


CITY OF MARCO ISLAND
[image: ]AT-TIME-OF-INJURY PACKET


Each At-Time-of-Injury Packet contains the following:

1. Employee’s Work Injury Instructions/Accident Reporting Procedures

2. Employee Post-Accident Process Checklist - Completed by Safety Officer / Supervisor

3. First Report of Injury – Completed by Safety Officer / Supervisor

4. Employee Incident Report – Completed by Employee

5. Statement by Witness Form– Completed by Witness

6. Accident Investigation Report - Completed by Safety Officer / Supervisor

7. Employee Acknowledgement Form & Florida Workers’ Compensation Fraud Statement

8. Attending Physician’s Return to Work Recommendations and Light Duty Form


ALL CLAIMS SHOULD BE EMAILED BY HR TO:
wcclaims@pgcs-tpa.com

[image: ]City of Marco Island 
Worker’s Compensation
EMPLOYEE’S WORK INJURY INSTRUCTIONS


1. Notify your Supervisor/Manager Immediately.
2. Seek first aid treatment/medical treatment, if needed.
3. Medical treatment can be obtained at Advanced Medical – Naples or Marco Island Urgent Care during normal working hours, after hours use Physician’s Regional Hospital located on CR 951.
4. Complete and Sign Employee Incident Report which includes the Employee Medical Release Statement.  Complete all documentation in its entirety before leaving (unless unable).
5. Give your completed Employee Incident Report to your Supervisor/Manager immediately.
6. Notify your supervisor to arrange transportation to the preferred provider.
7. Please have your physician send all service bills and medical records to:
Preferred Governmental Claim Services (PGCS)
Post Office Box 958456 
Lake Mary, FL 32795 
Tele:  800-237-6617
Fax:   321-832-1448

Send all workers comp billing to - Billing Address:
Amerisys
P.O. Box 614004
Orlando, FL 32861

8. Notify your Supervisor/Manager of your status within 24 hours.
9. Return Medical Treatment Form and Light Duty Form to your Safety Officer or designated official within 24 hours of being released from medical facility and keep a copy for yourself as medical instructions are listed by your physician.
10.  All documentation should be submitted to Human Resources, as soon as possible, for entry into the Workers Compensation Claims System.


Accident Reporting ProceduresSafety Officer provides HR with First Report of Injury and Accident Investigation Form
Injury

Medical Treatment Non-Emergency
Employee Escorted to Doctor

Call
911 
First Aid Only

Human Resources notified
239-389-3970
IMMEDIATELY
Clinic communicates with Human Resources
Doctor Treats Employee and Doctor Determines Restrictions

Safety Officer or designated official notifies Human Resources and submits First Report of Injury and Accident Investigation Report.

Notify Safety Officer
IMMEDIATELY
Treat and Return to Work – 
Complete “First Report of Injury” form and “Accident Investigation” Form and send to 
Safety Officer
Emergency




Employee returns to work following Doctor’s instructions.

An employee who sustains a job-related injury will be entitled to Workers’ Compensation (W/C) leave in accordance with federal and state laws and City policy.
· Prior authorization for medical treatment under workers’ compensation is required.
· Employees have an obligation to cooperate in seeking timely treatment for job related injuries, furnishing information related to the injury, providing documentation related to any medical treatment, and any internal or external investigation.
Reminder: Employee with serious or life-threatening injuries should be transported to the nearest medical facility. Contact 911 for emergency medical assistance and transportation, if necessary.
	Primary Medical Treatment:
	Advanced Medical Center

	
	720 Goodlette Frank Road, Suite 500

	
	Naples FL 34102

	
	239-566-7676

	
	Hours: Monday – Friday 8:00am – 8:00 pm
Saturday and Sunday 9:00am – 5:00pm

	City Contact: 
	Leslie Sanford, Human Resources Manager
239-389-3970
lsanford@cityofmarcoisland.com

	Claims Adjuster / Administrator:
(Medical treatment management; authorizations; claim processing; bill payment)
	Preferred Governmental Claim Services (PGCS)
Post Office Box 958456 
Lake Mary, FL 32795 

Tele:  800-237-6617 (24/7/365)
Fax:   321-832-1448

	Primary Contact:
	Cheryl Riley, Director of Claims
PGCS Claim Services
800-237-6617 x 4054
or Direct 321-832-1444
criley@pgcs-tpa.com

	Lost Time adjuster: 

	Edgardo Hernandez
PGCS - WC Specialist II
(P) 321-832-1439
(F) 321-397-5407
Email eddie.hernandez@pgcs-tpa.com


	Medical Only Adjuster
	Martha Turner 
(P):  800-237-6617 x 4036 
(F):   321-832-1448
martha.turner@pgcs-tpa.com
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City of Marco Island 
EMPLOYEE POST-ACCIDENT PROCESS CHECKLIST
Immediate actions for medical triage and accident investigation to be completed by Safety Officer or designated official and WC Designee in the event of employee injury.

[bookmark: Check1]|_|Attend to the employee and his/her injuries – Where it is practical and does not expose anyone to risk of harm, administer first aid and allow the employee time to recover and then evaluate the need for outside medical attention.  If the injury is minor and does not require immediate outside medical attention, utilize rehabilitative duty for the remainder of the shift.  If an employee passes out or is exposed to a blood borne pathogen (needle stick, laceration from a contaminated surface, or body fluids) all forms must be filled out and given to the HR Department regardless of the employee not wanting medical attention at the time of incident.

If outside medical attention is required:
· Refer the employee to the appropriate medical provider.
· Provide the employee with the Light Duty Form to be completed by the treating physician.
· If a chemical exposure has occurred, provide the physician with the chemical’s Material Safety Data Sheet.

|_|Visit the scene and conduct a reenactment of the accident – Conduct the reenactment at the scene of the accident whenever possible, and as soon after the accident takes place as possible, on the same shift, unless the employee’s injury keeps him/her from doing so.  Immediately address and eliminate any hazard found (i.e., water on floor – clean up immediately and place a wet floor sign near the area.)  
[bookmark: Check3]|_|Employee and Witness Interviews are CRITICAL – Probe for the real cause(s) of the accident.  Don’t just stop at one or two questions.  Each level of questioning will get you closer to the root cause that contributed to the injury.
[bookmark: Check4]|_|Required Reports are to be completed – A list of required reports includes:
· Report of Injury - To be completed by the Safety Officer or designated official.
· Employee Incident Report – To be completed by the employee immediately.  Do not complete it for the employee unless unusual circumstances dictate.  Have the employee sign the Employee Medical Release Statement at the bottom of the incident report.  The employee has the right to refuse to sign but determining why the employee has a concern is important.  Educate the employee that signing will allow for faster processing of an injury claim.  If issues still exist, discuss with the workers’ compensation department.
· Statement by Witness – Secure all witness statements by having the witness complete this form.  Make sure all statements are signed and dated.  If there are no witnesses, complete the form and mark “None”.
· Accident Investigation Report – To be completed by the Safety Officer or designated official.  Be sure to provide a specific description of the injury, and events leading to the injury, including people, equipment and other variables.  Also take pictures of the accident/incident sight and surrounding area from as many angles as possible.
[bookmark: Check5]|_|Take corrective action – After the investigation is complete and the primary and secondary causes of the injury have been identified, remove or eliminate the causes to reduce the risk of the same injury occurring again. 



City of Marco Island

First Report of Injury or Illness

FLORIDA DEPARTMENT OF FINANCIAL SERVICES
DIVISION OF WORKERS COMPENSATION
(NOI –NOTICE OF INJURY)

Please click on the graphic below to enter information directly into the FORM and SAVE the form for your use.
OR
 Print out the First Report of Injury and complete the information manually.






City of Marco Island
INCIDENT REPORT
REPORT TO BE COMPLETED BY THE EMPLOYEE
(Submit Completed Form to Safety Officer or Designated Official)
Report to be completed during the shift incident occurred. 
EMPLOYEE INFORMATION

1. [bookmark: Text4][bookmark: Text5][bookmark: Text6]Employee ID:                
2. [bookmark: Text7][bookmark: Text8][bookmark: Text9][bookmark: Text10][bookmark: Text11][bookmark: Text12][bookmark: Text13][bookmark: Text14][bookmark: Text15]Name (First, middle, last):                                              
3. [bookmark: Text16][bookmark: Text17][bookmark: Text18][bookmark: Text19][bookmark: Text21]Job Title:                                                             
4. [bookmark: Text24]Department Name:                                                   
5. Supervisor Notified: 	                                                  
6. Date Reported: 	                  Time Reported:                  |_|AM |_|PM
7. Name of Witness(es), if any – State none, if none:                                              	
STATEMENT

8. Date of Injury or Illness:                            Time of event:               |_| AM |_|PM
9. Explain in detail what happened, how it happened and where incident occurred. (Be specific.)  (Please attach additional sheet/s if necessary)
                                                                                                                                                                                                                                                                                                                                                                                                                                                                       
[bookmark: Text85][bookmark: Text109][bookmark: Text110][bookmark: Text111][bookmark: Text112][bookmark: Text113][bookmark: Text114][bookmark: Text115][bookmark: Text116][bookmark: Text117][bookmark: Text118][bookmark: Text119][bookmark: Text120][bookmark: Text121][bookmark: Text122][bookmark: Text123][bookmark: Text124][bookmark: Text125]                                                                                                                                                                                                                                                                              
10. Describe affected body parts.  (What body part/s and how affected.)
                                                                                          
                                                                                                                                                                                                                                                                                   
11. Have you ever had a similar injury to the affected body part? □Yes □No   If yes, please explain and provide treating physician’s name:
                                                                                                                                                                                                                                                                                                                                                                        
12. [bookmark: Text144][bookmark: Text145][bookmark: Text146][bookmark: Text147][bookmark: Text148][bookmark: Text149][bookmark: Text150]Does employee want outside medical attention? |_|Yes |_|No   (If no, should the need arise at a later date, notify your supervisor immediately.) If yes, what is the physician’s name:                                   



13. Is Supervisor or designated official requiring medical assistance for the employee?  |_|Yes |_|No   

 							                  				
        Employee Signature					  		Date



Employee Medical Release Statement:  
BY SIGNING THIS AUTHORIZATION, I WAIVE PHYSICIAN/PATIENT CONFIDENTIALITY AND ANY OTHER PRIVILEGE OF CONFIDENTIALITY AND, BY SUCH WAIVER, AUTHORIZE MY TREATING PHYSICIAN, OTHER PHYSICIAN, HOSPITAL, REHABILITATION PROVIDER OR OTHER HEALTH CARE OR HEALTH CARE SERVICES PROVIDER OR INSURANCE CARRIER OR CLAIMS REPRESENTATIVE (UPON PRESENTATION OF THIS AUTHORIZATION OR ANY PHOTOSTATIC COPY OF THIS AUTHROIZATION TO (1) TALK TO MY EMPLOYER, CITY OF MARCO ISLAND AND ITS RELATED ENTITIES, OR ANY REPRESENTATIVE OF CITY OF MARCO ISLAND WITHOUT MY BEING PRESENT, CONCERNING ANY INJURY, ILLNESS, DISEASE, DIAGNOSIS, TREATMENT, IMPAIRMENT, DISABILITY, WORK LIMITATIONS, CAUSE OR LENGTH OF DISABILITY SUSTAINED OR SUFFERED BY ME OR AFFECTING, INVOLVING OR PERTAINING TO ME, AND MY RECOVERY AND RETRUN TO WORK; AND (2) RELEASE TO CITY OF MARCO ISLAND OR ANY REPRESENTATIVE OF CITY OF MARCO ISALND ANY NON-GENETIC HEALTH INFORMATIO SUCH AS, MEDICAL OR HOSPITAL RECORDS, DIAGNOSTIC FILMS AND FINDINGS, REHABILITATION RECORDS, PSYCHIATRIC AND PSYCHOLOGICAL TREATMENT RECORDS AND ANY OTHER WRITTEN INFORMATION REGARDING ME.  THIS AUTHROIZATION INCLUDES THE AUTHORITY TO COPY ANY RECORDS, PAPERS, ETC. 

							                  				
        Employee Signature					  		Date



Case #:			
City of Marco Island
STATEMENT BY WITNESS
(Submit Completed Form to Safety Officer or Designated Official)
Report to be completed during the shift incident occurred. 


WITNESS INFORMATION

1. [bookmark: Text1][bookmark: Text2][bookmark: Text3]Employee ID:                
2. Name (First, middle, last):                                              				
3. Job Title:	                                              
4. Department Name:                                               
5. Supervisor Name:                                              
6. Contact number:                                               

STATEMENT

7. This Incident Pertains to Whom:                                              

8. Date of Injury or Illness:                                    Time of event: 	 |_|AM |_|PM

9. Explain in detail what happened, how it happened and where incident occurred, be specific. (Attach additional sheets as necessary)
                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                            
I HEREBY CERTIFY THAT THE INFORMATION AND DESCRIPTION COMPLETED BY ME ABOVE IS AN ACCURATE AND TRUE REPRESENTATION OF WHAT I WITNESSED.


							                  				
 Employee Signature					  		Date



City of Marco Island
ACCIDENT INVESTIGATION REPORT

REPORT TO BE COMPLETED BY THE SAFETY OFFICER OR DESIGNATED OFFICIAL WITHIN 48-HOURS.
(Submit Completed Form to Human Resources IMMEDIATELY)

EMPLOYEE INFORMATION
1. [bookmark: Text25][bookmark: Text26][bookmark: Text27][bookmark: Text28][bookmark: Text29][bookmark: Text30][bookmark: Text31][bookmark: Text32][bookmark: Text127]Name (First, middle, last):                                                  
2. [bookmark: Text33][bookmark: Text34][bookmark: Text35][bookmark: Text36][bookmark: Text37][bookmark: Text38][bookmark: Text39][bookmark: Text40][bookmark: Text41][bookmark: Text42][bookmark: Text43][bookmark: Text44][bookmark: Text45] Title:                                                                  
3. [bookmark: Text20][bookmark: Text22][bookmark: Text23][bookmark: Text46][bookmark: Text47][bookmark: Text48][bookmark: Text49][bookmark: Text50][bookmark: Text51][bookmark: Text52][bookmark: Text53]Department Name:                                                        
4. [bookmark: Text54][bookmark: Text55][bookmark: Text56][bookmark: Text57][bookmark: Text58][bookmark: Text59][bookmark: Text60][bookmark: Text61][bookmark: Text62][bookmark: Text63][bookmark: Text64]Supervisor Name:                                                        
INFORMATION ABOUT THE PHYSICIAN OR OTHER HEALTH CARE PROFESSIONAL
5. Was first aid administered by Employer? |_|Yes |_|No  
6. Was outside medical attention obtained? |_|Yes |_|No  If Yes, please answer the following:
7. [bookmark: Text65][bookmark: Text66][bookmark: Text67][bookmark: Text68][bookmark: Text69][bookmark: Text70][bookmark: Text71][bookmark: Text72]Name of Hospital or Urgent Care facility:                                         
8. [bookmark: Text73][bookmark: Text74][bookmark: Text75][bookmark: Text76][bookmark: Text77][bookmark: Text78][bookmark: Text79][bookmark: Text80][bookmark: Text81][bookmark: Text82][bookmark: Text83][bookmark: Text84][bookmark: Text86][bookmark: Text87][bookmark: Text88]Street:                                    City:                          State:     	Phone#:	          	
9. [bookmark: Check6]Was the employee in the emergency room?: |_|Yes |_|No  
10. [bookmark: Check7][bookmark: Check8]Was the employee hospitalized overnight as an inpatient?: |_|Yes |_|No  

INFORMATION ABOUT THE CASE
11. [bookmark: Text89][bookmark: Text90][bookmark: Text91][bookmark: Text92][bookmark: Check9][bookmark: Check10]Date of Injury or Illness:                	Time of event:      |_|AM |_|PM
12. [bookmark: Text95][bookmark: Text96][bookmark: Text97][bookmark: Text93][bookmark: Check11][bookmark: Text94][bookmark: Check12]Date Reported:                	Time Reported:           |_|AM |_|PM
13. [bookmark: Text98][bookmark: Text99][bookmark: Text100][bookmark: Check13][bookmark: Text101]Time employee began work:                |_|AM      PM
14. Location of Accident:                                                        
15. Please describe what happened to the employee to cause the incident?  Describe the activity as well as the tools, equipment or material the employee was using.  Be specific.
[bookmark: Text102][bookmark: Text103][bookmark: Text104][bookmark: Text105][bookmark: Text106][bookmark: Text107][bookmark: Text108]                                                                                          
                                                                                          
                                                                                          
                                                                                          
16. What was the injury or illness?  What part of the body was affected and how was it affected? (Be more specific than “hurt”, “pain”, or “sore”.  Examples: “strained back”, “swollen ankle”, “carpal tunnel syndrome.”
                                                                                          
                                                                                          
                                                                                                                                                                                    
17.  What object or substance directly harmed the employee? Examples: “wet floor”, “chemical burn, hand” (If this question does not apply to the incident, please use “N/A”.)
                                                                                          
                                                                                          
                                                                                          
18. What corrective action was taken? (Use additional sheet as necessary)
                                                                                          
                                                                                          
                                                                                          
                                                                                          
                                                                                          
                                                                                          
                                                                                          
                                                                                          
                                                                                          
19. Was accident preventable?
                                                                 

20. If employee died, when did death occur? Date of Death:                                                        

21. [bookmark: Check20][bookmark: Check19]Date &Time Investigation Completed: Date                         Time:                       |_|AM |_|PM
Report Completed By:                                         Title:                          
Phone:                          Date                         

Signature of Person Completing this Report: 						


[image: A picture containing text, clipart

Description automatically generated]


INJURED EMPLOYEE ACKNOWLEDGEMENT OF RECEIPT, READING AND
UNDERSTANDING OF THE FLORIDA WORKERS’ COMPENSATION LAW

Effective October 1, 2003, Florida law requires anyone seeking payment for benefits, goods, or services as provided for by Florida’s Workers’ compensation statues must attest, he or she has received, read, and understand, the following statement:


Any person who, knowingly and intent to injure, defraud or deceive any employer or employee, insurance company, or self-insured program, files a statement of claim containing any false or misleading information commits insurance fraud, punishable as provided in Section §817.234 Florida statues.


Please acknowledge you have received, read and understand the statement in bold above by printing and signing your name in the space provided.


If you fail to or refuse to sign this form, any benefits to which you may be entitled may be suspended until such time as you sign & return this form to Human Resources/Risk Management Division.


By signing and dating below, I acknowledge I have received, read, and understand the fraud statement in bold typeface above.




____________________________ 				_____________
(Sign your name on the line above) 				Date




___________________________	 _____________________________________________
(Print Name on the line above) 	(Provide your social security number on the line above)


[image: ]
City of Marco Island
WORKERS COMPENSATION
LIGHT DUTY POLICY INFORMATION FORM 
The City of Marco Island is hereby informing the attending physician of our light or restricted duty policy for all injured employees seeking medical attention. Our employees are our most valuable resource, and our goal is to provide them with the best care so that we can bring them back to work as soon as possible. We would like to request the treating physician to consider our light duty option so the employee can return to work the following day. 
We are willing to assign the employee with alternative duties outside of their normal scope of work (i.e., clerical, administrative, answering phones. filing. etc.) Transportation to and from work can also be provided for the injured employee, if necessary. Please list tasks that the employee is capable of performing in order to consider light duty.
Light duty, if available, will only be on a temporary basis and offered at the discretion of the City.
__________________________________	________________________________
__________________________________	________________________________
__________________________________	________________________________
__________________________________	________________________________
 
Our insurance carrier is: PGCS – Preferred Governmental Claim Services – 1-800-237-6617
Please Contact: Leslie Sanford, 239-389-3970 for any questions. 

___________________________       ____________    _________________________
        Employee’s Name                         Employee ID#                  Physician’s Name
           (Please Print)                                                                        (Please Print)

		      		


      Employee’s Signature                                               Physician’s Signature
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FIRST REPORT OF INJURY OR ILLNESS


FLORIDA DEPARTMENT OF FINANCIAL SERVICES
DIVISION OF WORKERS' COMPENSATION


For assistance call 1-800-342-1741
or contact your local EAO Office


Report all deaths within 24 hours 1-800-219-8953 or (850) 922-8953


RECEIVED BY
CLAIMS-HANDLING ENTITY


SENT TO DIVISION DATE DIVISION RECEIVED DATE


PLEASE PRINT OR TYPE EMPLOYEE INFORMATION
NAME (First, Middle, Last) SOCIAL SECURITY NUMBER


- -


DATE OF ACCIDENT (Month-Day-Year) TIME OF ACCIDENT


AM PM


HOME ADDRESS


,


EMPLOYEE’S DESCRIPTION OF ACCIDENT (include Cause of Injury)


TELEPHONE Area Code Number


( ) -
OCCUPATION INJURY/ILLNESS THAT OCCURRED PART OF BODY AFFECTED


DATE OF BIRTH SEX


M F
EMPLOYER INFORMATION


EMPLOYER/COMPANY


,


FEDERAL I.D. NUMBER (FEIN) DATE FIRST REPORTED (Month-Day-Year)


NATURE OF BUSINESS POLICY/MEMBER NUMBER


TELEPHONE Area Code Number


( ) -


DATE EMPLOYED PAID FOR DATE OF INJURY


YES NO


EMPLOYER’S LOCATION ADDRESS (if different)


,


Location #:


LAST DAY EMPLOYEE WORKED WILL YOU CONTINUE TO PAY WAGES INSTEAD OF
WORKERS’ COMP? YES


LAST DAY WAGES WILL BE PAID INSTEAD OF
WORKERS’ COMP?


RETURNED TO WORK? YES NO
IF YES, GIVE DATE


PLACE OF ACCIDENT (Street, City, State, Zip)


,


COUNTY:


DATE OF DEATH (If applicable) RATE OF PAY


PER


Number of hours per day


Number of hours per week


Number of days per week


HR WK
DAY MO


AGREE WITH DESCRIPTION OF ACCIDENT?


YES NO


Any person who, knowingly and with intent to injure, defraud, or deceive any employer or employee, insurance company, or self-insured program, files a statement of
claim containing any false or misleading information commits insurance fraud, punishable as provided in s. 817.234. Section 440.105(7), F.S.


I have reviewed, understand and acknowledge the above statement.


__________________________________________________________________ _______________________________________________
EMPLOYEE SIGNATURE (If available to sign) DATE


__________________________________________________________________ _______________________________________________
EMPLOYER SIGNATURE DATE


NAME, ADDRESS AND TELEPHONE
OF PHYSICIAN OR HOSPITAL


AUTHORIZED BY EMPLOYER YES NO


CLAIMS-HANDLING ENTITY INFORMATION


1(a) Denied Case – DWC-12, Notice of Denial Attached 2. Medical Only which became Lost Time Case (Complete all required information in #3)


1(b) Indemnity Only Denied Case – DWC-12, Notice Of Denial Attached Employee’s 8th Day Of Disability


Entity’s Knowledge of 8th Day of Disability


3. Lost Time Case – 1st day of disability Full Salary in lieu of comp? YES Full Salary End Date


Date First Payment Mailed AWW Comp Rate


T.T. T.T.- 80% T.P. I.B. P.T. DEATH SETTLEMENT ONLY


Penalty Amount Paid in 1st Payment Interest Amount Paid in 1st Payment


REMARKS: INSURER NAME


INSURER CODE # EMPLOYEE’S CLASS CODE EMPLOYER’S NAICS CODE CLAIMS-HANDLING ENTITY NAME, ADDRESSS & TELEPHONE


PREF. GOVERNMENTAL CLAIM SOLUTIONS
PO BOX 958456
LAKE MARY, FL 32795-8456
TEL: (800) 237-6617
FAX: (321) 832-1448


SERVICE CO/ TPA CODE #


6239


CLAIMS-HANDLING ENTITY FILE #


Form DFS-F2-DWC-1 (08/2004)
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PGCS DFS-F2-DWC-01.doc
		FIRST REPORT OF INJURY OR ILLNESS


FLORIDA DEPARTMENT OF FINANCIAL SERVICES


DIVISION OF WORKERS' COMPENSATION


For assistance call 1-800-342-1741


or contact your local EAO Office


Report all deaths within 24 hours 1-800-219-8953 or (850) 922-8953

		RECEIVED BY


CLAIMS-HANDLING ENTITY

		SENT TO DIVISION DATE

		DIVISION RECEIVED DATE



		

		

		

		





    PLEASE PRINT OR TYPE
EMPLOYEE INFORMATION


		NAME (First, Middle, Last)

 

		SOCIAL SECURITY NUMBER

   -  -    

		DATE OF ACCIDENT (Month-Day-Year)

     

		TIME OF ACCIDENT

             FORMCHECKBOX 
 AM   FORMCHECKBOX 
 PM



		HOME ADDRESS


 

     ,         

		EMPLOYEE’S DESCRIPTION OF ACCIDENT (include Cause of Injury)


     



		TELEPHONE
Area Code
Number



(   )    -    

		



		OCCUPATION


     

		INJURY/ILLNESS THAT OCCURRED


     

		PART OF BODY AFFECTED

     



		DATE OF BIRTH


     

		SEX


 FORMCHECKBOX 
 M      FORMCHECKBOX 
 F

		

		






EMPLOYER INFORMATION

		EMPLOYER/COMPANY

     

     

     ,         

		FEDERAL I.D. NUMBER (FEIN)


     

		DATE FIRST REPORTED (Month-Day-Year)


     



		

		NATURE OF BUSINESS


     

		POLICY/MEMBER NUMBER


     



		TELEPHONE
Area Code
Number


                      (   )    -    

		DATE EMPLOYED

     

		PAID FOR DATE OF INJURY

 FORMCHECKBOX 
 YES                 FORMCHECKBOX 
 NO



		EMPLOYER’S LOCATION ADDRESS (if different)


     

     ,         

Location #:       

		LAST DAY EMPLOYEE WORKED

     

		WILL YOU CONTINUE TO PAY WAGES INSTEAD OF

WORKERS’ COMP?         FORMCHECKBOX 
 YES


LAST DAY WAGES WILL BE PAID INSTEAD OF


WORKERS’ COMP?


     



		

		RETURNED TO WORK?     FORMCHECKBOX 
 YES       FORMCHECKBOX 
  NO

IF YES, GIVE DATE


     

		



		PLACE OF ACCIDENT (Street, City, State, Zip)


     

     ,         

COUNTY:       



		DATE OF DEATH (If applicable)


     

		RATE OF PAY


      PER


Number of hours per day


Number of hours per week


Number of days per week

		
 FORMCHECKBOX 
 HR
 FORMCHECKBOX 
 WK



 FORMCHECKBOX 
 DAY
 FORMCHECKBOX 
 MO


     

     

 



		

		AGREE WITH DESCRIPTION OF ACCIDENT?


 FORMCHECKBOX 
 YES                 FORMCHECKBOX 
 NO

		

		



		Any person who, knowingly and with intent to injure, defraud, or deceive any employer or employee, insurance company, or self-insured program, files a statement of claim containing any false or misleading information commits insurance fraud, punishable as provided in s. 817.234. Section 440.105(7), F.S.


I have reviewed, understand and acknowledge the above statement.


__________________________________________________________________
_______________________________________________



EMPLOYEE SIGNATURE (If available to sign)
DATE


__________________________________________________________________
_______________________________________________



EMPLOYER SIGNATURE
DATE

		NAME, ADDRESS AND TELEPHONE


OF PHYSICIAN OR HOSPITAL


     

 

     

AUTHORIZED BY EMPLOYER         FORMCHECKBOX 
 YES           FORMCHECKBOX 
 NO






CLAIMS-HANDLING ENTITY INFORMATION

		 FORMCHECKBOX 

1(a)
Denied Case – DWC-12, Notice of Denial Attached
 FORMCHECKBOX 
 2.
Medical Only which became Lost Time Case (Complete all required information in #3)

 FORMCHECKBOX 

1(b)
Indemnity Only Denied Case – DWC-12, Notice Of Denial Attached

Employee’s 8th Day Of Disability
     





Entity’s Knowledge of 8th Day of Disability
     

 FORMCHECKBOX 

3.
Lost Time Case – 1st day of disability       
Full Salary in lieu of comp?    FORMCHECKBOX 
 YES   Full Salary End Date         



Date First Payment Mailed                                            AWW                                       Comp Rate      



 FORMCHECKBOX 
 T.T.           FORMCHECKBOX 
 T.T.- 80%           FORMCHECKBOX 
 T.P.           FORMCHECKBOX 
 I.B.           FORMCHECKBOX 
 P.T.           FORMCHECKBOX 
 DEATH           FORMCHECKBOX 
 SETTLEMENT ONLY



Penalty Amount Paid in 1st Payment      
Interest Amount Paid in 1st Payment      



		REMARKS:

 

		INSURER NAME

 





		INSURER CODE #


 

		EMPLOYEE’S CLASS CODE


 

		EMPLOYER’S NAICS CODE


     

		CLAIMS-HANDLING ENTITY NAME, ADDRESSS & TELEPHONE


PREF. GOVERNMENTAL CLAIM SOLUTIONS


PO BOX 958456


LAKE MARY, FL 32795-8456


TEL:
(800) 237-6617


FAX:
(321) 832-1448



		SERVICE CO/ TPA CODE #


6239

		CLAIMS-HANDLING ENTITY FILE #


     

		





  Form DFS-F2-DWC-1 (08/2004)
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