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Key Contact Information

Medical
Management
Information

Medical
Bill Payment
Information

FAX Medical Information to:
e 1-800-334-4229

MAIL Medical Information
to:
e CHS

P.O. Box 1040

Dublin, OH 43017

Prior Authorization:
e Fax C-9 form to
1-800-334-4229

Other
Important
Information

MAIL Medical Bills to:
e CHS
P.O. Box 1040
Dublin, OH 43017

Billing Questions:

e Call CHS
Customer Service
toll-free 1-888-247-7799

Prescriptions:

e For questions regarding
prescriptions, contact
ACS State Healthcare, toll-free
at 1-800-OHIOBWC, Option 5.

Provider Search & Injury
Reporting:
e Visit www.chsmco. com for
online injury reporting
and provider searches.

PO Box 1040, Dublin OH 43017 | 7731 E. Kemper Rd., Cincinnati OH 45249 | 9100 S. Hills Blvd., Cleveland OH 44147 | 3454 Oak Alley Court, Ste 500 Toledo, OH 43606

Toll-free phone: 1-888-247-7799

www.chsmco.com




Steps to take when a workplace
INjury occurs

Injured Employee

o Immediately report the injury to your supervisor Complete the Employment section of the BWC
First Report of Injury form

G lete the BWC First Report of Injury form
° - ' 3 Lol Fax the completed form to CHS toll-free to 800-

334-4229
o Seek medical treatment

Stay in touch with the injured workers while they
°.ﬁmxm your ID card to all appointments are off work

o Let your supervisor know that you have received
medical treatment for your work-related injury

In emergency cases, injured workers should immediately notify their employer

and seek treatment at the nearest medical facility.
*According to Health Partnership Program (HPP) gujdelines, injured workers may
seek treatment from any BWC-certified\medical provider.
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Tear off this sheet and return the completad form to your employer's managed cars organization [MCO) or to your local BWC customer service office.

WARNING:
Any person who obtains compensation from
BWC or seff-insuring employers by knowingly
migrepresanting or conceafing facts, making
talse statements or sccepting carnpensation
10 which he or sha is not entitled, is subject te
falony erimingl prosecution for fraud,

[R.C. 2913.48)

First Report of an
Injury, Occupational
Disease or Death

Last name. first name, rddle wmibal Social Secunty number Mantal status |Date of bt Y
[ Singte
Homa maling address Sex 1 Mamac Nurmber of dependants
O Male O Fernale £ Diverced
City State A-dhgit 212 cods Caountry if diffarent from USA O Separated Departmen? narme
O widowad
Wage rate O Houwr O] Month [0 Week What days of the week do you usually work? Regutar work hours
< Per [JYear [ Other O%un OMen [Tuas {JWad C3Thur (IF C158t (Fram_ Ta
Have you been offered or do you expect 1o receive payment or wages for this claim from anyone other than the Chio Bureau [Occupation or job ttle

of Workers' Compensation?
Employer name

ClYes TliNg i vas, please explain,

Maikng address {number and streat, city or town, state, ZIP code and county)

Lacation, it different from mailing address

= Was the place of accident or exposure on employer's premises? [ Yes I No
{If no, give accident lacation, streat addross, city, state and ZIP codal

Time of injury It fatal, give date of death
e Oam.O pm.

Tirne empioyee Date fast worked | Date returned to work

began work

Oam. O pam,
DOata employer notified

State where hied

] Type of injury/diseasa and pariis) of body affeciad

[For example: sprain of lower laft back)

Descnpuon of acodent IDescnbe the sequence of events that directly
injurad the employae, of caused 1he disease or death,)

Injured worker

Banafit application/madical ralease - {am applying for recogntion of my clann undor the (o Warkees' Compansation Act far work-related injunies thatd did not pueposaly mfict, Hequest payment for compensation
andyor medical as alfovable. Direce pay f5) to the providers of any medical services ara authanzed, [ understand that | am allowing any pravider who artends {6, tieats o 2xpmines me 10 release afl medicel,
R osychological and,'or payetvatae information that 15 causally or historcally retated to physical or mentsl wyunes relevant to 1ssves necesssly 1o the admunstration af my workers' compensaton claun to the Ohio Bureay
of Warkers' C the industnal C of Giug, e empioyer isted in ths clam, that employer’s ped care arp aod any auth e vies. | further authorize the Chie Rehabilitation
Seraces Cemimission to release wioanaten sbout my physicol, mental, vocatonal and social conditions thatis cousolly or histaricatly sefoted to physical or mental injuries relevant 10 issues necessory for the admimistration

of iy workers™ compensaton clautt {o Mhe 2lorementionad parnes.

Injured worker signature Data E-rnail addrass Tetephone number Work number
{ J { I .
Health-care provider nams Telephone number Fax number Initaal treatment date
( ) ! }
Street acdress City State |9-digit ZIP code
Diagnosisies): Include ICD code(s)
Pt
=
ai
E
a
a
-
Will the incident causa the inpured worker to
miss eight or more days of wark? ) Yes J No Is the inury causally related to the industnal Incident? DOYes O No
Heaith-care provider signature Date

I 11-digit BWC provider number

J

O Employer is salf4nsunng ™y
O Injured worker is owner/parinar/msmber of firm
Federal 1D number Manual number

Employer policy number

Telephone number Fax number E-mail address

) ( )

Hves ONo

H rreatment was given away from work site, provide the facility name, street address, city, state and ZIP code

Vvas smployas treated in an ernergency room? l Was employee hospitalized cverright as an inpatient? O Yes O No

{3 Rejoction - The employer -insuring employers anly

rejects the validity of this claim for
the reasonis} listed below:

] cenification - The employer
cartilies that the facts in this

] £ Clarification - The emplayer clarifies
application are coreect and valid.

and affows the claim for the conditicn{s} below:
[ Medical only ] Lost tima

Employer signature and title Date OSHA case number

BWC-1101 (Rev. 8/2005)

FROI-1 (Combines C-1, C-2, C-3, C6, C-50, OD-1, OD-1-22}

This form meets OSHA 381 requirernents



i . Physician's Report of
= . Bureau of Workers v
Oth | Compensation Work Ability

ﬁax Note:

ﬂnstruulions

+ Physioan must compiete s form when the snjuiea warker s sider wark restnctens o s temporandy wially | 155 From
1 sabled,
o you musl send of fax g copy of the completed form to the managed care arganization [ME0] and a cupy given Lo the Toll-lree phone nuniker Phene numher
nprey warker 41 e of exam,
“ You may use any uther physician-generated document provided that the subsbitute document contains, al 3 minnem, | {Tg1-Tres 1ax namber Fax nwnber
the data elements on the MEDCO-14, \ J

Q inpired warkes s employed by a self-nsunng empleyer complete this form and mail or fax it to the self-insunng
gtoployer.

{Injured worker name Claim number SSN if claim number unknown Bate of injury N
[
[njured wurker occupation ’ Employer name
. )
- e ™
[T May return to work {RTW) with no restrictions on Work/Non-Work Capabilities
Noneatall Occasional Frequent  Continuous
% of Workday {8 hr} 0% 1-33% 34-66% 67-100%
I May ATW with restricttons due to work-related | Repetitions per hr -6 6-12 >12
injury/disease Lift/Carry
fram t0 Upto 10195 e O a a O
[campiete work/non-work capabilities on the right) 11-20 1bs.. = = = 0
prete wi - 2150 |bs.. O O a o
Work restrictions apply to¢ work and non-work activity. 51-100 108, s, O 0 a |
If restrictions cannot be met at work, then injured
warker s recommended to be off work | LT RS- D Q =
’ Twist/turn. .. a g a O
o Reach below kne .. a O
7
> The restrictions are [ permanent [J temporary? If Push/pull........ = o 0 O
S| temporary, how long? Stuatfkneel, .. O a | ]
= Stand/walk . .34 | a 0
& | Ol is totally disabled from work Sit... B | a m
g fram 0 No litting ahove shoulders.. OO W] ] [
= Please explain in the space provided below why the | Hand restrictions C] Left CIRight No use of [ Left TJ Right
= injured worker is unable to wark, due to work-related 8 ??Ulsﬁh\j’\feaf spltlnt " Ib 8 ﬁmd
L ‘ o lifting greater than s an
m]uny/}ilsease.. List tCD-9 co‘des for the altowed I No repetitive activites [ Finger
canditions being treated which prevent return to 3 No work with hot ar cold substances 1 Other
work.
DChange positions every CIwork activity as splint/bandage permits
i [(Javeid driving [ ]Keep wound cleanfdry [Jtimit working te Hrs./Day
Estimated RTW date

Physician's further explanation of work ahilities or why the injured worker is unable to perform any work:

\ Wy,
" | Has the work-related injury(s} or occupational disease reached a treatment plateau at which no fundamental functional or physiologicat change can be expec:adﬁ
E despite continuing medical or rehabilttative intervention (maximum medical improvement): ClvesINo

= Y Note: Periodic medical treatment may still be requested and provided,
K IF YES. give dats IF NO, please explain {attach additional sheet if necassary} y
@ Physician name and address {please print, type or stamp) M
= [] check if vocationat rehahilitation return to work services are indicated.
\Z

Date of this exam Fallow-up appointment

ate THme
r
J

§ cerufy the ahave informatics is carrect 1o the best of my knowledge. | am aware that any persan wha knowingly makes a lalse statameny, missepraseatation, concealment of fact or any othar act of fraud 1o chtain
payment a5 powided by BWE or who knowingly accepts paymest to which that persen is not entitled, is subject to fefony criminal prosecution and may, under appropriare criminal provisions, be pusished by a fine,
mpeisonment, o bath,
Phiysician signature Date
{mandatary) !

vy

Distribution: White-Physician Fax a copy to MCD  Yellow-Injured worker
BWC-3914 (Rev. 7/30/2008}
MEDCO-14



