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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

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

Complete SECTION | 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.

If medical attention IS sought:
e Please give us information about where you are planning to go for treatment and when. (Itis recommended
you call the facility first to ensure they accept workers’ compensation claims. Not all medical facilities do.)

e 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.

e When you go to the doctor, give a copy of the Employee Accident Form (that you completed Section |
on) to your treating Medical Provider, and THEY will complete Section Il and give a copy back to you.
They should also FAX a copy to Workpartners at 412-454-8717.

e 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 [ Employee's Claim Information
Insurers Third-Party Administrators
1. Names (Last)) (First)) (MM T))
2. Addresss 3. Telephones ( ) -

City) S tate) Zip) 4. Social Security No.s - -
5. Date of Births 1 I | 6. Sexs OwMm OF 7. Marital Statuss
8. Date of Injury or Last Exposures [ [ Times O atmM ] MmM 9. Time You Began Work on Date of
11. Date You Stopped Working Due to Injurys I I Injurys L] aMmM_ pMm
11. Have You Retired? ] yes [ no If''yes," what was the date you retired) I I
12. Employer's Names Supervisorc s Name)

Address)

City) State) Zip) Telephone) ( ) -

13. Job Title/Descriptions

14. Body Part(s) Injureds

15. Describe How Your Injury Occurred (Specify the cause, what you were doing, and equipmentlobjects involved))

16. Did Injury Occur on Employer's Property? []Yes []No Address where injury occurred)

17. Please Identify Any Witnesses to Your Injurys

I certify that the above is true and correct to the best of my pnowledgel 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 andlor counseling for uIVIAIDS, psychological conditions, andlor alcohol or substance abuse, for which I must give specific authorization! A Photostat of this
authorization shall be as valid as the originalM

Employee's Signatures —-----————————mmmmmmm e - ---- Dates ------- / —mmmmmmm / ——————-
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) State) 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?

[J YesM Indicate dates) from to

[JNoM 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 [J Occupational Injury? [J Occupational Disease? [J Non-Occupational Condition?

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

9. Description of injury or occupational diseases

11. Body part(s) injureds 11. ICD9-CM Diagnosis Code(s) in order of severitys

12. Name of physician referred tos 13. Ifthe patient was hospitalized, where?

I certify the statements and answers set forth in this section are true and correct to the best of my pnowledgel 1 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 entitled! In
signing this form, I acpnowledge I have been informed of my responsibilities under {est Virginiacs { orperst Compensation Law and agree to abide by such in the administration
of services provided thereunder! I understand the submission of false statements or billing may result in prosecution under state and federal lawM 1 further agree to release
any office notesltest results immediately to the employer or their representativel

Signatures  ——————--—mm - Dates ----—-—- I-———-- I-——— -
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WORKERS' COM PEN SATION AU TH ORI ZATION
FOR RELEASE OF PROTECTED HEALTH INFORMATION

Employee's FLII Name Claim NLmber
Address Date of Birth

City, State Zip Code Telephone NLmber
Employer

)hereby authorizetherelease of myprotected health information (PH)} or other information relevantor
potentiallyrelated totheinjury or condition indicated bel ow to WorkPartners, on behalfof UPMC
BenefitManagementServices, )nc.orUPMCHealth Benefits, )nc., as applicable, its successors, or any of
its authorized representatives (including attorneys working on its behalf} by all applicable medical
practiioners, hospitals, other medical or medically related facilities, pharmacies, claims administrators,
and insurers, including, butnot limited to, those who administer Group Health, Short-Term Disability,
Long-Term Disability, Workers' Compensation, Health and Wellness, Family Medical Leave, Disease
Management, and rights under the Americans with Disabilities Act pursuantto my application for
Workers' Com pen sation ben efits.

Description of InjLry or Condition:

Date of InjL ry or Condition:

Such disclosure may contain PH) or otherinformation related to my Workers' Compensation medical
condition or other condition (s} noted above, including, butnotlimited to, medical records, patientfiles,
diagnosis, prognosis, progress notes, diagnostic and laboratory tests, treatment plan, prescriptions,
wages, or earnings, provided all requ ests for this information are in writing.

) understand information received pursuantto this authorization may be used by WorkPartners for the
investigation and determination ofanyapplicable Workers' Compen sation ben efits to which ) may be
entitted.) understand thatpaymentfor treatmentand ben efits may be conditioned upon this
authorization; ) also understand that my healthcare provider will not condition my treatmentbased on
thisauthorization. ) understand this authorization is valid for the duration of mycaim for Workers'
Compensation, provided thatsuch duration shall not exceed two years from the date of the signature on
the following page.

) understand that WorkPartners may be required to disclose any and all facts related to myinjury,
illness, ordisabilityto my employer-contracted benefitadministrators orinsurers (including health
benefits provider(s}; claims processors; case, disease, or health management companies, and insurers}
to determine eligibility for health or disease management programs and for administration and
operations of employer benefit plans (including butnot limited to Short-Term Disability, Long-Term
Disability, Workers' Compensation, coordination of care and qualityassurance, health improvement,
and utilization review programs}.

)certifythatall of the information that) have provided is, to the best of my knowl edge, true, correct,
and complete.
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MPORTANT NFORM AT ON ABOUTYOURR GHTS

have a rrght to recerve a copy of thrs authorrizatrons

may revoke thrsauthorrizatron atanytrme before rts exprratron date by notrfyrng WorkPartners rn wrrtrng -(see
#2 on the next page2, butthe revocatron wrii not have any effect on anyactrons taken before the revocatron was
recer ved by WorkPartnerss

understandthatanyof myPH recerved by WorkPartners may be reieased to others rn accordance wrth the
termsofthrsauthorrizatrons Re-drsciosure of myPH by WorkPartners or any other partyrs not protected by the
Heaith nsurance Portabrirtyand Accountabrirty Act of 1996 -H PAA2s

Piease return thrs compieted and srgned form by fax to 412-454-8717 or by mari to WorkPartners, PO Box 2971
Prttsburgh, PA15230s

1s

25

Type of records to be reieased -check aii thatappiy2)

O npatrent 0 Gmergency department
0 Outpatrent 0 Physrcran /Offrce

0 Dragnostrc testrng 0 Physrcai therapy

o Oth er)

Unless you check the boxYes) rmmedrately below, no rnformatron about aicohoi/substance abuse, H V/ADS or
behavroraiheaith wrii be drsciosed)

0O YES, drsciose rnformatron reiated to aicohoi/substance abuse
o YES, drsciose nformatron Reiated To H V/ADS
O YES, drsciose Behavrorai Heaith nformatron

may revoke thrs authorrizatron by notrfyrng)

UPMC nsurance Servrces Drvrsron
Attn) Chref Prrvacy Offrcer

600 GrantStreet

Prttsburgh, PA 15219
HeaithPianCPO@ upm csedu

TH SFORM MUST BE FULLY COMPLETED BEFORE S GN NG.

Srignature of Employee Date of Employee's Srignature Employee's Date of Brrth or Clarm

Number

OR, rfapplrcable -

Srignature of Parent, Leigal Guardran Date of Parent, Leigal Guardran or Descrrptron of Authorrty to Act for
or Authorrized Representatrive Authorrized Representatrive's the Employee Yr.e., Parent, Leigal
Srignature Guardran or Authorrized

Representatrive)

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

Offrcral Use Only

Recerived Processed By Loig #
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Prov der nforrrat on peease use add tonae sreets of paper as needed

Prrrary Care Pryscan Narre IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIInnnt
Address TIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIInnnt

TCCCpI'OIlC Nurrber TIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIInnnt

TreatngProvderNarre TIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIInnnt
Address TIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIInnnt

Teeeprone Nurrber TIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII Il

TreatngProvderNarre TIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIInnnt
Address TIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIInnnt

Teeeprone Nurrber TIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII Il

DagnostcTestngProvder TIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIInnnt
Address TIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIInnnt

Teeeprone Nurrber TIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII Il

Patent Narre (pI'Ilt) TIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIITnni

Patenthnature Sl IIIIIIIIIIIIIIIIIIIIIIIII Il

Date of S gnature Sl IIIIIIIIIIIIIIIIIIIIIIIII Il
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An Express Scripts Company

Workers' Compensation Temporary Prescription D Card
West Virginia - Commercial
To the njured Worker:

On your first visit- please give this notice to any K E xpress Scripts \
pharrracy listed on the back side to speed processing your D
approved workers' corrpen sation prescri ptl ons (based on Your SSN is your terrporary .D nurrberi present to the pharrracy at the fire

the qu idelines established by your errployerl) prescription is filled) You will receive a new .D nurrber shortly)

Questions or need assistance locating a participating Date of njury: / /
retail network pharmacy? Call the Express Scripts MM DD'YYYY
Patient Care Con tact Cen ter at 8000 .94505.951 )

Group # KYHA

Atenciion Trabajador Lesionado:

En su prirrera visita- por favor entregu e esta notificacion a ,
cualquier farrracia enurrerada al reverso para acelerar el Q"oyee Date of Birth: / / /
procesarriento de sus recetas aprobadas de corrpensacion

para trabajadores (segun las pautas establecidas porsu
errpleadorl)

-

L . : . Thank you for using a participating retail network \
Sitiene cualquier duda o necesita ayuda para localizar una pharrracy) Even though there is no direct cost to

farrracia de venta al porrrenor participante de la red- por you- it's irrportant that we all do our partto help
favor Ilarre al Centro de Contacto para Atencion a Clientes control the rising cost of healthcare)

de Express Scripts- al 800) 945)5951) Please see other side for a list of participating retail

To the Pharmacist: network pharmacies.

Express Scripts adrrinisters this workers' corrpensation \ /
prescription prograrr) Please follow the steps below to

subrritaclairr) Standard first fill shall not exceed a 14-day

supplyora cost of §1 50) This forrr is valid for up to 30 days

frorr date of injury (DOQ.1) Lirritations rray vary) For

assistance or exposure rredications- call Express Scripts at

888) 786) 9640)

Pharmacy Processing Steps
Step 1: Enterbin nurrber 003858

Step 2: Enter processor control WC Employee nformation
Step 3 Enterthe group nurrber as itappears above 8008008608806800 680080 6080808060G0606060G0606
Step 4 Enter the injured worker's nine-digit.D nurrber Fire M Last
Step 5. Enterthe injured worker's firstand last narre CCCCCecceececceeeceeeceeeeceeeeceeeceecceeeceeeee
Street Address or PO Box
Step 6: Enterthe injured worker's date of injury CCCCCCCCCCCCCCCCCee cecececceecececece ceecececee
City State P

Employer Name

CCCCCeccececceeceeeeceeccceeceecccecceecceccecce

©2021 Matrix Healthcare Services- .nc) | An Express Scripts Corrpany) § All Rights Reserved)
Page 1
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An Express Scripts Company

Workers' Compen sation Temporary Prescription 1D Card
West Virginia - Commerci al

Parti cipating Retail Network Ph armacies

AccessH ealth Pharmacy Drug Emporium Miller@s Ph armacy
Adkirs Ph armacy Food Lior Reed{s Ph armacy
Beckley Pharmacy Fruth Pharmacy Rite Aid

Bordis Drug GiartEagle Samis Club
Bypass Pharmacy Greerbrier Med Arts Valley Pharmacy
CAM C Ph armacy Hart@s Pharmacy Walgreers
Commu rity Care Kroger Wal l-M art

CVS Medicire Shoppe Weis

©2021 Matrix Healthcare Services- .rc. | Ar Express Scripts Compary. 8 All Rights Reserved.
Page 2
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