Workers’
Compensation 101

Jennifer Ruedas Adriana Talbot
WC Claims Manager WC Program Consultant

YEARS STRONG © 2024 Texas Association of School Boards, Inc. All rights reserved.




Course Objectives

Introduction to Workers’ Compensation
ldentifying the Benefits of a Workers’ Compensation Program
Understanding the Claim Reporting Process

Understanding Workers’ Compensation Forms and Deadlines

Strategies for Effectively Managing Claims




Workers’ Compensation in Texas

m State-regulated program

\‘\\ First laws enacted in 1913, in Texas

Eﬂ Formulated after the Industrial revolution




Texas Department of Insurance (TDI)

* Founded in 1876 as the Department of Insurance,
Statistics, and History

* Regulates state insurance industry
» Oversees Texas workers’ compensation system

TDI

Image source: https://www.tdi.texas.gov/wc/index.html

Texas Department
of Insurance




Division of Workers’ Compensation (DWC)

« Administers and operates the Texas
workers’ compensation system

* Mediates the dispute process

e Serves as resource
m Texas Department eukanceo v Google D
of Insurance Topics: ABCDEFGHIJKLMNOPQRSTUVWXYZ

Workers' Compensation

Who can help me if | get sick or injured at
work?

rk there is help. DWC claims and
mer services staff talk about all the ways we are here for you.

‘Watch: "We are here for you.

Injured employee resources

Image source: https://www.tdi.texas.gov/wc/index.html




Texas Department of Insurance (TDI) &
Division of Workers’ Compensation (DWC)

Both have authority to assess penalties and fines
related to workers’ compensation in Texas




Employer Responsibilities
4 \ 4

Political Subdivisions in
Texas are required to

Arecord Is a First Report

create a record of every of Injury/lliness (FROI)

known or reported on-the-
__ job injury or illness

—— TASB"
ﬂ RISK
~—) FUND
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Employer Responsibilities

Create the Record Copy employee with File when required
rights & responsibilities by State




Send the specified copies to your
Workers' Compensation Insurance Carmer
and the injured employee

u
*Employers - Do not send this form to the
Texas Department of Insurance, Division of Workers' Compensation,
Unless the Division specifically requests a direct filling CLAIM 2

. CARRIER'S CLAIM # _ 4 I
1. Name (Last. First. M 1) ZSex M o 15 Date of injury (m-d-y) 16 Time of Injury 17. Date Lost Time Began |
F M (m-a-y) ‘
w g P
3 Social Security Number 4. Home Phone 5. Date of Birih (m-d-y) ) 18 Nature of Injury” T19. Pan of Body Injured or Exposed* 1
( )
6. Does the Employee Speak Engiish? _ If No, Specity Language 20 How and Why Inpury/isne:
yEsg NoQ
7. Race = 8. Ethnicity Hispas 21. Was employee 22 Worksde Locaton of Injury (stairs, dock, etc )*
waite B Ispanic ] goinghis  yes &
Back B Asan O Natve American [ omer B regular ob? No O
§ Maling Address  Street or P.O. Box 23, Addr Nhere injury of Exposure Occurred Name of business f incident

occurred on a business sde

° T h e r e C O r d o 7o Gode o L C.0 T County

10. Martal Status City State Zp Code

Married EL wigowea [ *.g-jy:v.}l:ﬂln Single O  oworces O

11. Number of Dependent C ] 12. Spouse's Name 24 Cause of Injury(fall, tool, machme, etc. ) ) I
DW C 1 13. Doctor's Name 5 List Winesses d

14. Doctor's Madling Address (Street or PO Box) 26. Return to work | 27 Did employee 28. Supervisor's | 29 Date Reported
date/or expected die? Name (m-ay)
° (m-d-y)
Ch State Code
Cay tate Zp Code vesB no 3 ’
30 Date of Hire (m-a-y) 31. Was employee hired of recrulied In Texas? 32. Lengih of Service in Current Posion 33 Lengih of Service In Occupation
ves B wno O Months Years i Montns Years
34 Employee Payroll Classification Code 35, Occupabion of Injured Worker
| 36. Rate of Pay at ths Job 37 Fusl Work 38 Last Paycheck was 39. 1s employee an Owner, Parner
or Corporate Officer?
s Hourty § Weekly Hours Days B for Hours or Days ves O no O
40 Name and Ttle of F n Completing Form 41, Name of Business 1
42 Business Maling Address and Telephone Number | 43 Business Location (It different trom mailing address) |
Street or P.O. Box Telephone Numbers and Street
( )
City State Zip Coae I Cay State Zip Code
44 Federal Tax identification Numbes 45_Prmary North Amenican Industry Classification System 46, Specific NAICS Code | 47 Texas Comptrolier Taxpayer No.
Codge (6 digit) (6 aigit) ‘
| 48. Workers' Compensation Insurance Company ‘ 49 Policy Number l
50. Did you request accident prevention services in past 12 month:
vesO wnoO it yes, did you receive them? vesO wnoO
Signature and Tile (READ INSTRUCTIONS ON INSTRUCTION SHEET BEFORE SIGNING)
x - Date
DAICTORM-T IV 2005) Pege: | |II”|I ”Il ||I\ II| ’lI ““ ||III| |IIH I| |” II‘I| I”l III‘ BEVESION O INOENERS- COMPENIATION




Injury/Claim

 Physical
* Occupational Disease/lliness
* Psychological Trauma




Send the specified copies to your
Workers' Compensation Insurance (
and the injured employee

n
*Employers - Do not send this form to the
Texas Department of Insurance, Division of Workers' Compensation,
Unless the Division specifically requests a direct filing CLAIM 2

n CARRIER'S CLAM # = l
1. Name (Last_ First, M 1) ZSex M o 15 Date of injury (m-d-y) 16 Time of Injury 17. Date Lost Time Began |
F M (m-ay) ‘
w3 Pm
3. Social Security Number 4. Home Phone 5. Date of Birih (m-d-y) B 18_ Nature of injury” 19, Part of Body Injured or Exposed® 1
( )
6. Does the Employee Speak English? _ If No, Speciy Language 20 How and Wiy Injury/iiness Occurred*
YESp wNoQ
7. Race 8. Ethnicity 21. Was employee 22 Worksdte Locaton of Injury (stairs, dock, etc )*
A Hispanic
] . wnite [J spanic goingnis  ves &
sack @  Asian O Natve American [ omer B reguiar job? No O
. G Malling Address  Street or P.O. Box [ 23, Address where Injury of Exposure Occurred Name of business i incident

occurred on a business sie |
City State Zip Code County I Street of P.O. Box County !

out of and in the course i~ g g peperm - T

11. Number of Dependent Chiaren 12. Spouse's 24 Cause of Injury(fail, tool, machine, etc. )*
= Jury

13. Doctor's Name ' List Witnesses

[
Of e I I I p I Oyl I I e I It ] C au S I n g 14. Doctor's Madling Address (Street or P.O Box) 26. Return to work | 27. Did employee

28. Supervisor's |
date/or expected ae? Name (m-a-y)
(m-d-y)
Cn Stat Zp Code
I I t t I y e ® Code vesH o B \
g 30 Date of Hire (m-d-y) ‘ 31. Was employee hired of recrulied in Texas? 32. Lengin of Service in Current Posftion 33 Lengih of Service In Occupation
- ves O no O Months Years & Months Years |
h S I C a I St r Ct l I re Of t h e 34_Empioyee Payroll Classification Code 35 Occupation of Injured Worker
y | 36. Rate of Pay at thes Job ‘ 37. Full Work Week is. 38 Last Paycheck was 39. 15 employee an Owner, Partner
p LI or Corporate Officer?
s Hourty § Weekly l Hours Days s for Hours or Days ves O no O
b O d y 40 Name and Tiie of Pe a1, Name of Business ]
42 Business Mailing Address and Telephone Number | 43 Business Location (It different from mailing address) |
Street or P.O. Box Telephone Number and Street
( )
City State Zip Code Caty State Zip Code J
44. Federal Tax identification Number 45_Primary North American Industry Classification System 46, Specific NAICS Code | 47 Texas Comptrolier Taxpayer No
Code (& digit) (6 aqigit) ‘
| 48 Workers' Compensation Insurance Company ] 49 Policy Number

50. Did you request accident prevention services in past 12 months?

ves O wnoO If yes_ did you receive them? vesO wnoO
7. Signature and Tille (READ INSTRUCTIONS ON INSTRUCTION SHEET BEFORE S

GNING)

- Da

DWC FORM-1 (Rev. 10/05) Page 3 | III“lI ”Il ||I‘I|| ’Il HH ||III| ||IH II“’ II‘I| I”‘ |II‘ DIVISION OF WORKERS' COMPENSATION
i




COVID-19

* Ordinary disease of life, general public
IS exposed

RRRRRRRRRRR © 2024 TASB, Inc. All rights reserved.




COVID-19

When to Report

* Employee insists that if not for work, they wouldn’t have contracted
the virus

« As of June 15, 2023, presumption no longer in effect for first
responders with dates of injury/iliness on or after March 13, 2020

© 2024 TASB, Inc. All rights reserved.



General Definitions

« Compensable injury
» Course and scope of employment

Labor Code §401.011, General Definitions




Scenario #1




Employee
Strains Back

Moving a Box of * Informs co-worker

Books « Co-worker instructs to file a WC
claim

» Refuses, says no time for
paperwork

* Will use personal group insurance




Employee
Strains Back
Moving a Box of

* Informs co-worker
Books

e Co-worker instructs to file a WC claim =

» Refuses, says no time for paperwork =

* Will use personal group insurance =




“Reasonable Report”

* |S someone an employee Is reasonably
expected to report to

Example: Supervisors, Nurses, Secretaries,
Principals, Managers, Leads, etc.




“Reasonable Report”

* You know
* Report

« With or without employee’s
consent

© 2024 TASB, Inc. All rights reserved.


https://owl.excelsior.edu/research/note-taking/note-taking-documenting-notes/
https://creativecommons.org/licenses/by/3.0/

Employer
Responsibilities
(Report to State)

 More than 1 day lost time
(even If paid)

 Medical Care

* Occupational Injury/lliness

Due by 8™ day of above

Send the specified copies to your
Workers' Compensation Insurance (
and the injured employee

*Employers - Do not send this form to the
Texas Department of Insurance, Division of Workers' Compensation,

Unless the Division specifically requests a direct filing CLAIM 2
CARRIER'S CLAM # = l
1. Name (Last_ First, M 1) ZSex M o 15 Date of injury (m-0-y) 16 Time of Injury 17. Date Lost Time Began |
F M (m-ay) ‘
w3 Pm
3. Social Security Number 4. Home Phone 5. Date of Birih (m-d-y) B 18_ Nature of injury” 19, Part of Body Injured or Exposed®
( )
6. Does the Employee Speak English? _ If No, Speciy Language 20 How and Wiy Injury/iiness Occurred*
YESp wNoQ
7. Race 8. Ethnicity 21. Was employee 22 Worksdte Locaton of Injury (stairs, dock, etc )*
A Hispanic
wnite [J spanic goingnis  ves &
sack @  Asian O Natve American [ omer B reguiar job? No O
G Malling Address  Street or P.O. Box [ 23, Address where Injury of Exposure Occurred Name of business i incident
occurred on a business sie |
City State Zip Code County I Street of P.O. Box County !

10. Martal Status ] City State Zp Code

mamed 0 wisowea [ separated B singte 0 oworces O

11. Number of Dependent Chiaren [ 12. Spouse's

| 24 Cause of Injury(fall, 10ol, machine, etc. )*

13. Doctor's Name ' 5. List Winesses

14. Doctor's Madling Address (Street or P.O Box) 26 Return to work | 27. Did employee 28. Supervisors |
date/or expected ae? Name (m-a-y)
(m-d-y)
City Stat Zp Code
e » Code YE =] NO o \
30 Date of Hire (m-d-y) ‘ 31. Was employee hired of recrulied in Texas? 32. Lengin of Service in Current Posftion 33 Lengih of Service In Occupation
ves O no O Months Years & Months Years |
34 Employee Payroll Classification Code 35. Occupabion of Injured Worker
| 36 Rate of Pay at thes Job ‘ 37 Full Work 38 Last Paycheck was 39. Is employee an Owner, Partner
or Corporate Officer?
s Hourty § Weekly l Hours Days s for Hours or Days ves O no O
40 Name and Title of Pe 41, Name of Business ]
42 Business Mailing Address and Telephone Number | 43 Business Location (It different from mailing address) |
Street or P.O. Box Telephone Number and Street
( )
City State Zip Code Caty State Zip Code J
44. Federal Tax identification Number 45_Primary North American Industry Classification System 46, Specific NAICS Code | 47 Texas Comptrolier Taxpayer No
Code (& digit) (6 qigit) ‘
| 48 Workers' Compensation Insurance Company ] 49 Policy Number
0. Did you request accident prevention services in past 12 months? 2
ves O wnoO i yes, did you receive them? vesO wnoO
1. Signature and Tile (READ INSTRUCTIONS ON INSTRUCTION SHEET BEFORE SIGNING)
- Dat
DWC FORM-1 (Rev. 10/05) Page 3 | III“lI ”Il ||I‘I|| ’Il HH ||III| ||IH II“’ II‘I' I”‘ |II‘ DIVISION OF WORKERS' COMPENSATION
aje SO e D al.1eXas.go de




Send the specified copies to your
Workers' Compensation Insurance (
and the injured employee

*Employers - Do not send this form to the
Texas Department of Insurance, Division of Workers' Compensation,
Unless the Division specifically requests a direct filing CLAIM 2

] ] [ ] [ ] CARRIER'S CLAIM # _ L. l
1. Name (Last_ First, M 1) ZSex M o 15 Date of injury (m-d-y) 16 Time of Injury 17. Date Lost Time Began |
F M (m-ay) ‘
w3 Pm
3. Social Security Number 4. Home Phone 5. Date of Birih (m-d-y) B 18_ Nature of injury” 19, Part of Body Injured or Exposed® 1
( )
6. Does the Employee Speak English? _ If No, Speciy Language 20 How and Wiy Injury/iiness Occurred*
YESp wNoQ
7. Race 8. Ethnicity 21. Was employee 22 Worksdte Locaton of Injury (stairs, dock, etc )*
A Hispanic
wnite [J spanic goingnis  ves &
sack @  Asian O Natve American [ omer B reguiar job? No O
G Malling Address  Street or P.O. Box [ 23, Address where Injury of Exposure Occurred Name of business i incident

occurred on a business sie |

e Create the Record | | arom . |

10. Martal Status ] City State Zp Code
- - mamed 0 wisowea [ separated B singte 0 oworces O = e £
C I I I 11. Number of Dependent Chidren [ 12. Spouse's - ‘ 24 Cause of Injury(fall, tool, machine, etc.)*
O py e I I l p Oye e WI t rI g tS 13 Doctor's Name ' 25, List Witnesses ]
- R - 14. Doctor's Madling Address (Street or P.O Box) 26. Return to work | 27. Did employee 28. Supervisors |
datefor expected ae? Name (m-a-y)
n r n I I o
City Stat Zp Code
e ® Code vesB o B \
30 Date of Hire (m-d-y) ‘ 31. Was employee hired of recrulied in Texas? 32. Lengin of Service in Current Posftion 33 Lengih of Service In Occupation
ves O no O Months Years & Months Years |
34 Employee Payroll Classification Code 35. Occupabion of Injured Worker
| 36. Rate of Pay at thvs Job ‘ 37. Ful Work 38 Last Paycheck was 39. Is employee an Owner, Partner
or Corporate Officer?
s Hourty § Weekly l —_ Hours —_Days s for Hours or Days ves O no O
40 Name and Title of Pe 41, Name of Business ]
42 Business Mailing Address and Telephone Number | 43 Business Location (It different from mailing address) |
Street or P.O. Box Telephone Number and Street
( )
City State Zip Code Caty State Zip Code J
44. Federal Tax identification Number 45 Pnmary North Amenican industry Classification System 46 Specific NAICS Code | 47 Texas Comptrolier Taxpayer No
Code (& digit) (6 qigit) ‘
| 48 Workers' Compensation Insurance Company ] 49 Policy Number |

50. Did you request accident prevention services in past 12 months?

ves O wnoO If yes_ did you receive them? vesO wnoO
7. Signature and Tille (READ INSTRUCTIONS ON INSTRUCTION SHEET BEFORE S

GNING)

- Da

DWC FORM-1 (Rev. 10/05) Page 3 | III“lI ”Il ||I‘I|| ’Il HH ||III| ||IH II“’ II‘I| I”‘ |II‘ DIVISION OF WORKERS' COMPENSATION
i

> " ‘ age so s D di.texas.go de

l




Send the specified copies to your
Workers' Compensation Insurance Carmer
and the injured employee

u
*Employers - Do not send this form to the
Texas Department of Insurance, Division of Workers' Compensation,
Unless the Division specifically requests a direct filling CLAIM 2

. CARRIER'S CLAIM # _ 4 I
1. Name (Last. First. M 1) ZSex M o 15 Date of injury (m-d-y) 16 Time of Injury 17. Date Lost Time Began |
F M (m-a-y) ‘
w g P
3 Social Security Number 4. Home Phone 5. Date of Birih (m-d-y) ) 18 Nature of Injury” T19. Pan of Body Injured or Exposed* 1
( )
6. Does the Employee Speak Engiish? _ If No, Specity Language 20 How and Why Inpury/isne:
yEsg NoQ
7. Race = 8. Ethnicity Hispas 21. Was employee 22 Worksde Locaton of Injury (stairs, dock, etc )*
waite B Ispanic ] goinghis  yes &
Back B Asan O Natve American [ omer B regular ob? No O
§ Maling Address  Street or P.O. Box 23, Addr Nhere injury of Exposure Occurred Name of business f incident

occurred on a business sde

10. Martal Status City State Zp Code

Married EL wigowea [ *.g-jy:v.}l:ﬂln Single O  oworces O

11. Number of Dependent C 12. Spouse's 24 Cause of Injury(fall, tool, machine, etc )* ) I
d O e S n Ot I I l e al I 13, Doctor's Name . List Winesses y
14. Doctor's Madling Address (Street or PO Box) 26. Return to work | 27 Did employee 28. Supervisor's | 29 Date Reported
ngnm date/or expected die? Name (m-ay)
(m-a-y)
Ch State Code
compensabllity - o 8 o |
30 Date of Hire (m-a-y) 31. Was employee hired of recrulied In Texas? 32. Lengih of Service in Current Posion 33 Lengih of Service In Occupation
ves B wno O Months Years i Montns Years
34_Employee Payroll Classification Code 35, Occupabion of Injured Worker
| 36. Rate of Pay at ths Job 37 Fusl Work 38 Last Paycheck was 39. 1s employee an Owner, Parner
or Corporate Officer?
s Hourty § Weekly Hours Days B for Hours or Days ves O no O
40 Name and Ttle of F n Completing Form 41, Name of Business 1
42 Business Maling Address and Telephone Number | 43 Business Location (It different trom mailing address) |
Street or P.O. Box Telephone Number and Street
( )
City State Zip Coae I Cay State Zip Code
44 Federal Tax identification Numbes 45_Prmary North Amenican Industry Classification System 46, Specific NAICS Code | 47 Texas Comptrolier Taxpayer No.
Code (6 digit) (6 digit) ‘
| 48. Workers' Compensation Insurance Company ‘ 49 Policy Number l
50. Did you request accident prevention services in past 12 month:
vesO wnoO it yes, did you receive them? vesO wnoO
Signature and Tile (READ INSTRUCTIONS ON INSTRUCTION SHEET BEFORE SIGNING)
x - Date
DAICTORM-T IV 2005) Pege: | |II”|I ”Il ||I\II| ’lI ““ ||III| |IIH I||” II‘IlI”l III‘ BEVESION O INOENERS- COMPENIATION
daje SO e D al.iexXas.go ae




First Report of Injury

 State requires 5 years from last date of year
It was created

* Must have a separate folder (FROISs)




* Purposely harmed themselves

* Injured while engaging In
“horseplay” or while intoxicated
* Injured outside of work while

voluntarily participating in an
off-duty sports or social event

© 2024 TASB, Inc. All rights reserve


https://www.flickr.com/photos/plonq/9253822955/
https://creativecommons.org/licenses/by-nc-sa/3.0/

Roles Defined

Injured worker
has a part
to play

Adjuster has a Employer has a
task responsibility

RRRRRRRRRRR © 2024 TASB, Inc. All rights reserved.




Course of a Work-Related Injury

ONE WAY ¢




Course of a Work-Related Injury (Emergency)

..
!
)




Course of a Work-Related Injury
(Non-Emergency)

..
!
)




Unidirectional Claim

WRONG DIRECTION



https://www.flickr.com/photos/thomashawk/47958105647/
https://creativecommons.org/licenses/by-nc/3.0/

Role — Path —= Communication

99,

YEARS STRONG © 2024 TASB, Inc. All rights reserved.
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Employer Responsibilities

« Walk employee through
paperwork

 Obtain all detailed information

« Stay In contact




Adjuster Responsibilities

« Determine if reported timely
* If employee In course & scope
 Employee at greater risk




Injured Worker Responsibilities

* Promptly report a work-related injury

 Seek medical attention, where
necessary

» Cooperate with carrier and
Investigation




Medical Provider Responsibilities

 Management and coordination of health care for
compensable injury

« Communicate about the injured employee’s
ability to work or any work restrictions

 Provide a DWC 73, Work Status form




Work Status Form DWC 73

DWC 73 Texas Workers' Compensation Work Status Report

s Loy s Natie g

2 D oty o Saawy i Tt €7 CirueF e G e & Fae 0 Emptoyers Fan & Ervl K 1 o]

v hecem [ ey T i Caree

oR A R
13 The niured emcioyes's medcal The workeds' comp niury
() Wl alow the employee 10 return 10 work as of {dace)
DHE) Wit o the empicyee 10 return o work s of (ste) with the restrictions identified in PART il which are expected % last
heough (ate)
[3(6)  has prevented and 588 prevents the mployee from returning to work as of idate) and is expected 1o continue Brough
(date). The folowing descrives how B4 injury prevents the empioyes from returning 1o work:

14, POSTURE RESTRICTIONS (¥ any): 17. MOTION RESTRICTIONS (if any): 19. MISC. RESTRICTIONS (if any):
MaxHowsperday 0 24 6 8 Oter MaxHouwsperdasy. 0 2 4 6 8 Oher ) Max hours per day of work
Swanding cooon : Waking ooooo £ SHSetch broaa of por
satng ocoooa ___ Cimtingimntassen DO D OO | 0 Mostwear spiricas at work
KneelingSquenng 0 0 0D O Grasping/Squeszing B OO O O gu@mw.«a_m.‘ times
BendingSicping 30 0O D 1 Wiist tescvesenscn 00O 00 No drivng/operaing heavy equpemert.
PutegPueg DOOCOO Resching ooooo O Can orty drive automati vanamason . "
Twistng DO00D . |ovwtesthesteg DOOD0 — |Broweary _ hunissyeos Details pertaining to
ote _ DOODD —_ |Keyortig ooooo — B restriction activities, if
15, RESTRICTIONS SPECIFIC TO (¥ Spplicable): | oo poooo D st hesghts o on scaiolding 5 *
O Lhscawess T Riianawrat 78, LFTCARRY RESTRICTIONS famyy | [y Masthees any. Including
O Lam O Rom oMok (O Mgy et | D s O Gun maximum, minimum
O Lieg O Rieg O Back p- en Nours per é No skin contact with .
o y

B s 3 May ot parkors 2y Spramog 1 iadig chnsges iasiacey ke hours, and lift carry
D omec O ower PP — limitations and other
16. OTHER RESTRICTIONS (if any): 2 W any)

O st e prescrpton mediaton(s)

O Acvised 1o take over-the-counter mecs
* These resticions are basec 0n e dockor's best Understandng of the employee's esserial job unctons. ¥ 3 | £ Medication may make drowsy (possibie
Plordierdder bl oirg o L fo ol ek | Satetyianieg asues)
etate, e Pt o Ciidered 12 o mok Nt - B oS ks 5 chowed e o ek

PART IV: TREATMENT/FOLLOW-UP APPOINTMENT INFORMATION
21. Work Injury Disgnosis Information: [22. Foow-up Services Include:
[ Evahusion by the resting docier o0 (dste) 8t smvpm
[ Referrst mxConsut with on (date) at ampm
[1 Prysical medcine _ X per week for _ weeks starting on (dste) at : ampm
O Special stuses (Ist) on (date) st $ amvpm
£ Nore. This is the last scheduied visit for fhis probilem. Al Siis time. no further medical care is anticipated
Dot/ TrmofViet  [GAAOVEES DOCTORS SIGNATURE ot Type Tige of Docior T Tresing docex
5 e Gesopuates e Reiar docs
PO [ Fotowss | L] Cameramiectes PME 73 Comuting st
Duchre 1 B ONCammtet 818 1 o cocr

(—— TASB™

RI Image source: https://www.tdi.texas.gov/wc/index.html
~——) FUND YEARS STRONG © 2024 TASB, Inc. All rights reserved.




Failure to Report

e Can result In fines

 Cover a claim that should have
been rejected

© 2024 TASB, Inc. All rights reserved.


https://commons.wikimedia.org/wiki/File:Dollar_symbol.jpg
https://creativecommons.org/licenses/by-sa/3.0/

Workers’ Compensation Benefits

 Temporary Income Benefits (TIBS)
* Impairment Income Benefits (IIBs)

« Supplemental Income Benefits (SIBs)
* Lifetime Income Benefits (LIBS)

RRRRRRRRRRR © 2024 TASB, Inc. All rights reserved.




Workers’ Compensation Benefits

« Medical Care/Surgeries/Hospital Stay
 Prescription Medications

» Physical Therapy/Rehabilitation

* Medical Equipment/Assistive Devices

RRRRRRRRRRR © 2024 TASB, Inc. All rights reserved.




Workers’ Compensation Benefits

* Burial Benefits
 Death Benefits

RRRRRRRRRRR




DWC 6 Supplemental

Report of Injury

* Employee starts/resumes

lost time
* Due by 3" day

(— TASB™
nes | A0
d Fu ND YEARS STRONG

SUPPLEMENTAL REPORT OF INJURY
Part| EMPLOYER INFORMATION

I
T Ly ey eadm—

T IPsaron Cae e

ro et ety - - .

S Duws the srvproyer Sawve retem &

lented cupmcty F e Ten oot witen 3 e
- b 30 S

. e a0
¥ - T T gy e e e of T Ty
- o -l sOIor it Se W - o o D by R

ereted Yom anghirart Fhe e 10 ey

Soys (Curriutnel of Lt Bhe of (e wage o & et of D Py

If yom Do dute of e & day Peevadyyyy

53 Ovceme tom sroinpey

This form 16 De Blod wilh v @ngroyw s imsurance camnser s B rgural work e = Pe Srmebame as soted o Pet &

T P tamt of vy Wowbedge Te Pl rovamd 6 e g 4 wpn Yo evatauton of WUy beret's
; R e

-.:u-n.: > [ PR [ mhres vione

wechetrg Tve Yo

LAV TR R A

Image source: https://www.tdi.texas.gov/wc/index.html
© 2024 TASB, Inc. All rights reserved.
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DWC 6 Supplemental
Report of Injury

« Reduced time or pay
 Terminate, retire, resign

* Due by 3" day

(— TASB™
nes | A0
d Fu ND YEARS STRONG

> A Covers
‘}

SUPPLEMENTAL REPORT OF INJURY
Part| EMPLOYER INFORMATION

T Crmipe U St

e L

5 Duws e srvgroyer Save rotom 10 wark (T opport
.

wl wh wowd b W e 8 1A
. - R e T Y
- whe el e el sOFtow ow A

e Yom anghgaet Fhe Wt 10 Gep

Iimtwd cupmcty  Fle Ten oot witen 3 Sers
- i 30 8

il - T

£ Sapn (Cumuiuivel of oul B o edcnd weges e & et of D sy

l‘a e e T T S

0 o

This form 15 De Sled wilh. v engioyw's mmurance canser s

ombeige e ot Srowed o Pes wpon

Ggatoe e | e of pewon comabetng Pee Yo

Image source: https://www.tdi.texas.gov/wc/index.html

© 2024 TASB, Inc. All rights reserved.




SUPPLEMENTAL REPORT OF INJURY

Ty Lusrwes cwTe

Report of Injury e R

S em D U EOm CaT pronee] OO e er ) L

i mem Ne ey w e ariert Dieverd o sets ome Yo Se s e G

e rpow] e " e 4 00 o levtied gty Fle s gt B 3 S

- paw worhe . - v i - T T gy -

« Copy employee on every e
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Division of Workers'
Compensation

DWC003

Complete if known:
DWC claim #

Insurance camer claim #

Fmnlaver’s wage statement

DWC003SD

m Division of Workers' Complete if known:
Compensation DWC claim #

Insurance carrier claim #

Employer's wage statement for school districts

Section 1: Injured employee information

1. Name (first. middle, last) 2. Social Security number (last four digits)
XXX -
3. Address (street or PO Box, city, state, ZIP code) 4. Phone number
5. Date of injury (mm/dd/yyyy) 6. Date of hire (mm/dd/vyyy)
7. First day of missed work (mm/dd/yyyy) 8. Returned to work on (mmyddiyyyy)

| Has not returned to work

Section 2: Employer information

9. Name 10. Address (street or PO box, city, state, ZIP code)
11. Phone number 12. Federal tax ID number
13. Printed name (person submitting form) 14. Job title (person submitting form)

Section 3: Employment status at the time of injury

15. Was the employee working through the entire calendar year (including summer)? D Yes D No

If no, what were the dates and the number of days or months the employee was scheduled to work in
the current school year? From (mm/dd/yyyy) tO (mmy/dd/yyyy), which requires the
employee to work days or months.

16. Check all that apply:

| contract employee: The employee is paid for the number of days or months worked based on a
written contract.

Total gross amount (including stipends): $

__| Salary non-contract employee: The employee is paid a set salary per month or year.
__| Hourly non-contract employee: The employee is paid on an hourly basis.

| Daily non-contract employee: The employee is paid by the day.

| Other non-contract employee: (explain)

DWC003SD Rev. 07/22 Il‘l I‘I‘ IIEIIIII‘ Page 10f4

‘mation

2. Social Security number (iast four digits)
XXX-XX-

4. Phone number

6. Date of hire (mm/dd/yyyy)

8. Returned to work on (mm/dd/yyyy)

Has not returned to work

10. Address (street or PO box. city, state, ZIP code)

12. Federal tax ID number

14. Job title (person submitting form)

the time of injury

}0 hours or more per week.

e employee regularly works less than 30 hours per week.
= The employee’s work history for the 12-month period
and full-time work.

work to meet the employer’s needs during certain times of

2w skilled trade by on-the-job training and studies.
age and not married or emancipated by court action.

urse of study (such as high school, college, or technical

r the job they were originally hired to do
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Division of Workers'
Compensation

DWC003SD

m Division of Workers' Complete if known:
Compensation DWE claim

Insurance carrier claim #

Employer's wage statement for school districts

Section 1: Injured employee information

1. Name (first. middle. last)

2. Social Security number (last four digits)

XXX-XX-
4. Phone number

3. Address (street or PO Box, city, state, ZIP code)

5. Date of injury (mm/dd/yyyy) 6. Date of hire (mm/dd/vyyy)

7. First day of missed work (mm/dd/yyyy) 8. Returned to work on (mmyddiyyyy)
| Has not returned to work
Section 2: Employer information
9. Name 10. Address (street or PO box, city, state, ZIP code)

11. Phone number 12. Federal tax ID number

13. Printed name (person submitting form) 14. Job title (person submitting form)

DWC003

Complete if known:
DWC claim #

Insurance camer claim #

Je statement

m

Social Security number (iast four digits)

X-XX-
Phone number

Date of hire (mm/dd/yyyy)

Returned to work on (mm/dd/yyyy)

Has not returned to work

). Address (street or PO box. city, state, ZIP code)

2. Federal tax ID number

1. Job title (person submitting form)

ne of injury

Section 3: Employment status at the time of injury

15. Was the employee working through the entire calendar year (including summer)? D Yes D No

If no, what were the dates and the number of days or months the employee was scheduled to work in
the current school year? From (mm/dd/yyyy) tO (mmy/dd/yyyy), which requires the
employee to work days or months.

16. Check all that apply:

| contract employee: The employee is paid for the number of days or months worked based on a
written contract.

Total gross amount (including stipends): $

__| Salary non-contract employee: The employee is paid a set salary per month or year.
__| Hourly non-contract employee: The employee is paid on an hourly basis.

| Daily non-contract employee: The employee is paid by the day.

| Other non-contract employee: (explain)
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Division of Workers'
Compensation

DWC003SD

Complete if known:

Division of Workers'
Compensation

Employer's wage statement for school districts

DWC claim #

Insurance carrier claim #

Section 1: Injured employee information

1. Name (first. middle. last)

2. Social Security number (last four digits)

XXX-XX-
4. Phone number

3. Address (street or PO Box, city, state, ZIP code)

5. Date of injury (mm/dd/yyyy) 6. Date of hire (mm/dd/vyyy)

7. First day of missed work (mm/dd/yyyy) 8. Returned to work on (mmyddiyyyy)

| Has not returned to work

Section 2: Employer information

9. Name 10. Address (street or PO box, city, state, ZIP code)

11. Phone number 12. Federal tax ID number

13. Printed name (person submitting form) 14. Job title (person submitting form)

Section 3: Employment status at the time of injury

15. Was the employee working through the entire calendar year (including summer)? D Yes D No

If no, what were the dates and the number of days or months the employee was scheduled to work in
the current school year? From (mm/dd/yyyy) tO (mmy/dd/yyyy), which requires the
employee to work months.

16. Check all that apply:

days or

| contract employee: The employee is paid for the number of days or months worked based on a
written contract.
Total gross amount (including stipends): $
__| Salary non-contract employee: The employee is paid a set salary per month or year.
__| Hourly non-contract employee: The employee is paid on an hourly basis.
| Daily non-contract employee: The employee is paid by the day.

| Other non-contract employee: (explain)
S L LTI

Page 1of 4

DWC003

Complete if known
DWC claim #

Insurance camer claim #

statement

»cial Security number (last four digits)

XX~
1one number

ate of hire (mm/dd/yyyy)

rturned to work on (mm/dd/yyyy)

Has not returned to work

Address (street or PO box. city, state. ZIP code)

‘ederal tax ID number

lob title (person submitting form)

2 of injury

* more per week.

re reqularly works less than 30 hours per week.
)loyee's work history for the 12-month period
ne work.
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Managing Claims

Best Practices




Know Your Team

This Photo by Unknown Author is licensed under CC BY-SA
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The Investigation Process

Updated email addresses and Any available Photos, If
phone numbers of injured worker video necessary
and any witnesses




What'’s the plan?




Have a Plan
Have a Important* Establish Share
Contact List Back-up Protocols Information
Claim
Reporting

RRRRRRRRRRR © 2024 TASB, Inc. All rights reserved.




Establish clear Train employees Create “Injury Kits”
policies and “Reasonable
Reports”




Helpful Tips

« Distribute injury toolkit, use intranet or digital form

* Newsletters
« Continuously remind

This Photo by Unknown Author is licensed
under CC BY-NC
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Questions?

90,

YEARS STRONG © 2024 TASB, Inc. All rights reserved.
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Thank you!

Jennifer Ruedas Adriana Talbot
WC Claims Adjuster WC Program Consultant
512-505-2849 512-505-1054

Jennifer. Ruedas@tasb.org Adriana.Talbot@tasb.org
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