release for medical records
and infermation related o the claim or history or treatment of injury arising from the incident, including information related to the treatment for
any mental condition or drug or alcohol abuse and to such employee's medical history with respect to any condition or complaint reasonably
related to the condition for which such employee claims compensation. Said release shall designate the provider to whom the release is directed.
If a hearing is pending, any release shall-expire on the date of the hearing.

{c) Ifthe employee refuses to provide a signed release for medical information as required by this Code section and, in the opinion of the Board,
the refusal was not justified under the terms of this Code section, then such employee shall not be entitied to any compensation at any time
during the continuance of stich refusal or to a hearing on the Issues of compensability arising from the claim.

Federal regulations (42 CFR Part 2), and the Health Insurance Portability and Accountability Act (HIPAA) of 1996 45 CFR
164.512(l) which reads as follows: “The covered entity may disclose protected health information as authorized by and to the
extent necessary fo-comply with laws relating to workers’ compensation or other similar programs, established by law, that
provide benefits for work-related illnesses._or injury without regard to fault.” Anyone who receives information under this
authorization receives the-same under all limitations set forth in Federal and State law regarding-further dissemination of such
information.

This release shall expire in 180-days-or upon written notice of revocation by the patient. If a hearing is pending, this release
~shall remain in effect until the hearing and-shail-expire on the date the hearing is held.

Employso / Pationt Signaturo Bato

IF YOU HAVE QUESTIONS PLEASE CONTACT THE STATE-BOARD OF WORKERS' COMPENSATION AT 404-656-3818 OR 1-800-533-0682 OR VISIT http:liwerw.sbwe.goorgla.gov
WILLFULLY MAKING A FALSE STATEMENT FOR THE PURPOSE OF OBTAINING OR CENYING BENEFITS I3 A CRIME SUBJECT TO PENALTIES OF UP TO $10,000.00 PER VIGLATION (0.C.G.A. §34-9-10 AND §34-9.18).

] AUTHORIZATION AND CONSENT
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Benefits Election

Under the provisions of the Georgia Workers’ Compensation Act, an employee who is disabled in a
work-related accident may be entitled to Workers’ Compensation benefits equal to two-thirds {2/3) of
the employee’s average weekly wage, not to exceed the current maximum weekly benefit of $800.
These benefits commence after a 7-day waiting period. Compensation for the 7-day waiting period
becomes payable only if the employee is disabled from work for 21 consecutive days. Instead of
receiving weekly benefits, an employee may elect to receive-full salary if the employee has sufficient.
Sick Leave or Vacation Leave to cover such an absence.

Please check the box of your choice below:

(o]

I elect to use my-Sick Leave for the. duration of the work-related injury. If all sick leave is used
befare retuming to work, Workers’ Compensation benefits will pay for the remaining period of
disability {sick-leave will be deducted from the employees sick leave bank).

{ elect to use my accrued Vacation Leave in lieu of Workers’ Compensation benefits for lost time.
If all Vacation leave is used before returning to work, Workers’ Compensation benefits will pay
for the remaining period of disability.

| elect to be on Leave-Without Ray until Workers’ Compensation benefits begin on the eighth (8)
calendar day.

I elect to use days of SickLeave (list dates ). If 1 am still
disabled and unable to work after this time, | wish to start-receiving benefits according to the
Workers’ Compensation-Gtiidelines as set for by-the State of Georgia.

1 elect to receive compensation according to the Workers’ Compensation Guidelines as set forth
by the State of Georgia.

Employee-Authorization

Note: In-electing to use Sick Leave-in lieu of Workers’ Compensation, the employee agrees to return any
Workers’ Compensation monies that arereceived covering the same period of time that has already
been paid by_Sick Leave. :

1fstill employed by Cartersville City Schools;the employee’s signature herewith authorizesthe school
system to withhold this amount from future earnings.

Employees Name:

Employees Signature: Employee Number:




Declination of Medical Treatment for Work Related Injury

| have reported an injury to my employer that may be work related. Medical treatment has been offered
but | voluntarily decline.

I understand that if | experience symptoms that indicate a need for medical evaluation, | must
immediately inform my supervisor and/or school nurse and choose a physician fornrthe approved
Cartersville City Schools designated physician panel. Arrangements will be made for me to be treated.

| have been provided with an employee accident/incident information packet and have been directed to
the Cartersville City Schools panel of physicians.

1, : willingly decline treatment for a possible work-related injury sustained
on {date).

Signature:

Date:

Administrator:

Date:

Witness:

Date:
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Workers’ Com p;ensatmn -.'I_'émpd'rary Prescription ID

To the Injured Worier:

On your first visit, please give this notice to any
pharmacy listed on the back side to speed the processing
of vour approved workers’ compensation prescriptions.

Questions or need assistance locating a participating retail
network pharmacy? Call the Express Scripts Patient Care
Contact Center at 800.945.5951.

Atencion Trabajador Lesicnado:

En su primera visita, por favor entregue esta notificacién a
cualquier farmacia enumerada al reverso para acelerar el
procesamiento de sus recetas aprobadas de compensacion
para trabajadores (seglin las pautas establecidas por su
empleador).

Si tiene cualquier duda o necesita ayuda para localizar una
farmacia de venta al por menor participante de la red, por
favor llame al Centro de Contacto para Atencidn a Clientes
de Express Scripts, al 800.945.5951.

To the Pharmacist:

Express Scripts administers this workers’ compensation
prescription program. Please foliow the steps below to
submit a claim. Standard first fill shall not exceed a 14-day
supply or a cost of $150. This form is valid for up to 30 days
from date of injury (DOI). Limitations may vary. For
assistance, call Express Scripts at 888.786.9640.

Pharmacy Processing Steps

Step 1: Enter BIN number 003858

Step 2: Enter processor control WC

Step 3: Enter the group number as it appears above
Step 4: Enter the injured worker's nine-digit ID number
Step 5: Enter the injured worker's first and last name

Step 6: Enter the injured worker’s date of injury

T RS AN R AT T S T S S TR |
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Express Seripis

[ o
Yo S5 vt aemiporany T pomber pressen o e pharmpe s ot the time
prescristion s tdbod von sl eocenee goes T ey sheorti
Date of Injurv: ./ -
AMAFDDANYY
GOYA
Group #: e

Qinycu Date of Birth: i A /

Thank you for using a participating retail netwark
pharmacy. Even though there is no direct cost to you, it's
important that we all do our part to help control the
rising cost of healthcare.

Please see other side for a list of participating retail
network pharmacies.

&

To the Supervisor: Please fill in the
information requested for the injured worker.

Employee Information

First M Last

Street Address or PO Box

City State zip

Employer Name
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Participating Retail Network Pharmacies myMat XX
. i BREc i A Espross Senwis Comgen,

A&P Drug Emporium Longs Drug Store Sav-On

Acme Pharmacy Drug Fair Major Value Save Mart

Albertson's Drug Town Marsh Drugs Schriucks

Albertson's/Acme Drug World Medic Discount Scolari's

Albertsen's/Gsco Eckerd Medicap Sedano

Alberison's/Sav-On Econcfoods Medistat Shaw's

Amerigource Bergen EPIC Pharmacy Meier Shop ‘N Save

Anchor Pharmacies Network Minyard Shopko

Arrow FamilyMeds NCS HealthCare ShopRite

Aurora Farm Fresh Neighborcare Snyder

Bartell Drugs Farmer Jack Network Stop & Shop

Bigg's Food City Pharmaceuticals Sun Mart

Bi-Lo Food Lion Northeast Pharmacy Super Fresh

Bi-Mart Fred's Services Super Rx

BJ's Wholesale Club Gemmel Osco Target

Brooks Giant P & C Food Markets Texas Oncology Srvs

Brookshire Brothers Giant Eagle Pamida The Pharm

Brookshire Grocery Gianl Foods Park Nicoliet Thrifty White

Brunc Hannaford Pathmark Times

Carrs Harris Teeter Pavilions Tom Thumb

Cash Wise H-E-B Price Chopper Tops

Coborn's Hi-School Pharmacy Publix Ukrop's

Costco Hy-Vee Quality Markets United Drugs

Cub Jewel/Osco Raley's United Supermarkets

Cvs Kash n Karry Randalls Vons

D&w Keltsch Rite Aid Waldbaums

Dahl's Kerr Rosauers Walgreens

Dierbergs Kmart Rx Express Walmart

Discount Drugmart Knight Drugs RXD Wegmans

Doc's Drugs Kroger Safeway Weis -

Dominicks LeaderNet (PSAQ) Sam’s Club Winn Dixie
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Post Incident Checklist:

o Tompleted the Employee Accident/Incident Report truthfully, and informed the school nurse

and/or supervisor of any potentially hazardous conditions?
o Selected a provider form the approved panel of physicians?
o Completed the Employee Election of Workers Compensation Benefits form?
o Completed the WC-207 (Medical Release Form)?
o Checked the injury packet for correct legal name, address, and phone number?
o Kept the Employee Guidelines for Workers Compensation Accidents?

o Kept the Bill of Rights for the Injured Worker?



