City of Norwich
Accident/Tucident Reporting

Attached is the Employee Accident/Incident Report Packei:

Page 1. General instructions on Worker's Compensation information.

Page 2 and 3: The City of Norwich’s Accident/Incident Report, please i}l out this form
completely and sign and date, please turn into supervisor by the end of the shift.

Page 4: C-3.3 Limited Release of Health Information (HIPAA) which authorizes the
Workers Compensation board to receive information on your workers’ compensation for
injury.

Pages 2, 3 & 4 will need to be handed to your supervisor before the end of your shift. The letter
and Page 1 are for your information.

If you have any questions, please call me at 607-334-1235 or email at
lynnmurrayfénorwichnewyork.nel

Thanks
Lynn Murray

Director of Human Resources



Generally, you can choose any health care provider as leng as the provider is authorized by the Board.
You can search for an authorized health care provider in your area using the “Find a Doctor” feature
on the Board’s webslte at web.ny.gov. You can alse use occupational health clinics. FHowever, if your
employer's workers' compensation insurer has a Preferred Provider Organization {PPO) to provide care
for workers’ compensation injuries, you must get your Initlal treatment from the PPO networlk. If that
insuret also has a pharmacy or dlagnostic network, you must receive services within these networks.
The insurer must tell you about its reqguired provider networks and how to use them,

Benefiis for Lost Wages

You are entitled to a portion of your lost wages, which must be paid promptly, if your injury affects you
in one or more of the following ways:

1. It keeps you from worl for more than seven days,
2. Part of your body is permanently disabled.
3. Your pay is reduced because you now work fewer hours or do other work,

You may hire an-attorney of licensed representative for help with your claim, but it Isn't reguired.
The Board sets their fees, which will be deducted from your lost wages award. You or your family
sheould not pay anything directly to your attorney or licensed representative.

if your case s disputed, you may receive disabilily benefits while the case is heard. To get a
Notice and Proof of Clalm for Disability Benefits (Form DB-450), vislt web.ny.gov: call the Board
for assistance; or visit @ Board office. If the case is resolved in yous favor, the disabllity benefits
would be deducted from vour lost wages award,

Help is Available

Sometimes you heed heip getting back to work. Your employer may have alternative or light duty
assignments that enable you to work while you heal. An injury can also cause family or financial
problems, The Board has vocational rehabilitation counselors and soclal workers to help. Call the
Board for more information on available services and for asslstance.

If you are cancerned about dependency on opiold pain medications, please call the NYS OASAS
HOPELine at 877-8-HOPENY (877-848-7369),

What's Maxt?

Your employer or its workers' compensation insurance carder will contact you if your claim is accented,
When that happens, your health care providers will be paid and lost wage benefits begin. If your case
is disputed, the Beard will notify you about resolving the case and may request additional information
il necessary.

Workers' Compensation Boatd, general_information®wcb.ny.gov

Including Disability Beneflis (8?7:} 632-4996

web.ny.gov

The Board's eCase application enabies_yqu'to view the contents of your case folder online.

NEWYO !
NEWYORK | Workers

For general Information or to register for eCase, please visit the Board's website at weh.ny.gov.
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CITY OF NORWICH

EMPLOYEE ACCIDENT/INCIDENT REPORT
THIS SIDE TO BE FILLED OUT BY THE EMPLOYEE: Please print all information
BASIC iINFORMATION

Rate of Incident: / / Time of Accident/Incident: 1AM PM
imployee Name:

Address:

City: County: State: Zipcode:

Home Phone #; Cell Phonett, Time shift began: _iam [Pm
Social Security #: DOB: / / Age: Gender: [_]Male [_] Female
Department; Job Title:

Date of Hire: / / Employee Status: [_] Full Time [} Part Time [} Per Diem - Shift Worked: 1__2__ 3 _
Schedule (check days normaly workedr: Sun [_] Mon [_] Tue [_] Wed Ul mha T Fa ] Sat ]

INJURY DETAILS

Type of Injury:

[ ] Swelling/Redness  [_] Bruise/Contusion [ | Laceration/Cut [ 1Bun [ 1 Strainfor Sprain

[ ] Exposure/Needlestick [ _] Possible Fracture [ Other, explain:

Area of Body Infurad fsheck and circle a1 thal spply).

[ ] Head [ ] Neck [] Back - UpperMiddle/Lower ~ {_] Shoulder~R/L  [_JAm-—-R/L
[ FEhow-R AL ] Wrist Hand/Finger ~ R/ L specify: 3 [iHip-R/L [ 1Knee
[1 Ankle/Foot/Toe = R / L {specily: ) {1 other:

DESCRIPTION OF INCIDENT
Where did the accldent/ineident ocour? (e.g. resident room #, hallway, efc.) Be Specific:

Is this your normal work location? [_] Yes [ I No If o, why were you working there?

Vhat were you doing when the accident/incident ccourred?

How specificalty did the injury ocour?

Was equipment or an object involved? | Yes [_] No If yes, describe:

In your judgment, how could this have been prevented?
Did anyone witness the incident? [ Yes [_JNo

Name of Witness # 1, Department:

Name of Witness #2. Department:

Name of Supervisor. . Did your supervisor see the injury ocour? [1 Yes []
No

Was a motor vehicle involved in the incident? [] Yes [ ] No « If ves, describe: [_] personaf vehicle [} company vehicle [ ] other

REPORTING INFORMATION
Whom did you report the Accident/Incident ta?
Date and fime, yau reported It; Date and time filling out this paparwork

Did you receive an injury Envelope? [_] Yes [_]No

*COMPLETE BOTH SIDES*
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[] Not seeking medical treatment (initial } -or-  Date of first medical freatment: / /

Where will you be freated? { ] Onsite [ | Doctor's Office ] Emergency Room [} Clinic/Hospital/Urgent Care
Name of Treating Doctarffacility:
Address & Telephone #:

~ “rovide any known additional information refated to your treatment for this injury:

Have you had a previous work-related injury to the same boedy part or similar iliness while employed? {1 Yes [ INo
if yes, explain (including treating physician's name);

By signing befow, | verify that the information provided In this reporl is frue, complete and accurate fo the best of my knowledge.
| undersiand that any willful omission of §/or falaification is fraudwlent and may he punishable to the fullest extent under
Section 114a of the NYS Workers Compensation Law. Furthermore, I also undersfand that complefion of this document
does pof Imply or guarantee accepiance of this claim by my employer or insurance carrier,

Signature: _ Date: / /
*THIS EORM MUST BE HAND-DELIVERED TO YOUR SUPERVISOR*

FOR SUPERVISOR COMPLETION

Date Raceived: / / Signature:
Will the employee complete the shift? [_]Yes {_[No « Did you release the employee o leave early? [_Yes [_No
Did you remind employee to follow-up with HR the next business day? [ 1Yes [ |No
Additional supervisor comments, additional informafion: (affach additional documentation as needed)

FORM MUST BE HANDED INTO HUMAN RESOURCES BY END OF SHIFT
FOR QFFICE USE
Date Received: / / Signature:

INJURY MANAGEMENT FOLLOW UP

Comments:
Signature: Date: / /
Comments:
Signature: Date: / /
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C=3.3

stave | Compensation
Board Stafe of New York - Workers' Compensation Board

Yony | Workers’ Limited Release of Health Information
Z;/ , (HIPAA)

WCB Case No, {if you know jt);

- To Claimant! If you received ireatmant for a pravious injury fo the same body pazt or for an lliness similar to the one described In your current

“Cialm, fill out this form. This form allows the health care providers you list below fo ralease heallh care information about your previous Injury/

Hness to your employer's workers' compensation insures. The federal HIPAA law (Heallh Insurance Porlabllity and Accotntability Act of 1996}

says you have a right te gat a copy of this form, i you do not understand this forrs, falk fo your legal representative, If you do not have a lagat
representative, the Advocate for Injured Workers at (he Workers' Compensation Board can help you. Call: 800-580-6665.

To Health Care Provider: A copy of thls HIPAA-compliant release allows you to disclose health information. If you send records to the
employer's workers' compensation Insurer In response lo his releass, also malf copies to the Claimant's legal representative. (If no legal
representafive Is lfsted below, send copies to the Glaimant)) Health care providers who release records must follow New York state law and

HIPAA,

This release is: This form does NOT allew your haalth care providse(s)

@ Yoluntary. Your heafth care provider(s) must give you the same care, i ; -
payment terms, and benefits, whether you sign this form or nof, to release the following types of information:

e Limited. It gives your heallh care provider(s} permission to release only

those health records that are related fo the previous illness/condition yau ® HiV-refated informafion
describe below.

@ Temnorary. It ends when your curtent claim {or compensation is established & Paychotherapy nofes
o disallowed and all appeals are exhausied,

@ Revocable, You can cancel this release at any lime. To cancel, send a letter @ Alcohol/Drug treatment

lo the health eare previder(s) listed on this form. Also, send a copy of your
letter {o your employer's workers' compensation insurer and the Workers'
Compensatlon Board. Nofa: You may not sancel this refease with respsct fo

medical records already providad,
® Verbal Information {your heallh care providers may

& For records only, It gives your health care provider(s) listed on this form : 2 POV
permission to send coples of your health care records to your emplover's not disouss your health cae information with anyone}

workers' compensation Insurer,

@ Mental Health freatment {uniess you chack below)

Any medical records released witt become part of your workers' compensation file and are confidential under the Workers' Compensation Law.
A, YOUR INFORMATION (Claimant)

1. Nams; 2. Soclal Security Number: - -
3. Mailing Address:
4. Date of Birth: / / 5, Date of the current injuryfifiness: / /

6. Current injuryfiliness, including all body paris injurad:

7. Your legal representative’s name and address {if ary):

[l Check here if you allow your health care provider(s) fo refease mental health care information.

B, YOUR HEALTH CARE PROVIDER(S) (List all health care providers who treated you for a previous injury to the same hody part or similar
ffiness. If more than 2 providers attach their contact informatien to this form.)

1. Provider, 2, Phona Number: ( }
3. Mailing Addrass:
4, Other provider (if any); 5. Phone Numbar, ( )

6. Malling Address:

C. READ AND SIGN BELOW. 1 hereby request that the health care provider(s) fisted above give my employer's workers' compensation
insurer copleg of all health records relafed to any previous infuryfiliness, to all body parts, described above.

Claimant's signature {ink only -- use blue balipoint pen, if possible,) Dale

If the claimant Is unable to sfgn, the person signing on hisfher behalt must fill out and sign betow:

Youf name Relationship to Claimant Signalure {ink only -- use blue ballpoint pen, I possible.) Dale

£-3.3 (12:08) Versidn en espafiol af reverso de Ja forma. www.weh.ny.gov



