Workers’ Compensation & Employment Safety
Industrial Accident Report

Commonwealth state employees are covered by the provisions of Chapter 152 of the Massachusetts General Laws,
generally known as the Workers’ Compensation Act.

The Human Resources Division (HRD) is the designated workers’ compensation carrier for state employees
responsible for administering the benefits as noted below. Please direct all medical care provider bills to:
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Workers’ Compensation Procedures
The EOVS - Industrial Accident Report is to be completed by the Supervisor/Manager with the Employee and

returned to the HR Workers’ Compensation Unit within 24 hours after incident, or as soon as possible. A
workers’ compensation claim cannot be processed without this report!

SECTION I: Supervisor's Responsibilities After an Injury Occurs (see below):

Upon learning of a work related injury the Supervisor/Manager:

A) Ensures that the injured employee seeks medical treatment if needed.
B) Notifies the HR Workers’ Compensation Manager via email; the Name, Date of the Accident and if the employee stayed
at work or left to receive medical attention.

Employee Forms - Required Signatures for a workers’ compensation claim to be processed:
The Supervisor/Manager must ensure the Employee signs the following forms:
e Page 3 - Concurrent Employment Review Form - Even if the Employee does not have another employer, the
employee MUST print N/A and sign the form.
e Page 4 - Authorization for Release of Medical Records
e Page 5 - Medical Release of Information

To ensure accuracy, it is recommended that the Employee complete the name, address, telephone, SSN, DOB, other
employers and any other personal information asked for on the forms. For truncated SSN# -the last four digits is required.

Supervisor/Manager Responsibilities:
Supervisor/Manager is responsible for completing the Industrial Accident Report with the Employee. They must ensure
that the Employee has signed all the required forms that are listed above.

The Supervisor/Manager must complete the following forms:

e Industrial Accident Report (pages 6-10)

e If Supervisor/Manager has concerns, note them on the Supervisor/Manager’s Review (page 9 & 10).

e The Supervisor/Manager must interview all witnesses and ensure that a Witness Report (page 11 & 12) is
completed by each witness, with specific details, and ensure the witness signs the report. Witness reports must
be completed immediately and submitted with the packet.

e For description of Injuries, Body Parts & Location examples —reference attachments pages 13&14.

Once all forms have been completed, the Supervisor/Manager must review all documentation for completeness, legibility,
accuracy of dates, and required signatures, including the Employee signature on all forms requiring their signature.

The Supervisor/Manager is responsible for immediately forwarding all medical documentation submitted by the Employee
to the HR Workers” Compensation Manager.

SECTION II: TO BE GIVEN TO THE EMPLOYEE: Detach and give entire section to the Employee. Explain
to the Employee the importance of the attachments and their responsibility to review, complete and return.

Please have physician’s statement completed after the medical exam has been done and return to the HR Workers’
Compensation Manager.

Department Head/Site Manager Responsibilities:

The Department Head/Site Manager must review the entire packet to ensure that the Employee and Supervisor/Manager
have completed and signed their sections. The Department Head/Site Manager must also complete the Manager’s Review
(page 10). After the Department Head/Site Manager’s review is completed and signed the entire packet MUST BE scanned/
emailed to the HR Workers’ Compensation Unit in Human Resources within 24 hours of the accident for processing.
Please include the injured employee’s name in the email/scan subject line.
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Commonwealth of Massachusetts

uman Resources Division

CONCURRENT EMPLOYMENT REVIEW FORM

All injured workers should complete the Concurrent Employment Review Form. The employee must report
all earnings and indicate if he/she will continue to work for another employer(s) (public or private) while the
workers’ compensation claim is being processed and throughout the course of his/her workers’
compensation claim.

If the employee is working at the time of the state industrial accident, the salary from that job must be
considered by the HRD adjuster when calculating the AWW and the Compensation rate. If the employee
continues to work at his/her other employment, he/she would be paid section 35 benefits and not section 34
benefits.

Your review of concurrent employment is separate from the Earnings Report authorized under M.G.L.
Chapter 152, s. 11D requiring the reporting of all earnings including wages or salaries earned from self-
employment. The purpose of this review is to insure that the employee receives the appropriate
compensation, which is based on the loss of all earnings. If the employee returns to any of his/her former
employer(s), adjustments must be made to the compensation rate and the payment section.

In the event the injured worker states that he/she has no concurrent employment, that should be noted on the
form and filed with the HRD Adjuster.

It is essential that the workers’ compensation agent incorporate this review into the initial agency level
claims investigation process. Please use the attached HRD “CONCURRENT EMPLOYMENT
REVIEW FORM”, when meeting with the injured worker when a claim is being filed.



Commonwealth of Massachusetts
Human Resources Division
Workers’ Compensation Section
100 Cambridge Street, Suite 600
Boston, MA 02114

CONCURRENT EMPLOYMENT REVIEWFORM

CLAIMANT’SNAME: SSN#
(last 4 SSN# required)

STATE AGENCY:
DATE OF INJURY:

OTHER EMPLOYERNAME: (public or private)

EMPLOYER ADDRESS:

CONTACT PERSON: Telephone #
DATES OF OTHER EMPLOYMENT: From To
DO YOU EXPECT THIS EMPLOYMENT TO CONTINUE? Yes No

JOB DESCRIPTION OF OTHER EMPLOYMENT:

Please list all positions both private and public other than the position for which you areclaiming workers’ compensation.
Attach a separate sheet for each position.

Week | Year: Gross Amount | Week | Year: Gross Amount | Week | Year: Gross Amount
No. Week Ending Paid including | No. Week Ending | Paid including | No. Week Ending Paid including
Month _ Day overtime Month __Day | overtime Month _ Day overtime

1 19 37

2 20 38

3 21 39

4 22 40

5 23 41

I 24 42

i 25 43

8 26 44

9 27 45

10 28 46

11 29 47

12 30 48

13 31 49

14 32 50

15 33 51

16 34 32

17 35

18 36

I hereby certify that theaboveinformation is a complete and accurate statement of income from any other employment. Signed under
the pains and penalties of perjury.

Claimant’s Signature (Employee’s Signature) Date

This statement ofincome is to be utilized to determine the amount of workers’ compensation you may receive for the injury for
whichyou have a claim.
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AUTHORIZATION FOR RELEASE OF
MEDICAL RECORDS

CLAIMANT’S NAME:

SOCIAL SECURITY #:

ADDRESS:

TELEPHONE NUMBER:

EMPLOYING AGENCY AND LOCATION:

DATE OF INJURY:

I am filing a claim for workers’ compensation benefits and hereby authorize any hospital or other medical provider to
release to the Human Resources Division (HRD), Workers” Compensation Section, any and all information relative to
my claim for benefits, including, but not limited to, psychiatric records, records pertaining to HIV (AIDS) or other
records especially those protected by law. 1 understand that HRD may share this information with my employer,
medical and or vocational rehabilitation consultants, utilization review consultants, physicians and other medical care
providers and other state agencies involved in the workers’ compensation process and I hereby authorize such release to
the other persons and entities described.

SIGNATURE: DATE:

PLEASE COMPLETE THIS AUTHORIZATION AND RETURN TO:

Human Resources Division
Workers’ Compensation Section
100 Cambridge Street, Suite 600

Boston, MA 02114

WC7/97



Commonwealth of Massachusetts
Human Resources Division
Workers’ Compensation Section
100 Cambridge Street, Suite 600
Boston, MA 02114

NOTICE OF INJURY/ILLNESS REPORT

This form is intended for internal use for all Human Resources Division/Workers’
Compensation Unit user agencies and must be completed in its entirety. All Notice of Injury
Reports must be electronically filed via eServices within 48 hours of an Industrial Accident.

Date of Injury/IlIness: Department:
Name:
(First) (Middle) (Last)
Sex: [Male [Female Employee ID#: Email
Employee Home Address: City: State: Zip:
Home Telephone: Cell Phone:
Date of Birth Assigned Unit/Program:
Native Language Code:
[11. English []2. Portuguese []3. Haitian Creole [14. Spanish
[15. Chinese 6. Vietnamese []7. Cape Verdean [ 8.Other:

Status: [_]Full Time Employee []Part Time Employee Shift:  [J1st [Jond  []3w

Scheduled days off: Occupation: (Official Position Title)
Injury Time: am/pm Date Injury Reported:
Time work began on day of event: am/pm

Event occurred: []Before Work shift []During Work shift []After Work shift

Describe how the injury occurred. Give SPECIFIC details/observations:
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I hereby swear under the pains andpenalties of perjurythatthe above statements are true and complete to the bestof my knowledge.

Print name of person completing this page:

(Signature) (Title) (Date)

Supervisor/Manager Questions

What was employee doing just before the event/incident occurred? Describe the activity as well as any tools, equipment or
material the employee was using. Be specific. (Examples: Walking down the hallway carrying supplies, Restraining a
patient; Pouring cleaning solution into a bucket in order to wash the floor)

Third Party Claim: [1Yes L1No (Examples: Defective equipment/machinery; work related motor vehicle accident)

How did the injury or illness occur: (Examples: Employee tripped over an electrical cord and fell to the floor, Patient was
flailing and hit the employee; Cleaning solution splashed while being poured)

What was the source of the injury or illness? Source means the object or substance that directly harmed the employee.
(Examples. The floor; a patient, cleaning solution)
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Supervisor/Manager Questions (Con’t)

Injury/Illness detail:
Identify the Body Part(s) affected. (see Body Parts Attachment for examples: back, face, arm, eyes,)

Nature of Injury/Illness. (see Injuries Attachment for examples: strained back, contusion; fracture or dislocation)

Select One or More Event Categories:

[ Fall [ Lifting ] MVA (Motor Vehicle Accident)
[ Assault [ Exposure to Harmful Substances [ Repetitive Use

[ Equipment [ Moving/Walking [ Stress/Heart Attack

(] Burn [ Cut [] Restraint

[ Other [ Needlestick/Bloodborne Pathogen Exposure

Severity of Injury or Illness:

___(HMinor injury; no likely lost time; no likely medical bills
___(2)Moderate injury; possible lost time; probable medical bills
___(3)Severe injury; probably 5 plus days lost time and medical bills
Where The Injury/Incident Occurred:

Building: Floor

Incident Location (be specific):
Indicate where the incident occurred on site for example: Bathroom, classtoom, hallway, stairwell

Was the injury the result of a violent act? O vyes [ No
Was the Employee engaging in usual job activities: O ves [ No

If no, explain:

Injury reported to:

Did the injured/ill Employee:

a. Lose consciousness? O ves [ No
b. Require medical treatment more than first aid? O ves [ No
c. Have an injury from a contaminated needle stick or other sharp device? [ Yes [ No
d. Have a significant work-related injury/illness diagnosed by a health care professional? L] ves [ No

e. Require transfer to another job or modified duty? L] ves [ No

If employee died as a result of injury/illness, what was the date of death? / /
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Supervisor/Manager Questions (Con’t)

Supervisor/Manager: Are you satisfied that the injury occurred as stated? O ves [ No
If no, explain:
Was the event witnessed? L ves* [ No

*If yes, provide the names of witnesses and ask thateach preparea witness statement in their own
handwriting and fax those statements to your assigned Workers’ Compensation Manager.

Witness: Name Title Tel
Name Title Tel
Did the employee seek medical attention? [ Yes ] No
If yes, where:

a. Facility:

b. Street:

c. Town:

d. Zip Code:
Did the Employee seek medical attention away from the worksite? L] Yes [ No
Was the Employee treated in an emergency room? L] ves [ No
Was the Employee hospitalized overnight as an in-patient? L] Yes [ No
Do you feel the Employee would benefit from a referral to Rehabilitation? 0 Yes [ No [ Unknown
Do you feel the claim warrants further investigation? L] Yes [ No

Please attach any information you feel would be useful to HRDWC Unit in managing this claim.

** Please send the Employee’s job description to your HR Comp Manager or HRD Adjuster **
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Supervisor/Manager Questions (Con’t)

Did the Employee request time off during or near the date of injury? D O Yes D [J No

Is there any disciplinary action pending on this Employee? D O Yes D [0 No
Was the Employee working an overtime shift? D O Yes D [J No
Is there video of the incident? D [ Yes D [0 No

Did the Employee return to work with light/modified duty limitations? D [ Yes D [J No

Please attach any information you feel would be useful to HRD/WC Section in managing this claim.

Supervisor Review: Date:
Print Name: Sign Name:

I hereby swear under the pains and penalties of perjury that the above statements are true and complete to the best of my
knowledge.

Manager’s Review: Are you satisfied that the injury occurred as stated? D 00 Yes |:| [0 No

If no, explain:

I hereby swear under the pains and penalties of perjury that the above statements are true and complete to the best of my
knowledge.

Manager: Date:
Print Name: Sign Name:
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Industrial Accident Report

WITNESS REPORT

Were you PRESENTat the event/ incident?|:| Yes |:| No
Did you SEE the incidentoccur? [0 Yes [ ] No
Name of Injured Employee: Accident Date:
Accident Location: Accident Time: L] am[Jopm
Witness Name (Please Print):
Witness Address:

Street Apt#/Box#

City / Town State Zip Code
Witness Home Telephone #: ( ) - Work Number: (_ ) -

WHAT HAPPENED? (Give SPECIFIC details of whatyouobserved.)

Are yourelated to the Employee? L]0 Yes [oNo

If YES, what is the relationship?

I hereby swearunder thepains andpenalties of perjurythatthe above statementsare true and complete to the bestof my knowledge.

Witness Signature Date

Page 11 0f 20 (Rev. April 2023)




Industrial Accident Report

WITNESS REPORT

Were you PRESENTat the event/ incident?[l Yes D No
Did you SEE the incidentoccur? [ 10 Yes [ ] No
Name of Injured Employee: Accident Date:
Accident Location: AccidentTime: O] am[Jopm
Witness Name (Please Print):
Witness Address:

Street Apt#/Box#

City / Town State Zip Code
Witness Home Telephone #: ( ) - Work Number: ( ) -

WHAT HAPPENED? (Give SPECIFIC details of whatyouobserved.)

Are yourelated to the employee? L]0 Yes CJoNo

If YES, what is the relationship?

I hereby swear under thepains andpenadities of perjurythatthe above statements are true and complete to the bestof my knowledge.

Witness Signature Date
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Commonwealth of Massachusetts
Human Resources Division
Workers’ Compensation Section
100 Cambridge Street, Suite 600

Boston, MA 02114
Attachment for Body Parts
Body Parts
Head: Hip/Buttocks/Groin (Buttocks) Upper Extremities:
Brain Hip/Buttocks/Groin (Groin) Arm(s), unspecified (Left)

Ear(s), unspecified

Hip/Buttocks/Groin (Hips)

Arm(s), unspecified (Right)

Ear(s), external Shoulder(s) (Left) Arm(s), unspecified (Both)
Ear(s), internal Shoulder(s) (Right) Arm(s), unspecified (Armpit)
Eve(s) (Left) Shoulder(s) (Both) Arm(s), upper (Left)

Eye(s) (Right)

Trunk, Multiple

Arm(s), upper (Right)

Eye(s) (Both)

Lower Extremities:

Arm(s), upper (Both)

Face, unspecified

Leg(s), unspecified (Left)

Elbow(s) (Left)

Jaw, Chin Leg(s), unspecified (Right) Elbow(s) (Right)

Mouth & Throat (Lips) Leg(s), unspecified (Both) Elbow(s) (Both)

Mouth & Throat (Multiple) Knee(s) (Left) Arm(s), lower (forearm) (Left)
Mouth & Throat (Tongue) Knee(s) (Right) Arm(s), lower (forearm) (Right)
Mouth & Throat (Tooth/teeth) Knee(s) (Both) Arm(s), lower (forearm) (Both)

Mouth & Throat (Unspecified)

Leg(s), lower (e.g. calf, shin) (Left)

Arm(s), multiple (Left)

Mouth & Throat (Internal (e.g. vocal cords. larynx))

Leg(s). lower (e.q. calf, shin) (Right)

Arm(s), multiple (Right)

Nose

Leg(s), lower (e.g. calf, shin) (Both)

Am(s), multiple (Both)

Face, multiple

Leg(s), multiple (Left)

Wrist(s) (Left)

Face (Cheeks) Leg(s). multiple (Right) Wrist(s) (Right)

Face (Forehead) Leg(s), multiple (Both) Wrist(s) (Both)

Scalp Leg(s), upper (e.g- thigh, hamstring) (Left) Hand(s), not wrist/fingers (Left)
Skull Leg(s), upper(e.g. thigh, hamstring) (Right) | Hand(s) notwrist/fingers (Right)
Head, Multiple Leg(s), upper(e.g. thigh, hamstring) (Both) | Hand(s) notwrist/fingers (Both)
Head Ankle (Left) Finger(s)

Neck: Ankle (Right) Upper Extremities, multiple (Left)
Neck & cervical vertebrae Ankle (Both) Upper Extremities, multiple (Right)
Trunk: Foot or Feet, except ankle/toe (Left) Upper Extremities, multiple (Both)
Trunk, UNS Foot or Feet, except ankle/toe (Right) Other:

Abdomen, internal organs/ernia FootorFeet, except ankle/toe (Both) Other (Body system)

Back Toe(s) Other (Multiple body parts)

Chest/Breastbone (Interna organs)

Lower Extremities, multiple (Left)

Non-Classifiable

Chest/Breastbone (Ribs, breastbone)

Lower Extremities, multiple (Right)

Lower Extremities, multiple (Both)

Injury Site Locations Examples (Select One Only)

Residential Settings

UJ Floor U] Classroom [J Dining Area
L] Bathroom [ Kitchen [J Office

[ Intake Area [] Lobby [ Bedroom
[IFitness Area [] Laundry Area [ Dayroom

[0 Outdoor Recreation Area

[J Recreation/TV Area
(1 Sally Port

1 Gym

O Greenhouse

(] Control Area (Supervising Desk)

] Specific Room (Number ) [ Specific Hallway ( )
[ Specific Stairwell ( )

Community Settings

[ Courthouse

[ Street
Page 13 of 20

[J In Vehicle [ School

[ Other:

[ Other:

U] Parking Lot [ Family Dwelling
[J Community Recreation Site [Retail Location— Business Site
[ State or Provider Office Location (DCF, DMH, Non-DYS)

(] Medical Building
[ District/Satellite Office
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Commonwealth of Massachusetts
Human Resources Division
Workers’ Compensation Section
100 Cambridge Street, Suite 600

Boston, MA 02114
Attachment for Injuries
Injuries

Acute Injuries: Mental disorders:
Amputation, enucleation Mental disorders (Anxiety attacks)
Asphyxia, suffocation Mentaldisorders (Othermental disorderor syndrome)
Bumn, heat Mental disorders (Stress)
Burn, chemical Other Work-related diseases/disorders:
Concussion Otheroccupational disease
Contusion, crushing, bruise Diseases of central nervous system
Cut, laceration, puncture (Except needlestick injury) Diseases of peripheral nerves and ganglia
Cut, laceration, puncture (Needlestick/sharp injury) Disease of the blood and blood forming organs
Cut, laceration, puncture (Splinter, chip (foreign body)) Disease of the gastro-intestinal tract
Dislocation Carpal tunnel syndrome
Fracture Poisoning and toxic effects:
Effects of exposure to low temperature Otherpoisoning due to toxic materials
Effects of environmental heat Effects oflead
Hernia, rupture Respiratory conditions:
Effects of radiation Otherrespiratory condition
Scratches, abrasion Upper respiratory condition (e.g. allergic rhinitis)
Sprains, strains Asthma
Multiple injuries Asbestosis
Effects of atmospheric pressure Silicosis
Bite/Burn/OtherInjury (Bite, animal) Influenza/Pneumonia (Influenza)
Bite/Burn/OtherInjury (Bite, human) Influenza/Pneumonia (Pneumonia)
Bite/Burn/OtherInjury (Bite, insect) Skin conditions:
Bite/Burn/OtherInjury (Burn, other) Dermatitis
Bite/Burn/OtherInjury (Otherinjury) Infections of the skin
Electric shock/electrocution Other skin conditions
Heart/Circulatory System Conditions: Tumor, cancer:
Heart/Circulatory System (Heart condition/attack) Tumor, unspecified
Heart/Circulatory System (High blood pressure) Malignant Tumor
Heart/Circulatory System (Stroke or other circulatory condition) Benign Tumor
Hearing and eye disorders: Symptoms, ill defined conditions:
Hearing loss or impairment Symptoms, ill defined conditions (Back pain, hurt back)
Conjunctivitis Symptoms, ill defined conditions (Chest pains)
Otherdiseases of the eye Symptoms, ill defined conditions (Dizziness)
Infectious or parasitic diseases: Symptoms, ill defined conditions (Headaches, migraine)
Tetanus Symptoms, ill defined conditions (Nausea, vomiting)
Tuberculosis Symptoms, ill defined conditions (Pain/Soreness, except back orchest)
Infectious/Parasitic Diseases (Lyme disease) Symptoms, ill defined conditions (Sick building syndrome)
Infectious/Parasitic Diseases (Otherinfectious or parasitic diseases) | Symptoms_ill defined conditions (Other symptoms and illdefined conditions)
Hepatitis - viral Other:
Inflammation of the joints or tendons: No injury or illness
Joint Inflammation, etc. (Arthritis) Damage to prosthetic devices
Joint Inflammation, etc. (Bursitis) Non-classifiable (Exposure to saliva/body fluids)
Joint Inflammation, etc. (OtherInflammation of the joints) Non-classifiable (Non-dlassifiable)
Joint Inflammation, etc. (Sciatica) Complications peculiarto medical care
Joint Inflammation, etc. (Tendonitis)
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SECTION II:

TO BE GIVEN TO THE EMPLOYEE

Industrial Accident Instructions for Employees

. To ensure you follow the proper procedures, it is your responsibility to read the attached
Injured Workers’ Guide to Medical Treatment regarding the Human Resources
Division, Workers’ Compensation policy.

. Youmust signthe Injury Report, the Authorization for Release of Medical Records,
Medical Release of Information and the Concurrent Employment Review Form.
(These formswere in the original injury report that your supervisor/manager completed
with you.)

. If outside medical treatment is necessary, youmust give the attached Physician Report
tothe treating physician to complete. Once completed, the report MUST be returned
(or faxed) to the HR Workers’ Compensation Manager immediately.

. If medical attention is needed, you havethe option to use your own medical provider or
seek the nearest the medical provider. If you are unable to transport yourself, your
supervisor/manager can assist in making arrangements for you.

After treatment, you should return to work. If you are unable to returnto work after
treatment, YOU MUST CALL YOUR SUPERVISOR/MANAGER TO NOTIFY
THEM THAT YOU ARE UNABLE TO RETURN TO WORK.

. Communication between you, your Employer and the Workers’ Compensation Manger
is essential in properly managing your industrial accident claim. You must submit all
subsequent medical documentation to the HR Workers’ Compensation Manager.

. Please follow instructions on the attached Workers’ Compensation Temporary
Prescription ID Card in order to obtain medications.
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Commonwealth of Massachusetts
Human Resources Division
Workers’ Compensation Section
100 Cambridge Street, Suite 600
Boston, MA 02114

PHYSICIAN’S REPORT

Report status: Initial Follow-up
TO BE COMPLETED BY EMPLOYER:
Name of Facility/Agency phone ( )
Address:
Name/Title of Workers” Compensation Contact:
TO BE COMPLETED BY EMPLOYEE:
Full Name Date of Birth: / /
Address:
Date of Injury: Social Security No.: - -
Hasemployee received prior medicaltreatment forthis injury? Yes No
Ifyes, by whom?
TO BE COMPLETED BY MEDICAL PROVIDER/OFFICE STAFF:
Physician Name (print or type): Date of Exam / /
License No.: Specialty: Date of Report / /

Mailing Address:

TO BE COMPLETED BY PHYSICIAN (MEDICAL EXAMINATION RESULTS):
Provide patient’s statement asto howthe injury occurred:

Is there a history/evidence of pre-existing injury/disease: Yes No
Ifyes, explain:
Subjective Complaints:

Objective Findings:

Neurological Findings (if any):

Diagnosis:
Plan of Treatment:
Inyour opinion, was the accident/exposure a producing/contributingcause of the injury ? Yes No
Is theemployee able to perform his/her regular work duties? Yes No
Ifno, employee may return to full duty in days/weeks. (Circle one)

FUNCTIONAL LIMITATIONS:
Temporary modified work may be available at state facilities. The employermay develop a modified job based on any restrictions
described below. Patient CANNOT:

SIT morethan_____ hours/day
STAND morethan_____ hours/day
CARRY more than 10 20 30 40 50 Ibs.
PUSH more than 10 20 30 40 50 lbs.
PULL more than 10 20 30 40 50 Ibs.
DRIVE VEHICLE Yes  No__
OTHER (please describe):

(Physician Referrals Only) Indicate Physician: Specialty:

SIGNATURE OF PHYSICIAN

I certify underthe pains and penalty of perjury that I have personally examined the above named employee.

Signature: Date:
(Iam a duly licensed physician) HRD (WC)304-01/04
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Injured Workers’ Guide to Medical Treatment

The Human Resources Division/Worker’s Compensation Unit (HRD/WC) is the insurer and the
Utilization Review provider for your industrial accident. Your agency workers’ compensation
agent will provide you with an HRD/WC Notice of Injury Packet and an my Matrixx an Express
Script (hereinafter ESI) First Fill Form. Please make sure that your agency workers’
compensation designee has completed the entire packet and advised HRD/WC of your claim.
Upon receipt of your claim, the HRD/WC will assign a file number. If you have questions
regarding your claim, you may call HRD/WC 1(617) 727-3437 and ask to speak with the
adjuster for your employer agency.

The Department of Industrial Accidents (DIA) requires all workers’ compensation insurers to
perform utilization review to determine the medical necessity of health care services. You or
your medical provider must contact HRD regarding treatment for your work-related injury. You
may contact the Utilization Review department once a claim has been filed at 1(800) 266-7991
or by fax at 1(617) 727-7816.

Please notify your medical provider to forward medical bills and their attachments to
HRD/Workers' Compensation Unit, P.O. Box 211134, Eagan, MN 55121. Under no
circumstances should you provide your employing agency as the insurer. HRD does not
reimburse for co-payments resulting from the use of another insurance policy.

The Executive Office of Health and Human Services (EOHHS) has statutory authority under
M.G.L. c. 152, §13 and M.G.L. c. 118G to regulate rates of payment for hospitals, health care
providers and prescription drugs covered by insurers under the Workers’ Compensation Statute.
The rates of payment provided by HRD/WC is consistent with the fee schedule established by
EOHHS. Reimbursement for health care services is considered payment in full; your provider
may not bill you more than the established rate of reimbursement. Please inform your medical
provider, that to be considered for reimbursement, all bills must be received on a HICFA 1500 or
UB 04 form with a detailed description of the services rendered attached.

Injured workers are required to use the First Fill Form referenced above to fill prescriptions
related to the work injury. A prescription card will be mailed to you directly from ESI after your
claim has been filed. ESI is a pharmacy benefit management company that is uniquely set up to
provide prescription medications for work-related injuries. Please refer to the First Fill Form in
your Notice of Injury Packet for information and participating pharmacy.



Workers’ Compensation Temporary Prescription ID Card

)) To the Injured Worker: Express Scripts A

On your first visit, please give this notice to any ID #:
Your SSN is your temporary ID number; present to the pharmacy at the
time prescription is filled. You will receive a new ID number shortly.

pharmacy listed on the back side to speed processing

your approved workers’ compensation prescriptions

Date of Injury: / 4
MM/DD/YYYY

(based on the guidelines established by your

employer). Questions or need assistance locating a Group #: MSAA

participating retail network pharmacy? Call the

Express Scripts Patient Care Contact Center at (800) Employee Date of Birth: ! !
945-5951. J
- R

Thank you for using a participating retail network
pharmacy. Even though there is no direct cost to you,

)) To the Pharmacist: it's important that we all do our part to help control the

Express Scripts administers this workers’ rising cost of healthcare. Please see other side for a list

compensation prescription program. Please follow the L of participating retail network pharmacies. g

steps below to submit a claim. Standard claim
limitation is $150.00, or a day supply exceeding 14 )) To the Supervisor: Please fill in the

days. This form is valid for up to 30 days from DOI. i i .
information requested for the injured worker.

Limitations may vary. For assistance, call Express

Scripts at (888) 786-9640. Employer Name
Commonwealth of Massachusetts

Employee Information

Pharmacy Processing Steps
Step 1: Enter bin number 003858 First M Last

Step 2: Enter processor control A4

Step 3: Enter the group number as it appears above

Step 4: Enter the injured worker’s nine-digit ID number Street Address or PO Box
Step 5: Enter the injured worker’s first and last name
Step 6: Enter the injured worker’s date of injury
(enter in DOI field in the format YYYYMMDD) City State 2P
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Participating Retail Network Pharmacies

A&P

Acme Pharmacy
Albertson’s
Albertson’s/Acme
Albertson’s/Osco
Albertson’s/Sav-On
Amerisource
Bergen

Anchor Pharmacies
Arrow

Aurora

Bartell Drugs
Bigg’s

Bi-Lo

Bi-Mart

BJ’s Wholesale
Club

Brooks

Brookshire Brothers
Brookshire Grocery
Bruno

Carrs

Cash Wise
Coborn’s

Costco

Cub

Cvs

D&W

Dahl’s

Dierbergs

Discount Drugmart
Doc’s Drugs
Dominicks

Drug Emporium
Drug Fair

Drug Town
Drug World
Eckerd
Econofoods
EPIC Pharmacy
Network
FamilyMeds
Farm Fresh
Farmer Jack
Food City

Food Lion
Fred’'s

Gemmel

Giant

Giant Eagle
Giant Foods
Hannaford
Harris Teeter
H-E-B
Hi-School
Pharmacy
Hy-Vee
Jewel/Osco
Kash n Karry
Keltsch

Kerr

Kmart

Knight Drugs
Kroger
LeaderNet (PSAO)
Longs Drug Store

Major Value
Marsh Drugs
Medic Discount
Medicap
Medistat

Meijer

Minyard

NCS HealthCare
Neighborcare
Network
Pharmaceuticals
Northeast
Pharmacy Services
Osco

P & C Food
Markets
Pamida

Park Nicollet
Pathmark
Pavilions

Price Chopper
Publix

Quality Markets
Raley’s
Randalls

Rite Aid
Rosauers

Rx Express
RXD

Safeway
Sam’s Club
Sav-On

Save Mart

Schnucks
Scolari’s
Sedano
Shaw’s
Shop ‘N Save
Shopko
ShopRite
Snyder

Stop & Shop
Sun Mart
Super Fresh
Super Rx
Target
Texas Oncology
Srvs

The Pharm
Thrifty White
Times

Tom Thumb
Tops

Ukrop’s
United Drugs
United
Supermarkets
Vons
Waldbaums
Walgreens
Wal-Mart
Wegmans
Weis

Winn Dixie

To search for participating pharmacies in your area, please use the “Find a Pharmacy” tool
located at: http://www.express-scripts.com/services/workerscompensation/

NOTE: This form is not valid in the state of Ohio. For all other states, liability of a workers’ compensation
claim is not assumed based on the dispensing of medication(s) to a patient.
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FORM 127

www.mass.gov/dia

The Commonwealth of Massachusetts

Department of Industrial Accidents
Lafayette City Center, 2 Avenue de Lafayette, Boston, MA 02111-1750
Info. Line (800) 323-3249 Inside Mass. / (857) 321-7470 Outside Mass.

AVERAGE WEEKLY WAGE COMPUTATION SCHEDULE

DIA USE ONLY

Print or Type

1. Employer’s Name and Address:

2. Insurer’s Case File #:

3. DIA Board # (if known):

4. Employee’s Name and Address:

5. # of dependent children:

6. # of other dependents:

7. Date of Injury (mm/dd/yyyy):

8. Date of Disability (mm/dd/yyyy):

9. Date of Employment (mm/dd/yyyy):

10. Has employee been certified by U.S. Veterans Administration for any type of disability? I:l Yes I:l No

Indicate only those wages earned by the injured worker during the 52 week period immediately preceding the accident. If the injured
employee has worked for less than 52 weeks, report wages from the time worked and, for the remaining weeks on this schedule,

substitute wages of a fellow employee in the same class of employment who has worked for one year or more.

11. | Year: Gross A Year: Gross A Year: Gross A
\;\\/Ii:fk Week Ending ];::)fs;re rrfn;;t;r;t I\;V(;zak Week Ending Brgfsosre ]I?a (;Lz;t ?\IV:ek Week Ending Brgfsosre f;; (;l:;t
Month | Day ' Month | Day . Month | Day
1 19 37
2 20 38
3 21 39
4 22 40
S 23 41
6 24 42
7 25 43
8 26 44
9 27 45
10 28 46
11 29 47
12 30 48
13 31 49
14 32 50
15 33 51
16 34 52
}; gg Total:
12. Was room furnished to the employee? | 13. If tips or other benefits were earned, describe and state value per week:
I:l Yes I:l No
THIS IS A TRUE COPY OF THE PAYROLL RECORD OF THE ABOVE NAMED EMPLOYEE OR FELLOW EMPLOYEE IN THE SAME CLASS OF EMPLOYEMENT
14. Name of Fellow Employee (if 15. Employer/Preparer Signature: 16. Date Signed (mm/dd/yyyy):
applicable):

Make any comments on the reverse side of this form or on a separate sheet.

Form 127 — Revised 7/2019
Reproduce as needed.
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