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insen insurer or SeN-N TG SMNOYET Iame, Sendcs OOMGanY name (I anoicatis),
and i Maling S3ams and Dhone NUmSer of M Jocation responsBis for proessng
me= claim.

INSURER’S REPORT

O u r a e n d a fo r t O d a DO NOT USE THIS FORM FOR OWN MOTION CLAIMS — USE FORM 3501 WCD e o
Wiorker's legal name: First Ml Last Date of Injury (month-day-year):
Agdress: Social Secunty no.
(=5 SHate: ZIF: Insurer's claim no.:
Insured policy hoider name as [ appears on poilcy: Policy no.
Covered employ=ers (2gal name, [ GTS=rent fmom abaves Wrap-un project name, [T applicabis:
Covered employ=ers address: Gy Sate: FiEH
Status of claim [ (&) Accepted [] D) Disablin [ (¥) Dcoupational disease | [ (0 Original inju
(4] P D) g (¥) Deeupa (O} Original injury
1 ;lt_m*?ﬂt"!ﬂec'f [ (%) Denied [ (M) Mondisabling 7 () Injury [ r) Apgravation
ing this report. . . " »
e [ ) Partially denied E::‘;}f Fatality
column. e M. — Day — Y.
|:| (F} First report of cdaim (Enter date smptoyer first knew of ciaim - If not reported on attaohed 801.]  ——
|:| Check if clzim was previously accepted as nondisabling iatach sosplnas letier; snbar dads of
AnasEian.|
|:| (T} First report of new or omitted condition reopening icheck even If itigation ordersd acceptance |
o H OW to com p Iete 150 Z forms EI?::‘;':;""“ O (R} First report of claim for aggravation rEnter date incurer recelved clsim for sgoravation)  ———
(At least one reason O (V) First report of recpening for woc. training iEnter Airst date aotively sngaged in training progrm.|
2 must be checked.) |:| (L} First report since a litigation order or stipulated agreement resulted in a change in
e [J [ Compiete on al repors. the acceptance or disability status (Enber date of orser) e
@ AVOI d de I I nq uenCI es Attach forms 501 and |:| {Sjlfaamin acceptance or disability status jstiach copy of letier cant to worker axplaining
827 if not i sent.
previously [ P) Motice of partial denial of accepted claim ttan sopy of denia ietiery
|:| () Correction of wage, 33N, date employer first knew of claim, TTD rate, etc. (Explain below.}
° P d t b H H [] (o) Other (Expiain below.)
roper ocumen su mISS|0n D{M}MCOenmllmentafberdainampmnceECc lete MCO section.)
Weekly TTD rate Pald from (this open perod) Pald thmougn: [ |:| No compensation dus.
3 based en paid-through 3 OR [Sklp to #6; explain
° date. | el o).
[ ) u e St I 0 n S a n d a n Swe rs Weekly wage Explain weekly wage computation if based on information other than that shown on 801,
4 Compiste on first reports | § or if BD1 is not with first report.
and wage changes.
Was first payment r t was made, provide date of first o
5 of compensation O ves pam was made, provide 0|FI [ satary continuea ser-nsurea empioyer).
paid timely?
Campiete oniy on fist eparts. O we [] wa compensation aue. (Explain beiow.)
Was claim accepted D ves . FOR WCD USE ONLY
6 or denied timely? (Amach copy of acceptance or denial lefter )
Complete on sccepiance D Mo
or denisl of claim only.
Is worker enrolled [ ves i *Yes,” provide date of enroliment. MCOno.
7 in an MCO?
Complete unless enroliment I:l Mo
was previously repored.
Explanations: FOR WCD USE ONLY
| certy thiss Information s trwe and comect and Mat il dabas required are accurate.
X
Insurer’s representative Phone no. of representative Date mailed
fo WCD
(See DAR 436-060-0011 and WCD Bulletin No. 237 for additional instructions, and
OAR 438-012-0004 (4), ORS 656.2T8, and Bulletin 1835 for Own Motion claims.) 1 502

440-1502 [4:20/DCESWCDIWEE) Contact the Claims Quality Control at 502-947-T210, if you have questions.



Diving into the 1502 form

Insert insurer or self-insured employer name, service company name (if applicable),
and the mailing address and phone number of the location responsible for processing
the claim.

DO NOT USE THIS FORM FOR OWN MOTION CLAIMS - USE FORM 3501

INSURER’S REPORT

WCD file no_:

Worker's legal name: First MI Last Date of injury (month-day-year):
Address: Social Secunty no.
City: State: ZIP: Insurer's claim no.:

Insured policy holder name as it appears on policy:

Policy no.

Covered employer's legal name, if different from above:

Wrap-up project name, if applicable:

Covered employer's address: City: State: ZIP:
Status of claim [ ] (A) Accepted [ ] (D) Disabling [ ] (Y) Occupational disease | [_| (O) Original injury
1 at the time of [ ] (%) Denied [ ] (N) Nondisabling [ ] (N) Injury [] (R) Aggravation
filing this report. %) Partiallv denied Y} Eatali
Check one in each D{ ) Partially denie [|}jt{ }f atality
column. dé]a{teh? Mo. — Day — Yr.




Example of claim information

Insert insurer or self-insured employer name, senvice company name (if applicabis),
and the mailiing address and phome number of the location responsible for processing

Tgﬁn& Insurance, Beta Claims Servicing, 100 High _ Enter insurer INSURE R!S REPO RT
Street Salem, OR, 800-452-0288 information here.

DO NOT USE THIS FORM FOR OWN MOTION CLAIMS — USE FORM 3501 WCD Tile no..
Worker's legal name: First [l Last Date of injury {month-day-year):
Robin L Smith
Address: Social Security no.
390 Winter Street NE
City: State: ZIP: Insurer's claim no.:
Salem OR 97301
Insured policy holder name as it appears on policy: Folicy no.
Department of Consumer and Business Services
Covered employer's legal name, if different from above: Wrap-up project name, if applicable:
Oregon Workers' Compensation Division
Covered employers address: City: State: ZIP:
350 Winter St. NE Salem OR 97301|




Continuing the 1502 form

Insert insurer or self-insured employer name, service company name (if applicable),
and the mailing address and phone number of the location responsible for processing
the claim.

DO NOT USE THIS FORM FOR OWN MOTION CLAIMS - USE FORM 3501

INSURER’S REPORT

WCD file no_:

Worker's legal name: First MI Last Date of injury (month-day-year):
Address: Social Secunty no.
City: State: ZIP: Insurer's claim no.:

Insured policy holder name as it appears on policy:

Policy no.

Covered employer's legal name, if different from above:

Wrap-up project name, if applicable:

Covered employer's address: City: State: ZIP:
Status of claim [ ] (A) Accepted [ ] (D) Disabling [ ] (Y) Occupational disease | [_] (O) Original injury
1 at the time of [ ] (X) Denied [ ] (N) Nondisabling [ ] (N) Injury [ ] (R) Aggravation
filing this report. ¥ Partiallv denied v\ Fatali
Check one in each D (X) Partially denie [|}jt{ }f atality
column. dé]a?h? Mo. — Day — Yr.




Insurer and Box 1 information

Insert insurer or seif-insured employer name, Service company name (if applicabie),
and the maiiing address and phone number of the location responsible for processing

the ciaim.

ACME Insurance, Beta Claims Servicing, 100 High y

Street Salem, OR, 800-452-0288 INSURER S REPORT

DO NOT USE THIS FORM FOR OWN MOTION CLAIMS — USE FORM 3501 WCD file no.. . .

(Leave blank - WCD will fill in)

Worker's legal name: First M Last Date of injury {(month-day-year): .

Robin L Smith 4/17/2023 Enter claim

Address: Social Security no. . f t h

350 Winter Street NE 123-45-6789 Information here.

City: State: ZIF: Insurers claim no.:

Salem OR 97301 2023-123456

Insured policy holder name as it appears on policy: Policy no.

CDePartment of Consu_m_er and Busn_less Services 85-96-12_335? _ — This may include a

overed employer's legal name, if different from abowve: Wrap-up project name, if applicable:

Oregon Workers' Compensation Division (special workers comp. coverage) la rge construction

Covered employer's address: City: State: ZIP: . ..

350 Winter St. NE Salem OR 97301 project or similar
Status of claim X (A) Accepted X (D) Disabling [ ] (v) Occupational disease | [X] (0) Original injury work.

1 at the time of [ ] () Denied [ ] (N) Nondisabling <] (N) Injury |1 (R) Aggravation
filing this report. ; - ;
g s report [ ] ¢ Partially denied I[%It é\;}f Fatality
column. death: Mo. — Day - YT.

This will be specific to your claim, see claim paperwork for details. Be
sure to complete all boxes to avoid an 873, delinquency, or sanctions.




Box 2 information

Reason for
filing this form
(At least one reason
2 must be checked.)

Complete on all reports.

Attach forms 801 and

I:' {F:_I First report of claim (Enter date employer first knew of claim - if not reported on attached 801.) ——»

D Check if claim was previously accepted as nondisabling (Attach acceptance letter; enter date of
acceptance.)

|:| (T) First report of new or omitted condition reopening (Check even if litigation ordered acceptance.)

|:| (R) First report of claim for aggravation (Enter date insurer received claim for aggravation.) ————»

|:| (V) First report of reopening for voc. training (Enter first date actively engaged in training program.)

827 if not previously sent.

|:| (L) First report since a litigation order or stipulated agreement resulted in a change in

the acceptance or disability status (Enter date of order.) >

|:| (S) Change in acceptance or disability status (Attach copy of letter sent to worker explaining
changes.)

|:| (P) Notice of partial denial of accepted claim (attach copy of denial letter.)

|:| (C) Correction of wage, SSN, date employer first knew of claim, TTD rate, etc. (Explain below.)
[ ] (0) Other (Explain below.)

|:| (M) MCO enrnllmer!t after claim acceptance [Cnmplete MCQO section.)




Box 2 example

Reason for

filing this form
(At least one reason
must be checked.)

Complete on all reports.

Attach forms 801 and

E (F) First report of claim (Enter date employer first knew of claim - if not reported on attached 801.) ——»

E Check if claim was previously accepted as nondisabling (Attach acceptance letter; enter date of
acceptance.)

|:| (T) First report of new or omitted condition reopening (Check even if litigafion ordered acceptance.)

|:| (R) First report of claim for aggravation (Enter date insurer received claim for aggravation) ———P

|:| (V) First report of reopening for voc. training (Enter first date actively engaged in training program.)

4/18/2023

5/01/2023

827 If not previously sent.

|:| (L) First report since a litigation order or stipulated agreement resulted in a change in

the acceptance or disability status (Enter date of order.)

|:| (5) Change in acceptance or disability status (Attach copy of letter sent to worker explaining
changes.)

|:| (P) Notice of partial denial of accepted claim (Attach copy of denial letter.)

|:| (C) Correction of wage, SSN, date employer first knew of claim, TTD rate, etc. (Explain below.)
|:| (O) Other (Explain below.)

|:| (M) MCO enrollmer!t after claim acceptance {Cumplete MCO section.)

>




Box 3 information and example

date.

Weekly TTD rate Paid from (this an:n pernod): Faid through: | |:| No compensation due.
3 based on paid-through % OR (Skip to #6; explain
date. | below).
Example:
Weekly TTD rate Paid from (this open period): Paid through: | No compensation due.
3 based on paid-through $ 330.00 5172023 511412023 OR (Skip to #6; explain

below).




Box 4 information and example

4 'EVEEIF”‘; wa?ﬁe ¢ ot $ Explain weekly wage computation if based on information other than that shown on 801,
OMPIELe on Jirst reports or if 801 is not with first report.
and wage changes.

Example:
Weekly wage Explain weekly wage computation if based on information other than that shown on 801
4 Complete on first reports $500.00 ﬂ:{ff) 801 1is n[:rtllf withgﬁrst regnrt 1
and wage changes. ]

WCD has online resources at https://wcd.oregon.gov/insurer/Pages/disability-calculators.aspx



https://wcd.oregon.gov/insurer/Pages/disability-calculators.aspx

Box 5 information and example

Was first pay_ment .
. If t de, de date of first i & )
5 of compensation |:| Yes o Pﬂ}";'lr':’::" was made, provide date o irs OR |:| Salary continued (self-insured employer)
paid timely? ) )
Complete only on first reports. D No |:| Mo compensation due. (Explain below.)
Example:
Was first payment :
. If payment was made, provide date of first i & ]
5 of compensation E Yes paﬂrarﬁent. P OR Salary continued (self-insured employer)
paid timely?

no  9/15/12023

Complete only on first reports. No compensation due. (Explain below.)




Box 6 information and example

Was claim accepted [y FOR WCD USE ONLY
6 or denied timely? ©5 | (Attach copy of acceptance or denial letter.)

Complete on acceptance |:| N
or demal of claim only. ©

- g= == = - -

Was claim accepted X FOR WCD USE ONLY
6 or denied timely? Y& | (Attach copy of acceptance or denial letter)

Complete on acceptance
or denial of claim only.

Mo

Be sure to attach all notices of acceptance relevant to the
claim. For this claim, attach both the initial notice of
acceptance and the modified notice of acceptance (when
the claim became disabling).



Box 7 information and example

7

Is worker enrolled

inan MCO?
Complete unless enrollment
was previously reported.

|:| Yes
|:| No

If “Yes,” provide date of enrcllment. MCO no.:

Example:

7

Is worker enrolled

inan MCO?
Complete unless enroliment

was previously reported.

E Yes

MO

If “Yas,” provide date of enrollment. MCO no.:

5/3/2023 900103

If you mark “yes” you must include both the date of enroliment
and the correct managed care organization (MCO) number.
Failure to include both fields will result in an 873 letter and
could result in sanctions if not responded to.



Completing the 1502 form

Explanations: FOR WCD USE ONLY

| certify this information i1s true and correct and that all dates required are accurate.

X
Insurer's representative Phone no. of representative Date mailed
to WCD
(See OAR 436-060-0011 and WCD Bulletin No. 237 for additional instructions, and
OAR 438-012-0001(4). ORS 656.278, and Bulletin 195 for Own Motion claims.) 1 502

440-1502 (4/20/DCBS/WCD/WEB) Contact the Claims Quality Control at 503-947-7810, if you have questions.



Completed 1502 example

Exblanétinns: New condition accebted, see attached modified notice nf'acceptance. FOR WCD USE ONLY

| certify this information is true and correct and that all dates required are accurate.

X /erry Ushnson 503-555-4752 5/15/23|
Insurer's representative Phone no. of representative Date mailed
fo WCD
(See OAR 436-060-0011 and WCD Bulletin No. 237 for additional instructions, and
OAR 438-012-0001(4), ORS 656.278, and Bulletin 195 for Own Motion claims.) 1 5 0 2

440-1502 (4/20/DCBSAVCD/WEB) Contact the Claims Quality Control at 503-947-7810, if you have questions.



Every completed 1502 form needs:

N\

Status of the claim

Weekly TTD rate and paid from and paid through dates or
“no comp due”

\

‘ First payment timely

/

‘ Claim accepted or denied

4

‘ MCO information — both dates and valid MCO number
/




DO NOT USE THIS FORM FOR OWN MOTION CLAIMS — USE FORM 3501 WCD tle no.

Viorker's 1egal name: Frst 7] Lt Da of Injury (montv-aay-yeary
Robin L Smith 41712023

Agdress: Sodal Secunty no.
Completed 1502 S s

City. Stte. 2F. NsUrer's caim no.

Salem OR 97301 2023-123456

Insured policy holder name as It appears on polcy: Policy no.
Dpartment of Consumer and Business Services 85-96-123357
Covered empioyer's legal name, If dferent Tom above. Wrap-up projed name, I applicanle:
Oregon Workers' Compensation Division
Covened empioyers adoress: City: State: Fra o
350 Winter St. SE Salem OR 97301
Status of claim 2] (4) Accepted [X] (D) Disating L] (v) Occupational disease | [X] (0) Original injury
at the tme of ] (x) Denied [ (N) Nondisabiing B (N Injury O (r) Aggravation
1 filing this report. O () Partially denied O () Fatality
Check one in each Date of
column, death: Mo. - Day - Yr.
[ (F) First report of claim (enter asts smpioyer first knew of sisim - It ot mporied on attached 891 4/18/2023
E Check if caim was previously accepted 33 nondisabling (Atisen ssceptance ietier: sndsr cate of 5/1/2023
avoectaroe |

] ) First report of new or omitted condition recpening (Chece sven 7 igsson crsered scoastance )

Reason for
filing this form
(At least one reason Dmﬁmmpatdmopmmfurmrahingﬁ_num n gram.}

All “first reports” need this 2 | | T i st e e

D{R]Firslrepm‘lddai‘nfnrwiionm-b“ sdalm for aton )

Attach forms 801 and

Compiete on all reports.
[J (5) Change in acceptance or disability status (Ataoh copy of letter cent to worker expiaining
. ohangec. |
827 # not previously sent.

[J (P) Notice of partial denial of accepted claim (Attsch copy of deniad istier) —
[J (C) Comection of wage. SSN, date employer first knew of claim, TTD rate, etc. (Explain below.)

information. If it is missing, it
will result in an 873. )t oot e e o o ectony

Weekly TTD rate Faid from [this open penod): Pad through:

3 Mz'l pad-through $ 330.00 5/1/2023 5/14/12023 OIR g T:Whl - Wl:ﬂ*
date. | Dalow).
Weekly wage . . . .

4 Compiete on first reports $ 500.00 51#;;11mymwﬂhaedmmmnmmmmmmmt
Was first payment -

5 oi_t;o;_npe;?ﬁon E'ﬂi If payment was made, provide date of first OlR Dmm(mw.
pasd tmedy s 5M15/2023
Complete cnly on first reports. Owe ] Mo compensation due. (Expiain beiow.)
Was claim accepted <] ves FOR WCD USE ONLY

IB or denied timely? (Artach copy of acceptance or denial lefter.)
or denial of claim only C%e
Is worker enrolhdl If “Yes,” prowde date of enrollment. MCO no.

7 in an MCO? B] ves
Complete unless enrallment 5/3/2023 900103
was previously reported. D i

Explanations: New condition accepted, see modified notice of acceptance FORWCD USEONLY |

| certify this Information Is true and comect and that ail dates required are accurate.

x fm (]éé/(cfﬂl( 503-555-4752 5/15/23
P T T pp——

BPrhora no Oof ranrsseniata Dats malad




Help with the 1502 form

If you have questions as you
complete the 1502, look at the
back of the form.

You will find instructions there to
help you accurately complete the
form and avoid 873 letters and
sanctions.

General instructions for completing and filing Form 1502

Header:

Browide the actal name of the insurance company or self-insured emplover
responsible for the claim, the service company (if applicable). and clams
processing address and phone number.

Claim identifiers:

Provide the worker's name. address, Social Security mumber (S5N), date of
injury, and claim mumber. The 35N is required under QAR 435-060, unless
the insarer is unable to obdain the workers SSN. If the 55N cannot be
abiained, the insurer must sate this on the Form 1502 where the 55N is
repartzd.

Insured policy holder:

Provide name of insured entity that purchazed the coveraze as it appears on the

insurance policy.

Covered e *s legal name:

Provide the lezal name of the employer as it appears on the insurance policy

(not doing business as name).

Policy nomber:

Provide the policy number a5 it appears on the insurance policy, unless the

employer is salf-insured ar the claim is a noncomplying employer clam.

Wrap-np project pame:

Provide the wrap-up project name. if the claim is from a wrap-up project.

Section 1: Statwns of claim

Bepart the status of the claim at the time of filing Form 1502 with the divizion

Ty checking only one item i each of the four columns.

“Oripinal Injury™

(@) aclaim that has not been closed by a Motice of Closure; or

(o) aclam that has been closed by a Notice of Closure, ut reopensd for a
new or amited medical condition or fior vocarional assistance only.

“Agzeravaton”

(@) the acal worsening of the worker's compensable condition(z) ona
claim that has been closad by a Notice of Closure; or

() reclassification of a non-disabling claim as dizabling at least ene year
after original acceptance.

Section 2: Reason for filing this form

(Compiete om all reparrs. At leasr one reasom must be checked.)

Check ar least one reason for filing Form 1502, Asseciated dates noust be

repartad i the spaces provided The following are the most commen reasons

for filing Form 1502:

(E) First report of claim
File Form 1502 within 14 days of the insurer’s initial decision to ither
accept or demy the clamm. Form 1502 should be attached directly behind
Form 201; and attach Form 827, if available, behind Form 1501, To
report a dj:.ab]mg ag,gncaﬂmn ofa previously nondisabling claim, check
reasens "F," "E." and

{T) First rq:-nrtufnewnr umiﬂrd condition reopening
File Form 1502 within 14 days of reopening a clxim mades under QRS
6536.267. Use Form 1503 (instead of Form 1501) to report new condstion
claims that can be closed within 14 days of the first to ooour acoeptance
of the new condition, ar the insurer’s knowladze that interim temporary
disahility compensation is due and payable. If the new or amitted
condition claim is made after the worker's agzravation nights under OR3
G56.273 have expired, file Form 3501 (instead of Farm 1302} see QAR
438-012-0030¢4) and OAFR. 4346-060-0011(%).

(B} First report of claim for agzravation
File Form 1502 within 14 dayz of the insurer’s decision to reopen or
deny the claim under OFS §56.273. Feport the date the insurer first
received the claim for aggravation, i.e, the date of receipt of Farm 827
sizned Ty the worker or the worker’s attorney and the worker’'s atfending
phyzician indicadng an apzravation claim.

(V) First report of reopening for vocational iraining
File Form 1502 within 14 days of reopening the claim for vocational
taining services under QAR £35-120. Feport the first dare the worker is
actively engaged in aining.

(L) First report since a liization order or stipulated azreement resulted
in 3 change in the acceptance or disability statns
File Form 1502 within 14 days of the date of a brization order or
stipulated azreement that changes the acceptance ar disabilicy statos of
the claim Fepart the date the litization order was signed by the
ap]mmng muthariry or, in the case of a sdpulation. the date an order
approving the stipulation was signed by the approving anthority.

{5) Change in acceptance or disability status
File Form 1502 within 14 days of the stafus change Describe the change
i the "Explanations” section. Attach a copy of the nofice sent o the
worker explaming the change.

(P} Notice of pariial demial of accepted claim
File Form 1502 within 14 days of a denial that ocours after the inigal
Form 15032 has been filed on an otherwise accepted claim Artach a copy
of the denial letter.

{C) Correction of wage, S5N, date employer first imew of claim, TTD
rate, ebc.
File Form 1502 within 14 days of knowledge that previcnsly reponted
data is meomect. Describe the cormection in the "Explanations” secton.

{0) Other
Check the “Other” filing reazon when the above filing reason: do oot
apply. Examples of appropriate use of this filing reason:

(1) toneonfy WCD that the claim was reopened in error. as reported o an
earlier submirted Form 1502; ar

{2) mrepm an amended denial. Describe the fling reason in the

"Explanations” saction.

(M) MCO enroliment after claim acceptance
File Form 1502 within 14 days of enroliment unless enrollment was
previously reported by Form 1502, Complete Section 7.

Section 3: Weeldv TTD rate based on paid thr date

(Complete unles: previouzly repovied.)

Eeport the mie of temporary total dizabilsy (TTDY) based on the "Paid

throuph” date reported on Fomm 1502, unless thers is no compensation due.

Eeport the TTD rate even if the worker is receiving temparary partial

dizabiliry. Do mot include supplemental disability in the TTD rate; report

only the rate related to the employer-at-injury.

Feport the beginning “Paid fom™ date smce the most recent opening or

reopening of the claim and the last “Paid through™ date at the tme of filing

Faorm 1302, unless there i= no compensation due. Explain why “Ho

compensation due” 1= checked (e 2. worker lost no tims'wages from work).

Section 4: Weeldv waze

(Compiete ifa "First Report” box s maried in Section 2 ar [ reparting a wage

carrection, unless "No compemsation due” is checked in Secoon 3.}

Eepart:

(a) the weekly wage at the time of injury; or

(o) the weekly wage at the fme there is medical verificarion that the worker
15 urahble to work due to an ocoupational disease (ORS 656 210). I the
weekly wage differs from the wage data inchided on Form 801, explain
the wage computation in the “Explanations™ section.

Section 5: Was first pavment timely?

{Complese jf'a "Firss Reporr” box it marked in Section 1)

Check "Yes" or "Wao" and provide the date of first payment OF check "Salary

contnued” (zelf-insured employer only — see OFS 656.262(4)(0) and QAR

435-060-0025) or “No compensation due,” as applicable.

Section §: Was claim accepted or denied timelv?

(Complete upon acceptance or denial of origingl mjury, new or omitsed

condition, or ageravation claim. Check "Yes ™ or "No ™ based on cerrenr

Shaiis reportad.)

Eepart if the claim was accepted or dended within 60 days after:

(2) emplover's notice or knowladze of the claim. if a new claim;

(o) receipt of a claim for azgravartion by the insurer in accordance with OFS
656.273; or

{c) receipt of 2 new or omitt=d condition claim under OB 635 267

Note: Only an order izsued under OAR. 435-060-0135 may extend the 60-day

period.

Artach a copy of the notice of acceptance or denial letter sent fo the waorker to
Form 1502.

Section T: Enrolled in MCO?

{Complete unles: enrollment was previgusly reported on a prior Form 1502
on the claim.)

I "Ves,"” provide date of enrolment and MO0 mmber. Cmoe envolment is
reported, completion of Section T on any subseguent Form 1502 is not
required unless you enroll the worker in a different MCO.



I’'m here to help!

Olivia Brookman, Claim Records research specialist

971-283-4964
Olivia.L.Brookman@dcbs.Oregon.gov



mailto:Olivia.L.Brookman@dcbs.Oregon.gov

Questions



801 Processing and Completing for Insurers

Keith Johnson, claims coding trainer

Department of Consumer
and Business Services




What is an 801 form?

A required
document submitted
to WCD at time of an

injury or incident.

Contains information Form data is used in
about the injury and state and federal
the injured worker. databases.




What is the purpose of the 801 form?

* The initial injury report for an Oregon workers’
compensation claim.

e Serves as a release of medical records for claims
administration.

* Notifies the insurance company of the illness or
injury.

e Describes the five W’s of the claim: who, what,
when, where, and why.



Diving into the 801 form

Inxers selfenaured empiaper and maveer sams, addreen, phons number, s1d

lhn\ signatare, | i3 Bakin
bkeal

Report of Job In]un or ]]]ness

L Example: Fell |

Manse and addres wha treated y
T illmess yoa

Insurance
policy «

If fatal, date




Beginning with the top of the form

This is the injury description. It should contain:

e Date of injury * Description of incident
e Date left work e Regularly scheduled days off
 Time left work

o 1 Insert self-insured employver and insurer name, address, phone number, and -
Time work bega N service compary, i . Report of Job Injury or Illness
Workers’ compensation claim

* Time of injury/illness Worker

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

¢ Ty p e Of I nJ u ry ( I f k n OW n ) Date of Date you Time you began work [Jam. Regularly scheduled DEPT USE: I
injury or illness: left work: on day of injury: O Pm. | days off: Emp
Time of injury [Jam. | Timeyou [[Jam. | Check here if you have more than one | [T s
or illness: [Jpm. | left work: [Jpm. | job:[] MTWTFSS
What is your illness or injury? What part of the body? Which side? (Example: Sprained right foot) [OLeft [ Right Occ
Nat
What caused it? What were you doing? Include vehicle, machinery, or tool used. (Example: Fell 10 feet when climbing an Part
extension ladder carrying a 40-pound box of roofing materials) Ev
Src
2sre




Writing the injury and description

Jenn fell down the stairs on her way into the work building. She was
carrying a venti, extra hot, white chocolate mocha in her left hand and
her heavy work bag in her right hand. Before falling down the stairs,
Jenn was worried about getting to her desk on time, because her shift
starts at 8 a.m., exactly.

Jenn was wearing 3-inch, high-heeled shoes and a floor-length maxiskirt
at the time of the injury. She had a history of being late to work in the
past few months, so Jenn was in a hurry. | think if Jenn had been on time
and not wearing such high heels, this injury wouldn’t have happened.

How would you better summarize this for the 801?



A proper description of the incident

The large box on A summary of the
the top of the form incident that
is for how the caused the injury is
worker was injured. needed.




A proper description of the incident

Example: “Was mopping floor and didn’t know a puddle of

soapy water was there and | slipped and fell hurting my ankle
and back.”

Insert self-insured employer and insurer name, address, phone number, and
service company, if any.

Razadazzle Insurance Company

PO BOX 333

888-121-0077

Report of Job Injury or Illness

Workers’ compensation claim

Worker

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 not intend to
file a workers’ compensation claim with the insurance company, do not sign the signature line. Your employer will give you a ¢

Date of Date you Time you began work X am Regularly scheduled _?EPT USE:
injury or illness: 3/4/2023 left work: 3/4/2023 on day of injury- 9 Opm | davs off Emp
Time of injury [0 am. | Time you [0 am | Check here if you have more than one (| O O =
or illness: 1:30 M pm | left work: 2:30 X pm | job: [] MTWTFSS
What is your illness or injury? What part of the body? Which side? (Example: Sprained right foot) X Left [] Right Occ
Twisted ankle, pain in lower left back Nat
What caused it? What were you doing? Include vehicle, machinery, or tool used. (Example: Fell 10 feet when climbing an Part
extension ladder carrying a 40-pound box of roofing materials) Was mopping floor and didn’t know a puddle of soapy Ev
water was there and | slipped and fell hurting my ankle and back =

2src




Middle of the form

In the middle is the claimant information. This should be
filled out as fully as possible.

* Name * Health care provider

e Address e Signature

e Date of birth (DOB) * Phone number (work and home)
* Gender

* Occupation
Hospitalization/ER




Example of the claimant information

e ——————————————————————————————— e
Information ABOVE ihis ine; date of death, 1f death ocenrred; and Oregon OSHA case log number must be released fo an authorized worker representafive upon request

Your legal name: Whitley Callan Dixon Language preference: English Birthdate: 9/21/1999  |Gender M [X] F [ ]
Your mailing address: 147 SE Beaver Ave, Oregon City, 97045

Home phone: 503-555-9009 Work phone: 252-762-9951 Occupation: Janitorial Service Rep.

Names of witnesses: Matt and customer in office

Name and phone number of health msurance company: Name and address of health care provider who treated you for the
Providence 800-660-2222 injury or illness you are now reporting:

Were you hospitalized overnight? (] Yes I No Providence ER, West Linn, Dr. Hart

Were you treated in the emergency room? B Wes [ No

By my signature, [ am making a claim for workers’ compensation benefits. The above mnformation 1s true to the best of my knowledge and belief. I
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 Depariment of Consumer and Business Services. Notice: Relevant medical records include records of prior
treatment for the same conditions or of injuries to the same area of the body. A HIPAA authorization 1s not requared (45 CFR 164.512(T)). Release of
HIV/AIDS records, certain drug and alcohol treatment records, and other records protected by state and federal law requires separate authonzation.

I understand I have a right to see a health care provider of my choice subject to certain restrictions under ORS 656.260 and ORS 656.115.
Worker Completed by

signature:  W1HLou Divok (please print): Whit Dixon Date: 3/7/2023

Digital signatures on the form are accepted.



Ending with the bottom of the form




Ending with the bottom of the form

Employer

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.

Employer legal
business name: Phone: FEIN:

If worker leasing company, Client
list client business name: FEIN:

Address of principal place Insurance
of business (not P.O. Box): policy no.:

Street address from which Nature of business in which worker
worker 1s/was supervised: : 15/was supervised:

Address where
event occurred:

Was injury caused by failure of a machine or product, or by a person other than the injured worker? D Yes D No
Were other workers injured? Yes n No OSHA 300 log case no:

Date employer Date worker Worker's Date worker If fatal, date

knew of claim: returned to work: weekly wage: $ hired: of death:

By my signature, I acknowledge I am respoasible for notifying my workers’ compensation iasurance company within five days of knowledge of the clamm. 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.

Employer Name and title

signature: (please print): Date:
OSHA requirements: Emplovers must report work-related fatalities and catastrophes to Oregon OSHA either in person or

by telephone within eight hours. In addition, employers must report any in-patient hospitalization, loss of an eye, and any
amputation or avulsion that results in bone or cartilage loss to Oregon OSHA within 24 hours. See OAR 437-001-0704. Call
440-301 (121DCBSWCD'WEB)  800-922-26389 (toll-free), 503-378-3272, or Oregon Emergency Response, 800-432-0311 (toll-free). on mights and weekends.




Questions?

Keith Johnson

971-345-1547


mailto:Keith.A.Johnson@dcbs.Oregon.gov
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