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Today’s session

The workers’ compensation system
e Workers, employers, and others

\

‘ Life of a claim
!
‘ Digging into the details

/



The workers’ compensation system

Subject workers/subject employers
Insurers and service companies
Medical providers

Workers” Compensation Division
Workers’ Compensation Board

Attorneys

Ombuds Office for Oregon Workers



Workers’ Compensation Flowchart
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Reporting requirements

Employers must accept notice of a claim for workers’ compensation
benefits from an injured worker or the worker’s representative.

Employers must provide Form 801 and “A Guide for Workers
Recently Hurt on the Job” to the worker, upon request.

Employers must report the claim to their insurer no later
than five days after notice or knowledge of a claim or accident.

Form 827, written notice of claim when signed by medical provider
and worker, must be sent to insurer within 72 hours of visit.

Employers must not persuade a worker to not file a claim.




Reporting requirements, continued

INJURY CLAIM: OCCUPATIONAL DISEASE:

* Worker must provide notice to * Workers must file a claim within one
ienmueloyer within 30 days of date of year from the latest date of:

. WJorIZer must provide notice to  When they first discovered they were
employer within one year of date of suffering from an occupational disease
injury if: * When they should have discovered they

* The employer had knowledge of an had the disease
incident e Date of disability
* The worker “had good cause for

failure to give notice” within 90 days * Date they were informed by a doctor

) _ that they have a disease
e What’s the difference between an
incident and a claim?



Choice of attending physician (AP)

* Worker has choice of provider
* Employer is not allowed to direct care

Who can provide treatment for an on-the-job injury?

Chiropractor, naturopath

Doctor of osteopathy (DO) 60 days or 18 visits to treat and 30 days to
authorize time loss

Medical doctor (MD)

Oral surgeon (DDS)

Podiatrist (DPM) Any other medical practitioner not

) " listed may treat for 30 days or 12
Authorized nurse practitioner (NP), visits — no “attending” status

physician assistant

*180 days to treat and authorize time loss



Appendix A - Matrix for health care provider types*

See OAR 436-009-0005 and 436-010-0210

Medical doctor

Doctor of osteopathic medicine
Oral and maxillofacial surgeon
Podiatric physician and surgeon

Attending physician status | Provides compensable medical Authorizes payment of Establishes Provides compensable
(primarily responsible for services for initial injury or illness | temporary disability and impairment medical services for
treatment of a patient) releases the patient to work | findings aggravation of injury or
(permanent illness
disability)
Type A attending physician Yes Yes Yes Yes Yes

Type B attending physician
Chiropractic physician

Yes, for a total of 60
consecutive days or 18

Yes, unless the total of 60
consecutive days or 18 visits from

Yes, 30 days from the date
of the first visit with any type

No, unless the
type B

No, unless authorized
by a type A attending

from the date of the first visit to

date of the first visit with any

Naturopathic physician visits, from the date of the | the date of the first visit on the B attending physician on the | attending physician and under a
first visit on the initial initial claim with any Type B initial claim, if within the physician is a written treatment plan.
claim with any Type B attending physician has passed. specified 18 visit period. chiropractic
attending physician. Or, if authorized by an attending physician.

physician and under a treatment
plan.
Type C attending physician Yes, for a total of 180 Yes, for 180 consecutive days Yes, for 180 days from the No. No, unless authorized

Physician Assistant consecutive days from the | from the date of the first visit to date of the first visit with any by a type A attending
date of the first visit on any physician assistant on the physician assistant on the physician.
the initial claim with any initial claim. Or, if authorized by initial claim.
physician assistant. an attending physician.

Authorized nurse practitioner No Yes, for 180 consecutive days Yes, for 180 days from the No No, unless authorized

by a type A attending

the patient to a primary
care physician.

authorized to serve as
attending physician under
ORS 656.005(12)(c) may
authorize temporary
disability for up to 14 days,
including retroactive
authorization.

any authorized nurse practitioner | authorized nurse practitioner physician.
on the initial claim. on the initial claim.
Or, if authorized by attending
physician.
Emergency room physician No, if the physician refers | Yes An ER physician who is not No, if patient Yes

referred to a
primary care
physician.

"Other Health Care Providers"
(e.g. acupuncturist)

No

Yes, for 30 consecutive days or
12 visits from the date of the first
visit on the initial claim with any
"Other Health Care Providers."

Thereafter, services must be
provided under a treatment plan
and authorized by the attending
physician.

No

No

No, unless referred by a
type A attending
physician and under a
written treatment plan.
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Forms used to report a claim

Insert self-insured employer and insurer name, address, phone number; and

. n—
service company, if any. Report of Job Injury or Illness WCD | &ien Worker’s and Health Care Provider's Report

WCD employer no.

Ghvigien

; ; \ . g
Workers® compensation claim Capammger ot Consorr for Workers’ Compensation Claims

nd Business Sarvices

Policy no.:

‘x 7 . Ask the worker to complete this form ONLY for the four filing reasons in the worker’s section; do not Dept. Use
0 rker Noteto.Rrovider: have the worker complete or sign form if this is a progress report, closing report, or palliative care request. s o
Worker's legal name, street address, and mailing address: TLanguage preference Malc/female Oc

To make a claim for a work-related injury or illness, fill out the worker portion of this form and give it to your employer. If you do net intend to

file a workers’ ion claim with the insurance , do not sign the signature line. Your employer will give you a copy.

Date of Date you Time you began work Oam. | Regularly scheduled m
injury or illness: left work: on day of injury: Opm. days off: Emp

Time of injury [ am. | Time you [Jam. | Check here if you have more than one | CICICICICICC]

or illness: O pm. | left work: Opm. |job: [ MTWTESS

‘What is your illness or injury? What part of the body? Which side? (Example: Sprained right foot) O Left [JRight Oce

Nat

Claim no. (if known): | Date/time of original injury:

Date of birth: Occupation: Last date worked:
Ins

Phone:

Employer at time of original injury — name and strect address: | ealth insurance company name and phone;

Workers® compensation insurer’s name, address:

What caused it? What were you doing? Include vehicle, machinery, or tool used. (Example: Fell 10 feet when climbing an
extension ladder carrying a 40-pound box of roofing materials)

| Worker or provider

Assoc cbject
Worker: Check reason for filing this form, answer questions (if any), and sign below.
[J Firstreport of injury or disease (Do not complete or sign if you do not intend to make a claim.) Check here if you have more than one job. []
Have you injured the same body part before? [ ]Yes [No Ifyes, when: __ Describe accident:
Request for acceptance of a new or omitted medical condition on an existing claim

Your legal name: Language preference: Birthdate |Gend&r; MOrO Checking this box initiates claim processing decisions that may affect your benefits. If you have
questions, consult with your attorney or the Ombuds Office for Oregon Workers at 1-800-927-

Your mailing address: 1271 (toll-free).

Condition:

‘mation ABOVE this line; date of death, if death occurred; and Oregon OSHA case log number must be released to an worker representative upon request.

Home phone: ‘Work phone: Occupation:

Names of witnesses: Notice of change of attending physician or nurse practitioner
Name and phone number of health insurance company: Name and address of health care provider who treated you for the Reason for change:
injury or illness you are now reporting: Report of aggravation of original injury (actual worsening of a compensable
condition)

Were you hospitalized overnight? [ Yes [INo N his form. L ath ealth . ot g fal 4 )
N signing this form, I authorize health care providers and other custodians of claim records to release
Were you treated in the emergency room? [ Yes [INo Lot raedical yecinde. T certify that the above inforsration i e o the hest of my and N
By my signature, I am making a claim for workers’ compensation benefits. The above information is true to the best of my knowledge and belief. T belief. (See back of form.) Worker’s signature
authorize health care providers and other custodians of claim records to release relevant medical records to the workers’ compensation insurer, self-insured =
employer, claim administrator, and the Oregon Department of Consumer and Business Services. Notice: Relevant medical records include records of prior
treatment for the same conditions o of injuries to the same area of the body. A HIPAA authorization is not required (45 CFR 164.512(1)). Release of 1f the worker filed this report for: To get the name and
HIV/AIDS records, certain drug and alcohol treatment records, and other records protected by state and federal law requires separate authorization. First report of injury or illness — Send this form to the workers’ compensation insurer within 72 hours of visit. address of the insurer, call
1 understand I have a right to see a health care provider of my choice subject to certain restrictions under ORS 656.260 and ORS 656.325. New or omitted medical condition — Attach chart notes that explain how this condition is causally related to the compensable [RUCAIMIGISS
Worker Completed by injury. Send this form to the insurer within five days of visit. Compensation Division's
signature (please print): Date: Change of attending physician or nurse practitioner — By signing this form, you acknowledge that you accept responsibility EU‘P|0YE[|ndE.<
for the care and treatment of the above-named worker. Send this form to the insurer within five days after the change or 503-947-7814, or visit
Employer the date of first treatment. Check the following, if applicable: [_] Irequest insurer to send its records.
Complete the rest of this form and give a copy of the form to the worker. Even if the worker does not want to file a claim, keep a copy of this form. ®  Aggravation of original injury — Sign this form and send it to insurer within five days of visit. ra
Employer legal If filing for progress report, closing report, or palliative care request, check the appropriate box helow. wed.oregon.gov

business name: Phone: FEIN: [] Progress report OR [_] Closing report (Sce instructions in Bulletin 239.) To order supplies of this
form, call 503-947-7627

Provider: If worker initiated this report, give worker a copy immediately.

If worker leasing company, Client [] Palliative care request - Completc remainder of form, except Section b. Attach a palliative care plan; state how care relates to
list client business name: FEIN: the compensable condition, how care will enable worker to continue work or training, adverse effect on worker if care not provided.

Address of principal place Insurance Date/time of first treatment: Last date treated: 'Was worker hospitalized as an inpatient? [lves [INo

of business (not P.O. Box): policy no _ If yes, name hospital:
N - — Next appointment date Est. length of further treatment: | Current diagnosis per ICD-10-CM codes:
Street address from which Nature of business in which worker

worker is/was supervised: : is/was supervised:

Has the injury or illness caused permanent impairment? Medically ] Yes (date): (Attach findings of
Address where [Jves [JNo [[]impairment expected  [] Unknown stationary? [ ] No (anticipated date): impairment, if any.)

(i a [ Regular work (job at injury) authorized star (date):
Was injury caused by failure of a machine or product, or by a person other than the injured worker? [ Yes [ No Work ability status: D Modified work authorized from (date): through (date, if known):
Were other workers injured? [ Yes [ No OSHA 300 log case no: D No work authorized from (date): through (date, if known):
Date employer Date worker Worker’s Date worker If fatal, date Chart notes: Attach chart notes to this form. The notes should specifically describe: symptoms; objective findings; type of treatment; lab/x-ray results (if any);

knew of claim: returned to work: weekly wage: § hired: of death: impairment findings (if any, and note whether temporary or permanent); physical limitations (if any); palliative care plan (specify rendering provider, modalities,
Serly Wage frequency, and duration); if referred to another physician, give the name and address; surgery; and history (if closing report)

By my signature, I acknowledge I am responsible for notifying my workers” compensation insurance company within five days of knowledge of the claim. I
understand I may not restrict the worker’s choice of or access to a health care provider. If I do, it could result in civil penalties under ORS 656.260. Provider’s name, degree, address, and phone: (print, type, or use stamp) — Original and one copy to insurer
Employer Name and tifle —Retain copy for your records

. ) — Copies (include Form 3283) to worker
signature: (please print): Date: immediately if initial claim, new or
OSHArequire_mr_mts_: 1p must report k-related fatalities an{i ; to Qregpn OSHA either in person or X omitted medical condition claim, 8 2 7
by telephone within eight hours. In addition, employers must report any in-patient hospitalization, loss of an eye, and any 80 1 Provider's signature aggravation claim, or change of

amputation or avulsion that results in bone or cartilage loss to Oregon OSHA within 24 hours. See OAR 437-001-0704. Call attending physician or nurse practitioner
440-801 (1/21/DCBS/WCD/WEB)  800-922-2689 (toll-free), 503-378-3272, or Oregon Emergency Response, 800-452-0311 (toll-free), on nights and weekends.

440-827 (7/22/DCBS/WCD/WEB)




What is a compensable injury claim?

Injury to person or prosthetic J Arising out of and in the
device course of employment

l

Result is an accident, whether
or not due to accidental
means

Requires medical treatment or
results in disability or death

Requires medical evidence
supported by objective
findings




General course and scope rule

The statute: a compensable injury arises out of and occurs in the course of
employment. ORS 656.007(7)(a)

Oregon applies a unitary approach in which “arising out of” and “in the course of”
are two elements of a single inquiry into whether an injury is work related.

e “Arising out of” considers the causal connection between the injury and the employment.
e “In the course of employment” concerns the time, place, and circumstances of the injury.

Both elements must be satisfied to some extent




What is not a compensable claim?

Injury as result of
x Active participant in an x recreational/social activities
assault/combat primarily for worker’s

personal pleasure

Major cause of injury is drug/alcohol use
x (unknown by employer)

e Burden of proof — employer/insurer
e Consumption of drugs/alcohol must be major cause




Deferred or “new” claim

Information is gathered : .
Claim classification:
and evaluated:

* Interim time loss paid as authorized * Nondisabling or medical only claims

* Medical information have no expected time lost from work

* Statement from worker, employer, and and/or no anticipated physical
witnesses impairment

* Mechanism of injury vs. claimed e Disabling or time loss claims have
conditions expected time lost from work and/or

* Prior medical and work history some anticipated physical impairment

* A worker may be required to attend an
independent medical examination
(IME) for another medical opinion



Compensability decision

An insurer has 60 days from the employer’s knowledge
to timely accept or deny the claim.

Notice of Acceptance Denial letter

what conditions are must specify the factual

and legal reasons for the
denial and include the
worker’s appeal rights

compensable and whether
the claim is disabling or
nondisabling




Acceptance or Denial

INITIAL NOTICE OF ACCEPTANCE
Disabling Injury
Oetaober 27, 2016

Tjur=a wicrkar ZAIF Oaim Ma: [2385574
L c
123 Main Straz Dmte of Injury: Octooer 1, 2008

" fioed Sitian(a):

coscd mommiculsd inLra-zrlizular frasturs, fgRc dacel redica, k=t Fand soeloaien 2nd lewer iz
lozzrotien

Your workers' compenaotion cloim hea beem
mot include 8 combimed condition wnless spesficey lndlnlhl in thin Motice 24

Acoapfance.

(n) doas

Motice to Worker

Oregon low requir=a thia informaotion o Be provided with i nolioc of noccoplance of your
workon” compenaotion deoim.

The inaurcr i required o el yow in dec nolios: of poccplencer what mcdical condibore arc
acm=pi=d and whether your deim o daabiing =r

IR T | I
1f your cleim hea Boon domafiicd ca & "oondisckling. injury,” thel mcom no discBilily poymoris oo
duc end:

= You or= ek Io r=fum Io reguler o modificd wodk ot full wogca on or Bofors the fourth
ezlorder dey after leeving wark or loaing moges on o resull o yeur iInjusy.

= ¥ou e not lefor lcac Ome or moges from works on o reaull off Four injuny.
a  IL appenn you will mel Fave oy permerent do=Biity e o resdll of yous injury.

1f you Bdlizve thers @ 2 mislake in the danaifizzben o your dom an condisciebisg, ==nasL the
Imaurer wilfin o= year of e det= the Inaumer 2emepied your doim ard reguest a redexaillicali=e
redizw. The imaursr mul eemplels Ca reviem mChin 12 deys and w=nd yeu e desigise within 13
dava. 1 you Slapgres with e iavrsr's demaion, you Fave 0fe nght, within 20 daya of Che dots of
thes immurera nolics, o regueal thet thc Weorksra® Compeomaglion Qhision revies your cheim o
dctemine if it wos comrocthy doxeificd.

clairmm; eggravation (weraaning) of injury-coussd conditiona
If your dlaim & yeu mey be enUd=d to addpans] benefia if yeur injury-relaced
cendiicn moracro. This is calicd “aggrovolion.” Aak your declor for Porm B27, “Werkcrs and
=zzlth Canz Previder's Rzzert for Werken® Comeznaction Doima,” ard cdfesk the Bex “Reparl of
aggmvolor of crigimal injury.” Complcic ord asign your port of the form and give I T your
docfor. Your docfor will complefic the remaoirdor of e form ond 3cnd £ o e ieseror.

1f your mury remaica ccodaabing for ol |zaal one yeer after the dots your dam was ozzmied,
wour opgressnkion righta will expire fhns yoora affer e dalc of your infury.

1 i rights and ikl it
in rn::': san=y, The Oregan Crel Sughly Lerw resuinza cempeniza with mames han I0 emaley==y 1o
reinalzl= @ permznseL worker when e workery dosier or polfereed noras prasOOomer Faa
appraved relurs Ls reguler wardt ar sther seilable mork. You must Be refurmed Do y=ur Job-el-
Injury upzn your regeeal, usl=xs ol ob me lasger =xaly, thal Jeb @ uravailabls, or your wark-
rddolcd dSianbilkica prevent you from deing Four foreer Subcs. A Jcb B “evcileb k™ cwen if filked by
a repleccmoet weorkcr Suring your ebacnoc. 1 yoasr Jo ja not ovailloble, you must Be ncfurncd o
any clfcr cxialicg posilicn Thet b vamont orsd scilable. A cerificale frors your doctor or

BTG 107 L RGO WEY Farmal Acceptsnce Motice: Page 1

October 27, 2016

Irjur=d ‘Work=r
122 Hain Stre=s
any Taem, DR 97==%

SAIF Oaim Mo, 1I34567A
Cwte of Injury: 1070172016

De=ar Mr. Warisr:

Wou Med & daim for &n Injury descrip=d 25 a left ks= strain, which ccosmed an of
about 10,/01/2008, while you were employed at Employer-at-Injury, Unfortunatsry, we
&= unable o acrapt your dalm for the follosing rescons:

Wour b=ft ke contushan 15 not compensabty related to your employment.

Wour denfal was based In part on an nsurer medical examinaton. Your attending
ohysclan agreed with the opinlon of this examinston

~IF ¥OU THINK THIS DENIAL IS MOT RIGHT, WITHIN 60 DAYS AFTER THE
MAILING OF THIS DENIAL ¥OU MUST FILE & REQUEST FOR HEARING BY ANY
OF THE FOLLOWING MEANS: (1) MAIL & LETTER TO THE WORKERS'
COMPENSATION BOARD, 2501 35TH STREET SE, SUTTE 150, SALEM OREGON
37302-1280: {2) SEND AN E-MAIL TO: request. wohoregon. gov: (3] SEND A
FAX TO: 503-373-1600: OR (4} PHYSICAL DELIVERY OF A LETTER TO A
WORKERS' COMPENSATION BOARD OFFICE [IN SALEM, PORTLAND, EUGENE,
OR MEDFORD). YOUR LETTER, E-MAIL, OR FAX MUST STATE THAT ¥OU WANT A
HEARING, YOUR ADDRESS AND THE DATE OF YOUR ACCIDENT IF YOU KNOW
THE DATE. "IF YOUR CLATM QUALIFIES, YOU MAY RECEIVE AM EXPEDITED
HEARING WITHIN 30 DAYS. YOUR REQUEST CANNOT, BY LAW, AFFECT YOUR
EMFLOYMENT. IF ¥OU DO ROT FILE A REQUEST WITHIN 60 DAYS, ¥OU WILL
LOSE ANY RIGHT ¥OU MAY HAVE TO COMPENSATION UNLESS YOU CAN SHOW
GO0 CAUSE FOR DELAY BEYDND 60 DAYS. AFTER 180 DAYS ALL ¥OUR
RIGHTS WILL BE LOST. YOU MAY BE REPRESENTED BY AN ATTORMNEY OF YOUR
CHOICE AT MO COST TO YOU FOR ATTORNEY FEES.

“IF ¥OU MAKE A TIMELY REQUEST FOR HEARTIMG ON A DENIAL OF
COMPENSABILITY OF ¥OUR CLAIM AS REQUIRED BY ORS 656.313{ LKa) THAT
IS BASED DM ONE OR MORE REFORTS OF EXAMINATIONS CONDUCTED AT THE
REQUEST OF THE INSURER DR SELFINSURED EMIPLOYER UNDER ORS
B55.325(1]{a] AND YOUR ATTENDING FHYSICIAN FDES NOT COMCUR WITH
THE REFORT OR REPORTS, YOU MAY REQUEST AN EXAMINATION TO BE
COMDUCTED BY A PHYSICIAN SELECTED BY THE DIRECTOR. THE COST OF THE
EXAMINATION AND THE EXAMINATION REPDRT SHALL BE PAID BY THE
IMSURER OR SELF-INSURED EMPLOYER. “IF YOU HAVE QUESTIONS YU MAY
CALL THE WORKERS" COMPENSATION DIVISION TOLL FREE AT 1-300-452-
023 R THE CMBUDSMAN FOR INJURED WORKERS TOLL FREE AT 1-B00-327-
1z2Fi"




For more information:

Dan Schmelling Jaylee Hlad-Mosgrove
SAIF Corporation Ombuds Office for Oregon Workers
dansch@SAIF.com oow.questions@dcbs.oregon.gov
503-315-3606 503-378-3351

Julie Stratton
Benefit Consultation Unit
workcomp.questions@dcbs.oregon.gov
800-452-0288
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Digging into the details

N\

Attending physician and medical services
\

‘ Time-loss benefits and modified work
\

‘ Compensability decision process

[

‘ Medically stationary and claim closure
[

‘ Litigation and settlements
/

e |MEs and WRMEs

* Disputed claim settlements
e Claim disposition agreements




Claim management

[ Ongoing time-loss benefits :

[ Ongoing medical services :
Responsibilities of:




Attending physician and ongoing medical services

The attending physician is
responsible for the following:

If the claim is accepted, the insurer
should pay for the following:

Medical treatment related to
the on-the-job injury

Prescription drugs related to
the on-the-job injury

Transportation (mileage),
meals, and lodging as
necessary to attend medical
appointments, with limitations

Determining work
restrictions

Directing the worker’s
medical services

Deciding whether the
worker is medically
stationary, etc.

»

After the worker’s
initial choice of an
attending physician,
they may choose to
change attending
physicians two more
times.

The insurer may
schedule up to three
IMEs during each
“opening” of a claim.




Time loss and modified work

Must be authorized by 66 2/3 percent of Supplemental Modified work and
attending physician worker’s weekly wage disability (other Employer-at-Injury
(current max: $1,723.49) concurrent subject Program
* Weekly wage jobs)

calculation varies
(52-week average)
salary, etc.)



“Wages” used in average weekly wage (AWW) calculation

All wages from the job at injury must be
considered when calculating a worker’s AWW:

* Regular earnings
* Overtime earnings

* Holiday
* PTO (e.g., vacation/sick)

* Special pay (e.g., shift differentials)

* Bonuses

* Tips ORS 656.005(27)

* Commissions “Wages” means the money rate at which

* In-kind considerations (“reasonable value” the services rendered is recompensed
only included when the consideration will under the contract of hiring in force
not continue during period of disability) at the time of the accident.




AWW calculation

AWW is based on:

Up to 52 weeks of wages prior to Date of Injury (DOI) or Date of
Disability (DOD)

Less than 52 weeks if:

* Employed less than 52 weeks since date of hire or re-hire/start date (break in employment)
e Change in wage earning agreement
e Intent of hire (less than four weeks)

Rate of pay

e Regular wages: a constant and uniform pay rate (e.g., paid weekly or monthly)

e [rregular wages: a variable rate of pay or hours worked (e.g., paid hourly, piece rate,
commission, tips, etc.)

e Assumed wage: employees with no wages (e.g., sole proprietors, partners, volunteers, etc.)



AWW calculation, continued

Change in wage earning agreement

e Change in job duties (e.g., promotion or demotion)
e Change in hours worked (e.g., full time or part time)

Gaps or breaks in employment

e Gap less than 14 days — included in AWW calculation
e Gap greater than 14 days — likely excluded from AWW calculation
e Break in employment — likely viewed as a “re-hire”



Medically stationary and claim closure

Medically stationary

Sufficient information to rate PPD and work disability

Impact on benefits (time loss and medical)

Vocational eligibility —
Preferred Worker Program

Aggravation rights

Reinstatement/re-employment rights



Notice of Closure

Tnsert name, address and phone number of insurer:

Notice of Closure

[1]Date of closure (mailing date):

Worker name:

Date of injury:
Tnsurer’s claim no.:

WCD file no.:

. i g & & Employer:
Your workers’ compensation claim is now closed. We reviewed medical Py

and other inform about your compensable injury and determined the

Ingert name. address. and phong monbar of inswar:

Notice of Closure Worksheet
(Dates of injury prior to Jan. 1, 2005)

| Warker's legal name (first, m.i., lasty:

WCD Dleno

Datg of birth: Denial dale(s):

Date of injury:

Type of notice: [T Mo additional PPD ~ First closure date:

Prior awards of PPD: Dale: Value: Date:

[ Prior PPD award considered

Value:

Oither cla I No.

Open? []ves []No

Tnsurer’s claim no.;

Authorized | Authorized Authorized | Authorized Authorized
from through Time loss from

through ‘Time loss from

Authorized
through

extent of your disability. This closure applies to the most recent period
when your claim was open. IT you have questions about this, you can call
us or anyone listed on the back of this notice.

Time loss and disability are defermined based on Oregon law.

0o [J1PD

TTD

TTD TP

TTD

TTD

12

We may deduct overpaid workers’ compensation benefits from any current or future workers’ com pensation
benefits you are due under ORS 636.268.

[3] You became medically stationary [4] Date your claim qualified for closure
on for reasons other than becoming
medically stationary:

[5] Your aggravation rights end:

16] IMPORTANT NOTICE: As the worker, you have the right to appeal this Notice of Closure by
requesting reconsideration. Yow siust make your requtest within 60 days from the mailing date of this
notice. See the back of this notice for information on how to appeal.

cc: [ Worker — regular mail [ Worker’s attormnzy [ Employer O nces

TTD TPD

TMiree-day waiting period: [ ] Yes [ | No Diles:

Med-stat date: OR  Date claim qualified for closure:
O Per AP eport [ PerIME Report dated
Last exam‘treatment date: Failed exam date:
Treatment letler sent date:

Worker response received date:

Per OAR 436-030-

AP. concurrence? [] Yes []No Dated:

Released to regular work date:

Dale exlent of PPD establi
e

ATP bepin date ATP end date:

bxnmflagon date

Impairment
Dody part ende/rulesiconver f below)

Closing exam: Date: By:
O amputation

01 oppesiion

[] range of mation

[ msabitity

O Hearing |oss (S-5/8-6)
D Prosthetic implant
[ sensory change

7 surgery

[ cChange of length

[ strength loss

[T visual loss 15354
D Chrenic condition

[ other

5 Social/vocational Factors

Age and education Range
Age: s (0-1):
Formal education: -1y
Job-at-injury DOTEs)
S-year high SVP DOT(s):
SVP........

Total agesed value..

Adaptability

s.year high strength DOT(S):
Strength code

BF(: Lo RFC:

Adaptability scale: unscheduled (%)
Higher adaptability value: ................
Total social-voeational value
Ageed _ XAdapt
Unscheduled impairment (Section 4):

‘Lotal percent unscheduled disability:

Important legal document. Keep in a safe place.
See “NOTICE TO WORKER" on the back of this form.

440-1644 (5/15/DCBSAWWCDAVEB)

[ Worker — certified mail {retum receipt requested) [ Beneficiary [ Insurer

6 I Primary part Secondary Scheduled! Total

code) part (code unscheduled dearees

%

O

Total Net change

dollars Percent Degrees

Dollars




Appeal rights and notices

Many have time frames to act
or respond to requests for
information

»

Read all notices carefully

For questions, contact the
insurer, Ombuds Office for
Oregon Workers, or WCD to
determine next steps

,0 Failure to respond may affect
benefits




Litigation and settlements

Reconsideration of a Notice of Closure

Appeal level of review

e WCD/Hearings/Board
e Court of Appeals/Supreme Court

Claim disposition agreements (CDA)

e Unrepresented workers

Disputed claim settlements (DCS)




Helpful tips

Report injury right away _ _
Follow medical providers’
instructions — work within your

Inform medical provider [estnictions

injury has been filed as workers’

compensation claim Keep insurer informed of medical

status, return-to-work releases

Read all letters, notices carefully

Failure to respond may affect
benefits

Attend all appointments

Don’t be afraid to ask questions!




For more information:

Dan Schmelling Jaylee Hlad-Mosgrove
SAIF Corporation Ombuds Office for Oregon Workers
dansch@SAIF.com oow.questions@dcbs.oregon.gov
503-315-3606 503-378-3351

Molly Van Houten
Benefit Consultation Unit
workcomp.questions@dcbs.oregon.gov
800-452-0288



mailto:oow.questions@dcbs.oregon.gov
mailto:workcomp.questions@dcbs.oregon.gov
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