CITY OF DUNN

WORKER’S COMPENSATION PROCEDURES


Pursuant to North Carolina General Statute 97-1 all employers with three or more employees are required to obtain insurance to cover all job related injuries and / or occupational diseases.

The purpose of the worker’s compensation act is to cover employees who suffer an injury by accident or an occupational disease.  All injuries must arise out of and in the course and scope of the covered employment to be considered.

PROCEDURES
1.
When an accident is reported, the Supervisor or Department Head will complete an “Employee Injury Report”.  The employee will review the completed report for accuracy and sign it.
2.
The Supervisor or Department Head should complete the employer section of the “Physician’s Report / Pharmacy Guide” and have the injured employee take this form with them to an authorized treating physician.  The physician will complete the middle section.  The employee must return the completed form to the Supervisor or Department Head.

3.
If a prescription is required, the employee will need to take the “Physician’s Report / Pharmacy Guide” with them to a participating Tmesys pharmacy.  Communicate this vendor name to the pharmacist and the prescription will be filled with no “out of pocket” cost to the employee.  The Tmesys Pharmacy Network will bill Key Risk on a direct basis.

4.
Supervisors or Department Heads should immediately forward all forms to Human Resources to be filed with the Industrial Commission.

5.
All follow-up physician notes should also be forwarded to Human Resources.
MEDICAL FACILITIES
If non-emergency medical treatment is required, ALL employees are to go to the following medical facility:

Med-Fast Urgent Care 

Hours:
   Mon – Tues – Wed – Fri            (9:00am – 5:30pm)




605 W. Cumberland Street

   Thursday

                 (9:00am – 1:30pm)

Dunn, NC  28334


   Saturday

    
    (9:00am – 1:30pm)
(910) 891-1391



   Sunday


     (1:00pm – 3:30pm)


In the event that Med Fast is closed, please send the employee to one of the following participating providers:


Southeastern Medical Ctr.


M-W-Th-F
(7:00am – 3:00pm)


700 Tilghman Drive, Dunn #720



910-892-4941
John Mann, MD



M-T-W-F
(8:00am – 5:00pm)

700 Tilghman Drive, Dunn #716 



910-892-7175
Eastern Carolina Medical Ctr.

M-F

(8:00am – 5:00pm)


One Medical Drive, Benson



919-894-5787
Coats Medical Clinic


M-F

(8:00am – 5:00pm)

25 N. Johnson Street, Coats 



Lunch (12:00pm – 1:00pm)

910-897-6423

FOR ALL EMERGENCIES AND LIFE THREATENING INJURIES, EMPLOYEE SHOULD

GO DIRECTLY TO THE NEAREST EMERGENCY ROOM.
	GENERAL INFORMATION

	Name of Injured:
     
	Date of Injury:      
Time:           FORMDROPDOWN 

	Date Reported:      
Time:           FORMDROPDOWN 


	Department:      
	Job Title:      

	Date of Hire:      
	Hours Worked Per Day:      
	Phone #:      

	Supervisor:      

	

	NATURE OF INJURY

	Time employee began work on date of accident:          FORMDROPDOWN 


	Location of Accident:       

	Describe, in detail, how the accident occurred: 

	     

	List any witnesses to the accident: 

	     
     

	Was the accident caused by employee’s failure to use safety equipment?     Yes  FORMCHECKBOX 
      No   FORMCHECKBOX 
 

	Was the employee following the City of Dunn Safety Policy?                      Yes  FORMCHECKBOX 
      No   FORMCHECKBOX 


	Type of Injury:      

	Body Part(s) Injured (e.g. right hand; left hand):      

	

	LOST TIME

	Was the employee seen by a physician?   Yes  FORMCHECKBOX 
      No   FORMCHECKBOX 

            Name of Medical Facility:      

	Has the employee returned to work?        Yes  FORMCHECKBOX 
       No   FORMCHECKBOX 

            If yes, give the date and time.       Date:                  Time:          FORMDROPDOWN 


	Is the employee released to full duty?      Yes  FORMCHECKBOX 
       No   FORMCHECKBOX 


	( Please attach Physician’s Report / Pharmacy Guide.)
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Noreh Carolina Industit Commission

cries
NOTICE OF ACCIDENT T0O EMPLOYER AND CLAIM OF Emp. Code
EMPLOYEE, REPRESENTATIVE, OR DEPENDENT Carrer Code %
(G.S. §§97-22 THROUGH 24) [

‘The Use Of This Form Is Required Under The Provisions of The Workers' Compensation Act SR T
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EMPLOYEE — This form must be filed with the Industrial Commission within two years of the date of injury or
occupational disease or your claim may be barred. Nofice shall be given to the employer immediately after the
accident or as soon as practicable and within 30 days. (This form should also be used for occupational disease
claims; however, for asbestosis, silicosis and byssinosis, Form 188 is to be used,)

Kot s hereby given, 3 required by law, tha he above-named employee sustained an infry o contacied an occupatonl disease,

desorbed 33 olows: i s Descrbe the injury o ocoupational disesse.
STy DR (e Ty
insiuing the so£5o body partnvoied (2.9, right hand. et hanc)

Describa haw th njry o sccupstinsl dsesse sceurec:

Gosupaton when njres:
Kumber of days ot of wo's Sue o ey

Medeal restment recsivea? | Llves Clho
Weekly wage: § Nomer of hours worked per day: Days workes per week:

Nature of employer's business

NOTE: It empioyee s unable 0 sign tis form, anofher may sign for him._Ths form sould be typed or prnted by hand in
black ink, f possisle. Employee should retain one signed copy of this notice, mail one signed copy to the Industral
Comission at the adcress below. and provide one signed copy to employer.

SR 7 e 0 ] Sreyee, T ey ephone o

0 Represesaiveor L] Dependent

== T == 7 T Compeg

EMPLOYER: This nolice is being sent 1o you in_compliance wih requiements of the North Carolina Workers'
Compensation Act, in order that the medical services prescribed by the Act may be obtained; and, f isabilty extends
beyond 7 days uration, or i death ensues. compensation may be paid according 1o law.

TR AL T
Fom 18 f — NCIC - CLAS ADMNISTRATION
artos & 4335 MAIL SERVICE CENTER

B I — RALEG, NORTH CAROLIA 276554235
MAN TELEPHONE: (515,807 2600
HELPLNE: (00) 505348

Form 18 WEBSITE: HTTPMYWICNC.COVI

B~
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GENERAL INFORMATION ON THE FORM 18

Atiachments

1 Whatdoes a Form 18 do?

& Form 18 establishes alegal claim of njuy on your behalf i e within o yearsofth date of njury or occupational
disease, and givesthe required writen notice o the employer i 2 copy is submited 0 the employer withn 30 days of the
iy The emploger i required by I to file 2 Form. 19 1f the employee misses mote than one day of work due (o the
imwy o if the medical bill exceed $2.000 00. However, the employer’s fiing of a Form 19 does not satsy the
employes’s oblgaton to file a claim. Tn oxder fo epsure (ke employee's righs are protected. the employee must fle 2
Form 18 even though the employer may be paying compensation or the Industrial Commission may have opened.a file for
theinury.

2. Towhom should the Form 18 be sent?

‘The original Form 18 should be submitted to the Indusrial Conmission. The injured worker should keep one copy for his
or her records and one copy should be submitted t the employer 2t the time of the injury

3. Whatnumbers do T write in the upper right corner?

‘You do not need to il in the spaces on the upper right comer of the Form 18. Ifyou know that your employer has already
filed a report of injury, (Form 19) and you know what your 1.C. (industrial Commission), File Number is, you may write
the mumber in the “LC. File No.” space. If you do not eleady have an LC. File Number, the Industrial Commission will
assign one upon receipt of the Form 15. The other three spaces, “Emp. Code No.,” “Carrier Code No.” and “Employer
FEIN" are for intemnal use only

4. WhatifI do not know who my employer's insurance carrier is?
I¢you do not knoww who the employer's insurance carrier is you may either ask your employer fo the information,call he

Industrial Commission’s Claims Administration Section at (800) 638-8349 then press *1” after the prompt, or simply
Leave the lre blank:

‘When listing the number of days out of work, do I count partial days?

Yes

 include partial as well as whole calendar days not worked. However, the days do not need to be consecutive.

6. Whathappens after I file the Form 157

‘The Indussial Commission will mail an acknowledgement letter to you afier your Form 18 is processed. Processing time
varies according to current worklosd. The Industial Commission vill mail a copy of the acknowledgement leter to the
employer o its workers' compensation insurance carrier asking them to contact you and inform you if compensation will
be paid to you voluntarily
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Date:      
Employee Signature 
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KeYRISk 4 Physician’s Report / Pharmacy Guide

o= :

Expertise is no accident MAILING ADDRESS: P.O. Box 49129, Greensboro, NC 27419
866.847.8872  www.kevrisk.com

EMPLOYER: Please complete the top section and give to the injured employee to take to his or her authorized treating physician. If you already
have transitional duty job descriptions available, please attach a copy for the treating physician’s review.

Name of Employee/Patient:  Last: First:
Date of Injury:
Name of Employer / Company:
Employer Signature: Name of Doctor Chosen:

EMPLOYEE: Please take this form with you to an anthorized treating physician. Please have the physician complete the middle section and return
this immediately to your employer. The bottom section is for you to show the pharmacist should you need to have any prescriptions filled as
prescribed by your authorized treating physician for this work related injury.

AUTHORIZED PHYSICIAN, PLEASE COMPLETE
Diagnosis:
A post accident drug test has been completed [} or [T has not been completed (check one)
In accordance with this patient’s physical capability, check all that apply:

[ May resume work immediately with no restrictions
[ May resume work immediately with the following restrictions:

[ Sedentary work (sitting, occasional walking, standing, lifting less than 10 pounds)

[ Light work (lifting less than 20 pounds)
[21 Medium work (lifting less than 50 pounds)
[ Heavy work (lifting less than 100 pounds)
1 Normal shift
[0 Limited hours per day: [} 2 hours; [0 4 hours; [ 6 hours
[ Other:
[0 Repetitive Motion Restrictions (specific to hand/arm injuries):
Frequency Left Right Both
No Use [} [m] [}
Occasional <33% of time (] [m] [}
Frequent 34-66% of time ] [m] [m]
Regular 67-100% of time [m] [} [
[0 Patient may return to work at full duty on (date):
[ Patient has a refurn appointment on (date): at (time)
Please indicate any referrals that are required;
Physician’s Signature Date Physician’s Name (type or print)

Contact Key Risk’s Claim Depariment at 866.847.8872 for authorization for the referral.

PHARMACIST: Process all prescriptions on-line through Tntesys for this patient. See your pharmacy manual for Tmesys Payor or
Index information. Contact the Trmesys Help Desk at 800.964.2531 to establish eligibility prior to processing on-line.

DO NOT CHARGE THE PATIENT FOR THE PRESCRIPTION

CHAN NAME TNDEX NAVEE CHAIN NAWE TRDEX NAME CHAIN NAWE TNDEX RANE CHAIN NAME TNDEX NAWE
BitLo Pharmacy i Code: TVS Horizon Pharmacy TYS Revco drugs TMIC VX Phamacy Carrer Code: TME
BiMarl Indexc TMESYS HyVee Drugtown index: Bin # & pary setup _|_Rie-Aid drugs TMESYS Walgreer's Carrer Code: TMEWG
Brocks Drugs Code: TME & JPhamacy Tcs RX Discount Pharmaty | Input cods: ME Wal Mart Pharmacy Carrier. TME
Srookshire Brothers Gondor Cod: 2050 Jool & Jery's Inder: TME Sackn-Savo Pian # 6072 or 5087 Wegman Phamacy Carrier Code: TNE
Cub Phamagy Canfe Code: TYS Kash N Karry Plan: TS Sav-Adot 50 Winr-Dixle Tndex: TME (Plan 2066]
VS Drugs Condor Code: 8822 Ker Drugs TVESYS Sams Club Pharacy _|_Cerrer Gode: TWE
Drug Emporium TVs Kemart Phamacy Carier codle: 175 Save Mart Carier Go: TS (imesys
Eckerds (al others) TominalPlan: 2801 Longs Phamacy Plan; #1,TMES Stop N Shop a5
Franck's Phamacy Price Coda: TV, Medigh Shoppe Varics by each slorg system | Super D Plan Name: 332
Fred Meyer TYS Medistat Pharmacy Condor cods: 2425 Super Vall ‘Cartier Code: TYS ALL PARTICIPATING PHARMACIES HAVE NOT BEEN
Fred's Phamacy TNESTS Miner-Rushing Drugs | _Compensafion as Tom Astey | Super X (HSY) Index: TVE INGLUDED ON THIS L‘iT“fs'-EASE ""‘:‘%"‘w‘
Giant Phermacy TWESYS Pahmark Pharmacy__|_TVS Tom Thurb Phamacy _|_PDX Gode: TNS P“*M‘fggsﬁﬁ-#sﬁfufm;éfﬁgﬁ's
Goodings TV ndex D, bl cods TME | Perry Drug Store Index T8 Tops Phamacy ‘Aocess Code: T1 prlicdy
Hannaford Food & Drug index: TVS Phar-Mor s T Daly Drugs Carrer Code: TMS

100111187 Working Together. Delivering Better Outcomes. HERRLEY cOMBINy












     
Date:      
Supervisor/Dept. Head Signature










EMPLOYEE INJURY REPORT











W/C Procedures

07/09/2012

