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Chapter One

CLAIMS PROCEDURES

This Workers’ Compensation Claim Procedure Manual is designed to
provide the agency representative with basic information on how to
manage workers’ compensation claims. The following procedures
may be changed based on regulatory and efficiency requirements.
Your agency may also have requirements that need to be addressed
in addition to those specified in this manual. The current claims
administrator is Managed Care Innovations (MCI).

Department of Human Resource Management
Workers’ Compensation Services

101 North 14" Street, 6" Floor

Richmond, Virginia 23219

Telephone: (804) 786-0368

Managed Care Innovations, LLC
P.O. Box 1140

Richmond, Virginia 23218-1140
Telephone: (804) 649-2288

Responsibilities of an Injured Employee

1. Give notice to the employer as soon as possible.

2. File a claim with the Workers' Compensation Commission
(VWC) within two years from 1) the date of the accident or 2)
the date the doctor diagnoses an occupational disease.

3. Select a doctor from a panel of at least three physicians
provided by your agency. Do not change doctors without
DHRM/WCS’s permission or after a hearing by the
Commission.

4. Seek and accept employment if released to modified duty, and
cooperate with field medical and vocational staff.

5. Take responsibility to assure that a claim is filed with the VWC
for every period of lost time.



Chapter Two

WHAT TO DO WHEN AN INJURY
OCCURS

Non-Emergencies

When an employee (either full or part time) is injured on the job, the
employer shall immediately provide the employee with a panel of at
least three (3) physicians from which to choose one as their
authorized treating physician for medical care. Your agency’s panel
should consist of physicians familiar with your agency, able to meet
the needs of the employee’s injuries and knowledgeable about your
agency'’s return to work program. The physicians must be associated
with 3 separate medical facilities. If you use an urgent care facility as
one of your panel choices, you must name a specific physician and
not the facility. You may use the Medical Director of the urgent care
facility as the designated panel physician and the employee may see
the doctor on call at the time of the visit.

As stated in the Virginia Workers’ Compensation Act, the agency
must provide an injured worker with medical treatment. The purpose
of the panel is twofold: to place the costs of medical care and
treatment on the employer and to restore the employee’s good health
so that the employee may return to employment.

Emergencies

In a life threatening emergency situation please get the necessary
medical treatment for the injured employee at the nearest medical
service provider by the quickest means available (ambulance, rescue
squad, etc.) In a non-life threatening emergency situation,
instructions should be given to the employee to obtain treatment from
the nearest emergency medical service provider.



After the emergency situation has ended and the employee has
received emergency medical attention, the employee shall then be
presented with a panel of physicians. The employee should sign the
Panel of Physicians form (Sample included in Chapter Thirteen).
Should the panel be presented over the phone to the injured
employee, the agency can send the completed Panel form by
certified mail to the injured employee for their signature. Once the
Panel of Physicians form has been signed, it should be sent to the
Benefit Coordinator at covimaging@avizentrisk.com or faxed to 804-
371-2556 (Sample with directions included in Chapter Thirteen).

Employee Refuses to Sign Panel Form

If the employee refuses to sign the Panel form when presented or
refuses to return the mailed Panel form, the employer should notify
the employee that refusal to select a treating physician from the
Panel is considered a refusal of medical services and may jeopardize
the employee’s workers’ compensation benefits. Immediately notify
the Benefit Coordinator or Supervisor of the employee’s refusal. The
agency should write on the panel form that the employee was offered
a panel; however, then refused to select a treating physician. This
form should be sent to the benefit coordinator at
covimaging@avizentrisk.com or faxed to 804-371-2556.

In the event that an injured employee uses a non-panel physician, the
Benefit Coordinator will investigate this use of an unauthorized
physician. If the employee was not aware of the panel, the Benefit
Coordinator will communicate with the specific agency regarding the
requirement to provide a panel of three physicians from which the
employee is to choose care.

Employees should be instructed to tell the physician to submit all
medical reports and bills to MCI. However, if a medical bill is sent
directly to your agency by mistake, forward the bill to MCI to the
Benefit Coordinator assigned to the claim. The bill should contain the
full name of the injured employee, claim number, and the date of
injury.



Reporting the Injury

The employee should report all work-related injuries/illnesses to the
employer. The agency must electronically file the First Report of
Injury (FROI) using Visual Liquid Web (VLW) within ten days of the
date of injury as required by Executive Order 109(10).

Visual Liquid Web (VLW) is a web-based claim reporting system
which enables Commonwealth of Virginia agencies to submit FROIs
to MCI via a secure Internet connection. Effective October 1, 2008,
all agency locations must file workers’ compensation claims using
VLW; submission of paper FROIs will no longer be accepted unless
your agency has requested a special needs exemption and has
received approval from Workers' Compensation Services.

The agency must submit every reported workers’ compensation
claim regardless of their opinion of coverage or whether or not
medical treatment is required (Sample included in Chapter
Thirteen). The Virginia Workers’ Compensation Commission (VWC)
can assess a fine for late reporting or failure to report. Should a fine
result due to an agency’s delay in reporting, Workers’ Compensation
Services will bill the agency for the fine.

The agency, NEVER THE EMPLOYEE, must complete the
information required on the First Report of Injury via VLW providing
the facts from the agency’s perspective. If the agency is unable to
verify the accident facts, the words “employee alleges” should be
used. If the agency wishes to provide additional information on the
peculiar nature of the claim or low leave balance information, the
agency should use the comments feature in the VLW application.
Low leave balance notification alerts MCI claim staff to investigate
guestionable claims as a priority.

The First Report of Injury (FROI) is the single most important
document required, initiating the claim in order to begin the claims
handling and medical process.

The timely completion of the First Report of Injury (FROI) is crucial for
return to work, loss control, appropriate incident investigation,
compensability and compliance with the Virginia Workers’
Compensation Act.



Claim Investigation

Upon receipt of the First Report of Injury (FROI) via VLW, the Benefit
Coordinator will investigate the injury and determine if the accident
falls within the parameters of “arising out of and in the course of
employment” and meets the definition of an injury by accident on
Medical Only and Lost Time claims.

This may require recorded statements from the injured employee,
supervisor, and witnesses. Reports will be obtained from the
attending physician to verify the injury and any authorization of
disability from work. The Benefit Coordinator (BC) will make a
compensability recommendation to Workers’ Compensation Services
(WCS) for any Lost Time claim. Workers’ Compensation Services
retains final authority on accepting or denying Lost Time claims.

Claim Denial

If the claim is not covered, the BC will call the employee and agency
representative to advise them of the decision and a denial letter will
be sent to the employee with a copy to the agency HR Department,
all medical providers, the Work-Related Disability Coordinator/VSDP
liaison, and the VWC. Workers’ Compensation Services accepts only
those injuries which, based upon an interpretation of the law, are
covered as outlined in the Virginia Workers’ Compensation Act.

An employee may choose to appeal the decision by filing for a
hearing before the Virginia Workers’ Compensation Commission.
Upon receipt of a hearing notice from the Virginia Workers’
Compensation Commission, MCI will provide a written contested
claim referral of the claim file to WCS for approval. Upon WCS
approval, the BC will forward notice to the Office of the Attorney
General (OAG). The Office of the Attorney General will provide the
defense for the Commonwealth before the Virginia Workers’
Compensation Commission. Unless contacted by the OAG, the
agency representative is not required to attend the hearing.



Payments on Denied Claims - The Workers' Compensation
Program will issue payments for all related medical treatment
and prescriptions on a denied injury by accident claim
(including back claims etc. that arise over a small period of time
but do not arise instantaneously) up through the date of the
claim's denial if the employee and their agency meet the
following conditions:

1. The employee must have health insurance with the
Commonwealth of Virginia.

2. The employee must immediately notify the agency of their injury
and cooperate in a timely manner with all requests for information.
(Timely manner means responding to letters within one week of
receipt, and responding to phone messages within two days - at
WCS'’s discretion.) Except in cases of emergency room visits for
treatment, no medical treatment received prior to the employee's
notification of the injury to the employer or prior to the employee’s
selection of a panel doctor will be considered.

3. Upon the employee’s natification of the injury to the agency, the
agency must offer the employee a panel of physicians and the
employee must select a physician from the panel for treatment.
The agency shall provide a copy of the signed panel selection
form to MCI prior to the conclusion of the compensability decision.
Failure to provide the signed form to MCI will jeopardize this
benefit.

4. The agency must submit the First Report of Injury (FROI) within 10
days of the injury as required by Executive Order 109(10).

5. Other than cases of emergency room visits, all treatment
considered for payment must originate with the selected panel
physician or be from a referral by the panel physician.

6. If the employee is insured by Anthem, they must sign and return to
the benefit coordinator the Assignment of Benefits form within 30
days. (Employees with health care coverage through other
Commonwealth of Virginia vendors are not required to sign the
Assignment of Benefits form.)



Special Notes to the Workers’ Compensation Program Guidelines on
Denied Claims.

The Workers’ Compensation Program will not pay for any related
medical treatment or prescriptions on denied Occupational Disease
claims or Ordinary Disease of Life claims as defined by 865.2-400
through 407.

In cases of denied injury by accident claims, in-patient hospital stays
and surgical procedures that are normally covered under the
employee’s health insurance will not be covered under these
Workers’ Compensation Program guidelines. In the event that one of
these situations arises, the employee may wish to consider
concurrent certification through their health insurance program or
personal health care provider.

All requests to deny reimbursement as a result of failure to comply
with any of the conditions of this policy require written approval of the
Director of Workers’ Compensation Services or designee in the
Department of Human Resource Management.



Chapter Three

AGENCY ACCIDENT
INVESTIGATION

Every state agency must conduct accident investigations to preserve
evidence, document the conditions at the time of the accident, locate
witnesses, determine how the accident occurred, obtain photographs
of the accident scene, and determine the root causes of the accident.

In addition to preventing future accidents, the accident investigation
can:

e Help to identify inefficiencies and improve total quality

e Develop accident trend information

e Focus supervisors' attention on safety and help them consider
methods for preventing future accidents

e Help monitor the effectiveness of the agency safety program

e Provide information for workers’ compensation claims handling
as well as regulatory reporting and recordkeeping

Accident investigations are a management tool by which accidents or
injuries are systematically studied so that their causes and
contributing factors can be identified and eliminated. Accident
investigation is a technique that allows an agency to "learn from its
experience."

The accident investigation should be conducted immediately after
the injury is reported. The agency should attempt to gather the facts
from the injured employee whenever possible. If the injured
employee’s condition permits, the employee should be contacted to
gather facts even if they are recovering at home.

Once the cause(s) have been identified, efforts must be made to
remove or minimize them. Periodic training is provided by the
DHRM/WCS on accident investigation techniques.

10



Steps to a Successful Accident Investigation

Before an accident investigation can be performed, any injured
employee should receive immediate and proper medical attention.
Hazards should be removed from the accident scene to prevent
accidents to others. Any subrogation potential should be identified
and evidence documented and preserved. Thereafter, the following
steps should be taken:

Determine the Facts

The investigator should identify and document all the facts of the
accident. To do this, the investigator should:

¢ Interview the individual(s) involved as well as withesses

e Photograph the accident scene if possible

e Diagram the layout of the accident scene, and the relationship
of machinery and witnesses to the scene

e Safely reenact the accident to ensure that no one else is injured

Determine the Causes

The cause of an accident may be obvious and be determined
immediately with relative ease. However, it is important to delve
deeper and try to determine the underlying causes of an accident.
These might include:

Lack of employee or supervisor training

Improper or outdated methods

Lack of enforcement of safety regulations

Inadequate machine maintenance

Third party liability — preserve evidence and document
responsible parties

Determine the Corrective Action
Investigators should be aware that there might be more than one

method or technique for eliminating the cause of an accident. It is
also important to realize that a temporary corrective action may be

11



appropriate if the most effective corrective action cannot be
implemented immediately.

Review the Findings of the Accident Investigation

After an accident investigation has been completed, management
should periodically review related forms and procedures. This will
ensure that the quality of investigations remains high, and that
corrective actions are adequate and have been completed.

Analyze Accidents

All accidents should be analyzed periodically for any trends or
recurring problems. One should consider the date and time and
location of the accident; the type of accident; the nature of the injury
and body part(s) involved; and the employee's training and
experience level.

Provide Benefit Coordinator with Accident Investigation Facts

The accident investigation information should be forwarded to the
Benefit Coordinator as soon as possible. As facts are developed the
information and any pertinent photographs should be sent to MCI to
the attention of the assigned Benefit Coordinator at
covimaging@avizentrisk.com or faxed to 804-371-2556. All internal
signed or unsigned accident reports should be submitted to
supplement the VLW submission.

A sample Accident Investigation Program and Accident Investigation
Report Form are included in Chapter Thirteen.

12



Chapter Four

BENEFITS FOR ACCEPTED
CLAIMS

If the medical only or lost time claim is accepted, the Benefit
Coordinator phones the agency and employee and sends an
acceptance letter to the employee and a copy to the agency. The
employee also receives the following benefits package explaining the
possible benefits to expect with an accepted workers’ compensation
claim.

13



For Medical Only Claims:

BENEFITS

Please find below benefits that may be available under your workers’
compensation claim. Please contact me if yvou have any questions.

1.

Mileage Reimbursement — You are currently entitled to 50.5 cents
{effective 7/1/08) per mile for round-trip appointments to your authorized
physician and all therapy appointments that are related to vour original
work-related injury. We also reimburse for parking and tolls for medical
appointments when receipts are supplied. Please use the enclosed
mileage/expense reimbursement forms.

Transportation Needs — If vou are unable to drive to vour appointments
due to your work-related injury, please contact us for other transportation
assistance.

Expense Reimbursement — We will reimburse for certain expenses such
as knee braces, heel supports, etc. if we have a prescription from vour
authorized physician, itemized receipt and letter from the physician
indicating medical necessity. Please use the enclosed mileage/expense
forms.

Toll-free number - 1-866-225-4030. Please press "1" to be connected to
the Workers” Compensation Program - Managed Care Innovations. If you
are unable to leave a voice mail and vour matter 1s urgent, please press
"0" for a customer service representative.

Phone List - Enclosed is a list of phone numbers and email addresses for
the team assigned to vour claim. Please feel free to email me directly.

Website: www covwe. com Contains useful information and links for
you. Many public libraries have free access to the Internet.

Prescription Coverage — We have enrolled vou in the First Script
Pharmacy network. The First Script network includes all of the national
chain pharmacies, grocery stores and discount stores, including: Costoo,
CVS, Eckerd Drmug, Epic Pharmacies, Farm Fresh, Food Citv, Food Lion,
Giant, Harnis Teeter, K-Mart, Kroger, Medicine Shoppe, Rite Aid,
Safewav, Sam’s Pharmacy, Shoppers Pharmacy, Target, Ukrops
Pharmacies, Walgreens, Wal-Mart, and Winn-Dixie. You are entitled to
use any pharmacy. If you do not wish to pay out of pocket and be
reimbursed, you can use the First Script Pharmacy Network. You can

14



then obtain your prescriptions as written by vour authorized physician
free of charge. If there 1s not a First Script pharmacy in yvour area, we
also have mail order. Certain pharmacies also will directly bill us. Please
contact me if vou have any questions.

8. Financial Information — We will pay medical bills at the vsual and
customary rate. Medical providers are not allowed to bill vou for
additional balances. If this happens, please notify me. In addition, if vou
are referred to collections due to an unpaid balance, please contact me so
that we can attempt to solve this problem. If the medical bill 1s related to
your injury, we will be responsible for pavment.

For all of the items above, the following conditions apply:

. All treatment/equipment will be reviewed for medical necessity and
cansality as related to the oniginal injury.

. Medical records from the attending physician/therapist must be received
prior to 1ssuing reimbursements.

. Feimbursements (1.e. prescriptions, expenses, parking, etc.) must include

receipts if applicable.

Items not covered by Workers” Compensation:

. Long distance phone charges

. Copyving charges

. Faxing charges

. Mileage to and from the pharmacy
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Please note: Section 65.2-712. of the Code of Virginia Reporting
incarcerations, changes in earnings; recovery of payments procured by fraud,
misrepresentation, or unreported change in condition. - So long as an emplovee
receives pavment of compensation nnder thus title, such emplovee shall have a duty
immediately to disclose to the emplover, when the employer 1s self insured, or
insurer in all other cases, any incarceration, return to employment or increase in his
earnings. Any pavment to a claimant by an emplovyer or insurer which is later
determined by the Commission to have been procured by the emplovee by fraud,
muisrepresentation, or failure to report any incarceration, refurm to employment or
increase in earmings may be recovered from the claimant by the employer or
insurer either by way of credit against future compensation pavments due the
claimant, or by action at law against the claimant.

Enclosures: Mileage/Expense Eeimbursement Form
Medical Pharmacy Expense Reimbursement Form
Phone List

15



For Lost Time Claims:

BEMEFITS

Fleaze find below benefits that may be available under your workers’ compengation
claim. Flease contact me if you have any questiions.

_!.,I'I

Mileage Reimbursement

ou are currently entitled to mileage reimbursement on a per mile bagis for
round-irip appointments to your authorized physician and all therapy
appointments that are related to your onginal work-related injury. We alao
reimburse for parking and tolls for medical appointments when receipts are
supplied. Please use the enclosed milzage/expense reimbursement forms.

On and After 711708 $0.505
2405 - 6/30/05 50.445
1071705 - 5306 50.325
Prior to 10/1/05 $0.270

Tranzportation Meeds
If wou are unable to drive to your appointments due to your work-related injury,
please contact us for other transportation assistance.

Expense Reimbursement

We will reimburse for certain expenzses such as knes braces, heel supports, etc.
if we have a prescription from your authorized physician, itemized recsipt and
letter from the physician indicating medical necessity. Please use the enclosed
medical/pharmacy expense reimbursemeant forms.

Toll-free number

1-868-225-4050. Please press ™17 to be connected to the Workers’
Compenszation Program - Managed Care Innovations. If vou are unable to leave
a voice mail and your matier is urgent, please press "0° for a customer service
representative.

Phone List
Encloged iz a list of phone numbers and e-mail addreszes for the team assigned
to vour claim. Pleass feel free to e-mail me directly.

Website
www.covwe.com containg useful information and links for you. Many public
lizraries have free access fo the Intemet.

Murze Conzultant
On staff to assist you with your medical guestions. Please realize that the nurse
might not be akle to answer all guestions but will refer you fo the comrect person.

16



8.

10.

11.

Prescription Coverage

We have enrolled you in the First Script Phamacy network. You will be receiving
a Prescripticn Drug Card from First Script for you to use in purchasing
prescriptions related to your workers' compensation injury. The First Scrpt
network includes: Costeo, CVS, Eckerd Drug, Epic Pharmacies, Farm Fresh,
Food City, Food Lion, Giant, Harriz Tester, K-Mart, Kroger, Medicine Shoppe,
Rite Aid, Safeway, Sam's Phamacy, Shoppers Phamacy, Target, Ukrops
Pharmacies, Walgresns, Wal-Marl, and Winn-Dixie. You can then clbtain vour
prescriptions as written by your authorized physician fres of charge. Please
contact me if you have any guestions regarding First Script. If you are to receive
medications for over thres months, you may want o consider using our mail-
order pharmacy program which will have your preseriptions delivered to vour
home.

Home Health, Physical Therapy, Medical Equipment, efc

Owur staff can assist with coordination of home health if ordered. Physical therapy
visits will be approved for payment if prescribed by your authorized physician and
related fo your original injury. If your physician prescribes medical equipment,
pleaze call me or if you have a nurss consultant or case manager, please contact
them directly to order this equipment.

Financial Information

We will pay medical bills at the prevailing community rate as set forth in the
Yirginia Workers” Compensation Act. Medical providers are not allowsd to il you
for additional balances. If this happens, please nofify me. In addition, if you ars
referred to collections due to an unpaid balance, please contact me so that we
can attempt o solve this problem.

Yocational Rehabilitation

We offer vocational conzaultants that can assist with your retum to work by
determining your skills and physical abilites. If you are not already involved with
these services and are interested please 12t me know.

**If the employer/carmmier refuses o make certain payments, this does not mean you are not
entitted to benefitz. it means that the benefite will not be voluntarily paid. The employes can
send a written reguest for a hearing to the Virginia Workers' Compensation Commission.
{Phone Mumber: (804) 367-8600/(877) 6684-2568 toll freeWebsite, wwaw vwe stale va us

For all of the iterns above, the following conditions apphy:

All treatmenteguipment will be reviewsd for medical necessity and causality as related
to the original injury.

Medical records from the attending physiciantherapist must be received prior o Bzuing
reimbursements.

Reimburgsments (i.e. prescripiions, expenses, parking, ete.) must include receipts if
applicable. Mote: Reimburzements will be processed within 12 days of receipt of proper
docurnentation.

17



Iltems Mot Covered By Workers' Compensation:

+ Long distance phone charges

+ Copying charges

# Faxing charges

+  Mileage to and from the pharmacy

ERETER AR TR R R R AR R Rk A R AR AN R A R AR A R AR A AR,

Please note: Section §3.2-712. of the Code of Virginia Reporting incarcerations, changes in
earrings; recovery of payments procurad by fraud, migrepresentation, or unreported change in
condition. - So long as an employes receives payment of compenzsation under this fitle, such
employee shall have a duty immediately to disclose to the employer, when the employer iz self
ingurad, or inzsurer in all other cases, any incarceration, retum to employment or increase in his
earnings. Any payment (o a Injured Worker by an employer or insurer which ig later determined
by the Commission to have been procured by the employee by fraud, misrepresentation, or
failure to report any incarceration, return o employment or increase in eamings may be
recoverad from the Injured Worker by the employer or insurer either by way of credit against

future compensation payments due the Injured Worker, or by action af law against the Injured
Waorker.

Enclozures:  Mileage/Expense Reimbursemeant Form

Medical/Pharmacy Expense Reimbursement Form
Phone List
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Payment of Benefits

Payment of all medical expenses arising out of the injury will be made
directly to the medical provider or hospital at the prevailing
community rate or contracted Preferred Provider Organization (PPO)
allowance (See Chapter Eleven on PPO). Should the authorized
treating physician refer the employee to a specialist, payment will be
made directly to the specialist at the prevailing community rate or
contracted Preferred Provider Organization (PPO) allowance.

Payment of lost wages of two-thirds of the employee’s pre-injury
“average weekly wage” will be issued to the agency. This is based
upon the fifty-two weeks of earnings prior to the date of accident,
within minimum and maximum ranges established by the Virginia
Workers’ Compensation Commission. This occurs as long as the
agency continues to issue payroll checks to the injured employee. |If
the agency terminates direct payment to the employee,
notification must be made in writing to the Benefit Coordinator
two weeks prior to termination. Payments for lost wages will then
be made payable to the injured employee. The maximum period for
wage replacement benefits is five hundred weeks. However, lifetime
benefits may continue for a loss of two or more limbs, both eyes, total
paralysis, or injury to the brain which is so severe as to render the
employee permanently disabled from obtaining gainful employment.

There is a 7-day waiting period to the start of lost time benefits. This
may be seven whole or partial days. However, Workers'’
Compensation Services will pay these first seven days after an
employee has been out of work greater than twenty-one (21)
calendar days. Note the Virginia Sickness and Disability Program
does not reimburse the 7-day waiting period.

Reduction in Medical Provider’s Bills

Prevailing Community Rate

Payment for medical treatment will be at the prevailing community
rate or the contracted PPO rate. If an employee receives a bill for any
balance not paid under workers' compensation, a copy of the bill
should be submitted to the Benefit Coordinator immediately. A letter

19



will inform the medical provider, that the Code of Virginia Section
65.1-88 states that the employee shall not be responsible for any
medical bills, which result from a work-related accident. Also, the
employer “shall be limited to such charges as prevail in the same
community for similar treatment.” Therefore, the employee is not
responsible for these charges.

If there are extenuating factors regarding the medical treatment
necessitated by the injury, the medical providers will be instructed to
notify the Benefit Coordinator for re-evaluation of the new information
and proper adjustment, if appropriate. If they are still not satisfied
with the adjustment, they may take the matter to the Virginia Workers’
Compensation Commission by requesting a hearing. UNDER NO
CIRCUMSTANCES SHOULD THE EMPLOYEE PAY THE
OUTSTANDING BALANCE.

Medical Bill Audit

A review is performed of all medical bills relating to the injured
employee's claim. The review focuses on determining the nature of
the injury, medical necessity, the causal relationship of treatment, and
the verification that the services were delivered.

Durable Medical Equipment

The Nurse Consultant and/or the Benefit Coordinator will coordinate
the purchase or rental of needed medical equipment with the treating
physician, hospital and injured employee.

Fatalities

If a compensable fatal injury occurs, an employee’s spouse and
dependents are entitled to compensation benefits as well as a
maximum of $10,000 for funeral expenses and $1,000 for
transportation of the deceased’s body. Should a fatality occur,
contact the Benefit Coordinator or Claims Supervisor and Workers’
Compensation Services immediately. Assistance will then be
provided to the family.

Contact the Virginia Retirement System for information on all other
available survivor benefits.

20



Responsibilities of an Injured Employee

1. Give notice to the employer as soon as possible.

2. File a claim with the Workers' Compensation Commission
within two years from 1) the date of the accident or 2) the date
the doctor diagnoses an occupational disease.

3. Select a doctor from a panel of at least three physicians
provided by your agency. Do not change doctors without
DHRM/WCS'’s permission or after a hearing by the
Commission.

4. Seek and accept employment if released to modified duty, and
cooperate with field medical and vocational staff.

5. Take responsibility to assure that a claim is filed with the VWC
for every period of lost time.

21



Chapter Five

VSDP — Coordination of Benefits

For employees hired prior to July 1, 2009

Work Related Disability

Reporting the Injury to VSDP

An employee who participates in the Virginia Sickness and Disability
Program should immediately contact VSDP after an injury at work if
the disability is expected to exceed 7 days. Anyone can call and
initiate the claim for the employee. Failure to notify the VSDP vendor
timely may result in a loss or decrease in VSDP benefits.

Reporting the Injury to Workers’ Compensation Services

The employer must electronically file the First Report of Injury (FROI)
using Visual Liquid Web (VLW) within ten days of the date of injury as
required by Executive Order 109(10).

This time frame is necessary in order to assure timely evaluation for
benefits and reduce the likelihood or time that the employee may
have to be placed on non-work related short-term disability pending
determination. A VWC Form 7A Wage Chart (or WCS approved
alternate wage chart) and a VWC Form 3A Supplementary Report
must be submitted immediately (Samples included in Chapter
Thirteen).

Claim Review and Investigation

Upon receipt of the FROI, the Benefit Coordinator will investigate to
determine if the accident is compensable under the Virginia Workers’
Compensation Act.
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The VSDP vendor will begin the process of authorizing short term
disability upon receiving notice of the claim from the employee. Non-
work related short term disability benefit authorization might be
provided pending a compensability determination from Workers’
Compensation Services.

NO wage benefits should be paid to the employee as work-related
disability until the claim has been accepted as compensable and the
agency has received notification from the VSDP vendor and Workers’
Compensation Services.

Workers’ Compensation Services’ investigation will be more
extensive as they will be determining if the accident falls within the
coverage available under the Virginia Workers’ Compensation Act.
This may require recorded statements from the injured employee,
supervisor, and withesses. Photographs of the accident scene may
be required and may need to be reviewed prior to the compensability
determination.

Reports will be obtained from the attending physician to verify the
cause of the injury, the diagnosis, whether the injury is related to the
initial event reported, and to determine if there is any authorization of
disability from work from the panel physician.

Upon receipt of all information necessary to determine
compensability, the Benefit Coordinator will make a recommendation
to accept or deny the claim. Workers’ Compensation Services has
final authority on compensability of lost time claims. The employee,
the VSDP vendor, and the agency will be notified of the decision.

VSDP Benefits Provided for Accepted Claims

The employee may be entitled to supplemental VSDP work-related
disability benefits.

VSDP Payment of Benefits During Short Term Disability

Once the workers’ compensation claim is accepted as compensable,
workers’ compensation benefits become primary and VSDP will
provide only supplemental benefits. During short-term disability,
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agencies will be responsible for issuing employees their workers’
compensation benefit and any supplemental VSDP or personal leave
benefit. Workers’ Compensation Services will reimburse the agency
the workers’ compensation benefit amount and will send the benefit
checks payable to the agency during the short-term disability period.

In order to determine the amount the agency should pay the
employee, you will receive an Action Report from VSDP that will
provide information on the level of benefits to pay (100%, 80% or
60%).

After a claim is accepted, if the employee received pay under the
non-work related VSDP disability benefit, the agency will be
responsible for re-calculating the employee’s pay and may need to
make adjustments to the leave used.

If the injury continues for a period greater than 21 days, the employer
will receive the workers’ compensation benefit payment for the
waiting period of the first 7 calendar days of disability. Upon receipt
of the payment from Workers’ Compensation Services, the agency
will reinstate leave equal to the workers’ compensation benefit
payment. Remember, the employee must still use leave for the
difference between the workers’ compensation benefit and full
salary. Employees may supplement the workers’ compensation
benefit with disability credits, and/or personal leave as authorized.
VSDP does not reimburse for the 7-day waiting period.

At the point the employee’s disability benefits are reduced to 60%, it
will be necessary to determine if payment should be issued pursuant to
the VSDP benefit of 60% of the employee’s salary or at the workers’
compensation benefit rate. Remember the employee is entitled to the
greater of 60% of their last credible compensation or their weekly
compensation rate (as calculated by Workers’ Compensation Services
and approved by the Virginia Workers’ Compensation Commission).

If the employee returns to work during short term disability, the
agency must immediately notify Workers’ Compensation Services by
faxing in a VWC Form 3A Supplementary Report and calling the
assigned Benefit Coordinator (Sample included in Chapter Thirteen).
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If the agency receives notification from VSDP that the employee’s
disability will be continuing into long term disability, the agency MUST
notify the Benefit Coordinator in writing two weeks prior to
termination of the agency-issued payroll checks.

VSDP Payment of Benefits During Long Term Disability

During the period of long term disability, Workers’ Compensation
Services will pay the employee their workers’ compensation benefit
directly. VSDP supplemental benefits will be paid directly by the
VSDP vendor to the employee. During the period of long term
disability, VSDP may also issue supplemental pay arising from the
use of disability credits. Therefore, the employee may be receiving
checks from two sources—Workers’ Compensation Services and
VSDP.

If the employee returns to work during long term disability, the agency
must immediately notify Workers’ Compensation Services by faxing in
a VWC Form 3A Supplementary Report and calling the assigned
Benefit Coordinator (Sample included in Chapter Thirteen).

VSDP Intermittent Disability For a Non-chronic Condition

There are many situations that will result in intermittent disability that
may or may not (depending upon the length of disability) be covered
under the VSDP program as a new claim.

When intermittent disability occurs, immediately fax a report of the
employee's absence using the VWC Form 3A Supplementary
Report to Workers’ Compensation Services (Sample included in
Chapter Thirteen). The employee is responsible for notifying VSDP.
However, anyone can call VSDP and initiate the claim for the
employee.

Confirmation from the authorized treating physician that the disability
is causally related to the original workers’ compensation claim and
that disability is authorized will be required prior to approval of any
workers’ compensation intermittent disability benefit payments.
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The agency MUST obtain approval from Workers’ Compensation
Services and from the VSDP vendor as to the authorized period of
disability and benefit level prior to paying the benefits as workers’
compensation or VSDP. Pursuant to DHRM policies, the agency may
be able to authorize the use of personal leave during the period of
time that a decision is pending.

VSDP Intermittent Disability for a Chronic Condition

There will be situations when VSDP has determined that future
periods of disability related to a chronic condition will be covered
regardless of whether the disability is continuous. When intermittent
disability occurs, immediately fax a report of the employee's absence
using the VWC Form 3A Supplementary Report to Workers'’
Compensation Services (Sample included in Chapter Thirteen). The
employee is responsible for notifying the VSDP. However, anyone
can call and initiate the claim for the employee.

Workers’ Compensation Services must confirm with the authorized
treating physician that the disability is causally related to the original
workers’ compensation claim prior to approval of any intermittent
work-related disability benefits.

The agency MUST obtain approval from Workers’ Compensation
Services and VSDP as to the authorized period of disability and
benefit level prior to paying the benefits as work-related. Pursuant
to DHRM policies, the agency may be able to authorize the use of
personal leave during the period of time that a decision is pending.

VSDP and Denied Claims

If the claim is not accepted, a denial letter will be sent to the
employee with a copy to the agency Human Resources Office, all
medical providers, the Work-Related Disability Coordinator/VSDP
liaison, the VSDP vendor and the VWC. Work-related disability
benefits are only authorized for those injuries that are deemed
compensable.

An employee may choose to appeal the denial by filing for a hearing
before the Virginia Workers’ Compensation Commission. Upon notice
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from the Virginia Workers’ Compensation Commission, MCI will
provide a written contested claim referral of the claim file to WCS for
approval. Upon WCS approval, the BC will forward notice to the
Office of the Attorney General (OAG). The Office of the Attorney
General will provide the defense for the Commonwealth before the
Virginia Workers’ Compensation Commission. Unless contacted by
the OAG, the agency representative is not required to attend the
hearing.

During any litigation period, any benefits paid by VSDP will be under
non-work related disability. (The VSDP may require the employee to
sign a loan agreement prior to issuing any payments during the
appeal process.) Should the employee win the appeal, Workers’
Compensation Services will be instructed by the Virginia Workers'
Compensation Commission on the appropriate reimbursement to the
employer and the employee for any benefits owed under workers’
compensation.
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VSDP — Coordination of Benefits

For employees hired after July 1, 2009
Work Related Disability

Reporting the Injury to VSDP

An employee who participates in the Virginia Sickness and Disability
Program should immediately contact VSDP after an injury at work if
the disability is expected to exceed 7 days. Anyone can call and
initiate the claim for the employee. Failure to notify the VSDP vendor
timely may result in a loss or decrease in VSDP benefits.

Reporting the Injury to Workers’ Compensation Services

The employer must electronically file the First Report of Injury (FROI)
using Visual Liquid Web (VLW) within ten days of the date of injury as
required by Executive Order 109(10).

This time frame is necessary in order to assure timely evaluation for
benefits and reduce the likelihood or time that the employee may
have to be placed on non-work related short-term disability pending
determination. A VWC Form 7A Wage Chart (or WCS approved
alternate wage chart) and a VWC Form 3A Supplementary Report
must be submitted immediately (Samples included in Chapter
Thirteen).

Claim Review and Investigation

Upon receipt of the FROI, the Benefit Coordinator will investigate to
determine if the accident is compensable under the Virginia Workers’
Compensation Act.

The VSDP vendor will begin the process of authorizing short term

disability upon receiving notice of the claim from the employee. Non-
work related short term disability benefit authorization might be
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provided pending a compensability determination from Workers’
Compensation Services.

NO wage benefits should be paid to the employee as work-related
disability until the claim has been accepted as compensable and the
agency has received notification from the VSDP vendor and Workers’
Compensation Services.

Workers’ Compensation Services’ investigation will be more
extensive as they will be determining if the accident falls within the
coverage available under the Virginia Workers’ Compensation Act.
This may require recorded statements from the injured employee,
supervisor, and withesses. Photographs of the accident scene may
be required and may need to be reviewed prior to the compensability
determination.

Reports will be obtained from the attending physician to verify the
cause of the injury, the diagnosis, whether the injury is related to the
initial event reported, and to determine if there is any authorization of
disability from work from the panel physician.

Upon receipt of all information necessary to determine
compensability, the Benefit Coordinator will make a recommendation
to accept or deny the claim. Workers’ Compensation Services has
final authority on compensability of lost time claims. The employee,
the VSDP vendor, and the agency will be notified of the decision.

VSDP Benefits Provided for Accepted Claims

The employee may be entitled to supplemental VSDP work-related
disability benefits. Employees hired or rehired on or after July 1,
2009 that suffer a work-related illness or injury must apply for
disability benefits under the Virginia Workers’ Compensation Act to
be considered for work-related disability under VSDP. If benefits are
approved for Workers’ Compensation your VSDP work-related benefit
will supplement your Workers’ Compensation.
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VSDP Payment of Benefits During Short Term Disability

Employees are eligible for work-related short-term disability coverage
from the first day of employment. To qualify for a VSDP work-related

benefit, your disability must be the result of an occupational illness or
injury that occurs on the job and the cause is determined to be work-

related under the Virginia Workers’ Compensation Act.

If you were hired or rehired on or after July 1, 2009 and suffer a work-
related illness or injury during your first year of employment,
employees must file a claim for state workers’ compensation benefits
before filing a VSDP claim. If the employee has not satisfied the one-
year eligibility period for non-work related disability coverage, Unum
cannot begin paying work-related benefits until the workers’
compensation claim has been approved. During the first five years of
employment, employees are eligible for income replacement at 60
percent of the pre-disability income. VSDP benefits will not be
processed unless the workers’ compensation benefit is reduced to
less than 60 percent or ends, or the income replacement increases to
80 percent for a catastrophic condition.

Once the workers’ compensation claim is accepted as compensable,
workers’ compensation benefits become primary and VSDP will
provide only supplemental benefits. During short-term disability,
agencies will be responsible for issuing employees their workers’
compensation benefit and any supplemental VSDP or personal leave
benefit. Workers’ Compensation Services will reimburse the agency
the workers’ compensation benefit amount and will send the benefit
checks payable to the agency during the short-term disability period.

In order to determine the amount the agency should pay the
employee, you will receive an Action Report from VSDP that will
provide information on the level of benefits to pay (100%, 80% or
60%).

After a claim is accepted, if the employee received pay under the
non-work related VSDP disability benefit, the agency will be
responsible for re-calculating the employee’s pay and may need to
make adjustments to the leave used.
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If the injury continues for a period greater than 21 days, the employer
will receive the workers’ compensation benefit payment for the
waiting period of the first 7 calendar days of disability. Upon receipt
of the payment from Workers’ Compensation Services, the agency
will reinstate leave equal to the workers’ compensation benefit
payment. Remember, the employee must still use leave for the
difference between the workers’ compensation benefit and full
salary. Employees may supplement the workers’ compensation
benefit with disability credits, and/or personal leave as authorized.
VSDP does not reimburse for the 7-day waiting period.

At the point the employee’s disability benefits are reduced to 60%, it
will be necessary to determine if payment should be issued pursuant to
the VSDP benefit of 60% of the employee’s salary or at the workers’
compensation benefit rate. Remember the employee is entitled to the
greater of 60% of their last credible compensation or their weekly
compensation rate (as calculated by Workers’ Compensation Services
and approved by the Virginia Workers’ Compensation Commission).

If the employee returns to work during short term disability, the
agency must immediately notify Workers’ Compensation Services by
faxing in a VWC Form 3A Supplementary Report and calling the
assigned Benefit Coordinator (Sample included in Chapter Thirteen).

If the agency receives notification from VSDP that the employee’s
disability will be continuing into long term disability, the agency MUST
notify the Benefit Coordinator in writing two weeks prior to
termination of the agency-issued payroll checks.

VSDP Payment of Benefits During Long Term Disability

During the period of long term disability, Workers’ Compensation
Services will pay the employee their workers’ compensation benefit
directly. VSDP supplemental benefits will be paid directly by the
VSDP vendor to the employee. During the period of long term
disability, VSDP may also issue supplemental pay arising from the
use of disability credits. Therefore, the employee may be receiving
checks from two sources—Workers’ Compensation Services and
VSDP.

31



If the employee returns to work during long term disability, the agency
must immediately notify Workers’ Compensation Services by faxing in
a VWC Form 3A Supplementary Report and calling the assigned
Benefit Coordinator (Sample included in Chapter Thirteen).

VSDP Intermittent Disability For a Non-chronic Condition

There are many situations that will result in intermittent disability that
may or may not (depending upon the length of disability) be covered
under the VSDP program as a new claim.

When intermittent disability occurs, immediately fax a report of the
employee's absence using the VWC Form 3A Supplementary
Report to Workers’ Compensation Services (Sample included in
Chapter Thirteen). The employee is responsible for notifying VSDP.
However, anyone can call VSDP and initiate the claim for the
employee.

Confirmation from the authorized treating physician that the disability
is causally related to the original workers’ compensation claim and
that disability is authorized will be required prior to approval of any
workers’ compensation intermittent disability benefit payments.

The agency MUST obtain approval from Workers’ Compensation
Services and from the VSDP vendor as to the authorized period of
disability and benefit level prior_to paying the benefits as workers’
compensation or VSDP. Pursuant to DHRM policies, the agency may
be able to authorize the use of personal leave during the period of
time that a decision is pending.

VSDP Intermittent Disability for a Chronic Condition

There will be situations when VSDP has determined that future
periods of disability related to a chronic condition will be covered
regardless of whether the disability is continuous. When intermittent
disability occurs, immediately fax a report of the employee's absence
using the VWC Form 3A Supplementary Report to Workers’
Compensation Services (Sample included in Chapter Thirteen). The
employee is responsible for notifying the VSDP. However, anyone
can call and initiate the claim for the employee.
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Workers’ Compensation Services must confirm with the authorized
treating physician that the disability is causally related to the original
workers’ compensation claim prior to approval of any intermittent
work-related disability benefits.

The agency MUST obtain approval from Workers’ Compensation
Services and VSDP as to the authorized period of disability and
benefit level prior to paying the benefits as work-related. Pursuant
to DHRM policies, the agency may be able to authorize the use of
personal leave during the period of time that a decision is pending.

VSDP and Denied Claims

If the claim is not accepted, a denial letter will be sent to the
employee with a copy to the agency Human Resources Office, all
medical providers, the Work-Related Disability Coordinator/VSDP
liaison, the VSDP vendor and the VWC. Work-related disability
benefits are only authorized for those injuries that are deemed
compensable.

An employee may choose to appeal the denial by filing for a hearing
before the Virginia Workers’ Compensation Commission. Upon notice
from the Virginia Workers’ Compensation Commission, MCI will
provide a written contested claim referral of the claim file to WCS for
approval. Upon WCS approval, the BC will forward notice to the
Office of the Attorney General (OAG). The Office of the Attorney
General will provide the defense for the Commonwealth before the
Virginia Workers’ Compensation Commission. Unless contacted by
the OAG, the agency representative is not required to attend the
hearing.

During any litigation period, any benefits paid by VSDP will be under
non-work related disability. (The VSDP may require the employee to
sign a loan agreement prior to issuing any payments during the
appeal process.) Should the employee win the appeal, Workers’
Compensation Services will be instructed by the Virginia Workers'
Compensation Commission on the appropriate reimbursement to the
employer and the employee for any benefits owed under workers’
compensation.
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Chapter Six

RETURN TO WORK - TEAMWORK
AND RESPONSIBILITIES

Lost Time Claims

Benefit Coordinators

The Benefit Coordinator will assess and refer all new lost time claims,
except those with a closed period of disability, to medical/vocational
services upon receipt of the lost time claim in order to facilitate the
return-to-work (RTW) efforts and medical treatment. The Benefit
Coordinator shall obtain the employee’s EWP and send it to the
physician if the agency has not completed this task. The Benefit
Coordinator assigns the file to the Telephonic Nurse Consultant if,
upon receipt of the claim, the injured worker is working in a modified
duty capacity. If the injured worker remains in a modified duty
capacity at day 90, the Telephonic Nurse Consultant will transfer the
file to field medical/vocational services to facilitate a full duty RTW.

The field Medical Consultants and Telephonic Nurse Consultant work
with the agencies on any changes to modified duty restrictions.

Telephonic Nurse Consultant

The Telephonic Nurse Consultant program utilizes professional
registered nurses to assist agencies, healthcare professionals, and
employees in obtaining prompt, quality medical treatment for the
injured worker and in facilitating return-to-work as soon as it is
medically safe. The heart of the program is communicating with the
treating physician on appropriate modified duty claims to determine
the optimal treatment plan which will lead to a full duty return to work
for the injured employee. A treatment plan is used as a road map to
monitor the case. Variance in the actual treatment from the plan may
require intervention of the Nurse Consultant, Voc/Med Manager or
Medical Director. Differences that cannot be resolved through
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consultation may require the use of the normal avenues provided by
the Virginia Workers’ Compensation Commission.

Medical Vocational Services (MVS) Medical Consultant and
Vocational Placement

The objective of this program is to maximize the use of actual visits
by on-site Medical Consultants to the treating physicians’ office to
assist agencies, healthcare professionals, and employees in
obtaining prompt, quality medical treatment for the injured worker and
in facilitating return-to-work as soon as it is medically safe. The
physical presence of Medical Consultants will assure that the treating
physician has a full understanding of the conditions that relate to
return-to-work opportunities.

The MVS Medical Consultant will consult with the agency, physician,
injured worker and Benefit Coordinator to facilitate effective RTW
opportunities as safely as possible for the injured worker. The MVS
Medical Consultant will meet with the injured worker and consult on
the phone to assist with safe and timely RTW.

Treatment Reviews

The Nurse Consultant will contact the injured worker, agency, and
medical provider within 24 hours of receipt of the treatment review.
Documentation to complete the review will be requested
telephonically and in writing and upon receipt of required
documentation, the treatment review will be completed within two
business days.

Medical Only Claims

The process described above for lost time claims is also available for
medical only claims. Medical only claims requiring this level of
intervention will be determined through manual review by the Benefit
Coordinator, Nurse Consultant, or Claims Supervisor with the
Voc/Med Manager.
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Chapter Seven

RETURN-TO-WORK / EO 109 (10)

Helping an injured worker return to work is one of the most important
things your agency can do to help the employee recover and keep
down your workers’ compensation costs. Our ultimate goal is for
employees to return to work full duty.

The agency can make a big difference by helping employees get
back to work as soon as it is medically safe. The agency benefits by
having an experienced employee back on the job instead of drawing
disability benefits. The employee benefits by being productive and
receiving a salary. This process shows that they are valued
employees and follows a “work-as-therapy” model.

Good planning for an employee’s return to work starts on day one of
the injury. Studies show the longer the employee is off work after an
injury, the harder it may be to return to work. The agency should
complete the accident investigation in a timely manner and correct
any safety hazards right away in order to assist the employee in
dealing with return to work.

Under Executive Order 109 (10) — Workplace Safety and
Employee Health, all executive branch departments, agencies and
institutions of higher education shall:

e Cooperate with DHRM and the Virginia Retirement System
Virginia Sickness and Disability Program to establish return-to-
work opportunities appropriate for the individual employee and
agency;

e Ensure that job expectations are clearly defined in the employee
work profile to include physical requirements;

e Submit the First Report of Injury to the State Employee Workers’
Compensation Services within 10 days of the injury;

o Evaluate and maintain the agency’s return-to-work policy for both
work-related and non-work related periods of disability;

o Evaluate the work-related injuries and illnesses that occurred in FY
2010 and each subsequent fiscal year in order to reestablish goals

36



and strategies to reduce them, to enhance workplace safety, and
for transitional duty;

o Evaluate the work-related and non-work related injuries and
illnesses that occurred in FY 2010 and each subsequent fiscal
year where employees were unable to return to work in a
transitional and/or permanent capacity;

o Establish strategies and practices to reduce lost time and to
support the safe resumption of work for state employees:

o Report by October 1st of each year to the Department of Human
Resource Management on the agency’s compliance with the
provisions of this Executive Order.

In order to support agency Workplace Safety and Health initiatives
and goals, the Virginia Retirement System and Department of Human
Resource Management shall:

e Review agency annual reports;

e Provide training, consultation, and support for agency initiatives;
and

e Report non-compliance with the provisions of this Executive Order,
and report annually to the Governor on progress made in
improving workplace safety and returning employees to work;

e Consult with the Virginia Retirement System as administrator for
the Virginia Sickness and Disability Program with regard to the
compliance outcomes and work collaboratively to support agency
initiatives in safely returning employees to work.

Return-to-Work Unit

Workers' Compensation Services has a Return-to-Work Unit
dedicated to working with agencies on their RTW program. The
Return-to-Work Unit team works aggressively with the Nurse
Consultant, Voc/Med Field Consultants, Benefit Coordinator, and
agency to assure that return-to-work opportunities are not missed or
delayed for the injured worker. Weekly reports are run to track cases
where the injured worker has been released by the physician but
lacks a return-to-work opportunity with the agency. These cases are
reviewed individually by the Return-to-Work Specialists and reported
to the Director of Workers’ Compensation Services.
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The goal of the Return-to-Work Unit is to provide support and
guidance to agencies for return-to-work situations. The Return-to-
Work Unit can also assist agencies with developing a panel of

physicians with emphasis on return-to-work strategies for the panel
physicians.
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Return-to-Work - Agency’s Role

Maintain continuous open communication between HR, supervisors,
Workers’ Compensation Services, the injured employee and the
treating physician in order to preserve a good working relationship.

Provide all necessary information to the physician to facilitate
returning the employee back to work within the timeline you have in
your policy. Provide the physician with the employee’s Employee
Work Profile outlining physical demands, and a letter describing your
ability to provide transitional duty.

Gather your transitional employment team to evaluate restrictions and
determine if accommodations are possible. Develop the transitional
employment plan or other documents (consult your agency’s policy)
and submit the plan to the physician for approval. This becomes part
of the employee’s treatment plan. Send a copy to the Benefit
Coordinator working with the injured employee (Sample included in
Chapter Thirteen).

Discuss the transitional employment plan with the employee to agree
on a return to work date. Follow up during the next two months
verifying prognosis for full duty release assuring the employee is
transitioning back to full duty. Communicate with the physician if the
employee reaches the end of the transitional duty period and there is
no release to full duty work. If it is determined that the employee has
long-term restrictions that result in his or her inability to perform the
essential functions of his or her primary position, the provisions of the
Americans with Disabilities Act (ADA) and other applicable laws will
be applied to determine suitability for employment.

On all lost time cases without a full duty release, a nurse consultant
or field consultant will work with your agency on facilitating a RTW.

Nurse and Field Medical/Vocational Consultants are available to
assist the agency in communicating with the physician regarding the
transitional duty process. Consult with these professionals to assist
you in facilitating a full duty release with the injured worker’s treating
physician.
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Many job modifications cost the employer less than $500. Temporary
disability payments can cost much more. Making return-to-work cost
effective for your agency involves becoming more flexible, changing
attitudes and maintaining open communication between all parties.

All executive branch agencies have a written policy on the return-to-
work process in place. Review your agency’s Return-To-Work policy
in order to understand its unique guidelines.

Return-to-Work - Employee’s Perspective

How the employee perceives the agency’s response to the injury or
illness will set the tone of the entire claims management process. It
has been found that if employees feel they are being treated fairly,
the person’s recovery time is often shorter and they are less likely to
feel the need to retain an attorney.

Educate your employees that they are valued and that their return to
work is important. Instruct them that if possible, return to the agency
after the initial medical visit and report on the recommended
treatment. If this is not possible based on the injury, follow up with
the injured worker by phone.

A person who suffers from an injury that results in an impairment
suffers a personal loss that can be just as significant as the loss of a
loved one. Employees who are adjusting to a disability must go
through the grieving process like any other loss. Shock, denial, fear,
anger, depression, frustration, and negativity are all factors your
employee may face during this process.

Injured employees feel a sense of stability and trust with agencies
that keep communication lines open throughout the disability period.

Interaction with the injured employee helps stimulate the thinking
process about return-to-work as an option as well as a responsibility.

Return-To-Work Checklist

e Make sure to have an Employee Work Profile for all employees to
include the physical demands section. Update it annually.
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e Make sure new hires/promotions/transfers understand the physical
demands of the new job.

e Train all staff, especially supervisors, on the return-to-work policy.

e Communicate with the treating physician and MCI staff regarding
any release to return-to-work.

¢ |dentify who in the agency will keep in touch with the injured
employee.

e Offer job modifications, adjust work hours, and arrange for
transitional work options either in the form of modified or
alternative work whenever possible. Evaluate restrictions on a
case by case basis.

e Follow-up on transitional work per your agency’s policy. The goal
Is to move the employee back to a regular full duty position.

e At 60 days of modified duty, Workers' Compensation Services will
send a reminder letter to the agency to review the claim in
conjunction with the agency RTW policy’s timeframes.

Self-insured

It is important to note that the state is self-insured for workers’
compensation. Therefore, regardless of whether or not the
employee is working transitional duty or receiving workers’
compensation benefits; the state is paying the employee.

It is in the agency’s best interest to utilize the skills of the employee
and provide transitional work options rather than have the injured
employee stay at home and receive workers’ compensation benefits.
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Chapter Eight

Vocational Rehabilitation

The indemnity cost (lost wages) represents slightly less than 50% of
the total workers’ compensation claims cost. Unfortunately, some of
the injuries are of such a nature that the employee is unable to return
to their previous job. If no initiative is taken to find gainful
employment, the Commonwealth may be obligated to pay the
statutory maximum benefits of 500 weeks under the Workers'
Compensation Act. The Vocational Consultants’ efforts are designed
to assist the injured employee in finding productive work alternatives,
which at a minimum will reduce the Commonwealth’s liability for
making indemnity payments.

Procedure

When the physician states that the injured employee is released to
return to work in some capacity or has reached maximum medical
improvement, but still cannot return to the original job, vocational
rehabilitation may be recommended by the agency, employee,
Benefit Coordinator or Nurse Consultant.

Vocational rehabilitation is the attempt to place the injured employee
at another job, which requires similar skills, or provides an opportunity
for the employee to learn new skills. Several factors, such as age,
education, and medical condition, must be considered for a
successful plan. Vocational Consultants may be assigned to cases
for evaluation and job placement assistance.

The Vocational Consultant’s primary effort is in seeking gainful
employment for the injured employee. This involves extensive
documentation of the employee's case history. This includes the
employee’s restricted capabilities and a thorough understanding of
any possible employment opportunities. This information will be
gained through communication with the employee, attending
physician, Benefit Coordinator, Nurse Consultant and the injured
employee’s agency representative.
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The Vocational Consultant researches the most recently occupied
position of the injured employee with a focus on possible ways to
modify the job in order to accommodate the capabilities of the injured
employee. The Vocational Consultant discusses these ideas with the
agency as well as considers other opportunities with different
agencies.

The Vocational Consultant assists the agency in determining if there
are alternative transitional duty opportunities for the injured
employee.

The Vocational Consultant discusses the injured employee’s
capabilities and prognosis for recovery with the treating physician.

The Vocational Consultant develops a rehabilitation plan, supported
by employee case documentation, that specifies the employee and
employer responsibilities. This plan targets the job types that will be
actively researched in the labor market.

The Vocational Consultant Process

1. The Benefit Coordinator or the Nurse Consultant can have a
claim evaluated for referral to vocational rehabilitation. This
assignment can be made prior to the employee being released
for full or modified duty. Timeliness is critical if indemnity costs
are to be minimized.

2. The Vocational Consultant, in conjunction with the employee,
assesses transferable skills, develops a rehab plan, develops
an employee resume, assists in enhancing interviewing skills,
schedules and attends job interviews.

3. The Vocational Consultant discusses with the employer
alternative job opportunities within the agency and other
Commonwealth locations and assesses the employment
opportunities in the local market.

4. The Vocational Consultant provides feedback to the injured
employee. This includes follow-up discussions with employers
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who have interviewed the employee and continued search for
new job opportunities.

5. If the record indicates that the employee has been
uncooperative in seeking gainful reemployment, the Benefit
Coordinator will prepare the case for hearing before the Virginia
Workers’ Compensation Commission. The Vocational
Consultant may serve as an expert witness in presenting the
case to terminate the injured employee’s benefits for non-
compliance with the return-to-work initiatives.

When an employee cannot return to work within state government,
refer to the Virginia Retirement System for instructions and
gualifications for disability retirement. Vocational Rehabilitation
efforts may continue with outside employers if the injured worker has
a marketable modified duty release.
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Chapter Nine

LOSS CONTROL / EO 109 (10)

All executive branch departments and agencies, and institutions of
higher education are required by Executive Order 109 (10) Workplace
Safety and Employee Health to:

« Cooperate with the Department of Human Resource
Management State Employee Workers’ Compensation Services
(DHRM) by implementing initiatives to reduce work-related
injuries and improve services to injured employees;

. Ensure that job expectations are clearly defined in the
employee work profile to include physical requirements;

« Submit the First Report of Injury to the State Employee
Workers’ Compensation Services within 10 days of the injury;

« Identify trends and the impact on the agency;

. Include in managers' performance expectations, when
appropriate, goals to encourage a safer work environment and
reduction in work-related employee time lost; and

. Evaluate the work-related injuries and illnesses that occurred in
FY 2010 and each subsequent fiscal year in order to
reestablish goals and strategies to reduce them, to enhance
workplace safety, and for transitional duty;

. Establish strategies and practices to reduce lost time and to
support the safe resumption of work for state employees:

« Report by October 1st of each year to the Department of
Human Resource Management on the agency’s compliance
with the provisions of this Executive Order.
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DHRM/WCS is required to:
- Review agency annual reports;

« Provide training, consultation, and support for agency
initiatives;
« Report non-compliance with the provisions of this Executive

Order, and report annually to the Governor on progress made
in improving workplace safety and returning employees to work;

« Consult with the Virginia Retirement System as administrator
for the Virginia Sickness and Disability Program with regard to
the compliance outcomes and work collaboratively to support
agency initiatives in safely returning employees to work.

Loss Control Strategies to a Successful Loss
Control Program

Training

Supervisors need training to recognize and control hazards, teach
good safety procedures and monitor work habits. Invest in your
supervisors and make sure they know that safety is a priority for your
agency.

Some important areas to cover, based on your agency’s policies and
procedures, include:

e How the agency'’s safety program works and the supervisor’s role

e What to do when an injury occurs, after-hours policies, working off-
site, emergencies and assigned responsibilities

e How to arrange medical care for the injured employee

e How to report injuries quickly

e How to respond to an injured employee’s questions and concerns
after an injury

e How to investigate the accident promptly and correct any safety
problems

e How to keep records of the accident, medical and disability reports
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Agency Commitment to a Safe Workplace

The following strategies should be considered when trying to create a
safety culture within the agency and to help reduce injuries:

Short daily safety talks

A weekly safety walk-thru of the workplace

Monthly safety committee meetings

Interviews with injured workers regarding their ideas to make the
workplace safer

Potential Hazards

Identify risks that can potentially contribute to injuries. Some samples
include:

1. Ergonomic — poor workplace design increases the risk of
musculoskeletal injuries

2. Toxic substances — solvents, metals, dusts

3. Physical — temperature, noise, falls, tools, motor vehicle accidents

4. Biological — bloodborne pathogens, tuberculosis

Employee Safety Orientation

All new employees and those employees with new job responsibilities
should be instructed in safety procedures. Orientating new
employees is designed to familiarize them with their work
environment, job responsibilities, co-workers, supervisors, equipment
and the agency’s safety policies, rules and regulations. Taking time
to orient the new employee prior to beginning a new job or new task
will send a strong message about management’s commitment to
safety and will set the minimal standards expected of the employee.

The Occupational Safety and Health Act (OSHA) states employers
have a responsibility to provide employee training and education
programs. (Section 40.1-51.1 of the Code of Virginia)

Training should include:

e General safety rules and regulations

e Safety rules for a specific task or job

e Disciplinary policy for violation of safety rules
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Emergency response and evacuation procedures

How to identify and avoid job hazards

How to report a hazardous condition

The purpose and use of personal protective equipment
Fire prevention and the use of fire extinguishing equipment
Location and use of safety equipment

Inspection criteria and schedule

Accident and injury reporting

Housekeeping procedures

Waste handling procedures

Medical and first aid stations

Proper lifting techniques

Agencies that promote a commitment to safety, present routine safety
activities, involve supervisors and employees in safety programs and
provide effective training will experience lower injury rates and
develop a safer workplace environment for their employees.

OSHA Recordkeeping Requirements

Every agency must comply with 16VAC25-85-1904 Federal
Identical Recording and Reporting Occupational Injuries and
llinesses Regulation. DHRM/WCS has an on-line class on OSHA
Recordkeeping available through the Commonwealth of Virginia
Knowledge Center. For more information visit the DHRM web
site at http://www.dhrm.virginia.gov/.

You must record information about every work-related death and
about every work-related injury or illness that involves a loss of
consciousness, restricted work activity or job transfer, days away
from work, or medical treatment beyond first aid within 7 days. You
must also record significant work-related injuries and illnesses that
are diagnosed by a physician or licensed health care professional.
You must also record work-related injuries and illnesses that meet
any of the specific recording criteria listed in 29 CFR Part 1904.8
through 1904.12. There are three (3) forms that need to be
completed. They are:
e OSHA Form 300, Log of Work-Related Injuries and llinesses
e OSHA Form 300A, Summary of Work-Related Injuries and
llinesses
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e OSHA Form 301, Injury and lliness Incident Report

The OSHA forms are available in .PDF or Excel format at the
following web site http://www.osha.gov/recordkeeping/RKforms.html.
Each agency must keep a log for each establishment or site. The
Visual Reports Studio (formerly G2WebLink) report Calendar Year
Claim Listing may be of assistance to verify against your own
records. If your agency has more than one establishment, an OSHA
log and summary must be kept for each physical location.

Each agency must post the “Summary of Work-Related Injuries
and llinesses, (OSHA form 300A)”, signed by an agency
executive, for the prior calendar year by February 1* and keep it
posted until April 30™. This form must be posted even if no injuries
or illnesses have been reported.

Benefits of recordkeeping:

e Regulatory compliance

e Helps meet Executive Order 109 (10)

e Track injury and illness trends

¢ Allows the agency to evaluate the effectiveness of their safety

program

Helps identify problem areas for corrective action

e Provides data to analyze accidents to determine cause and
corrective actions

e Assists management in performance evaluations

For more information on recordkeeping call VOSH at (804) 786-2391.
Additional links and resources are listed in Chapter Fourteen.

49



Loss Control Services

The DHRM/WCS has a variety of loss control services that are
available to provide additional resources to insured agencies.

The Loss Control Team is guided by the philosophy that employees
and supervisors who are educated and trained in risk awareness
become a vital part of an organization’s loss prevention efforts. The
team uses intervention and control strategies that draw upon the
existing plans within the agency.

Services are available by contacting Workers’ Compensation
Services at 804-786-0362 or by completing and returning a “Request
for Loss Control Assistance” form located in Chapter Thirteen. The
request may be submitted by either fax or mail as indicated on the
form. The Director of Workers’ Compensation Services will evaluate
the request, the potential impact to the frequency and severity of an
agency’s workplace accidents and will respond to the requesting
agency.

DHRM/WCS Services

¢ Assistance with specific critical training needs when agency
resources are not available
¢ Investigation of:

o [atalities & catastrophic events

e Maedical or chronic events (series of claims for repetitive stress
disorders or hearing loss from one work population, chronic
disease attributed to the workplace, or series of tuberculosis
claims)

e Events of problematic nature (series of similar events within a
short period of time, accidental chemical exposure, series of
needlestick incidents within a short period of time)

e Other specified major loss experienced by an agency

e Provide speakers at conferences and retreats on claims, loss
control and safety topics

e Provide both electronic (email) and telephonic responses to safety
and health questions from the agency’s loss control representative
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e Provide technical advice and assistance to agency loss control
representatives as they develop and write their safety and health
policies and procedures

e Provide "Snapshot Surveys", Job Safety Analyses and OSHA type
inspections at selected agency sites. Each visit shall include “peer
mentoring” time to assist each agency’s on-site loss control
representative and/or safety committee members. A written report
shall document the visit and be sent to the agency head and key
agency personnel

e Agency specific “Benchmark Analysis Review” (agencies are
selected by DHRM/WCS for reviews)

Training and Education

Many safety and Health training seminars are available to all
agencies insured by DHRM/WCS free of charge. To enroll in training,
visit the DHRM Knowledge Center web site at
http://www.dhrm.virginia.gov/.

Advisory assistance is always available to agencies as they review
their own policies, procedures and safety system plans.

Video Library
The DHRM/WCS maintains a lending library of Safety and Health

video training resources. The video resource list and video library
order form are available on-line at http://www.dhrm.virginia.gov/.
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Chapter Ten

PHARMACY NETWORK

First Script

The First Script Pharmacy Network is comprised of independent
pharmacies located throughout the Commonwealth and across the
nation. Note there is no one pharmacy called “First Script
Pharmacy.” The agency should locate the closest participating
pharmacy for the injured employee. After the pharmacy verifies
eligibility and appropriateness of the medication relative to the injury
with the Benefit Coordinator, the prescription is filled at no charge and
with no co-payment to the injured employee. In addition, the
Commonwealth receives a preferred price for drugs purchased
through this network.

Participation in this pharmacy benefits program through First Script
Pharmacy is optional. The ease of access and use is in the interest
of the injured employee. From the agency’s perspective, the program
is one additional component to assist in the reduction of the total cost
of a claim.

Some participating pharmacies include:

e Costco e Medicine Shoppe

e CVS e Rite Aid

e Eckerd Drug e Safeway

e Farm Fresh e Sam’s Pharmacy

e Food City e Shoppers Pharmacy
e Food Lion e Target

e Giant e Walgreens

e Harris Teeter e Wal-Mart

e Kmart e Winn-Dixie

o Kroger

Objectives
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The five primary objectives of the program are:

1. to assure that employees are receiving prescription medical
treatment causally related to the injury

2. to eliminate, where possible, the out of pocket expenditure to the
injured employee

3. to reduce the program's prescription cost

4. to assist in the early identification of claims that have not yet been
reported

5. to promote the use of mail order prescription services when
appropriate

These objectives are achieved through the following processes:
Ability to print a pharmacy card is available at www.covwc.com.

The First Script system retains the prescription history and provides a
useful database for researching excessive and conflicting application of
drug therapy.

Through the use of the First Script drug card, employees will be able to
access pharmacy benefits for work-related injuries at any First Script
pharmacy without making a co-payment.

The First Script on-line computer system assures that only those eligible
for benefits can use the card for the purchase of prescription drugs.
Additionally, information is retained in the First Script on-line system to
assure that any medication purchased by the injured employee is related
to the injury and prescribed by the treating physician.

The First Script mail order program provides a cost effective way to
supply prescription drugs to eligible injured workers. First Script will be
automatically identified using the following criteria:

1. At least two (2) 30-day supplies of the same medication
2. At least three (3) refills remaining

Once an injured worker is identified as a candidate for the mail-order
program, First Script will mail information on the program (instruction
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letter and program brochure). The injured worker is instructed to call
First Script to be enrolled in the program. If the injured worker does not
contact First Script within ten (10) days of the mailing, First Script will
contact the injured worker. Interested injured workers enroll by phone.
Once enrolled, First Script contacts the injured worker’s doctor and
obtains new prescriptions for each mail order medication.

First Script proactively contacts the injured worker with refill reminder
notifications and can provide assistance initiating the refill order. The
injured worker can also order refills by calling directly or requesting the
medication online.

The First Script Network is capable of notifying the Benefit Coordinator if
the employee does not have an open workers’ compensation claim, but
has attempted to access workers’ compensation pharmacy benefits.

Goals

The basic goals are focused on providing improved service to the
Commonwealth’s injured employees and reducing the cost of the
Program's prescription drug component.

Pharmacy Benefits

The First Script drug card allows the employee to fill prescriptions for
medications related to the injury and prescribed by the authorized
physician. In the event the MCI office has not been notified by an
agency of a claim and the employee presents a prescription to be filled
for a work-related injury, the First Script pharmacy, through its electronic
inquiry, will determine that the employee is ineligible for benefits. In this
case, First Script will notify MCI of the possible claim, and the pharmacy
will be permitted to complete a first fill. The Benefit Coordinator will
contact the appropriate agency to determine the status of the First
Report of Injury. Additional benefits from the drug card are not available
until a First Report of Injury has been submitted and the claim is deemed
compensable.

When the Benefit Coordinator terminates eligibility for First Script
benefits, First Script is notified of this termination. Even though the
employee may retain the First Script drug card, any attempt to access
prescription benefits will be denied.
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Locating the Nearest First Script Pharmacy

The Commonwealth’s web site (http://www.covwc.com/) offers the
most convenient listing of available First Script Pharmacies. The listing
provides names and addresses by zip code.

Call 1-800-791-2080 and ask for the location of the nearest First Script
pharmacy.

If there is no convenient First Script pharmacy, an injured employee may
go to any pharmacy to have their prescription filled. The injured
employee should complete the Expense Reimbursement Form and
submit it to the Benefit Coordinator (Sample included in Chapter
Thirteen).
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Chapter Eleven

PREFERRED PROVIDER
ORGANIZATION and
PANEL OF PHYSICIANS

PPO

What is a PPO Network?

A critical component to the Commonwealth’s Workers’ Compensation
Program, the Preferred Provider Organization (PPO), is an organization
comprised of a limited number of medical professionals who have
agreed to grant preferred service terms in return for serving as the
exclusive source of medical services for a particular employer. The
conditions of limited members and exclusive source are essential
economic conditions to the successful operation of the PPO network.

Why use a PPO Network?

By restricting the number of providers eligible for participation in the
network, the Commonwealth is able to better control the medical
expenditures.

Which PPO Networks should be used?

The network for the Commonwealth’s program was selected for the
following reasons:

e Negotiated preferred contract terms with its provider membership
which translates to effective program control capability for the
Commonwealth program.

e Over 6,000 Virginia members eligible to treat the Commonwealth’s
occupational injuries. The providers are knowledgeable regarding
the needs of occupational medicine. A specific emphasis is
placed on the opportunities for timely return-to-work initiatives.

e Coverage in most areas of the Commonwealth and a commitment
to provide the resources to expand the network as required.
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e Generate cost savings, depending upon the type of provider used
for medical service.

Panel of Physicians

The employer, upon notification of an incident under the Virginia
Workers' Compensation Act, shall immediately provide the employee
with a panel of at least three physicians from which to choose one as
their authorized treating physician for medical care. (See also Chapter
Two). Although there is no requirement for the agency to use the PPO
network, adoption of the network where coverage is available will
increase the program savings. As previously noted, an agency also has
the right to offer the panel to the injured employee after receiving initial
emergency care.

The panel must be comprised of physicians. The panel must be
comprised of at least one physician who meets the specialty need
required by the injury.

The panel must list specific names of physicians. Listing medical
facilities or urgent care centers is not acceptable. If you find that you
must use an urgent care facility as one of your panel choices due to
limited physician choices in your area, you must name a specific
physician and not the facility. You may use the Medical Director of the
urgent care facility as the designated panel physician and the employee
may see the doctor on call at the time of the visit.

Physicians within the panel of three cannot be members of the same
practice group.

The panel must consist of physicians within a fifty minute driving time
from the employee’s home, or should they prefer, from the employment
site. For rural areas, a one-hour drive is acceptable.

Once the injured employee begins treatment with the chosen physician,
the agency cannot authorize a change in physicians. Contact the
Benefit Coordinator for questions regarding changing physicians.

The agency is required to offer the injured employee, after the injury, a
panel of physicians (see Chapter Two). An injured employee’s refusal to
select a treating physician from the panel of physician may jeopardize
workers’ compensation benefits. Refusal of the panel should be

documented by the agency and submitted to MCI.
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The Benefit Coordinator and Nurse Consultants will work with the
treating physician, and where appropriate, will recommend specialists
that are in the PPO network.

In the event that an injured employee uses a non-panel physician, the
Benefit Coordinator will investigate this use of an unauthorized
physician. If the employee was not aware of the panel, the Benefit
Coordinator will communicate with the specific agency regarding the
requirement to provide a panel of three physicians from which the
employee is to choose care.

If the PPO does not have adequate coverage in an area served by an
agency, the agency’s support may be enlisted in the recruitment of new
network members.

The network and non-network providers are reviewed periodically to
determine the effectiveness of their medical programs. The network is
also reviewed by the Return-to-Work unit. If you need assistance
developing a panel, contact the Return-to-Work unit at 804-786-2310 or
804-786-2311.
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Chapter Twelve

REPORTS

Visual Reports Studio

Effective July 2001, agencies were provided with the ability to view their
loss data over the Internet. The reporting system is called Visual
Reports Studio (VRS — formerly G2 WebLink). The program permits
rapid and easy access to data via the Internet in electronic form.
Through a password-protected area on the VRS web site, the user can
view information stored on the database to view standard reports with
current data.

The unique user ID for each user provides security within the database
to allow individual users to see and report against only the data for
which the user has rights. A variety of formatting options allow reports
to include tables, cross tabs, charts, and graphs. As a web-based
product, no additional software needs to be installed on your computer.
A major benefit of the VRS system is the ability to immediately include
data changes made to the claims database.

Each agency has been assigned a specific access level. Silver level
users are able to access data in reporting format with information
refreshed at any time. The user can choose from a library of pre-defined
reports.

COV Recommended Reports

Under Corporate Documents on the VRS home page, there is a link to
COV Recommended Reports. These reports include:

Calendar Year Claim Listing
CompDecMadeForAgency
CompDecMadeForSubAgency
EO 109 (10) Master
IndustrialClaimsReport
PolicyCostSummary_AllTypes
TopFiveJobClassificiations
WCCheckslssuedByAgency
WCCheckslssuedBySubAgency
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Workers Compensation RTW Event Report
Additional VRS standard reports include:

Claim Summary Listing (COV)
Claim Summary Listing By Location
Claim Payment Detail

Claim Payment Summary (COV)
Cash Flow Analysis (COV)

Body Part Analysis (COV)
Cause of Injury Analysis (COV)
Nature of Injury Analysis
Occupational Analysis (COV)
Instrument Analysis (COV)

Body Part Analysis

Employer Hierarchy (COV)
Cause of Injury Analysis (COV)
Claim Detail By Name (COV)
Claim Summary

Open Claim List (COV)

Claim Trend Analysis by Year
Calendar Year Claim Listing

Special Reports

Requests for development of special reports should be submitted to:

Director
Workers’ Compensation Services

Department of Human Resource Management

101 N. 14™ Street, 6™ Floor
Richmond, VA 23219
Phone: (804) 786-0362

Reconciliation of Monthly Reports

Authorized HR users should receive the following reports on a monthly

basis and at the end of the fiscal year:

o Compensability Decision - CompDecMadeForAgency
e Check Register — WCCheckslssuedByAgency

e Lag Time report -

Workers _Compensation_Lag_Time_Report

60



Every month the agency should verify that the employees listed on their
Compensability Decision report are their employees. The Check
Register should be used to reconcile checks payable to the agency were
received and deposited and to assist with tracking and following up on
outstanding payments owed to the agency.

Any data requiring correction or any suspected fraud situations
should be faxed to the DHRM Quality Assurance Specialist at (804)
786-8840. If no response is received within 30 days, contact the WCS
Director for resolution at (804) 786-0362.

Annual Reports

Authorized HR users in each agency should receive the following end of
year reports:

* CompDecMadeForAgency for the current fiscal year
* WCCheckslssuedbyAgency for the current fiscal year
* EO 109 (10) Master

* TopFiveJobClassifications

* IndustrialClaimsReport for the past three fiscal years
* PolicyCostSummary AllTypes (all years)

* Workers_Compensation_Lag_Time_Report

* Workers_Compensation_ RTW_Event_Report

Change in approved users

In order to change or add VRS users, a request to add/delete form must
be submitted to Workers’ Compensation Services. Immediately upon
the departure of an authorized user, notify WCS using the user form so
that data security is maintained (Sample user form in Chapter Thirteen).

Advantages of the VRS Program

This product offers several advantages to the individual agency as well
as to Workers’ Compensation Services.

e Reports are no longer mailed. This eliminates the need for storage of
bulky reports.

e The web-based Internet capability allows access from virtually any
computer with Internet connectivity. No additional software is
required.
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e Access is password protected for maximum security.

e Data from the claims management system is live so current
information is readily available.

e The product is user friendly.

e Has the ability to use pre-defined reports.

Problems?

Assistance is available through the Avizent Help Desk at 1-800-727-
4283.
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Chapter Thirteen

FORMS AND CHECKLISTS

For injuries occurring after 10/1/2008

VWC Form No. 3 First Report of Injury (FROD.........ccovvviiiieieiiinnnn. p. 65
VWC Form No. 7TAWage Chart............coooviiiiiiiii e p. 66
VWC Form No. 4 Award Agreement ..........cccovevveeviinieneceiiineeeeeeiin p. 72
VWC Form No. 35 Agreement to Pay Benefits in a Fatal Case ....... p. 75
VWC Form No. 46 Termination of Wage Loss Award .............c......... p. 78

For injuries occurring before 10/1/2008

VWC Form No. 4 Agreement to Pay Benefits ...........cccccceeeviieiennnnnn. p. 81
VWC Form No. 3A Supplementary Report.......ccccceevveevveiiiiieeeeinnnnnnn. p. 84
VWC Form No. 4A Supplemental Agreement to Pay Benefits.......... p. 87
VWC Form No. 4G Supplemental Agreement to Pay Varying Temporary
Partial BENETIIS ......cooviiiiiiicee e p. 90
VWC Form No. 46 Termination of Wage Loss Award ...................... p. 92

For all claims

Expense Reimbursement FOrM........ccooovviiiiiiiiiiiiiiecee e p. 95
Medical/Pharmacy Expense Reimbursement Form ......................... p. 97
Panel of Physicians FOrm ... p. 98
Physical Demands Form and Worksheet ..........cccccoooovviiiiiiiiennnnnnn. p. 100
Transitional Employment FOrm..........ccoooovviiiii e p. 102
State Agency Referral Form - Field Medical and Vocational Services.....
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Accident Investigation Program............ccccceeiiieiiiiiiiii e p. 105



Accident Investigation Form ..........

Request for Loss Control ASSIStancCe ........ccoovevvvviiiieeeeeiiieeeeeeeiinnn,

Add or Delete User Form for VRS.

Agency Address Change Form .....

Agency checklist for new claims....

Employee checklist for new claims
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Forms for claims with date of injury
after October 1, 2008

First Report of Injury
(not a form; submitted on-line)

The agency'’s first report of an accident is now completed on-line and
submitted electronically using the Visual Liquid Web application. Form 3
Employer’s First Report of Accident is no longer in use.

Users may enter data as either an “Anonymous User” or a “Named
User.” Anonymous users are generally the injured workers’ supervisors
and the named users are the WC Administrators for the agency.

Please access the application by the following links:

Anonymous user: https://apps.frankgates.com/vaear

Named user: https://apps.frankgates.com/vaear-hr

A Quick Reference Guide and Manual are available at the VLW
websites.

As of October 1, 2008, all agencies must electronically report their
injuries using this application. Effective October 1, 2008, submission of
paper Employer’s Accident Report (EAR) will no longer be accepted
unless your agency has requested a special needs accommodation and
has received approval from Workers' Compensation Services. If you
have questions about this, please contact the Director of Workers'
Compensation Services at (804) 786-0362.

Please use the COMMENTS section to record any additional information
that you were unable to record in the standard report form. Also, please
comment on VSDP and health insurance status as follows:

VSDP -y /n
COV Healthcare —y / n If yes, note the product (COVA, SH, Optima,
etc.)
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Wage Chart (VWC Form 7A)

There are two methods by which the agency may submit wage
information for injured employees. With either method, the agency must
submit wage information for any claim for which the time lost from work
Is expected to exceed seven (7) days. The wages considered by the
Virginia Workers’ Compensation Commission, in support of an average
weekly wage, are those earned during the fifty-two (52) weeks preceding
the injury. All overtime and any other form of compensation should be
reported from wage data available in the agency’s payroll department on
a gross earnings basis without deductions for taxes, social security, or
any benefits. Records of attendance should be scrutinized and reported
accurately.

The agency may go to the following link to access the VWC Wage Chart
7A shown below:

http://www.vwc.state.va.us/VWCContentManagement/content/df65bbce-
84a9-11df-915d-b9f4d8d8256b/form7a wagechart newl.pdf
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T The boxes  |Reswal VW Fille Muimber
Wage Chart o therighe
Employer's Statement of Wage Earmings am forthe
'fw.-cvfm:- Teemarer Coder Iremarer Location
Virgima Workers" Compensation Commission e
1000 DMV Drove Richmond VA 23230 Treserer Claim Wamber
I Empleyee I I Address I
Name of Employes Dt oif Acrident Dt of Hire
I Empleyer I I Address I
Mame of Employer Empiloyes's Sooial §ecurity Mamber

PFLEASE REFER TO THE FILING INSTRUCTTONS FRINTED ON THE BACK OF THIS FORM

Wik Wk Days [emp— Wk | WorkEsding | Dag Grosamemst | Werk | WerkEsding | Dags [epmpp—
a Esding | Worked | poid, imchuding a [ =N Warked | pobd inchedisg a s Warked | i, inchuding.
et v o et i v o

1 13 37

1 20 33

3 2 kL)

4 22 41

5 23 41

§ 24 42

7 25 43

i 2 44

1 27 45

1] 23 46

11 29 47

12 kL] 43

13 a1 49

14 32 1

15 13 51

1 14 52

17 3 Tastals

18 1%

Value of perquisites for entine year: Total gross carning $ Taoital weeks worked
Bomses § Eleciricity §
Meak/Lodging Water § Tot] value of perquisites §
MealsOnly 5 Telephone § FWC ause only:
Temporary Lodging § Uniforms §
Hiouse Rert § Lanmebry 5 Total camings & perquisites § AWW -
Tip Imcome § CE:
INSURER OR EMPLOYER (nchude name & signature) Drae Telephone mumber
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FILING INSTRUCTIONS
{Instructions Updated 0901407

Wape Chart
VW Form Mo, 7A

The information at the top right of the form should be provided by the insurer. Please note that the
ingurer code refers o the five-digit numeric code assigned by The Mational Counsel on Comg ensation
Insurance (NOCT). Self-insured employers ane assigned a similar five-digit code number by the
Wirginia Workers' Conpensation Commizsion,

Mzgible forms will be returmed to the insurer.

v A » Ty ]
# Indicate gross weekly earnings for the 52 weekly periods immediately preceding the dake of aceident.

#  Note that these eamings are GROSS eamings and inchde overtime and tips, before any deductions ane
made for taces or Social Security. Ifthere were any perguisites, please list the TOTAL value
separately at the hottom of the chart.

#  Ifan injured employee losat more than seven consecutive calendar days, although not in the same weelk,
these periods should be noted on the Wage Chart (VW Form Mo, 7-A) using an asterisk in the
Week No. column and are not to be counted in the calculations. Va Code § 65.2-101.

®  Ifinjured employee has worked less than 12 months, fhe earnings for the ime worked should be used.
The camings for a similar employee may be used if the employee has worked less than 60 days,

How to calculate the Wage Chart:

® I a full year's wage information has been provided covering the 52 week peried prios to the dae
of accident:

- determine the total wages eamed, including yearly perguisites;
- divide the total wages samed for this peried by 52;
- the sum will be the average wockly wage.

® I a full year's wage information has not been provided covering the 52 week peried prier o the
date of accident:

- determine the total wages eamed, including yearly perquisites;

- divide the total wages eamed by the number of weeks wages wemne eamed (MNote: if wamanted,
the woeks can be converted into days and caleulated on that hasis),

- the sum will be the average wockly wage.

#  If the form iz completed on a bi-weekly basis:
- determine the total wages eamed, including yearly perguisites;
- divide the total wages camed by the number of weeks worked (employ oz

paid 26 times a year represent 52 woeks of wages);
- the sum will be the average woekly wage.

»  Samples of properly completed wage chart{s) are available through the Commission’s Webaie at
www, Ve state va us under the forms menuw,

®  For questions or assistance with completing this fomm, please contact the A wards Unit using the
Commision's Toll-Free number at (1-877T) 664-2564,
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An example of a properly completed Wage Chart can be found here:

http://www.vwc.state.va.us/VWCContentManagement/content/e09932fa-
84a9-11df-915d-b9f4d8d8256b/form7a wagech completed.pdf

[« T & The boxes Reserved VW File Number
) “( dgt Chdrt . to the right 000-00-00
Employer’'s Statement of Wage Earnings ate for the
use of the Insurer Code Insurer Location
Virginia Workers’ Compensation Commission insurer.

1000 DMV Drive Richmond VA 23220

Insurer Claim Number

| Employee | | Address |
MName of Emplovee  John P. Hurtworker Date of Accident  07/10/2004
| Employer | | Address |
MName of Employer  Virgmia Workers” Compensation Commission Employee’s Social Security Number XxX=XX=XXXX
Instructions:

o Indicate gross weekly eamings for the 52 weekly periods immediately preceding the date of accident.

o Ifinjured employee has worked less than 12 months, the eamings for the time worked should be used. The eamings for a similar
employees may be used if the employee has worked less than 60 days.

*  Note that these carnings are GROSS earnings and include overtime and tips, before any deductions are made for taxes or Social Security. 1f
there were any perquisites, please list the TOT AL value separately at the bottom of the chart.

Week Week Days Gross amount Week Week Ending Days Gross amount Week Week Ending Days {Gross amount
N Ending Worked paid, including N Date Worked paid, including N Dvate Worked paid, including
Date overtime overtime overtime
. 07/18/02 5 200.00 ” 172103 6 240,00 . 03/26/04 6 240,00
2 07/25/03 6 240.00 0 11/28/03 5 200,00 " 04/02/04 5 200,00
3 08/01/02 5 200.00 - 12/05/03 5 200,00 » 04/09/04 5 200,00
080802 5 20000 12/12/03 5 200,00 04/16/04 ] 200.00
4 n 40
0815032 5 200.00 12/19/03 5 200,00 04/23/04 5 200,00
s 3 41
p 08/22/03 6 240.00 2 12/26/03 5 200,00 o 04/30/04 5 200,00
08/29/03 5 200.00 01/02/04 4 160.00 05/07/04 5 200,00
7 25 43
09/05/02 5 200.00 01/09/04 5 200,00 05/14/04 5 200,00
8 26 H
09/12/02 5 20000 01/16/04 5 200,00 05/21/04 4 160.00
L ril 45
09/19/03 5 200.00 01/23/04 5 200,00 05/28/04 6 280,00
10 ] 46
" 09/26/03 5 200,00 » 01/30/04 5 200,00 o 06/04/04 5 220,00
10303 5 200.00 02/06/04 5 200,00 06/11/04 5 220,00
12 3 45
3 11003 5 200.00 - 02/13/04 4 160.00 © 06/18/04 5 220,00
1 11703 6 288.00 2 02/20/04 6 296.00 @ 06/25/04 5 220,00
s 1V24/03 6 204,00 u 02/27/04 5 200,00 - 07/02/04 ] 220000
13103 5 200.00 03/05/04 5 200,00 07/09/04 4 176.00
16 M 52
110703 5 200.00 03/12/04 5 200,00
1 _ & _ Totals $10.874.00
11/14/03 5 200.00 03/19/04 5 200,00
18 36
Value of perquisites for entire year: Total gross earning §  10.874.00 Total weeks worked 52
Bonuses §_500.00  Electricity §
Meals/Lodging $ Water $ Total value of perquisites § 500.00 —
MealsOnly $__ Telephone § FWC use only:
Temporary Lodging $ Uniforms §
House Rent § Laundry $ Total earnings & perquisites §  11.374.00 AWW:
Tip Income § CR: [
INSURER OR EMPLOYER (include name & signature) Date Phone number

Wage Chart
VWC Form No. 74 (Rev 9-1-004)
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An example of a properly completed Wage Chart with a greater than 8
day gap in employment can be found here:

http://www.vwc.state.va.us/VWCContentManagement/content/e0862027
-84a9-11df-915d-b9f4d8d8256b/form7a 8dayqgap.pdf

[ ¢ T ‘ The boxes | Reserved VWO File Number
) \‘H dg(’ Chdrt . to the right 000-00-00
Employer’s Statement of Wage Earnings are forthe
use of the | Insurer Code Insurer Location
Virginia Workers’ Compensation Commission insurer.
7 ue R i 7 2322
1000 DMV Drive Richmond VA 23220 Insurer Claim Number
| Employee | | Address |
Mame of Employee  John P. Hurtworker Date of Accident 06/27/04
| Employer | | Address |
Name of Emplover  Virgmia Workers” Compensation Commission Employee’s Social Security Number Xxx-xx-xXaxx
Instructions:

& Indicate gross weekly eamings for the 52 weekly pernods immediately preceding the date of aceident.

e [fimured employee has worked less than 12 months, the earnings for the time worked should be used. The eamings for a similar
employees may be used if the employee has worked less than 60 days.

& Note that these earnmgs are GROSS eamnings and include overtime and tips, before any deductions are made for taxes or Social Secunty. 1
there were any perquisites, please list the TOT AL value separately at the bottom of the chart.

Week Week Days Gross amount Week Week Ending Days Gross amount Week Week Ending Days Gross amount
N, Ending Waorked paid, including N Date Worked paid, including N, Dvate Waorked paid, including
Date overtime overtime overtime
. 07/18/03 5 20000 " 11/21/03 6 240.00 = 03/26/04 6 240.00
07/25/03 6 240,00 11/28/03 5 200,00 04/02/04 5 200,00
2 20 38
3 O8/01/03 5 200.00 - 12/05/03 5 200.00 . 04/09%04 5 200.00
O8/0803 1 40,00 * 12/12/03 5 201000 04/16/04 5 200.00
4 22 4
081503 0 0 * 12/19/03 5 200.00 04/23/04 5 200.00
-] 3 41
08/22/03 2 6000 ¥ 12/26/03 5 200.00 04/30/04 5 200.00
[ 24 42
; 0829703 5 200,00 2 01/02/04 4 160.00 - 05/07/04 5 200.00
09/05/03 5 200.00 01/09/04 5 200.00 05/14/04 5 200.00
8 26 H
09/12/03 5 200000 01/16/04 5 200,00 05/21/04 4 160.00
o 27 45
09/19/03 5 200.00 01/23/04 5 200.00 05/28/04 6 280.00
1] 8 46
09/26/03 5 20h. 00 01/30/04 5 20000 ho/04/04 5 220.00
11 29 47
10/03/03 5 200.00 02/06/04 5 200.00 06/11/04 5 220.00
12 30 48
10/10/03 5 200000 02/13/04 4 160.00 6/18/04 5 220.00
13 31 49
“ 1071703 i 288.00 2 02/20/04 6 296.00 " 06/25/04 5 220000
10/24/03 6 204.00 ) 02/27/04 5 201000 ]
15 33 51
10731703 5 200.00 03/05/04 5 200.00
] H 52
. 110703 5 20000 . 03/12/04 5 200,00 Total
= otals $9,838.00
11/14/03 5 200.00 03/19/04 5 200.00
1§ 36
Value of perquisites for entire vear: Total gross earning $ 9.838.00 Total weeks worked 47
Bonuses $ Electricity $
Meals/Lodging $ Water $ Total value of perquisites $ 0 —
Meals Only $ Telephone § FWC use :m.")-_'
Temporary Lodging § Uniforms §
House Rent § Laundry $ Total earnings & perquisites $ _9.838.00 AWW:
Tip Income § CR: T
INSURER OR EMPLOYER (include name & signature) Date Phone number

Wage Chart
VWC Form No. 74 (Rev 9-1-04)
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From the VWC website: NOTE: If an injured employee lost more than
seven consecutive calendar days, although not in the same week, these
periods should be noted on the wage chart using an asterick (*) in the
"Gross amount paid, including over time" column. 865.2-101.

If the agency wishes NOT to use the VWC Wage Chart form 7A then the
agency may present alternative Wage Charts for approval by WCS. In
order to have your alternate form approved, you will need to go through
the following process:

On the next 3 workers' compensation claims you will need to
submit an old Wage Chart and then at the same time submit
your alternative form (this can be wage history from your
payroll systems). Both forms will need to be submitted to the
Claims Supervisor. You can fax or mail the forms to MCI but
you need to identify each claim in an e-mail to the supervisor
so that he/she knows which cases to review. Please make
sure to identify any periods of more than 8 consecutive days
that an injured worker was not paid during the 52 weeks
preceding the date of the injury on your alternative form.
This form can capture payroll information through your most
recent pay period prior to the date of accident and not the
day before the accident as many of you calculate now.

As long as both forms show an average weekly wage within
a few dollars on each form, then the Claims Supervisor will
be able to add your agency to our listing of agencies
submitting approved alternative wage documentation.

You will only be asked to submit the Form 7A Wage Chart
for cases going to a hearing if wage is being litigated. Your
benefit coordinator would let you know when a formal Wage
Chart may be needed for defense.
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Award Agreement (VWC Form 4)

(previously the Agreement to Pay Benefits)

This form is used to establish the date of injury, the beginning date of
disability, the average weekly wage, the nature of the injury and
compensation rate to be paid to the injured worker. It is from this form
that the VWC makes an award to the injured employee. The first check
and the Award Agreement/Agreement to Pay Benefits (depending on the
date of injury) will be sent to the designated agency representative by
the Benefit Coordinator.

The form requires the signature of the employee on the fourth line from
the bottom on the left side. This form must be returned to the Benefit
Coordinator within fourteen (14) days of receipt to avoid interruption of
benefits.

The form is also available at
http://www.vwc.state.va.us/VWCContentManagement/content/ddfda018-
84a9-11df-915d-b9f4d8d8256b/Award%20Agreement.pdf
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Award Agreement
[greenment bo Pay Benefits)

Vingiria Workers” Ciornpen ga fan Cammistion
1000 DMY Drive Richmand Virginia 23220

1R i 250 Jurisdicion Claim o :

SEE INSTRUCTIONS OMN REVERSE SIDE W e e vaus Jam Administrator §:
Trvjures] Werkes's Mamme: Emgioyars Marme:
Aderesa: Ilidresig:
ity Shae: Zip: Oy State: Jge
Harne Phane: Wolk Phane: () - Erngleer's Phone:
Body Parts) Injuries Aocepted:
Date of Injury: Pre-Injury Average Weekly Wage:

Payment of Compensation hedk ane: [ Initial parind [ Addiional period [ Camrected padad

Oz 3l hat appy)

O~ Temporary Total & the compersaton rate of § per wesk, This periad of dsability bagan on e
OB Temporary Partial: Please seet aption 1 o 2 bedow and commplete.
[J1- Wil be paid &t the armpensation rate of § per wek.  This periad of disatility bagan an i
Oz - was paidan averaged weskly comparsation rate of § per wesk from Hiraugh and will continue o b
paid &t & mpensation rate of § per week baginning an (v
O C. Permanent Partial at the compensafion rate of § per weskl.  Thi period of daability bagan on ) e %

O less of use, [ kes, or [ dsfiguremnent of the

. Note: Medical report(s) or amputation chart must be attach e,

Do the paries agres to have his sward paidin @ lumg sum with the 4% decont deduted? [Jres (oo

O D. Permanent Total the compensation rate of § perwesk, This period of dgability began o £ el .

O E. Madical Only. The partie agres in a0 awarnd for pagrment of medical Benafits that are reasonabe, necesary, authorzed and causally

mlaked bo the compensahls injury.

THIS AGREEMENT IS SUBJECT TOADJUSTMENT AND APPROVAL BY THE COMMISSION PURSUANT TO THE VIRGINIA WORKERS'
COMPENSATION ACT

Signatures REGUIRED

By signing below, we certify that the facts relsting to this sccident are correct 85 presentel on this form and agres that the Injured
Worksr shall receive mmpensation or benefits indicated until suspen denl in scoordanos with the provisions of the Virginia Workers’

Compensation At
Signare of Injured Warker Print Marne Date  (myeiyyry)
Signaura an beal of the Enplayes/Tnsusr Prink Mame Date  (mydiyryy)
Print Mame and Addrass af Jam Sdministrator Phana Murmbesr
Prirk Mame and Address of Ijared Werkes s Alfamey Phamne Murmber

This formi Is required by e Virginia Workers'
Compensaton Commission
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Award Agreeme nt
VWC Form #4

Filing Instructions

This form is to be completed whenever a daim has been accepted as compensable and the Injured \Worker is entitled to an
award. This Award Agreement provides the basis for the award of compensation and contains suffident information to
establish the essential elements of a compensable daim. Submit the completed form to the Vinginia \Workers' Compensation
Commussion, 1000 DMV Drve, Richmond, Wit 23220, For subsaquent perods of compensation benefits, this form should be
usad or a Varying Temporary Partial Award Agreement (WWC Form No. 4G) must be filed.

Definitions of Banefit Types:

Temporary total (TT) disa bility - Injured Worker is totally disabled fom work and is entitled to recaive compensation for a
period of total wage loss based wpon 66 2/ 3% (58667) of the pre-injury average weskly wage.*

Temporary partal (TP) disability = Injured Worker is partally disabled from work but is entitled to receive compensation
fior a peniod of partial wage loss based upon 66 2/3% of the difference between the pre-injury average weskly wage and the
post (ourrent) average weekly wage Fonms received without spedfic dollar amownts or those that reflect the wiord ™vanous™
willl b= rejected, *

Caleulafion of Termporary Partial Rate: Neerage weekly wage before injury %
= Cument wesky wEgs ]
Al fenounts &re Based on Weskdy Figures DNRsnce by weges belbre injury nd now ‘
W _GAHEAT 5
Temporary Partial Compensation %
Rate

Permanent partial (PP) disability - Injured Worker is entitled to receive compansation basad wpon the loss of us= or the
loss of a ratable body part, basad upon 66 2/3% (L66687) of the pre-injury average weeldy wage for a spadified numbsar of
wieeks, pursuant to Va. Code §85.2-503. Please attach a copy of the medical report or the amputation chart that supports the
permanency rating to the agreement fomm. If Permanent Parbal is for disfigurement, the Commission must s=t the rating
basaed on submitted photographs. *

Permanent Total = Injured Worker is permanently and totally disabled from work and is entitled to receive compensation for
the remainder of his/her §fe based upon 68 2/3% (66667) of the pre-injury average weeldy wage. ¥

Medical Only - The parties agree that the Injured Worker sustaned a compensable injury for which the employer and
msurer will accept responsibllity only for the medical expenses incwrmed as a result of a work related injury or cooupational
diszass

* Compensation rate is subject to yearly madimum and minamum allosances.
o Al wage mformation and compensation rate(s) reflected on the formi(s) should be based on weekly figures,

For questions or assistance with completi ng this form, please contact Customer Assistance using the Commission's toll-free
numbsar 877-654-2555,
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VWC Form No. 35 Agreement to Pay Benefits in a
Fatal Case

This form is used to establish the date of death, the average weekly
wage, the cause and nature of the injury, and the compensation rate to
be paid to the surviving spouse and/or dependents. The award entered
by the VWC is taken from this form. The first check and the Agreement
to Pay Benefits in a Fatal Case will be forwarded to the agency or to the
employee’s dependents to be signed according to individual agency
requirements. This form requires the signature of the principal
dependent, at the very bottom, on the right-hand side. The form is
completed by the Benefit Coordinator and sent to the agency for
signature. The signed form should then be returned to the Benefit
Coordinator.

75



COMMONTWEALTH of VIRGINIA
Workers' Compensation Commission
1000 DM Drive
Richmond, Vinginia 23220
FAX: (BD4) 367-B740
AGREEMENT TO PAY BENEFITS IN A FATAL CASE

VNG File No. Insurer Claim Mo.
Mame of Insurer

MOTE: This agreement, when executed, shall be filed promptly by the employer or insurance
carrier with the Commission.

Agreement entered into this day of , 20 by and between

of
(Kame of Emplayer) (Employars agdraes)
and of
{Name of Principal Dependent) {Principal Dependent’s address)
for compensation due the dependents of an emgloyee of said Employer
{Mame of Employes)
who sustained an injury on the day of 20, as a result of an accident arizing cut of and in
the courze of his/her employment and which resulted in death on the day of , 20

This Agreement is based on the following agreed facts:

Flace of Accident
Cause of Injury or lliness
Mature of Injury or lliness
Pre-Injury average weekly wage was 5
That the following waziwere totally or gartially {circle one) dependent on the deceaszed emgloves prior
to the accident: RELATIOHSHIP
MAME ADDRESS DATE OF BIRTH TO DECEASED

Subject to the approval of the Virginia Workers’” Compensation Commission, the Employer agrees to pay and the Principal
Dependent agrees fo accept compensation for the bensfit of the above-named dependant({s). in equal proportions, at the
rate of § per week, payable every week(s) for week(s), unless subsequent
conditions require a modification, and all costs of necessary medical, surgical and hospital attention and supglies incident
to the injury and cost of burial expenses in the sum of 3 .

If dependency was partial, the following statements must be completed:

Towal monthly or yearly (circle one) amount necessary to support dependents pricr to the accident was

5 .
The deceased contributed the sum of & for the month or year (circle one) prior to the accident for
the support of said dependent.
=rncipal Depencent Frint Hame Fhone Dale
[ ! !
nsurer or aulharizad regrezentallve (signature of proceEson) Frint Hame Fhone Dale
() '

Mame and aodraes of Insurer

Mame and aodress of atiomey (f represented) Fae
Dafte

Approved by

Agresment to Pav Benefits in 2 Fatal Case
W Form Mo, 35 (rev. 8-1-04)
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FILING INSTRUCTIONS
{Inatructions Updated 09901/07)

Agreement to Pay Benefits in a Fatal Case
VWC Form Mo, 35

This form is used in cases that involve a compensable fatality to an injured weorker with dependents.

The Agreement form provides information relating to the deceaszed injured worker's weekly wage and
compensation rate, as well as the identity of dependent(s) enfitled to receive compensaation benefits
pursuant to the Virginia Workers’ Compensation Act. This Agreement, when executed, must to be filed
promptly with the Virginia Workerz’ Compensation Commission, 1000 DKY Drive, Richmond, VA 23220,
by the employer, insurer or authorized representative.

Formz: Additional copies of this form are available without cost by writing to the Commission. Address
your inguiries to “forma® at the listed Virginia Workers' Compensation Commizsion address or vigit
our Website at waw. vwe.state. va us.

For questions or assistance with completing the form, please contact the Claims Examination
Department using the Commission’s Toll-free number at (1-877) S64-2566.
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VWC Form No. 46 Termination of Wage Loss Award

This form is used to show the date that the employee returned to work,
was able to return to work, or returned to work at lower than pre-injury
wages. The VWC uses this form to close the award made from the
Award Agreement/Agreement to Pay Benefit (Form No. 4) or Award
Agreement/Supplemental Agreement to Pay Benefits (Form No. 4A). It
Is forwarded by the Benefit Coordinator to the agency for the signature
of the employee. The form must be signed and returned to the Benefit
Coordinator. The Benefit Coordinator then submits the form to the
Virginia Workers’ Compensation Commission. It is very important that
this form be returned quickly in order to terminate the open
compensation award.

http://www.vwc.state.va.us/VWCContentManagement/content/deff31bf-
84a9-11df-915d-
b9f4d8d8256b/Termination%200f%20Waqe%20L0ss%20Award.pdf
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Termination of Wage Loss Award

Wirgnia Workers' Compersation Commission
1000 DMWY Drvive Richmand Virginea 23220
1-877-664-2556

SEE INSTRUCTIONS ON REVERSE SIDE

Jurisdickion Claim #:

Claim fdministrator #:
AN Shabe v U
——

Injured Worker's Name: Employer’s Mame:

Address: Address:

City: State: o Ciky: State: Zip:
Hame Phone: Wiork Phamsa: i ] - Employer’s Phone:

Crate of Injury:

Pre-Injury Average Weekly Wage:

Payment of Compensation pursuant to the open award is tlerminalbed for the reason indicated below. (Choose & or B)

|:| A, The Injured ‘Warker returnéed to work on

|:| E. The Injured Warker was able to return to pre-injury work on

imid fyvy) Bt 8 wage egual to or greater than the pre-injury average weskly wage.

{aidisrrl (Documentstion supparting rakease must be attsched.)

THIS AGREEMENT LS SUBJECT TO VERIFICATION BY THE COMMISSION PURSUANT TO THE VIRGINLA WORKERS" COMPENSATION ACT

Signatures REQUIRED

Signing this ferm indicabtes the parties agree that the injured worker returned to work at the pre-injury wage or is able Lo return Lo pre-

imjury wark.

Signature of Inpured Worker

Prink Mame

Date  (mfdfvyyy)

Signasture an behalf of the Employer/Insurar

Prink Mame

Date  (mfdfvyyy)

Print Hame and Address of Claim Adminstrator

Phone Number

Print Hame and Address of Injured Worker's Atormey

Phone Number

This form = required by the Virginia Warkers'
Compensation Commission
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Termination of Wage Loss Award
VWC Form #46

Filimg Instructions

Claim Admini A ized R -

1. This form is w2 be completed when the Injursd Wirkes returns to work at the pre-infury wage or is abls to retum to ore-
injury work, Submit the comodetad for to the Virginda Workers' Compensation Commission, 1000 DMY Drive, Richmaond,
VA 23220.

2. Chack the appropriate reazon for the termination of the Award and provide the return to work datz and wage
infarrmation, if apglicable.

3. If the basis for terminating benefits is for reasons other than what is contained on this form, you may nesd to file an

Emgloyer's Application for Hearing (VWC Form No. SA) to terminate the outstanding Award. This form may not b=
madified to meet a specific case, or the form will o= rejfected.

Injured Worker:
Signing this document is NOT a reguirement for payment. If you do not agres with the information contzined and make

madifications, it will be rejected. If you have any additional disabifty from work in the future, your claim can be reopened
with the following Emitations:

* For questions or assistance with completing this form, plezse contact Customer Assistance at the Commission's toll-fres
numbasr 377-664-2566.
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Forms for claims with date of injury
before October 1, 2008

Agreement to Pay Benefits (VWC Form 4)

This form is used to establish the date of injury, the beginning date of
disability, the average weekly wage, the nature of the injury and
compensation rate to be paid to the injured worker. It is from this form
that the VWC makes an award to the injured employee. The first check
and the Award Agreement/Agreement to Pay Benefits (depending on the
date of injury) will be sent to the designated agency representative by
the Benefit Coordinator.

The form requires the signature of the employee on the fourth line from
the bottom on the left side. This form must be returned to the Benefit
Coordinator within fourteen (14) days of receipt to avoid interruption of
benefits.

The form is also available at
http://www.vwc.state.va.us/VWCContentManagement/content/e12127bc
-84a9-11df-915d-b9f4d8d8256b/form4 pay benefits newl.pdf
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Agreement to Pay Benefits
(formerty- Memomandum of Azreement)
Virginia Workers' Compensation Commpiission
1000 DMV Drive: Bichmand WA 23230

Reserved

The bozs:

VAT [ i

ta chs raxke
azs far che

Insurer codaPEC Rl &

Troases [edaalion

SEE INSTRUCTIONS ON REVERSE SIDE | =s» of the [T s i
[ Employer ]
Al

Blame of employer (#2e Employer”a Firal Eegort)

Federal Tick Menlilication Niimber

Fhone number

i i wrker eevered by FEO pelay T

[] ve

[ Emgloyee |

ame of smploy e

FPhise ke

Auldrem

Sl wecurity sunmber

| Time and Place of Accident |

Ly trr Goanly wiire igasy o (LB secuned

‘Tiase of fnjeey o (iness

il of injury of dlness, melding pals of bedy alfecled

Dwe of imjury or Si=es | 1ot sl scven daya of incapacity

Tre-inpury Awaage Wekly Wags

| Terms of Agyesment

W careify ot the face: ralaizzg te d
indicated balaw uz

sampeaation =r bensfie:

Farmazen

Far lozzx (= af mzad of the

thall be payakls

crident are correct az
Frmin

5 rhall be paid per wesh for

pressnted 2z chiz for=, and sgres chat the smplayes skal

#d in accard sacs with the provazizas of the Workes:” Comp

k: begicning

Temporarr S shall®e paid per week begizoing Lazed 22 a pre-injury
T | average mekly wags of 5
5 thall Be paid par wesh b IoE
T.:‘:'F“_”_r-v 1% comparsd fo 2 pre-iojury averazs weskly wagps of §
areial

bazed an a

chw daiw o which climyarreezrosd mwerkata

acd x pre-mjory sverags weskly waps of § Thix szmpe=zatiza

Madical _ [Check bare.) The parcies agoes o an amard far paymezs of medical bill: relazed ea ike comprzcable iajury.
anly

Signarures
E=glayer Dtz
F=gioyee, goi Trint ame Tule
T=surer tn Walker el seprseslalins (Slgnaloee of peitemee| Tuie
= and addrens of Tnaure TThis space roevel for Dic=mssen g
Bl s wldress of erpleyes’s allorney (o representad) Fes

Appreved by Dt

This report is required by the Virginia Worker:" Compenzation Act Azreement to Pay Benefits
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FILING INSTRUCTIONS
(Instractions Updated $9/0107)

Apreement to Pay Benefits
VWL Form Na. 4

Thes form is complesed whenever a claim bas been accepted 25 compensable and the injured emnplovee 1s entiled o
an award. This Agreemesnt to Pay Benefits provides the basis for the mitial award of compensation, and containg
sufficient information to establish the essemtial alements of a compensabla clamm. Submit the completed form to the
Virginda Warkers” Compensation Clommission, 1000 DMV Drove, Richmend, WA 23220, For subssquent perods
of compensation benefits, a Supplemsntal Apreement to Pay Benefits (WVWC Form No. 4A) or a Supplemental
Apreement to Pay Varymg Temporary Partial Bepefits (VWC Form Moo 4G) must be filed

The mformtion at the top right of the form should be provided by the insurer. Please note that the insarer code
refers to the five-digit mumeric code assigned by The National Counsel oo C-umpau;.ui.cm Insurance 27CCT) Self-
msured emyployers are assizned a similar five-dizit code oumber by the Virginia Workers” Compensaton
Commizsion.

Incomplete or dlegible forms will either be retumed fo the insurer fior proper completion or they will be rejected.

When filling out this form, please be sure to provide a bnef description of how the accident or tiness ooonmed in the
“Cause of Accident” bow. Please indcate all parts of the body affected and which are accepied. in the “MNatre of
Injury” b, If the “Nanhre of Injury” is not indicated on the form, the form will be rejected.

Mote that compensation Is padd beginning with the aighth (3") day of disability resuldng from 2 work related
accident or illness. If the disability period exceeds more than 2] days, then compensation is owed retroac tively for
the first seven (7) days of disability. The first seven (7) days of disability inclodes all days or pants of days when the
myured employee was urable toeam a fiall day’s wages, or was not prid 2 Sl day's wages, due to the injury.

When an employee receives full wages durmg disability, these days are fo be counted fowards the waitng penod
and amy subsequent days of disability. Azreement forms need to be completed in their entirety, giving dates and
amoaunts the employes would kave been entitled to recetve in compensation benefits covering all periods of
disability.

Deefinition of of Benefits:
Temporary Total (TT) Disability — Iyured employes is otally disablsd for work. and 15 entided to receive
compensaizon for 2 perod of total wage loss, based upon 8§ 2/3% (65657) of the pre-injury mverage weekly wage.*
Temporary Partial (TF) Disability- fzjured employes is parially disabled for work. but iz entifled to receive
compensation for 2 period of pantial wage lozs, based upon 66 2/3% {65667 of the difference batwasn te pre-
mjury avemge weekly wage and the post (or cumment) average w Eek 1; wape ® Forms received without spacific dellar
ampants ar those that reflect the word “Various™ will be rejacted.
Permanent Partial (PF) Disability — Injured emploves 1s entitled to recetve compensation based upon the loss of
use of the boss of a ratzble body member, based upon §6 2/3% (86667) of the pre-mjury average weekly wage for a
specified mumber of weeks, pursuant o Va. Code §535.2-303. Please anach 2 copy, to the agreement form, of the
doctor”s Teport or the amyputrton char that supports the pemmansncy rating *
Medical Award — The parties azres that the emploves sustinad 2 compensable ijury for which the employer and
msurer will accept responstbility only for the medical expenses incurred as a result of 2 work related injury or
oooupational disease.

*Compenzation rate is subject to yearly mrommm and mmmvam allowamces.

* Al wape mformation and compensation rate(s) reflected on the form(s) should be based on weekly fizares.

The signatures of the amployes and a reprasentatve of the employer of irsurer (nciuding the msurers name and
address) are reguired. If these signahres are missing, this form will be rehmmed.

Forms: Addrnonal copses of this form are available without cost by witing o the Commission. This form is alse
avzilable on the Commission's website, at v ywo state vaus  Pleass note that color codmg of the forms greatly
mereases the Commission’s efficiency in processimg clamss, and that any alemative versions of the fiorm you
develop yourself reguire prior approval by the Conmuission. Address your inguires to “Forms™ at the listed Virginia
Waorkers” Compensation Commission addrass.

For guestions or assistance with completing this form, please contact the Awards Unit usimg the Commission's wll-
free mumber 2t (1-877) G64-2354.
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VWC Form No. 3A Supplementary Report

The agency must immediately complete this report to document when
their employee actually returns to work or was able to return to work
based upon a release by an authorized physician. A Supplementary
Report must be submitted in all cases in which First Report of Injury
(FROI) documents an incapacity date without a corresponding return to
work date. This form is also used to document disability from work not
originally reported on the FROI. Fax this form to the Benefit Coordinator
within 24 hours being sure to include the claim number on the form.

Failure to submit this report when an employee loses time may result in
the tolling of their statute of limitations.

ALWAYS submit supplementary reports immediately after an employee
loses time from work due to their injury.

ALWAYS require that the employee use personal leave until the
program makes a decision on accepting/denying the period in question.

NEVER tell the employee everything is taken care of and that they need
to do nothing further.

The employee is responsible for assuring that all awards are

entered with the VWC to preserve their statute of limitations and
can file a claim for benefits with the VWC at any time.
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THE USE OF THIS FORM IS REQUIRED UNDER THE FROVISIONS OF THE WORKERS' COMPENSATION ACT.

Commonwealth of Virginia
Virginia Workers' Compensation Commission
1000 DMV Drive, Richmond, Virginia 23220

VW Claim Na,
Care of
IF[mplugﬂnncﬂmt_RrputMnuuhuwﬂulmz ‘mjured had retumed to work, aa Employer's Supplerental Report of injury should be

SUFPLEMENTARY REPORT

y afier rensm to work of the employes. In the event of the death of the emplayee, this nepont should be filed
||l:t].-

| 1 | Mame of Employer |

T Office Addreas: Mo, and 81 ity oc Town Brae
3 Insured by Mame of Company
4 Name of Injured (m full) | Last Firss Middle Name
5 leummt\hndﬂtl. City ar Town State
& Datc of Injury | Date Day of Weck | Hour of Day AM o7 PM
7 Duate Disability began Dite AM or FM
[] ]-usiujmu&mmmmw:t‘! IF 50, dase and howr AM or PM
9 I5 imjured person eaming same wages as before Yesor Mo If mot, explain
injury? i
10 IF digsbality ks med terminated, state mmhmdnneofumwunm of disbility
11| Fas injured died? 1F 30, date of desth AM ar FM Il

NOTE: This form is not an agreement and its filing is not sufficient to terminate an
outstanding award.

Date of this report Firm Name
Signed hy Official Title
VWETHIA (Rev 37195) -
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FILING INSTRUCTIONS
(Instructions Updated 09/01/07)

Supplementary Report
VWC Form Ne. 3A

This form should be completed and filed with the Virginia Workers” Compensation
Commission when the Emplover's Accident Report (VWC Form No. 3) did net show

a date that the injured worker had retumed to work as a result of & work-related mjury,
gcoupational injury or disease. In the event of the death of the injured worker, this report
should be filed immediately.

This form i3 not an agreement form and its filing 1s not sufficient to tenminate an
outstanding award.

Forms: Additional copies of this form are avatlable without cost by writing to the
Commuission. Address your mquiries to “Forms™ at the listed Virgima Workers’
Compensation Commission address. This form is alzo available on the Commission’s
Website, at www.vwe.state vans. If any alternative versions of the form are developed
they will require prior approval by the Commission.

For gquestions or assistance with completing this form, please contact the First Reports
Unit at (804) 367-0072 or use the Commussion’s Toll-free mumber at (1-877) 644-2564.
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VWC Form No. 4A Supplemental Agreement to Pay
Benefits

This form is used to report knowledge of a change in work status to the
Virginia Workers’ Compensation Commission. It is forwarded by the
Benefit Coordinator to the agency or the employee for a signature. A
witness’s signature is also required. Fax this form to the Benefit
Coordinator.

The form is also available here:
http://www.vwc.state.va.us/VWCContentManagement/content/e0116548
-84a9-11df-915d-b9f4d8d8256b/form4a pay benefits new.pdf

87



Supplemental Agreement to Pay Benefit: Rasarcad VIWIE e i
(formerly: Supplamental Mamorandum of Azresment) The boxe:
WVirgindz Workers' Compensation Commission te the righk [ Iniceer codle Tnsiirer bcaliie
1000 DWW Dive Richmond WA 23220 are faz che
SEE INSTRUCTIONS ON REVERSE SIDE mew af the | Insues chim sumber

| Emglover |

Mame ol employer (e Employver's Firel Regort) A

Fhane aumber Federad Ticx Mentification Wumber

| Emglovee |

Hame ol employes Pl finsker Cuiiae of mjeey! illneas
e Toute of birth Tabire of mjuy! Eealmil by pars)
Social soourily siumber City or esunly where mjuryiillness
e cired
Tte of ijory ox s | Toiat Farst weven duys of =capaeily Tre-mjury Aveige Weekly Wige

Temporary Total |

5 shall be paid per week durmg total incapacity, beginning !

| Temporary Parfial |

5 shall be paid per week durmg partial incapacity beginming ! ! . based on
a current weekly waze of 5 , compared fo a pre-injury average weeldy wage of §

| Permanent Partial |

5 shall be paid per week for a period of weelss beginning ! | based
on % loss {or Loss of use) of the payable
{=edy parel [parmect interval)
F=glipar Trinl Hame Thine Date
Bignatare of Empluyes, guardian, o commiles Trint Fame Fhune Tie
Tesurer e wolbariaed sepreaesLalo e (agnabore of prnceoee ] Trint Fame Fhune E
Tt ol I TThis space rmevel for Die=saccn UIE]
Fee
Mame i eddress of emploves’s ellomey (1 represental)
A jrpirvad by Dt
This report is required by the Virginia Workers* Compensation Act Supplemental Asreement to Pay Benefit:

VWC Farm Moo 44 (rev. 3108

88



=]

LA

FILING INSTRUCTIONS
{Instructions Updated 080007)

Supplemental Agresment to Pay Benefits
VWC Form No. 44

This form is complated whenever additional perods of disability ocour for an accident or illmess for which an
mitial Apreement to Pay Benefits has already been submitted to the Commuission. Submit the completed form to
the Virginia Warkers” Compensation Cormission, 1000 DMV Drive, Richmond , VA 23210, Nove: If additonal
consecutive periods of temporary partial disability ocour, a Supplemental Asreement to Pay Varying Temporary
Partial Bemefits (VW Form No. 4G) may be filed in place of this form

For subsaquent periods of compensation benefits, 2 Supplemental Agresment to Pay Benafits (VWC Form No.
4A) or a Supplemental Azresment to Pay Varying Temporary Partial Benefits (VWC Form Mo 44 nmst
ba flad

The mformation at the top right of the form should be provided by the insurer. Please note that the insarer code
refers to the five-dizit oumenc code assignad by The National Counsel on Compensation Insuramce (WCCT). Self-
msured employers are assizned a similar five-digit code mumber by the Virpinia Workers' Compensation
Commission.

Incomplete or dlegible forms will either be remmed to the insurer for proper completion or they will be rejected.

When filling out this formy, please be sure o provide 2 bref description of how the accident or Winess eocoumed in the
“Canse of Accident” box  Please indicate all pars of the body affected and which are accepted. in the “MNamre of
Injury”™ bow.

Mote that compensation is paid begining with the eighth (3%) day of disability resuling from 2 work related
accident or illness. If the disabulity period exceeds more than 21 days, then compensation is owed retroactively for
the first seven (T) days of disability. The first seven (7) days of disabilify includes all days or parts of days when the
myured emiployee was unzble o eam a full day’s wages, of was not paid 2 full day’s wages, due o the injury. These
dates should be the sams as reflacted on the Agresment to Bay Banafits (VWIC Form No. AW4).

When an employee receives full wages dunmg disability, these days are fo be counted towards the waitng perod
and amy subsequent days of disability. Agreement forms need to be completed in their entirety, giving dates and
amounts the employes would have been entitled to recelve in compensation benefits covering all periods of
disability.

Definition of T f Benefite:
Temporary Total (TT) Disability - Iyured employee is totally disablzd for work, and is entitled to receiva

compensation for a2 period of total wage boss, based upon 68 23% ((G5687) of the pre-injury average weekly wage.*
Temporary Partial {TF) Dizability - Injured employes 15 pamially disabled for wodk, bat is entitled to receive
comipensation for 2 pertod of partial wage loss, based upon 58 2/3% (66667) of the difference between the pre-
mury avermge weekly wage and the post {or curment) average weekly wape® Forms received without specific dollar
amaunts of those that reflect the word “Various™ will be rejected.
Permanent Partial (PF) Dizability — Injurad employes 15 entitled 1o recetve compansatian bassd upon the loss of
nze or the lass of a ratable body member, based upan §6 2/3% [ 86867) of the pre-miury average weekly wage for a
specified mumber of weeks, pursuant to Va. Code §63.2-303. Please atiach 2 copy, to the agreement form, of the
docior's report of the amputation chart that supports the permansncy rating *

*Compenzation rate 1s subject fo yearly maxnmm and minmwm allowances.

*All wage mformation and compensation rarsz) reflected on the formis) should be based on weekly figares.

*The previeusly established averaze weskly wage should be usad when completng thds form

The siznatures of the employee and a representatve of the employer or insurer {nciuding the msurer’s name and
address) are reguired. If these signanmes are missing. this form will be renmed.

10, Forms: Additona] copies of this form are available without cost by wiiting to the Commission. This form is alse

avzilable on the Commission’s Website, at noww e siate vaus  Pleass note that color coding of the forms greathy
mereases the Commission's efficiency in processing clamms, and that any aliemative versions of the form you
develop yourself reguire prior approval by the Conmyission. Address your inguines to “Forms™ at the listed Virginia
Watkers” Compensation Commission addrass.

11. For guestions or assistance with completing this form, please contact the Awards Unit usimg the Commission's todl-

free mumber at (1-B77) 664-2346.
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VWC Form 4G - Supplemental Agreement to Pay
Varying Temporary Partial Benefits

This form can be found here:
http://www.vwc.state.va.us/VWCContentManagement/content/dffbel75-
84a9-11df-915d-b9f4d8d8256b/form4q supp varying tp new.pdf

- AT Z
Supplemental Agreement to Pay Racarvad W fila muzbar
Varving Temporary Partial Benefits Lot
Virginia Workers' Compensstion Conumission ez the right | Inoursr cods Exgezer lozaticn
1000 DMV Dove Fichmond VA 23220 are far the
SEE INSTRUCTIONS N REVERSE SIDE usenfthe | Inaurir clam mombas
EnSUTEr
| Emplover |
Manw of sozplover (e Exployss™s Accident Fepors) Addrass
Phons mumber Fodaral Tax [dezsibeation Mumhear
[ Emploves |
Manz of smzploves Phoms weznber Cawss of injury’ illness
Addrass Dhatw of hirth Narturs of imjury’’ nsss{i=cl. body pars)
Social seoemiry emmnber City or poumty whars iy illnece
acruTed
Catg of mmjury or diness | List fimt seven days of meapacity Pra-mmjury Avarage Weakly Wags
| Varying Temporary Partial [
From throngh . claimant was paid § per week as femporary pa:'w.'l COmpensation
The weskly wape before the injurywas §__ . Theweskly wage for this periodwas §__
From through . claimant was paid § per week as temporary pa:'b;] COmypensaton
The weekly wape before the injurywas 8 . Theweskly wage for this periodwas §__
From through . claimant was paid § per week as temporary pa:'u] COmYpensaton
The weskly wape before the injurywas & . The weskly wage for this periodwas §__
From through . claimant was paid § W ek A5 temporary pa:'u] COmIpensaton
The weskly wage before the injurywas §____ . Theweskly wage forthis perodwas §___
From through . claimant was paid § eI W eek A5 temporary pa:'ba] COMIpensation
The weskly wapge before the injurywas §__ . The weskly wage for this periodwas §__
From through . claimant was paid § per week as temporary pa:'l.a] COmIpensaton
The weskly wape before the injurywas §__ . Theweskly wage for this periodwas §__
From through . claimant was paid § per week as temporary p&."l.&] COmIpensaton
The weskly wape before the injurywas §__ . Theweskly wage for this periodwas §__
From through . claimant was paid § per week as temporary pa:'b;] COMIpensatom
The weskly wape before the injurywas §__ . The mea-:l]. wape forthispeiod was §__
Emmployar Primt Nansa Phoea Dotz
{1}
Sugmatemw of Emploves, gaardian, o commities Prnt Haza Poca Dt
{ }
[ewmmar oo wathorized reprassntrtive {sgnemm of procassos) Pn=: Nama Fhonae Dats
r )
}
bhnzse of Insuser i_T.h:i: space raserved for Commussiom nee)
Tak
Manza e address of enployes s etomay (if reprasented)
Approned by Dazs
This repart is required by the Virgioia Supplemental Agreement to Pay
Virginia Workers” Compensation Act Varying Temporary Partal Benefits

FIC Form Mo, 4G (1425005)
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FILING INSTRUCTIONS
{Instroctions Updated 09/901°07)

Supplemental Agreement to Pay

Varying Temporary Partial Benefits
VWC Form No. 4G

This form is completed whepever additionsl consecnfive pertods of temiporary pariial compensation ocour for ao
accident ar illness for which an inifial Agreement to Pay Benefits has already been submirted to the Conumission
Submit the completed form to the Virgmia Workers' Compensation Commission, 1000 DMV Drive, Richmond |
VA 13110, Notg: Ifthe periods are not consecutive, a Supplemental Agreement to Pay Banefits (VW Fonn
No. 44), shonld be filed.

For subsequent periods of compensation benefits, a Supplemental Agreement 1o Pay Benefits (VWC Form Mo,
4A) or 2 Supplemental Agresment to Pay Varying Temporary Partial Benafits (VWC Form Mo, 4 must
e filed.

The informmation at the top right of the form should be provided by the insurer. Please note that the insurer code
refars o the five-dizit pumeric code assigned by The Natonal Counsel on Compensation Insurance (WCCT). Self-
insurad employers are assizned 2 sunilar five-dizit code number by the Virgima Workers' Compensation
Conunission.

Incomplete or dlegible forms will either be renuomed to the msurer for proper completion or they will be rejected.

When filling out this form, please be sure to provide a brief description of how the accident or illness ocourred in
the “Cause of Accident” box. Please mdicate all parts of the body affected and which are accepted, in the “INamre
of Injury™ beec.

Note that compensation is paid beginning with the aighth (3" day of disshility resulting from a work related
accident or illness, If the disability peried exceeds more than 21 days, then compensation is owed reroactively for
the first seven (7) days of disabulity. The first seven (7) days of disability inclndes a1l days or parts of days when
the injured emploves was unable to exm a full day’s wages, or was not paid a foll day’s wages, dus o the inpury.
These dates should be the same as reflacted on the Agresment to Pay Benefits (VWC Form Mo, 4).

When an employee racemves full wages during disability, these days are to be connted towards the waiting period
and any subseguent days of disability. Agreement forms need to be completed in their entirety, giving dates and
ammoumts the employee wounld have been entitled to receive in compensation benefits covering all periods of
dizabiliry.

Definition of Type of Benefit:
Temporary Partial (TF) Disability — Injured employee is partially disabled for work, bus is entitled o receive
compensation for a period of temporary partial wage loss, based upon 66 2/3% (66667) of the difference benween
the pre-injury average weekly wage and the post {or current) average weekly wage.® Fonns received without
spacific dollar amounts or those that reflect the word “Varions™ will e rejected.
*Compensation rate 1s subject to yearly maxinnmm and mininmm sllowancas.
*All wage infonnaticn and compensation rateds) reflected on the form(s) should be based on weekly fizures.
*The previously estzblished average weakly wage should be used when completmg this form.

The signstures of the employves and 2 reprasentative of the employer or insurer (inchding the insurer’s name and
address) are required. If these signanmres are missing, this form will be retumed.

Forms: Additoval copres of this form are available without cost by writing to the Commuission. This form is also
available on the Commnission’s Website, at www ywicstatevans. Please note that color coding of the forms greatly
increases the Conunission’s effictency in processing claims, and that awy slternative versions of the form you
develop yourself require prior apgroval by the Comondssion. Address your inguiries o “Forms™ at the listed
Virginia Workers” Compensation Commiszion address.

For questions or assistance with completing this form, please contact the Awards Unut using the Commission’s toll-
free number at (1-377) 664-15648.
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VWC Form No. 46 Termination of Wage Loss Award

This form is used to show the date that the employee returned to work,
was able to return to work, or returned to work at lower than pre-injury
wages. The VWC uses this form to close the award made from the
Award Agreement/Agreement to Pay Benefit (Form No. 4) or Award
Agreement/Supplemental Agreement to Pay Benefits (Form No. 4A). It
Is forwarded by the Benefit Coordinator to the agency for the signature
of the employee. The form must be signed and returned to the Benefit
Coordinator. The Benefit Coordinator then submits the form to the
Virginia Workers’ Compensation Commission. It is very important that
this form be returned quickly in order to terminate the open
compensation award.

http://www.vwc.state.va.us/VWCContentManagement/content/eOaeb6cd
-84a9-11df-915d-b9f4d8d8256b/form46 term wage loss new.pdf
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Termination of Wage Loss Award

(formerly: Azreed Statement of Fact)

Wirginia Workers' Compensation Commission

1000 DAV Drive Fichmond WA 23220

The boze:
to the righs
are for the

SEEINSTRUCTIONS ON THE REVERSE SIDE | wse=ftke

Esparvad

VW fils numaber

Toserar code

Tngursr Jocation

[osuzer clain numbar

insurer
OF THIS FORM
| Emplover |
Nama of emplover (iea Emplever's Furet Rapaort) Addrace
Poons zumbar Federal Tax [denofication Number
| Employee |
Fame of smploves Addrace

Foons cumber Social Securily SV e

| Terms of Agreement |

Payment: of compensation under the outstanding award for the accident occnrring on

terminated for the reason indicated below.

1. O The emploves retarned to work on
pre-imjury average weelly wage of %

[

i d The emploves refurned to worl on

at a wage equal to or greater than the

| The employee was able to refurn to hiz'her pre-injury work on

at a lower-than-pre-injury wagze in the
amoumt of ¥ . {A Supplemental Agreement to Pay Benefits must be attached and the ontstanding
award will be terminated and an award for temporary partial benefits will be entered.)

TOTAL AMOUNT OF COMPENSATION PATD THROUGH ABOVEDATE &

TOTAL COST OF LIVING ADJUSTAMENT FAID THROUGH AEOVE DATE §

This agreement iz subject to the Commission’s approval. Signing this form is NOT
a requirement for payment of compensation, and does nof terminate the right to

future compensation. See “Employee”™ section on the reverse of this form.

{This space for Commizzion nze snly)
Approved by: Diate:

(Thiz space ressrred for uss by the meserer or emplowvar)

Pavmenr type Compensatios race Begmning date Endinz date Total week: paid  Amouwst paid
3 ¥
S §
5 §
3 ¥
Signaturs of Exployes, guandian, or conmmittes Dame Prizt Nams E'-‘I'_:hr::
[msurer or amthonzed repressotative [sgnaras of processor) | Date Prizt Nams Phons
(

Namas of [msurer

Third Party Admizistrasor and Address (of applicabla)
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FILING INSTRUCTIONS
(Instactions Updated 09/01/07)

Termination of Wage Loss Award
VWC Form No. 46

Insurer or authorized representative

L

(=

[

[

This form is comipleted when the employee refums or was 24le to retam to regalar or Light-dury employment. This form should alse
reflect compensation payments and or Cost-of-Living Adjusmments that were paid to or on behalf of the employee. Submit the
completed form to the Virginia Workers” Compensation Commission, 1000 DMV Crive, Richmond VA 23210

The informaton at the top right of the form should be provided by the msurer. Please note that the insarer code refers to the five-dignt
mameric code assizned by The Madonal Coumsel on Compensation Insurance (WCCT). Self-msured employers are assizned a simeilar
five-digit code mmaber by the Virginia Workers” Compencation Commission

Either meomyplate or Wlsgihla forms will be retumed to the insarer for proper completion ar they will ba rejected

“Terms of Agreement”

®  Check the appropriate reason for the termmation of the Award and provide the refum to work date and waze mformation, if
applicahle.

B When block nuznber 3 1s marked, 2 Supplemenial Asresment to Pay Benefits (WVIWC Form Mo, 24 or 4G) must be
attached Forms received without specific dollar amounts or those that reflect the word *“Varions™ will be tejected

®  When block mumber 3 is marked and a Supplemental Agreement to Pay Benefits (VWC Form 44 or 45) 5 not
attached, the cument Award will Temain oatstanding.

B Provide the file totals through the date of return to work to reflect the total ameunt of compensation and Cost-of-Living
Adjustments prid in the case.

m I the basis for tenminating bensfits i3 for reasons ather than what is contained on this form. you may need to file an Employer’s
Apaplicadon for Hearms (WVWE Form Mo, 3A) to terminate the outsandms Award. This form may not be modified to meet
2 specific case, or the form will be rzjectad.

In the space resarved for use by the insurer or employer af the bottom of the form, a detzilad summary of payments should be provided
for each pertod of disability with the informartion requested.*  MNone Tou do not need w0 repon payments that have been previously
reported to the Commission. If additional space is needed. use a separate sheet of paper with the same column headngs and this
document should alse be sizned by all of the parties to the case.

When reporimg nltple periods of compensaton that ars not consecutive, 2 separate Terminaton of Wage Loss Award (VWC Form
Mo, 26 should be provided reflecting aach retum to work date umder the “Temms of Agreement”™. The breakdown of benefits at

the bottom of the form is pot sufficient to teminate an award

Thea signatures of the employes and a representative of the employer ar msurer (including the insurer’s name) are required. If thase
signatares are missing, this form will be reumed.

Forms: Additional copies of this form are available without cost by writing to the Commdssion. This form is alse available on the
Commission's Website at www.vwe state vaus. Please note that color coding of the forms greatly increases the Commission’s
efficiency m processmg claims, and that any altemative versions of the form you develop yourself require prior approval by the
Commizsion. Address your inguires fo “Fomms™ at the listed Virgmea Workers” Compensation Copumission address.

Emploves

The signing of this document is pot 2 reguirement for payment. If you do not agres with the “Terms of Agresment”™, and make
madificatons to the formy, the form will be rejected.  Should you bhave any further disability, your claim can be reopened with the
following limimatons:

L

-

[fthe claim is for wage loss benefits, your claim st be reopened within 24 meonths from the last date Sor wich you were entitled fo
compensation paid under an Award.

If the claim is for permanent disability, your clamm pwst be made within 36 months from the last date for which you were enfitled to
compensation paid under an Award.

*The valid payment fypes are: T Temporary Total
TR Temporary Partial
PR Permanent Partial {specific disability)

FT Permanent Total
L5 Lamp Sum
CL Cost-of-Living

FT Compensation paid in a faml claim
E Funsral expense

For questions or assistance with completing this form, please contact the Awards Unit wsing the Commnission’s Toll-Free
munber at (1-877) G64-2368.
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Mileage Expense Reimbursement Form

Employees may be entitled to reimbursement for prescriptions, mileage
and parking expenses to all required medical appointments. Employees
should complete the Expense Reimbursement Form and submit it with
any receipts. Payment will be made to the employee after verification of
medical necessity and causality. Reimbursements must be related to
the original injury documented in the medical records from the attending
panel physician and/or therapists as well as all applicable receipts.

95



EXPENSE REIMBURSEMENT FORM

NAME CLAIM NO.
ADDRESS 55N
CITY STATE FAlS DOI
[ 1 Please reimburse me for the cost of medication, supported by the attached
original receipts
[ ] Pleaze reimburse me for travel expenses (not to include pharmacy travel) at 30,505

(effective 7/1/08) per mile as listed below.
Any mileage prior to 10/1/05 = $0.27 and from 10/1/03 to 9/30/06 =50.325
and from 10/1/06 to 6/30/08 = 50443

[ ] Please reimburse me for parking expense at the physician's office, receipts
attached.

*Please note that all dates and prescriptions will need to be verified before
retmbursement can be processed.

ITEMIZED MITES
DATE OF EXPENSES NAME OF ROUND- FOR OFFICE
APPOINTMENT PARKINGTOLLS PHYSICIAN TRIF USE ONLY
TOTAL
MANAGED CARE INNOVATIONS, LLC T certify that the information given is accurate, that all
P.O. BOX 1140 medicatons for which I am requesting reimbursement directly
EICHMOND VA 23213-1121 relate to my workers compensation claim and that I have not
FH: (504) 649-2155 been reimbursed by amy ofher sowrce for any of the amounts
FX: (BO4) 3T1-2556 claimed.
SIGNATURE:
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Medical/Pharmacy Expense Reimbursement Form

Employees may be entitled to reimbursement for certain expenses such
as knee braces, heel supports, etc. if MCI has a prescription from the
authorized physician, itemized receipt and letter from the physician
indicating medical necessity.

MEDICALPHABRMACY EXPENSE REINMBURSEMENT FOEM

NAME CLAIM NO,
ADDEESS S5N
CITY STATE IIp DOIL

This form is te be used by COV Injured Workers to request reimbursement for pharmacy
expenses paid out-of-pocket. This form is exclusively for medical and/or pharmacy expenses
and iz not to be used for mileage/travel expenses.

PLEASE NOTE: Eeimbursement for any expenses submitted must be itemized below and
ITEMIZED receipts attached. (Cash register receipt without itemization i3 not sufficient.)

Claim Numbser Date Expense Explanation Amount Paid
TOTAL
MANAGED CARE INMNOVATIONS, LLC I cersfy tunt the mformaton piven & accurse, char all
PO BOX 1140 medicatons for which T am requesting reimbuorement directly
RICHMOND VA 13118-1121 relate oo my workers compenzarion claim and chae I have not
PH: (804) 649-2183 been reimbursed by amy other source for any of the amousmts
FX: (304) 371-2556 clatmed.
SIGNATURE:

Would you be interested in learning about our First Script Program that would alfow you
[0 receive your prescpriptions with no out-of-pocket expense? If so, please call your
Benefit Coordinator to discuss.
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Panel of Physicians Form

This form should be provided to the injured employee as soon as
possible following a work-related injury. This form is to be completed by
the agency and must consist of at least three independent physicians
from which the injured employee may choose a treating physician. The
employee then signs and dates the completed form. The agency should
submit this form to the Benefit Coordinator handling the claim noting the
claim number on the form.

http://www.covwc.com/clientimages/48008/panelphysicianform.pdf
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x Managed Care
“Innovations

TONORROW'S RISK NANACENMENT SOLUTIONS TODAY

WORKERS' GOMPENSATION

Panel Physicians Form

The Virginia Workers’ Compensation law requires your employer o provide to you a Panel of at least
three physicians. You must select a physician from this Fanel to treat your work related injury. If vou do
not use one of these physicians for vour work refated injury, you may be responsible for the cost of
medical care.

Please select a physician from this Panel, complete and sign this form and return it to your supervisor.
The supervisor should immediately return this form to MANAGED CARE INNOVATIONS (MCI) at P.O
Box 1140, Richmond, VA 23218-1140 Phone 804/649-2288 Fax 804/371-2556
or via e-mail to covimaging@avizentrisk.com

Please choose from the following list by writing the physician's name and signing the form. Return the
form to your supervisor for filing with the claim application.

1) 2) 3
HWANE MNAME HNANE
ADDREES ADDRESS ADDREES
FHONE PRONE FHONE
I:' PRO Physician I:' PPO Physician I:' PRO Physician

(Please check the above PPO PHYSICIAN box if appropriate)

If the CMI Octagon (Sedgwick) PPO Physician block is checked say the following when making
your appointment with the doctor: “l am a Commonwealth of Virginia employee and you are
listed as a participant in the CMI Octagon (Sedgwick) PPO network and | have been directed to
seek your services."”

Employee

By signing this form, | release all medical information to Managed Care Innovations. All information will
he considered confidential and used only in the matier of the workers' compensation claim.

| have heen presented with a panel of at least three physicians and have selected

Dr. to provide me with medical care for my work related injury.
Signed: Date:

MAME
Printed: Date of Injury:

HAME

. Ravlasd Db Der 2010
Claim Mumber: glaed Dacamber
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Physical Demands Form and Worksheet

This form is to be completed by the physician. This form outlines the
physical capabilities of the injured employee (what he/she can or cannot
do) and is used by the agency.

This form is one optional component of the Employee Work Profile
(EWP). The EWP will be requested by the benefit coordinator on lost
time or modified duty claims.

The form can also be found at the following link -
http://www.dhrm.virginia.gov/statefrm/physicaldemandsworksheet.pdf

Some agencies may use this form to obtain the employee’s current
physical capabilities.
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Physical Demands Worksheet

This form 1 interded to st supeneos o eaheing the damands of poatioss. Eespa copy of the conzpleted form with the Enploves W Profile in the
anmployes's persoenel file

T Tile Exoployes

Phiyelcal Damands hours at one tme toeal howrs per day
_ (without sccommodations) i < -1 -1 14 <1 1.2 14 46 23
siiing L] L] L] L] L] L] L] L] | |
waking
saandng
bendlng nack
bwisting reck ] ] ] ] ] B ] ] ] ]
bening walst (fonwang oF SRy
Eencing walst (fonwan o sioeays)

baitsting walst L] L] L | L | - - - - - -
SQUETINg (CTOCT Or 5 0N ones hes's)

cimbing

Enesling

crawing

repesihes” movemert: Hand ] ] ] ] [] [] [] [] ] ]
9 simgle grasging gl B [] ] ] ] O O ] ] ] []
3 simpl= grasping 1 s L L] L] L] || - - - - -
& simzle grasping Lasth et ] ] ] L] L] L] L L L L
© power grasping gl e

3 powesr grasping el

3 povwesr grasping barth “ereds

& pushingouling” T B ] ] ] ] ] [] [] [] []
@ pushingpuling” 1l ] ] ] ] ] [] [] [] ] ]
& pushingruling” bt Bend n [ [ [ [ [ [ [] [] []
& fine maniguiation Tl e ] ] ] o L] L L] L Ll L
& fine maniguiation sl

© fine manipuiation bt Berds

reach ancwve shoulder Reight

reach beiow sacuider nelgnt

It or cavmy Hesms weighing wp io 90 ks
It or covmy Herms weighing 1%-25 Ibs.
1t or covry Herms weighing 28-S0 lbs.
It or cavmy Herms weighing S5-75 Ibs.
17t or camy Hems weighing TE-100 Ios.
17t or camy Hesms weighing over 100 los.
drising

rapEihe moveTant: bot feat
Ofher

Lot hrimeum Wieigh
S Y T p—

Environmental Damands (check all that apply)

[ A Extreme: ool (betow 327 ) soaCE
[ B. Extreme heat japoe= 1007 ) SO
[ . Moz e to shout in orger i e heand) ST
|:| . Vioradon SO
oo fo osciiafing movements off the sxfremifes or whioe body)
E. Exposure io dustigasTumes'sizamichemicals SO

[ F. wers cutdoors fno affeciie profmcion fom seamers]

[ & waiking on unever ground jgraved, ks, mounds)

D H. Work at h=ights [suclh as o0 Scatoidng or \agoers)

[ 1. Werking arcund mening machinery (-, fracfors, mowsrs)

|:| oJ. Proiecive Equipment Regguired (resodmalon, mask, samiugs, ioves, syswear, =ic )
[ k. Foi=ntal supogure 1o Infecdous cloexses

O L. otrer
D M. MONE [nod sabRantaly svpossd 0 S0Verss envimenmesal conaoans!
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Transitional Employment Form

This form can be used by the agency to document transitional duty for
the injured employee. The agency may choose to use this form within
their return-to-work program. The employee, the supervisor and the
physician should sign this form.
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TRANSITIONAL EMPLOYMENT PLAN

Employes Mame: FPaosition Title:
Agency/Facility: Date:
I Medical Information

Current Medical Resfrictions: {or attach physician prescription)

Date Restrictions Began: Mext Medical Appointment

Il Transitional Plan A. Describe the specific dutiesitasks that will be assigned
B. % of physical, mental, and environmental demands reguired to perform the
dutyitask
(If additional space is nesded use back of this form)

Start Date: Plan End Dats:

A Specific dulies: B. Demands

Schedule of Hours/Day, Days/Week {Include progresskan If appropriate):

Special Considerations:

111, Signatures of Agreement

hawe been provided with a copy of this plan and should | experience any difficulties during my transitional
employment, | will discuss them with my supervisor. Any changes o these duties must first be discussed with Human
Resource and approved by my trealing physician.

Employse Signature: | Date:

acknowledge that | have reviewed the transitional plan and understand that any maodifications o this plan must firs:
by approved by the treating physician.

Supenvisor Signature: | Ciate:

acknowledge that | have reviewed this ransitional employment plan and approve for my patient to participate. If you
do not agree with this plan, please give your medical rationale on the back.

Physician Signature: | Date:
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State Agency Referral Form

This is a form used for requesting field medical and/or vocational
services. Once received, the Voc/Med Manager will contact the agency
within one business day to discuss your request.

NE MANAGED CARE

INNOVATIONSLLG

STATE AGENCY REFERRAL FORM
FIELD MECHCAL AND VOCATIONMAL SERVICES

Please complete and fax to:
DHREM - Workers' Compengation Services
ATTH: Dawn Maurc — Voc/Medical Manager
FAX: B04-649-2397

Mare & Title:

Phone: Fax:

E-Mail Address:

Agency and Facility:

Facility Address:

Injurad Waorker Mame:

Address:
Phone: Crccupation:
Date of Injury: Avizent Claim Mumiber:

Services Requested: Please Discuss Reason For Reguest,

Signature and Tifle of persan suthonzing request:

Date of Request:

Revicsd July 2010
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Accident Investigation Program

This is a management tool that can be used by the agency to
systematically study accidents or injuries to identify their causes and
contributing factors and eliminate them.
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Sample Accident Investigation Program:

Commonwealth of Virginia
ACCIDENT INVESTIGATION PROGRAM

WHAT IS AN ACCIDENT INVESTIGATION PROGRAM?

An Accident Investigation Program is a management tool by which accidents or injuries are
systematically studied so that their causes and contributing factors can be identified and
eliminated. Accident Investigation is a technique that allows an agency to "learn from its
experience."

In addition to preventing future accidents, the Accident Investigation Program:

e Helps to identify inefficiencies, and improves total quality.
Develops accident trend information.

e Focuses supervisors' attention on safety and helps them consider
methods for preventing future accidents.

¢ Helps monitor the effectiveness of the agency safety program.

e Provides information for workers compensation claims handling as
well as regulatory reporting and record keeping.

WHO IS RESPONSIBLE FOR AN ACCIDENT INVESTIGATION
PROGRAM?

Everyone in an agency shares the responsibility for the success of the Accident
Investigation Program. Specific groups and their respective duties are as follows:

Management is responsible for planning and developing the system, and has the authority
to enforce the program. In general, management will develop investigation forms and
procedures; train supervisors and members of the safety committee; review accident reports
and trends; and perform periodic program evaluations.

Supervisors will investigate accidents and identify their cause(s), and also develop
suggestions, methods and techniques for preventing accidents.

Human Resource Professionals will participate in the process as outlined by their
respective agency. In some cases, Human Resources may conduct the investigation, and
complete the form. In other cases Human Resources will review and track the results of the
investigations. Human Resources should be consulted at any time there is a question about
the accuracy of the description of the accident, or the supervisors description is significantly
different than the employees report.

Safety Committee Members may investigate accidents and determine their cause(s);
review accident reports; and identify accident trends. The Safety Committee will report its
findings to management.

Employees must report accidents promptly and participate in the investigation process.

Whenever possible, employees should be encouraged to share insights with management
about ways to prevent future accidents.
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STEPS TO A SUCCESSFUL ACCIDENT INVESTIGATION

Before an accident investigation can be performed, any injured employees should receive
immediate and proper medical attention. Hazards should be removed from the accident
scene to prevent accidents to others. Thereafter, the following steps should be taken:

Determine The Facts

The investigator should identify and document all the facts of the accident.
To do this, the person should:

¢ Interview the individual(s) involved as well as witnesses.

e Photograph the accident scene if possible.
Diagram the layout of the accident scene, and the relationship
of machinery and witnesses to the scene.

o Safely reenact the accident to ensure that no one else is injured.

Determine The Causes

The cause of an accident may be obvious and be determined immediately with relative
ease. However, it is important to delve deeper and try to determine the underlying causes of
an accident. These might include:

Lack of employee or supervisor training
Improper or outdated methods

Lack of enforcement of safety regulations
Inadequate machine maintenance

Determine The Corrective Action

Investigators should be aware that there may be more than one method or technique for
eliminating the cause of an accident. It is also important to realize that a temporary
corrective action may be appropriate if the most effective corrective action cannot be
implemented immediately.

Review the Findings of the Accident Investigation

After an accident investigation has been completed, management should periodically review
related forms and procedures. This will ensure that the quality of investigations remains
high, and that corrective actions are adequate and have been completed.

Analyze Accidents

All accidents should be analyzed periodically for any trends or recurring problems. One
should consider the date and time and location of the accident; the type of accident; the
nature of the injury and body part(s) involved; and the employee's training and experience
level.
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Accident Investigation Form

This form may be used to document the accident investigation
completed by the agency.
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Commonwealth of Virginia
ACCIDENT INVESTIGATION PROGRAM

The unsafe acts of people, and the unsafe conditions that cause accidents,
can be corrected only when they are known specifically. It is your
responsibility to identify them and correct them. This report and investigation
must be completed within 24 hours of the accident. The employee involved
and his/her supervisor should cooperate to complete all the information
requested. Please use additional paper as necessary.

PART | - General Information:

Agency Location Code
Dept/Area

Name of Injured
Social Sec. #

PART Il — Employee’s Description of Accident (What Happened?)

Day / Date of Accident Time
Exact Location

When was supervisor notified?

Who did you report the accident to?

Job or Activity at Time of Accident:

Describe the Accident:

Describe the Injury and body part(s) affected:

Names of on duty supervisor and any witness (es):

Employee Signature: Phone #
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Date:
(I certify that the information provided above is true and complete.)

PART Il — Supervisor’s Investigation of the Accident: If you do not agree with the
employees report, notify your Human Resources Manager and / or Workers’ Compensation
Services immediately, and provide details with this report.

A. Describe any UNSAFE Acts:

B. Describe any UNSAFE Conditions:

C. Identify the Cause(s) of the Accident:

PART IV - Corrective Action Taken
(What have you done or what do you recommend to prevent a recurrence of a similar
accident?)

Has it been done? If not, give reason
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PART V — Accident Analysis Details

Severity of Injury / Damage:

O Fatality O Lost Workdays O Medical Treatment (off premises)
O First Aid (On site) 0O Significant Property Damage

Panel of Physicians List provided to Employee O Yes — Attach Copy to this report
No

Employment Category:

O Regular, Full-time O Regular, Part-time O Temporary [ Contractor
O Other:

Time in Occupation at time of accident:

O Less than 6 months O 6 mos. To 2 years O 2 to 5 years
More than 5 years

Work Shift at time of accident:

O Day Shift [ Evening Shift O Night Shift

Prepared by: (Name & Title)

Work Phone #:

Date Report Prepared:

Reviewed by: (Name & Title)

Work Phone #:

Date Report
Reviewed:

Follow — up Action:
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Request for Loss Control Assistance

Please complete and fax or mail to:
DHRM-Workers’ Compensation Services / Loss Control
101 N. 14th Street, 6th Floor
Richmond, VA 23219
Fax: 804-786-8840

Name: Date of Request:
Title:

Phone: Fax:

Email:

Agency and Facility:

Facility address:

Signature and title of person authorizing request

| need help with the following:

OSHA-type program review/development assistance

Snapshot Survey (Facility hazard survey/inspection)

Job Safety Analysis (specify task)

Agency-specific safety training materials and/or speaker (specify event, date and topic)
Information/research on a safety topic (specify topic)

Agency-specific safety article (specify topic)

Ergonomic Assessment

Please give us a detailed description of your request. Please be specific about areas, tasks, topics, dates,
rationale for request, any claims history that has impacted your request, number of employees to be
trained, etc.




Add or Delete User From for Visual Reports Studio
(VRS)

This form is used to add/change agency contacts for Workers'
Compensation in several workers’ compensation databases:

A. Visual Liquid Web - this is the web-based application used to submit
FROI on new claims. Each agency may have three named users for
VLW.

B. VRS is the web-based reporting system. The users of VRS have
access to the workers’ compensation claims information based on the
type of user specified. This section also dictates the primary and
backup contacts that are listed in Client Profiles within Gates 2000
and is the client management/contacts management system where
contacts for each of the Commonwealth of Virginia agencies and
subagencies are designated. System generated correspondence
related to workers' compensation claims and payments to agencies
are directed to the contacts based on the responsibility level
specified.

Given the access to confidential information, please submit this form
immediately to Workers’ Compensation Services when an agency
contact separates from the agency for any reason.

The form is available at
http://www.dhrm.virginia.gov/workerscomp/agencyContactForm.pdf.
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DHRM — Office of Workers' Compensation
Agency Contact Addition/Change Form

To confimn exiafing agency cantactz, coniact the Office of Workers' Compenaation at (804) 7B6-0368
or pam. goetzfidhmm virginig gov. Fax the completed form to (B04) 786-8840.

Mame:

Title:

Agency Mame and location:

Agency Number: Sub-Agency Mumber (if applicable):

Strest Address/PO Box:
(if the office is located in the metro-Richmond area, please provide a street address for DGE interagency ma’)

City, State, Zip:

E-Mail Address:

Fhone Mumbser: i Fax Mumber: | i

Are you replacing an existing confact? \"EED, if s0, name ; No |:|

A. Visual Liquid Web:

]:| Employer's Accident Report (EAR) submission authority - This contact will have autharity 1o
forward EARs on behalf of the agency dirsctly to Managed Care Innovations via electronic submission.

Limit of three per agency. Some exclusions apply per agency request.

B. VRS access/type of contact (mark only one designation in this section):

]:| Human Resource Contact - Primary (only one primary contact per agency) ]:[ Backup |:|
This coniac: will receive all correspondence and communication regarding Workers” Compensation
claims and will have access o all VRE information on file.

]:| Safety Contact - This contact will receive safely-related comrmespondence and will have limited
access to VRS information excluding access to confidential medical, salary, and payment information
on individual claims. Aggregate agency costs are available.

]:| Payroll Contact - This contact will receive all payments and will have limited acecess to VRS
information regarding Waorkers' Compensation claims accepted and chacks izsued only.

C. Return-to-Work:

[ ] Return-to-Wark Contact - This contact will recsive e-mail relsted to and be the contact for the EC
108 {10) annual report.

undersiand that information | have access to s confidents’ persennel mformation that may only be released under
certain circurnstances. Pror fo the release of any information (includng agency =1aff) | agree that | will review the
CHEM Policy .05 Personne! Record Disclosure, the Freedom of Information Act, and any agency policy on
personnel reconds disclosure. | agree that | will use this systemn sirictly on a need to know basss in order to
completz the duties of my position.

Signature of contact Date

APPROVAL OF ACCESS REQUEST: If the requesting contact is the HR Director, the Agency Head will be
required to sign. If the requesting contact is in a field office, the apency's cenfral office HR Director can sign.

{ 1

Human Resource Director's signature Print HR Director's name Fhone number
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Agency Address Change Form

This form is used to update the agency address in the claims system.
This address is transmitted to the VWC as the address of record for the
employer.

DHEM — Office of Workers” Compensation
Agency Address Change Form

Azency Name and location:

Ageney Number Sub-Agency MNumber (if applicable)

Agency wabsite address:

OLD/CUREENT INFORMATION:
Street Address PO Box:
City, State, Zip

Phone Mumber: { b Fax MNumber: { b

WNEW INFORMATION:

Street Address/ PO Box:

City, Siate, Zip

Phone Mumber: | )] Fax Number: | b

If vou are located in the Fichmond area and receive mail through mteragency mail, please be sure to ncluds vour
street address so we can take advantage of that service.

If thus change affects the address where checks are mailed, please contact Peggy Wash of Managed Care
Innevations at 304-649-2228 to coordinate.

APPROVAL OF CHANGE REEQUEST#*=:

F 3

( )
Human Rescurce Director’s signature Print HE Director’s name Phone number

*  To confirm existmz agency addreszes, contacts, and VES users, contact the Office of Workers' Compensation
at (3047 TB6-0268 or pam.soetz v dhrm vivsima sov,

Fax the complated form to DHEM - Office of Workers' Compensation: (204) T86-2340. Do not submit the
ragquest to your benefit coordinator.
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CHECKLISTS

Agency checklist for new claims

Complete the First Report of Injury (FROI).
Offer a Panel of Physicians to the injured employee immediately.
Have the employee sign the Panel of Physicians form.

Send the FROI and the Panel Physician form to MCI within 10
days of the date of injury.

Investigate the accident to gather facts on how it occurred.

Notify the agency safety committee/officer so that they can
evaluate the incident for any necessary loss control efforts.

If the employee is a VSDP participant, advise injured employee to
call VSDP vendor to initiate claim.

Complete the wage statement and submit to MCI immediately on
all lost time claims.

Complete the Supplemental Report (3A form) for any change in
work status: return to work, out of work or change in earnings
and send it to the Benefit Coordinator
covimaging@avizentrisk.com or faxed to 804-371-2556 within 24
hours of notice.

Have injured employee sign and submit all documents to MCI.
Cooperate with nurse consultants and return-to-work efforts.

Provide information to agency VSDP coordinator and payroll as
received from injured employee and/or physician.
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Employee checklist for new claims
Report the accident to your supervisor.
Select a physician from the panel offered by your employer.
Seek medical attention from the panel physician and submit any

disability slips to your supervisor or agency’s workers’
compensation representative (according to agency policies).

If a VSDP participant, call the VSDP provider to report the injury if

the disability is anticipated to exceed 7 days.
Sign all documents when received and return to sender.

Communicate results of all medical appointments and return-to-
work status with your Benefit Coordinator and Nurse Consultant.

Notify your supervisor of any return-to-work release.

Send the expense reimbursement form to your Benefit
Coordinator.

Cooperate with Nurse Consultants and return-to-work efforts.

Consult www.covwc.com to locate a pharmacy.
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Chapter Fourteen

RESOURCES
CLAIMS QUESTIONS

See phone and email list for Benefit Coordinators and
Supervisors at www.covwc.com.

CLAIMS SERVICE PROBLEMS OR REQUESTS FOR
QUALITY ASSURANCE REVIEWS

Problems not resolved with Benefit Coordinator/Claims Supervisor/MCI
Claims Manager to Agency'’s satisfaction - Contact Workers’
Compensation Quality Assurance Specialist at (804) 786-9922.

COPIES OF DHRM POLICIES
http://www.dhrm.virginia.gov/hrpolicy/policy.html

GENERAL SAFETY INFORMATION & SAFETY ARTICLES

http://www.covwc.com/
http://www.osha.gov/
http://www.safetyinfo.com/
http://www.nsc.orqg/
http://www.safetyonline.com/

OSHA RECORDKEEPING

http://www.osha.qgov/pls/oshaweb/owastand.display standard g
roup?p toc level=1&p part number=1904

OSHA training presentation on Recordkeeping:
http://www.osha.qov/recordkeeping/RKpresentations.html

PAYROLL QUESTIONS

Department of Accounts CAPP Manual
Policy and Procedure 50500, Paying the Employee
Policy and Procedure 50520, Workers' Compensation Non-VSDP
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Policy and Procedure 50525, Virginia Sickness & Disability Program
http://www.doa.virginia.gov/Admin_Services/ CAPP/CAPP_Summary.cfm?#500
00
Department of Accounts CIPPS VSDP Training Manual

Spreadsheets to facilitate VSDP payroll computations
http://www.doa.virginia.gov/Payroll/VSDP/VSDP_ Main.cfm

RETURN-TO-WORK QUESTIONS/ASSISTANCE

Michelle Allen, WC Disability Manager
804-225-2158
michelle.allen@dhrm.virginia.qgov

Chad Smith, RTW Specialist
804-786-2311
chad.smith@dhrm.virginia.gov

LaTarsha McMahand, RTW Specialist
804-786-2310
latarsha.mcmahand@dhrm.virginia.gov

SAFETY ISSUES

Marchel Johnson, LCI Loss Control Manager
804-318-3402
marchel.johnson@dhrm.virginia.gov

Monica Vannoy, LCI Loss Control Consultant
804-308-3993
monica.vannoy@dhrm.virginia.gov

REQUESTS FOR LOSS CONTROL SERVICES
WCS Director (804) 786-0362

VIRGINIA RETIREMENT SYSTEM

http://www.varetire.org/

VSDP QUESTIONS RELATED TO WC
Work-Related Disability Coordinator (804) 786-9862
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Related to VSDP/VRS non-work related disability - Contract Assurance
Manager VA Retirement System 888-827-3847.

Related to UNUM (800) 652-5602
http://www.varetire.org/Members/BenefitPlans/Disability.html

WORKERS' COMPENSATION PROGRAM QUESTIONS
Training (804) 775-0748

Premiums (804) 786-0362

Other Questions (804) 786-0362

PHONE LIST
http://www.covwc.com/templates/System/details.as
p?id=48008& PID=727295
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GLOSSARY OF TERMS

AWW
Average weekly wage (calculation found in the forms section)

BC
Benefit Coordinator

CLOP
Conditional Leave Without Pay

DHRM
Department of Human Resource Management

EAR
Employer’'s Accident Report (formerly EFR — Employer’s First Report)

FROI
First Report of Injury (formerly EAR — Employer’s Accident Report)

LT
Lost time

LWOP
Leave without pay

MCI
Managed Care Innovations

MVS
Medical and Vocational Services

NC
Nurse Consultant

NLT
No lost time

OOW
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Out of work

OSHA
Occupational Safety and Health Act

WCS
DHRM Workers’ Compensation Services

PPD
Permanent Partial Disability

PPO
Preferred Provider Organization

PTD
Permanent Total Disability

RTW
Return-To-Work

TPD
Temporary Partial Disability

TTD
Temporary Total Disability

VRS
Virginia Retirement System

VSDP
Virginia Sickness and Disability Program

VWC
Virginia Workers’ Compensation Commission

wWC
Workers’ Compensation

WCP
Workers’ Compensation Program
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