Steps for Reporting a Workplace Injury

Workers who injure themselves at work often ask what kind of care do I need or where do I seek medical assistance?  St. Norbert College has implemented a new service from our Work Comp Carrier called “TeleCompCare”.   This service provides an opportunity to discuss your injury with a Triage Nurse who 
can help you with getting the most appropriate care.  Please follow the following steps:

1.
Report your injury to your supervisor.

2.
If you feel that care is needed immediately, see an urgent care provider.  If the answer is “No”,
then proceed to Step 3.

3.
SNC Health Services may be able to treat or advise on the following types of injuries:

-
Cuts, sprains, strains

-
Minor wound care/injuries

-
Eye flushing

-
Vaccination (i.e. Tetanus)

-
Self-care instructions

-
Referral to appropriate provider in the area if services cannot be provided onsite


If this step is not successful in addressing the injury, does not apply, or you do not want to use

SNC Health Services, proceed to Step 4 and 5.

4.
Call TeleCompCare at 866-323-4227 to speak with a Registered Nurse.  

-
The SNC Account Number:  11602
-
Employment Location Street Address:  100 Grant Street
5.
Triage Nurse from TeleCompCare will provide or transfer to an agent to assist with:

-
Self-care instructions

-
Referral to an appropriate provider in your area

-
Setting up a telemedicine visit

6.
Employees can also choose their own care.  However, SNC prefers employees follow steps


3, 4, and 5 to get the most appropriate care and guidance on a workplace injury.


7.
IMPORTANT: Employees must still complete the First Report of Injury attached to this 
document.
FIRST REPORT OF INJURY OR ILLNESS (Work Comp Only)                                              [image: image1.wmf]
Employee Information (To be completed by injured or sick worker.)
	Full Name:       
	Gender:   FORMCHECKBOX 
  Male     FORMCHECKBOX 
  Female
	D.O.B:       

	Employee SNC ID#:       
	Home Phone:       
	Email Address:      

	Home/Mailing Address:      
	City:      
	State:      
	Zip:      

	Employee Type:        FORMCHECKBOX 
  Faculty       FORMCHECKBOX 
  Salaried       FORMCHECKBOX 
  Hourly        FORMCHECKBOX 
  Student        FORMCHECKBOX 
  Temp Employee       FORMCHECKBOX 
  Other

	Job Title:       
	Department:       
	Date of Injury:       

	Time of Injury:             FORMCHECKBOX 
  a.m     FORMCHECKBOX 
  p.m
	Worksite Location of Injury (be specific):       

	Injured Body Part (check all that apply)
	Circle Area of Injury
	Type of Injury (check all that apply)

	 FORMCHECKBOX 
  Head   

 FORMCHECKBOX 
  Eye                FORMCHECKBOX 
  Shoulder        FORMCHECKBOX 
  Arm               FORMCHECKBOX 
  Elbow           FORMCHECKBOX 
  Wrist
 FORMCHECKBOX 
  Hand
 FORMCHECKBOX 
  Finger

 FORMCHECKBOX 
  Back   

 FORMCHECKBOX 
  Chest   

 FORMCHECKBOX 
  Abdomen     

 FORMCHECKBOX 
  Pelvis

 FORMCHECKBOX 
  Hip

 FORMCHECKBOX 
  Leg
 FORMCHECKBOX 
  Knee
 FORMCHECKBOX 
  Ankle
 FORMCHECKBOX 
  Foot
 FORMCHECKBOX 
  Toe
 FORMCHECKBOX 
  Other
	 FORMCHECKBOX 
  Left
 FORMCHECKBOX 
  Left

 FORMCHECKBOX 
  Left

 FORMCHECKBOX 
  Left

 FORMCHECKBOX 
  Left

 FORMCHECKBOX 
  Left

Specify:
 FORMCHECKBOX 
  Left

 FORMCHECKBOX 
  Left

 FORMCHECKBOX 
  Left

 FORMCHECKBOX 
  Left

 FORMCHECKBOX 
  Left

Specify:
	 FORMCHECKBOX 
  Right

 FORMCHECKBOX 
  Right

 FORMCHECKBOX 
  Right

 FORMCHECKBOX 
  Right

 FORMCHECKBOX 
  Right

 FORMCHECKBOX 
  Right

     
 FORMCHECKBOX 
  Right

 FORMCHECKBOX 
  Right

 FORMCHECKBOX 
  Right

 FORMCHECKBOX 
  Right

 FORMCHECKBOX 
  Right

     
	 [image: image2.jpg]



	 FORMCHECKBOX 
  Abrasion
 FORMCHECKBOX 
  Amputation

 FORMCHECKBOX 
  Bruise
 FORMCHECKBOX 
  Burn
 FORMCHECKBOX 
  Concussion
 FORMCHECKBOX 
  Cut/Laceration
 FORMCHECKBOX 
  Foreign Body
 FORMCHECKBOX 
  Fracture
 FORMCHECKBOX 
  Hearing Impairment
 FORMCHECKBOX 
  Infection
 FORMCHECKBOX 
  Pain - Specify:      
 FORMCHECKBOX 
  Puncture
 FORMCHECKBOX 
  Rash/Dermatitis
 FORMCHECKBOX 
  Respiratory
 FORMCHECKBOX 
  Strain/Sprain
 FORMCHECKBOX 
  Other - Specify:       


	Injury Caused by:       

	Employee Explanation of Injury/Illness:        


	First Aid  (check all that apply)
	Medical Care Needed (check all that apply)

	 FORMCHECKBOX 
  Observation, Rest
	 FORMCHECKBOX 
  None, Returned to Work Same Day

	 FORMCHECKBOX 
  Ice, Elevation of Injured Body Part
	 FORMCHECKBOX 
  Sent Home

	 FORMCHECKBOX 
  Wound Care/Clean
	 FORMCHECKBOX 
  Doctor/Urgent Care
	Name:       
	Date:        

	 FORMCHECKBOX 
  Other - Describe:      
	 FORMCHECKBOX 
  Emergency Room
	Facility Name:       

	 FORMCHECKBOX 
  Who Provided First Aid?       
	 FORMCHECKBOX 
  Admitted to Hospital as In-Patient

	
	 FORMCHECKBOX 
  911 Called

	
	 FORMCHECKBOX 
  Other    Describe:      

	Have you ever injured this part of your body before either at work or not at work?       FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No      If yes, when was that and please describe in detail.         


	What do you think could prevent this type of accident from occurring again?       

	Employee Signature:       
	Date:      


Witness Report of Injury/Illness (To be completed by witness.)
	Witness Name:       
	Witness Phone:       

	Witness Job Title:        
	Witness Department:       

	Witness Description of Injury/Illness:       


	What was your location relative to the employee you witnessed getting injured?:       


	

	Witness Signature:       
	Date:       


Supervisor Report of Injury/Illness (To be completed by supervisor.)
	Supervisor Name:       
	Supervisor Work Phone:       

	Supervisor Title:       
	Supervisor Department:       

	Employee Shift/Scheduled Hours (ex: M-F, 8am – 4pm): 

	Did Employee Miss Work?     FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No      If yes, what are dates did employee miss?        

	Was employee performing regular job duties?     FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No       If no, please explain:        

	Did the employee use safety equipment?     FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No      FORMCHECKBOX 
  Not Required     If no, please explain:        

	Was an unsafe act being performed?     FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No       If yes, please describe:        

	Was employee instructed on how to perform this job?     FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No       If yes, date instructed:        

	Supervisor Description of Injury/Illness:       


	What can be done to prevent this type of injury in the future?       


	Supervisor Signature:        
	Date:       


Employer Report of Injury/Illness (To be completed by human resources.)
	Date of Hire:        
	Rate of Pay:                  FORMCHECKBOX 
  Hourly     FORMCHECKBOX 
  Weekly
	SNC Case #:       
	WC Claim #:       

	Human Resources Signature:       
	Date:       


Form must be returned to Human Resources within 3 calendar days of the injury or illness.

Fax #:  403-3983        Phone #:  403-3982      Email: jesse.albers@snc.edu
Injured Employee Responsibilties Form

Employees are responsible to complete the First Report of Injury Form (Employee Section), sign it, and provide it to their supervisor prior to end of their shift on the day of the injury.

In the event that you must seek further medical attention, please inform the treating physician that we are willing to accommodate modified duty and have a Return to Work Program.   Attached are a Medical Provider Letter and a Return to Work form for you to give to your treating physician.
Ensure that the medical provider provides you with updated restrictions on the attached Return to Work form, if applicable, after each visit.  Provide this update to Human Resources immediately after the appointment.  The restrictions can be faxed to Human Resources at (920) 403-3983.  Additional Return to Work forms are available in the Human Resources office.  
You are responsible for knowing your restrictions and limitations and expected to be aware of them at all times.  Please review the Return to Work Policy located online at: https://www.snc.edu/hr/documents.html?d=/Workers_Compensation/Guidelines_and_Policies.
Never attempt tasks that exceed your restrictions and limitations.  If a question exists with regard to assigned tasks or restrictions, advise your supervisor immediately.

If your supervisor is asking you to perform work outside of your restrictions, please notify Human Resources. 

Remember the medical restrictions are in effect 24 hours per day.  Always exercise caution in your personal time to see that the restrictions are maintained.  If you have hobbies or other outside interests, consult with the treating physician on possible effects.

I certify that I have read, understand, and agree to the above responsibilities.

______________________________________

Injured Employee’s Name
______________________________________

 _________________________
Signature




          Date
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Medical Provider Letter

Subject: Return to Work Program

Dear Health Care Provider:

St. Norbert College believes that the prevention of occupational injuries and illnesses cannot be overemphasized. The protection of our number one resource, our employees, is of paramount importance.

However, in the event of an occupational injury or illness, our organization believes that it is our responsibility to accommodate an employee by maintaining a Return to Work Program. This program is designed to provide transitional work activities for an employee during the time that they are rehabilitating, until they are able to return to their normal work assignment.

In order for this program to continue its success, a coordinated effort between the employee, their health care provider, the college, and our workers compensation carrier is imperative.

Please provide us with a detailed description of the employee’s physical limitations and restrictions after each of their visits. Using your evaluation of the employee’s ability to work, we are able to determine what modified duty work assignments are available. We have a wide variety of tasks that can be performed in a controlled environment if needed.

An example of a few of our modified duty tasks available include:

•
Check Smoke Alarms, count or stock parts, and checking batteries

•
Housekeeping task such as cleaning windows and dusting

•
Wiping down dining tables, cashiering, and light stocking of shelves


•
Picking light trash on campus grounds and watering plants 

We appreciate your cooperation. If you have any questions, please contact Jesse Albers at 920-403-3982.  I am your main contact regarding worker’s compensation claims for our injured employees.
Below is the contact information for our workers compensation carrier for any billing/payment inquiries: 

United Heartland
P.O. Box 40790
Lansing, MI  48901
866-206-5851
Sincerely,

[image: image4.png]



Jesse Albers

Manager of HRIS, Compensation, and Benefits

St. Norbert College
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Return to Work Medical Evaluation Form
Attention Health Care Provider:  Upon completion of this form, please provide a copy to our employee and fax a copy to Jesse Albers, at 920-403-3983
	Employee Name:  
	Date of Injury:
	D.O.B:  

	Date of Visit:  
	 FORMCHECKBOX 
  Work Related        FORMCHECKBOX 
  Non-Work Related     FORMCHECKBOX 
  Undetermined

	Diagnosis:

	

	 FORMCHECKBOX 
   Patient may return to work with no limitations on   _________________   at   _________________    FORMCHECKBOX 
  a.m     FORMCHECKBOX 
  p.m             

	 FORMCHECKBOX 
   Patient may return to work with the following limitations on  _________________         FORMCHECKBOX 
  Employer Notified Date and Time:  _________________________

	

	
	 FORMCHECKBOX 
  Left     FORMCHECKBOX 
  Right
	
	

	
	Limit usage per day:
	
	Approximate Usage  per day:

	
	5-8 hrs
	3-5 hrs
	1-3 hrs
	Not at all
	
	5-8 hrs
	3-5 hrs
	1-3 hrs
	Not at all

	May reach above shoulder level
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	May stand/walk
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Must wear sprint/brace:    FORMCHECKBOX 
 work  FORMCHECKBOX 
 home
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	May twist/bend
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	May use hand/arm for repetitive motion
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	May squat/kneel
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	May use hand for pushing/pulling/lifting
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Lifting
	___________Max lbs      __________ hrs/day

	May use foot for operating foot controls
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Carrying
	___________Max lbs      __________ hrs/day

	 FORMCHECKBOX 
  Right     FORMCHECKBOX 
  Left Handed Work Only  
	
	
	
	
	Pushing/Pulling
	___________Max lbs      __________ hrs/day

	Climbing       FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	
	
	
	
	Reaching       FORMCHECKBOX 
  Full     FORMCHECKBOX 
  Half      FORMCHECKBOX 
  None    ______times per hour

	

	 FORMCHECKBOX 
   Do not drive / operate equipment           
	 FORMCHECKBOX 
   Rotate jobs every __________hrs 
	 FORMCHECKBOX 
   Keep wound clean and dry  

	 FORMCHECKBOX 
 Sit down work only
	 FORMCHECKBOX 
  Limit work to __________  hrs/day  ___________  days/week  

	Other Restrictions:  



	 FORMCHECKBOX 
   These limitations are in effect until __________________

	Treatment Plan (e.g. list medication, PT, OT, x-ray, referral, etc.):


	 FORMCHECKBOX 
   Patient referred to: 

	 FORMCHECKBOX 
   Patient unable to return to work.  Reason:

	 FORMCHECKBOX 
   Patient will be re-evaluated on ___________________ at _________________    FORMCHECKBOX 
  a.m     FORMCHECKBOX 
  p.m

	 FORMCHECKBOX 
   Patient is hospitalized.   Expected days in hospital:  ___________________

	

	Examiner Name:
	Examiner Signature:
	Date:

	Name of Medical Facility:

	Medical Facility Address:

	Medical Facility Phone:
	Medical Facility Fax:


