
 

FY’26 Employee Accident/Incident Reporting 

• This year we are using Workpartners for our Workers’ Compensation Claims. 

• Please remember all employee incidents and accidents must be reported to EPIC HR within 24 hours even if 
medical attention is not sought. 

• The attached Employee Accident Reporting form doesn’t provide a lot of room for detail, so please attach 
additional information if applicable. Be sure you indicate exactly what happened and exactly what is injured 
(example: left lower shin or right index finger) 

• If an injury was sustained and pictures of the location where it took place are important to see what happened 
and/or pictures of the injury itself will help with the claim, please include those pictures when you file your 
report. 

 
TO REPORT A CLAIM 

 
1. Report the incident/accident to your supervisor or designee at the time it happens. 

 
2. Complete SECTION I of the attached Employee Accident Report and provide a copy to your immediate 

supervisor or designee to be shared with EPIC HR. If medical attention is NOT sought, the report will be filed 
as an incident with EPIC HR. 

 
3. If medical attention IS sought: 

• Please give us information about where you are planning to go for treatment and when. (It is recommended 
you call the facility first to ensure they accept workers’ compensation claims. Not all medical facilities do.) 

 
• Complete the Workpartners’ Workers’ Compensation Authorization for Release of Protected Health 

Information form in this packet and submit it to EPIC HR. We will file the claim and a Claim # will be 
assigned. 

 
• When you go to the doctor, give a copy of the Employee Accident Form (that you completed Section I 

on) to your treating Medical Provider, and THEY will complete Section II and give a copy back to you. 
They should also FAX a copy to Workpartners at 412-454-8717. 

• After you have been treated, please contact EPIC HR to follow up and to discuss next steps. You may 
call Terri Hickerson at 304-596-2663 or email terri.hickerson@wvesc.org. 

mailto:terri.hickerson@wvesc.org


Form OIC-WC-1 West Virginia Workers' Compensation 
Employ ' and Physicians' Report of Occupational Injury or Disease 

PLEASE PRINT OR TYPE 
 

Section I Employee' s Claim Information 
Insurers Third-Party Administrators 

1 . Names (Last)) (First)) (MM I)) 

2. Addresss 3. Telephones ( ) - 

City) S tate) Zip) 4. Social Security No. s - - 

5. Date of Births  I I  6. Sexs M F 7. Marital Statuss 

8. Date of Injury or Last Exposures   I I  Times aM mM pM mM 9. Time You Began Work on Date of 
Injurys aM mM pM mM 1 1. Date You Stopped Working Due to Injurys  I I  

1 1 . Have You Retired? yes no If 'yes," what was the date you retired)  I I  

1 2. Employer' s Names Supervisorc s Name) 

Address) 

City) S tate) Zip) Telephone)  ( ) - 

1 3. Job Title/Descriptions 

1 4. Body Part(s) Injureds 

1 5. Describe How Your Injury Occurred (Specify the cause, what you were doing, and equipmentIobjects involved)) 

1 6. Did Injury Occur on Employer' s Property? Yes No Address where injury occurred) 

1 7. Please Identify Any Witnesses to Your Injurys 

I certify that the above is true and correct to the best of my pnowledgeM I am aware the law provides for severe penalties if I pnowingly and with fraudulent intent withhold 
facts or mape false statements in order to obtain or increase benefits to which I am not entitledM qy signing this application, I hereby authorize any physician, chiropractor, 
surgeon, practitioner or other healthcare provider, any hospital, including Veteransc Administration or governmental hospital, and medical service organization, any insurance 
company, any law enforcement or military agency, any government benefit agency including the Social Security Administration, or any other institution or organization to 
release to each other, any medical or other information, including benefits paid or payable, pertinent to this injury or disease, except information relative to the diagnosis, 
treatment andIor counseling for uIVIAIDS, psychological conditions, andIor alcohol or substance abuse, for which I must give specific authorizationM A Photostat of this 
authorization shall be as valid as the originalM 
Employee' s Signatures ------------------------------------------------------------------------  Dates -------/ --------/ ------- 

Section II All Information Must Be Completed by Initial Healthcare Provider 
1 . Name of Physician/Hospitals 2.  FEIN/Social Security No. s - - 

3. Addresss 

City) S tate) Zip) Telephones ( ) - 

4. Date of Initial Treatments  I I  5. Date Patient May Return to Works  I I  

6. Have you advised the patient to remain off work 4 or more days? 
YesM Indicate dates) from to 
NoM If 'no," is the patient capable of Full Duty Modified Duty If the patient is capable of returning to modified duty, specify any 

limitationsIrestrictions) 

7. Condition is a direct result ofs Occupational Injury? Occupational Disease? Non-Occupational Condition? 

8. Did this injury aggravate a prior injury/disease? Yes NoM If Yes, explain) 

9. Description of injury or occupational diseases 

1 1. Body part(s) injureds 1 1 . ICD9-CM Diagnosis Code(s) in order of severitys 

1 2.  Name of physician referred tos 1 3. If the patient was hospitalized, where? 

I certify the statements and answers set forth in this section are true and correct to the best of my pnowledgeM I am aware the law provides for severe penalties if I pnowingly 
certify a false report or statement, withhold material fact or statement or pnowingly aid or abet anyone attempting to secure benefits to which he or she is not entitledM In 
signing this form, I acpnowledge I have been informed of my responsibilities under {est Virginiac s {orpersc Compensation Law and agree to abide by such in the administration 
of services provided thereunderM I understand the submission of false statements or billing may result in prosecution under state and federal lawM I further agree to release 
any office notesItest results immediately to the employer or their representativeM 

 
Signatures  ---------------------------------------------------------------------------------------  Dates  ------I------I-------- 



 
 

WORKERS' COM PEN SATI ON AU TH ORI ZATI ON 
FOR RELEASE OF PROTECTED H EALTH I N FORM ATI ON 

 
Employee's FL l l N ame Cl a im N Lmber  

 
Address Date of B i rth 

 
Ci ty, State Zip Code Tel ephone N Lmber 

 
Employer 

 
) h ereby a u th or i ze th e re l ease of m y p rotected h ea l th i n form a ti on ( P H ) } or oth er i n form a ti on re l evan t or 
poten ti a l l y re l a ted to th e i n ju ry or con d i ti on i n d i ca ted bel  ow to Work P a r tn ers, on beh a l f of U P M C 
B en efi t M a n agem en t Servi ces, ) n c. or U P M C H ea l th B en efi ts, ) n c. , a s app l i cab l e , i ts su ccessors, or a n y of 
i ts a u th ori zed rep resen ta ti ves ( i n cl u d i n g a ttorn eys worki n g on i ts beh a l f} by a l l app l i cab l e m ed i ca l 
p ra cti ti on ers, h osp i ta l s, oth er m ed i ca l or m ed i ca l l y re l a ted fa ci l i ti es, ph a rm a ci es, cl a i m s adm i n i stra tors, 
a n d i n su rers, i n cl u d i n g, bu t n ot l i m i ted to, th ose wh o adm i n i ster Grou p H ea l th , Sh or t-Term D i sab i l i ty, 
Lon g-Term D i sab i l i ty, Workers'  Com pen sa ti on , H ea l th a n d Wel l n ess, F am i l y M ed i ca l Leave, D i sease 
M a n agem en t, a n d r i gh ts u n der th e Am er i can s wi th D i sab i l i ti es Act pu r su a n t to m y app l i ca ti on for 
Workers' Com pen sa ti on ben efi ts. 

 
Description of I n jL ry or Condit ion: ________________________________________________________ 

Date of I n jL ry or Condition: _____________________ 

Su ch d i scl osu re m ay con ta i n P H ) or oth er i n form a ti on re l a ted to m y Workers'  Com pen sa ti on m ed i ca l 
con d i ti on or oth er con d i ti on ( s} n oted above, i n cl u d i n g, bu t n ot l i m i ted to, m ed i ca l records, p a ti en t fi l es, 
d i agn osi s, p rogn osi s, p rogress n otes, d i agn osti c a n d l aboratory  tests, trea tm en t p l a n , p rescri  p ti on s, 
wages, or ea rn i n gs, p rovi ded a l l requ ests for th i s i n form a ti on a re i n wri ti n g. 

 
) u n derstan d i n form a ti on recei  ved p u r su a n t to th i s a u th or i za ti on m ay be u sed by Work P a r tn ers for th e 
i n vesti ga ti on a n d determ i n a ti on of a n y app l i cab l e Workers'  Com pen sa ti on ben efi ts to wh i ch ) m ay be 
en ti tl ed . ) u n derstan d th a t p aym en t for trea tm en t a n d ben efi ts m ay be con d i ti on ed u pon th i s 
a u th or i za ti on ; ) a l so u n derstan d th a t m y h ea l th ca re p rovi der wi l l n ot con d i ti on m y trea tm en t b a sed on 
th i s a u th or i za ti on . ) u n derstan d th i s a u th ori za ti on i s va l i d for th e du ra ti on of m y cl a i m for Workers' 
Com pen sa ti on , p rovi ded th a t su ch du ra ti on sh a l l n ot exceed two years from th e d a te of th e si gn a tu re on 
th e fol l owi n g p age. 

 
) u n derstan d th a t Work P a r tn ers m ay be requ i red to d i scl ose a n y a n d a l l fa cts re l a ted to m y i n ju ry, 
i l l n ess, or d i sab i l i ty to m y em p l oyer-con tra cted ben efi t adm i n i stra tors or i n su rers ( i n cl u d i n g h ea l th 
ben efi ts p rovi der( s} ; cl a i m s p rocessors;  ca se, d i sease, or h ea l th m a n agem en t com p a n i es, a n d i n su rers} 
to determ i n e e l i gi b i l i ty for h ea l th or d i sease m a n agem en t p rogram s a n d for adm i n i stra ti on a n d 
operat i  on s of em p l oyer ben efi t p l a n s ( i n cl u d i n g bu t n ot l i m i ted to Sh ort-Term D i sab i l i ty, Lon g-Term 
D i sab i l i ty, Workers'  Com pen sa ti on , coord i n a ti on of ca re a n d qu a l i ty a ssu ra n ce, h ea l th i m p rovem en t, 
a n d u ti l i za ti on revi ew p rogram s} . 

 
) certi fy th a t a l l of th e i n form a ti on th a t ) h ave p rovi ded i s, to th e best of m y kn owl edge, tru e , correct, 
a n d com p l ete. 



 
 M PORTAN T N FORM AT ON ABOU T YOU R R GH TS 

•  h ave a r r gh t to recer ve a copy of th r s a u th or r iza tr on s 
•  m ay revoke th r s a u th orr iza tr on a t a n y tr m e before r ts exp r ra tr on d a te by n otr fyr n g Work P a r tn ers r n wrr tr n g - (see 

#2 on th e n ext p age 2 , b u t th e revocatr on wr i i n ot h ave a n y effect on a n y a ctr on s ta ken before th e revocatr on was 
recer ved by Work P a r tn erss 

•  u n derstan d th a t a n y of m y P H recer ved by Work P a r tn ers m ay be re i eased to oth ers r n a ccordan ce wr th th e 
term s of th r s a u th or r iza tr on s Re- d r sci osu re of m y P H by Work P a r tn ers or a n y oth er p a r ty r s n ot p rotected by th e 
H ea i th n su ra n ce P ortab r i r ty a n d Accou n ta b r i r ty Act of 1 996 - H P AA2 s 

 
P i ease retu rn th r s com p i eted a n d sr gn ed form by fa x to 41 2 -454-871 7 or by m a r i to Work P a r tn ers, P O B ox 2971 
P r ttsb u rgh , P A 1 5230s 

 
1 s Type of records to be re i eased - ch eck a i i th a t app i y2 ) 

0 n p a tr en t 0 G m ergen cy departm en t 
0 Ou tp a tr en t 0 P h ysr cr a n /Offr ce 
0 D r agn ostr c testr n g 0 P h ysr ca i th erapy 
□   Oth er )   ____________________________________________________________________ 

 
U n l ess you check the boxYes) rmmedrately  below, n o r n form a tr on abou t a i coh oi /su b sta n ce abu se, H V/A D S or 
beh avr ora i h ea i th wr i i be d r sci osed ) 

 
□ YES, d r sci ose r n form a tr on re i a ted to a i coh oi /su b sta n ce abu se 
□ YES, d r sci ose n form a tr on Rei a ted To H V/A D S 
□ YES, d r sci ose B eh avr ora i H ea i th n form a tr on 

2 s  m ay revoke th r s a u th orr iza tr on by n otr fyr n g) 

U P M C n su ra n ce Servr ces D r vr sr on 
Attn ) Ch r ef P r r vacy Offr cer 
600 Gran t Street 
P r ttsb u rgh , P A 1 521 9 
H ea i th P i a n CP O@ u pm cs edu 

 
TH S FORM M U ST BE FU LLY COM PLETED BEFORE S GN N G. 

 
 

Sr ign atu re of Employee Date of Employee's Sr ign atu re Employee's Date of B r rth or Cl a rm 
N umber 

OR, r f appl r cable - 
 
 

 

Sr ign atu re of Parent, Leigal Guardran 
or Authorrized Representatrive 

Date of Parent, Leigal Guar dra n or 
Authorrized Representatrive's 
Sr ign atu re 

Descrrptron of Authorrty to Act for 
the Employee Y r . e. , Parent, Leigal 
Guar dra n or Authorrized 
Representatrive) 

A copy ofthis completed1 signed and dated form must be given to the member or other signator. 
 

   

  By   



 

 

Prov der n forrr at on p e ease u se add t on ae sreets of paper as n eeded 
 
 

Pr rr ary Care Prys c an N arre  ::::::::::::::::::::::::::::::::::::::::::::::::::::::::: 

Address ::::::::::::::::::::::::::::::::::::::::::::::::::::::::: 

::::::::::::::::::::::::::::::::::::::::::::::::::::::::: 

Tee epron e N u rr ber ::::::::::::::::::::::::::::::::::::::::::::::::::::::::: 

 
 

Treat n g Prov der N arre ::::::::::::::::::::::::::::::::::::::::::::::::::::::::: 

Address ::::::::::::::::::::::::::::::::::::::::::::::::::::::::: 

::::::::::::::::::::::::::::::::::::::::::::::::::::::::: 

Tee epron e N u rr ber ::::::::::::::::::::::::::::::::::::::::::::::::::::::::: 

 
 

Treat n g Prov der N arre ::::::::::::::::::::::::::::::::::::::::::::::::::::::::: 

Address ::::::::::::::::::::::::::::::::::::::::::::::::::::::::: 

::::::::::::::::::::::::::::::::::::::::::::::::::::::::: 

Tee epron e N u rr ber ::::::::::::::::::::::::::::::::::::::::::::::::::::::::: 

 
 

D agn ost c Test n g Prov der ::::::::::::::::::::::::::::::::::::::::::::::::::::::::: 

Address ::::::::::::::::::::::::::::::::::::::::::::::::::::::::: 

::::::::::::::::::::::::::::::::::::::::::::::::::::::::: 

Tee epron e N u rr ber ::::::::::::::::::::::::::::::::::::::::::::::::::::::::: 

 
 
 

Pat en t N arre ( pr n t) ::::::::::::::::::::::::::::::::::::::::::::::::::::::::: 

 
Pat en t S gn atu re ::::::::::::::::::::::::::::::::::::::::::::::::::::::::: 

 
Date of S gn atu re ::::::::::::::::::::::::::::::::::::::::::::::::::::::::: 



  
Workers' Com p en sati on Tem p orary P rescri p ti on D Card 
West Vi rg i n i a - Comm erci al 
To th e n ju red Worker: 
On you r fi rst vi si t- p l ease gi ve th i s n oti ce to an y 
p h arrr acy l i sted on th e b ack si d e to sp eed p rocessi n g you r 
ap p roved workers' corr p en sati on p rescri p ti on s (b ased on 
th e gu i d el i n es estab l i sh ed b y you r err p l oyerI) 
Qu esti on s or n eed assi stan ce l ocati n g a p arti ci p ati n g 
retai l n etwork p h arm acy? Cal l th e E xp ress Scri p ts 
P ati en t Care Con tact Cen ter at 800o .945o 5.951 ) 

Aten ci i6n Trab ajad or L esi on ad o: 
E n su p ri rr era vi si ta- p or favor en tregu e esta n oti fi caci on a 
cu al q u i er farrr aci a en u rr erad a al reverso p ara acel erar el 
p rocesarr i en to d e su s recetas ap rob ad as d e corr p en saci on 
p ara trab ajad ores (segu n l as p au tas estab l eci d as p or su 
err p l ead orI) 

Si ti en e cu al q u i er d u d a o n ecesi ta ayu d a p ara l ocal i zar u n a 
farrr aci a d e ven ta al p or rr en or p arti ci p an te d e l a red - p or 
favor l l arr e al Cen tro d e Con tacto p ara Aten ci on a Cl i en tes 
d e E xp ress Scri p ts- al 800) 945) 5951 ) 

To th e P h arm aci st: 
E xp ress Scri p ts ad rr i n i sters th i s workers' corr p en sati on 
p rescri p ti on p rograrr ) P l ease fol l ow th e step s b el ow to 
su b rr i t a cl ai rr ) Stan d ard fi rst fi l l sh al l n ot exceed a 1 4-d ay 
su p p l y or a cost of $1 50) Th i s forrr i s val i d for u p to 30 d ays 
frorr d ate of i n ju ry (D O. I) L i rr i tati on s rr ay vary) F or 
assi stan ce or exp osu re rr ed i cati on s- cal l E xp ress Scri p ts at 
888) 786) 9640) 

 

P h arm acy P rocessi n g Step s 
Step 1 : E n ter b i n n u rr b er 003858 
Step 2: E n ter p rocessor con trol WC 
Step 3: E n ter th e grou p n u rr b er as i t ap p ears ab ove 
Step 4: E n ter th e i n ju red worker' s n i n e-d i gi t . D n u rr b er 
Step 5: E n ter th e i n ju red worker' s fi rst an d l ast n arr e 
Step 6: E n ter th e i n ju red worker' s d ate of i n ju ry 

 
 
 

E m p l oyee n form ati on 

@@@@@@@@@@@@@@@@ @@@@@@ @@@@@@@@@@@@@@@@@@@@@@@@@ 
F i rst M L ast 

CCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCC 
Street Ad d ress or P O B ox 

CCCCCCCCCCCCCCCCCCC CCCCCCCCCCCCCCCCCC CCCCCCCCCC 
Ci ty State Z. P 

 
 

 
E m p l oyer N am e 

CCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCC 
 
 
 

 
© 2021 M atri x H eal th care Servi ces- . n c) l An E xp ress Scri p ts Corr p an y) 8 Al l Ri gh ts Reserved ) 

P age 1 

       
      

you  t' s rr p ortan t th at we  d o ou r p art to h p 
con trol th e n g cost of h th care) 

Please see other side for a list of participating retail 
 

E xp ress Scri p ts 
 D #: _____________________________________ 

              
p rescri p on s fi ed  You  recei ve a n ew D n u rr b er sh ortl  
 
D ate of n ju ry: _______ / _______ / _______ 

 
 
G rou p #:  KYH A 

E m p oyee D ate of B rth  _______ / _______ / _______ 



  
Workers' Compen sati on Temporary Prescri pti on I D Card 
West Vi rgi n i a - Commerci al 

 
Parti ci pati n g Retai l N etwork Ph armaci es 

 

AccessH eal th Ph armacy 
Adki rs Ph armacy 
Beckl ey Ph armacy 
Bord @ s D ru g 
Bypass Ph armacy 
CAM C Ph armacy 
Commu r i ty Care 
CVS 

Dru g E mpori u m 
Food L i or 
F ru th Ph armacy 
Gi art E agl e 
Greerbri er M ed Arts 
H art@ s Ph armacy 
Kroger 
M edi ci re Sh oppe 

M i l l er@ s Ph armacy 
Reed @ s Ph armacy 
Ri te Ai d 
Sam @ s Cl u b 
Val l ey Ph armacy 
Wal greers 
Wal l-M art 
Wei s 
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