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PROCEDURES FOR REPORTING AN ON-THE-JOB INJURY

1. The supervisor or department head should complete the form “Report of Occupational Injury or Illness” and send to the Employment & Benefits Office.  The supervisor should retain a copy of the report.  The Employment & Benefits Office will report the injury to the University’s Workers’ Compensation Insurance Carrier.

2. When an employee has an injury while on the job at Rogers State University, the employee should file a report of such injury as soon as possible using the form titled “Employee’s Report of Injury on the Job.” This form should be filed with the Employment & Benefits office.  The supervisor should retain a copy of the report.

3. The injured employee should sign the “Authorization for Release of Medical Records” form.    The State Insurance Fund may need to inquire and ask for medical records from the employee’s Health Care Provider.  This form should be filed with the Employment & Benefits Office.

4. After an injury has been reported, statements from any witnesses should be obtained using the “Witness/Co-Worker Statement” form.  These statements will be maintained in the accident report file.  The injured employees supervisor should coordinate obtaining the statements and file them with the Employment & Benefits Office.

5. The top portion of form “Medical Care Authorization” will be compiled from information submitted to the Employment & Benefits Office and sent to the attending physician by the employee.  The employee should insure that the physician completes the form, and it is delivered to the Employment & Benefits Office before an employee returns to work.   The Employment & Benefits Office will send a copy to the employee’s supervisor before the employee may return to work.

REPORT OF OCCUPATIONAL INJURY OR ILLNESS

	To be completed by Supervisor or Department Head when they become aware of the injury or illness.
	Accident Date                    Time

	EMPLOYER:  Rogers State University
	Department

	EMPLOYEE INFORMATION


	Phone Number



	Name


	Date of Birth

	Address


	Sex

          Male ______  Female ______

	City


	Social Security Number

	Regular Occupation

	Employee’s Phone Number

	Occupation When Injured


	Employee’s Supervisor

	
	

	INJURY INFORMATION
	

	Part of Body (be specific)



	Nature of Injury (i.e., bruise, laceration, strain, etc.)



	Exact location of accident (Machine, Building, Grounds, etc.)



	If not on University property, give address


	City
	State

	Job being performed



	

	ACCIDENT DESCRIPTION

	Step by step, what happened? (Be very specific)

	

	

	Is validity of the accident in doubt?



	Did an object cause the injury?



	Was object defective? (If yes, object must be tagged and kept for investigation.)




	What did injured employee do or fail to do that contributed to the accident? (unsafe acts)



	What act of another employee contributed to the accident? (unsafe acts)



	What corrective measures could be implemented to avoid this incident?



	


EMPLOYEE’S REPORT OF INJURY ON THE JOB

(To be Completed By Employee)

	Date of Injury
	
	Time
	
	a.m.
	
	p.m.
	


	What job were you doing when you got hurt? 
	

	


	Was anyone with you when you got hurt?   List their names here.
	

	

	

	


	Briefly describe how you got hurt? 
	

	

	

	

	


	What part(s) of your body were hurt? 
	

	

	

	

	


	

	Employee Signature                                                                 Date




AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS

(To be completed by employee)
To Health Care Provider:

You are expressly authorized and directed to provide to the CompSource Oklahoma, P.O. Box 53505, Oklahoma City, Ok 73152-3505, any and all documents, reports, and other information including, but not limited to, x-rays and other diagnostic and laboratory tests in your possession concerning the physical and/or mental condition, medical treatment, cost of medical treatment, etc., pertaining to the undersigned.

A reproduced copy of this authorization shall have the same force and effect as the original.

I understand:

· I may revoke this authorization at any time, in writing.  My revocation will not apply to information already retained, used or disclosed in response to this authorization.  Unless revoked, the automatic expiration date will be six (6) months from the date of signature.

· Unless the purpose of this authorization is to determine payment of a claim or benefits, Physicians may not condition the provision of treatment or payment for my care on my signing this authorization.

· Information used or disclosed under this authorization may be subject to re-disclosure by the recipient and no longer protected by federal privacy regulations.

· THE INFORMATION AUTHORIZED FOR RELEASE MAY INCLUDE INFORMATION, WHICH MAY INDICATE THE PRESENCE OF A COMMUNICABLE DISEASE, WHICH MAY INCLUDE, BUT IS NOT LIMITED TO DISEASES SUCH AS HEPATITIS, SYPHILIS, GONORRHEA AND HUMAN IMMUNODEFICIENCY VIRUS ALSO KNOWN AS ACQUIRED IMMUNE DEFICIENCY SYNDROME (AIDS).

· The information authorized for release also may include protected health information related to mental health.

· The information authorized for release may include drug/alcohol abuse treatment records.  This category of medical information/records is protected by Federal confidentiality rules (42 CFR Part 2).  The Federal rules prohibit anyone receiving this information or records from making further release unless further release is expressly permitted by the written authorization of the person to whom it pertains or as otherwise permitted by 42 CFR Part 2.  A general authorization for the release of medical or other information is not sufficient for this purpose.  The Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.  As a result, by signing below, I specifically authorize any such records included in my health information to be released.  

NAME (please print) _______________________________________________

SIGNATURE _____________________________________________________

SSN ____________________________________________________________

DATE OF BIRTH __________________________________________________

DATE SIGNED ___________________________________________________
WITNESS/CO-WORKER STATEMENT

I, _______________________________________________ was present when 

employee ___________________________________ is reported to have received 

an on the job injury.  I did ____________ did not ____________ witness the injury 

occur.

The following is a brief description of what I observed on __________________

                                                                                                       (Date)

at approximately ___________________________ a.m. ______ p.m. _______

                                            (Time)

	

	

	

	

	

	

	

	

	

	

	

	


Employee Signature                                                      Date

MEDICAL CARE AUTHORIZATION FORM

(To be taken by Employee to Physician)
**************************************************************

TO BE COMPLETED BY EMPLOYER

Employee Name __________________________________________________

Nature of Injury ___________________________________________________

Date of Injury _____________________________ Time of Injury ____________

Date ____________________ Authorized Signature ______________________

Title _____________________________ Employer _______________________

***************************************************************

TO BE COMPLETED BY PHYSICIAN

Diagnosis ________________________________________________________

Treatment ________________________________________________________

OK to return to regular duty on  __________________________________

Return to see me on  __________________________________________

Unable to return to work until  ___________________________________

OK to work light duty beginning  _________________________________

OK to work with the following limitations ___________________________

__________________________________________________

Physician’s Signature                                                     Date

I declare under penalty of perjury that I have examined all statements contained herein, and to the best of my knowledge and belief, they are correct and complete.  Any person who commits Workers’ Compensation fraud, upon conviction, shall be guilty of a felony.
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