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Incident or claim?

* What is the difference?
* When is it necessary to report?

e What documentation is needed?




What is a claim?

* Aclaimis defined in ORS 656.005(6) as being a “written request for compensation from a
subject worker or someone on the worker’s behalf, or any compensable injury of which a
subject employer has notice or knowledge.”

* ORS 656.265 notice of accident from worker:
* Must be given by the worker or a beneficiary of the worker

* ORS 656.265(2) “The notice need not be in any particular form. However, it shall be in

writing and shall apprise the employer when and where and how an injury has occurred to
a worker.”




When do we have knowledge of a claim? (part 1 of 2)

Knowledge of a claim/employer date of knowledge (EDOK)

OAR 436-060-0010(2) “The date an employer has knowledge of an accident that may
result in a compensable injury is the earliest date any supervisor or manager of the
employer has enough facts to reasonably conclude that workers’ compensation liability is
a possibility.”

Incident Earlles’; i Potentially

occurs compensable
awareness




Incident

* Also referred to as a “near miss.”

 Employees should report incidents to their employer as soon as they happen, even if
there is no intent to file a claim for injury.
— Provides data on safety trends.
— Provides information just in case the incident turns into a claim.

* Employers must have a form in which the incident can be recorded.
— This can be any form, including an unsigned Form 801.

* Employer must keep incident documents for five years. Incident must state:
— Name of worker
— Date of the accident
— Nature of the injury
— Any treatment provided

These records must be available for inspection by the director, the worker or worker’s
attorney, and the insurer.




Reporting a claim

* Form 801 can serve as both an incident report and a
Cla i m filing. et oo [ e e, G phons b 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 iture line. Your employer will give you a copy.
Date of Date you Time you began work Oam. | Regularly scheduled | PEPT USE: |
injury or illness: left work on day of injury: P | days oft Tmp
| Time of injury Oam. | Timeyou Oam. [ Check hereif you have more than one | JOOOOON |

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. 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 Department 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 is not required (45 CFR 164.512(1)). Release of
HIV/AIDS records, certain drug and alcohol freatment records. and other records protected by state and federal law requires separate authorization.

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 656.325.

Worker Completed by
signature: (please print): Date:

TUNGersiana 1 have a Nignt L0 See 4 Nealtn Care Provider ol niy CHOICe SUDJeCt L0 CErLaIn TesiTICONS UNger UK 036.20U and UKD 630.325.

Worker Completed by

signature: (please print): Date:

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 nam Phone: FEIN:

If worker leasing company, Client

list client business name: FEIN:

Address of principal place Inswrance

of business (not P.O. Box): palicy no.

Street address from which Nature of business in which worker
worker is/was supervised: Z1P: is/was i

Address where

event occurred:

Was injury caused by failure of a machine or product, or by a person other than the injured worker? [J Yes [JNo

Were other wrkers injured? [ Yes [ No OSHA 300 log case no:
Date employer Date worker Workers Date worker If futal, date
knew of claim: retuned to work weekly wage: § hired: of death:

Bymy signature, I acknowledge [ am responsible for nofifying my workers’ compensation insurance company within five days of knowledge of the claim, T
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: lease print): Date:
‘OSHA requirements: Employers must report work-related fatalitics and catastrophes to Orcgon OSHA cither in person or
by telephone within eight hours. In addition, employers must report any in-patient hospitalization, loss of an eye, nd any
ion or avulsion that results in bone or cartilage loss to Oregon OSHA within 24 hours. See OAR 437-001-0704. Call 8 0 1

440501 (/2DCBIWCDAVER)  800-922-2689 {loll-free), 503-378-3272, or Oregon Emergency Response, 800-452-0311 (toll-free), on nights and weekends




When do we have knowledge of a claim? (part 2 of 2)

Is this an incident only or should you file a workers” compensation claim?

A worker twists an ankle while
walking down the hallway. The
worker is limping but states that
they do not plan to seek medical
treatment. However, the worker
leaves work early to go home
and rest.

A worker is thumbing through A worker gets a blistering burn
some paperwork when they get on their hand. They run the
a papercut. They find the hand under cold water and
first-aid kit in the breakroom apply a dry bandage before
and apply Neosporin and a leaving work to go to the
Band-Aid. emergency room.

Incident Possible claim




Employer responsibility
Employers must:

Accept notice of a claim for
workers’ compensation benefits
from an injured worker or
worker’s representative.

Report the claim to the insurer
no later than five days after
notice or knowledge of a
claim or accident.

Provide the Form 801 and “A
Guide for Workers Recently Hurt
on the Job” to the worker, at the

time a worker reports a claim.

Not discourage a worker from
filing a claim or direct care.




Worker responsibility

Workers must:

Tell their employer about an
injury as soon as possible.

Keep the employer notified of
any work releases, including
off-work and modified-work

authorizations, as well as when
the worker returns to regular
duty.

Cooperate with the insurer as it
relates to processing their claim.

Be an active participant in the
process by paying attention to
timelines and dates.




Filing a workers’ compensation claim

Worker must report injury

within 90 days Insurer will determine
(one year for timeliness — not employer

occupational disease)

A worker always

Form 801 Employer has five days to ) )
with employer/insurer send Form 801 or report has a right to file
ploy claim to insurer a claim
Form 827 Medical provider has

three days to send
Form 827 to insurer

with medical provider




Why do claims need to be
filed so quickly?

Insurer has 60 days from EDOK to timely
accept or deny the claim.

Initial time loss benefits, if authorized, may be
due to the worker within the first 14 days from
the EDOK.

Claim classification: disabling versus
nondisabling to address additional time loss.

To avoid delay of injured worker’s medical
treatment.



Form 827 (Part 1 of 3)

* A provider has three days to send Form
827 to insurer on first report of injury.

* Whatif |l don’tthink it’s work related?

* When not to ask the worker to sign
Form 8277?

* Before asking a worker to sign the form,
make sure they want to file a claim.

R——=y . B %/ C0 capluyeran.:
WCD | = Worker's and Health Care Provider's Report :
gl = . . : Fulicy o
pr for Workers’ Compensation Claims

Note to Provider: Asl the worker tv complete thiz form ONLY for the four filing reazons: in the worker's section; do mot Dpt. Une

rovider: have the worler complete or sign form if this is a progress report, closing report, or palliative care request. | ™
Worker's legal name, strest addresz, md mailing address Lanzuage preferance: | Eﬂl&ﬁuﬂm}z =3
Clain pa. (1f knonay Diaie'time of original mjary: s

Cate of birth: Dccupefion: ‘La_'n date worked: "=

Empiloyer at tima of origina] infury — mome and stregt address; | 2l MSrance company name and phine: e

Workers" compan: aihon meurer': pame, address: S

Worker or provider

Worker- Check reason for filing this form, answer questions (i any), and sign balow.
[C] First repert of injury or disesse (Do 2at campletr or zign if yon de not feeed i make 2 claim ) Check hare if vou have more than one job. [J
Have you injired the same body part before” [ ¥e: [J¥o If ves, when: L Describe accident:
[0 ERequest for acceptance of a new or omitted medical condition on an existing claim.
Checldng this bog initiztes claim proceszing decisions that may affect vour bensfits. If vou have

questinne, copsult with your anamey or the Ombods Office for Crezon Workers 2t 1-300-027-
127 ]'h)]lEreeJ

[C] Notice of change of attending physician
Feeazom for change:
] Report of aggravation of original injury (actual worsening of a compensable
condition)
By signing this form, T ausherize health care providers and other custodians of claim records to rﬂeﬂ.e
relenaent madical records. I centify that the above information is true to the best of may
Telief. (See back of form )

If the worker filed this report for:
= First report of mjury or dlnes: — Send this form to the workers” compensation imsorer within T2 hours of visit.
= New or omitted medical condition — Attach chart nodes that explain how this condition &2 causally related fo the compenszhle
imjury. Send this form to the insurer nithin five davs of visit.

»  Change of attending physician - By zizning this form, vou acknowledse that you accept resporsibilizy for the cars and
treatient of the above-named worker. Send this form to the insurer within five davs after the chanzs or the date of first
treatmant Chack the following, if applicable [] Trequest inrurer to send its records.

«  Agzravation of original injury - Sizn this forn and send it to imsurer within five days of vizit.

If filing for progress report, closing report, or palliative care request, check the appropriate box below.

£ Progress report 0R  [C] Closing report (See insaction: i Eulletin 230

[0 Pauiative care request - Complete rensinder of form, except Sction b. Attach a pallistive care plan, state how care relates to
the compensable condition, how care will enahle worker to continoe work or frainne, adverse effect on worker if care not providsd.

Tate time of first treatent: Last date treated: Was worker bospitalized 2 minpatient? [ e
a _ _ i If yes, namem_m. - _

Next appointmient date Est. lemzth of further treamment: | Current dizsnosis per ICD-10-CM codes:

‘Fas the inpury or ilmess caused permonent mpasmment? Medically ] ves {dens): {Attzch fimdings of

Ove: Ow [Opoimestepeced [0 Unkmonn ] 4o (aemticipated dass): Imnpainment, if amy.)
b [ET Resular work (iob 2t infury) awthorized start (dace)- [

‘Work ability status: 0] 1odified work aihorized from (dess throuzh (date, if komowm):

] o work authorized from (date): throuzh (date, if kmowa):

Chart notes: Artach chart notes to this fomm. The notes shoald specifically describe: smptoms; Ulamwﬁ.n:lm_s,ﬁ'pen ‘treateasnt, lab/w-ray results (i am);
¢ | inmpaiment fmdmes (if ay, and note whether temparary or pernienent); phoysical Hmitations (if any); pallistive care plan (specify rendering provider, modalsties,
frequancy, and duration); if referred to another phyzician, give the reme md addres:; surgery. amihutnq (i closing repoat)

Provider's pama, degres, address, and phone: (Fring ipe, oF wie Sty —Criginzl and one copy to insmer

— Ratain copy for vour records

—Copies (mchuds Fom 3283} to worker
BEW ar

immediznely if initial

omitted medical condition claim,
Date 2ezravation claim, or chenze of 827
aending phy=sicim

440817 (A TATMCHEW OO WER)




Worker's and Health Care Provider's Report "
O r m 7 P t 2 f 3 for Workers' Compensation Claims E
a r 0 Note to Provider: Ask the worker to complete this form ONLY for the four filing reasons in the worker's section; do not Dept. e
. have the worker complete or sign form if this is 8 progres report, closing report, or palliafive care request. | ™
Worker's legal name, strest address, and mailing address Lanzuage prefenence: Maleferazle
_',g Clam £, (1 nona) | mEmeomngilnij
.g Oeturoton, -me-u---.
- . Ly . m . R
Worker: Check reason for filing this form, answer questions (if any), and sign below. ;
1
- First report 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. [_] E_
Have you injured the same body part before? | Yes [_INo If ves, when: Describe accident: al
Request for acceptance of a new or omitted medical condition on an existing claim E 1
Checking this box initiates claim processing decisions that mayv affect vour benefits. If vou have ! I
questions, consult with your attomey or the Ombuds Office for Oregon Workers at 1-800-927- E ¢
1271 .(t_ﬂll—ﬁee}- E bt
Condition: b
)
- Notice of change of attending physician
Reason for change:
- Report of aggravation of original injury (actual worsening of a compensable
condition)
By signing this form, [ authorize health care providers and other custodians of claim records to release i
F . . - . - |-
relevant medical records. I certify that the above information 1s true to the best of my knowledge and X /|
. E -
belief. (See back of form.) Worker’s signature Date :
Workability status: [ Modifisdwock authorized from (s [0 throuzh (date, if kmavn):
0] Mo wark authorized from (date): through (sate, if knove):
Chart notes: Attach chart notes to this form_ The notes shoald specifically describe: symptoms; objective findinzs; type of treamaent; lab/z-ray results (ff 2my);
¢ | inpairment findimes (if anry, and note whethr tamporary or permansnt); plrysical mitatiors (if any); pallistive care plan (specify rendering provider, modalities,
frequancy, and duration]; if referred to anocher physician, give the reme md address; surgery, and history (if closing report)
Provider's nzme, degree, address, md phons: (rivg {ipe, o wse stamp) —Crigirel and ona copy to memer
—Petain copy for your records
iy el i e
};mu.i{ierﬁsrynmm Days %ﬁﬂ 827




Form 827 (Part 3 of 3)

The health care provider may use
Form 827 for the following:

* Progress report
* Closing report

* Palliative care request

—Just checking the box does not meet
the requirement for requesting
palliative care.

WCD|% Worker's and Health Care Provider’s Report

Dspuartruaen ol Contamar
ad B Sarvcan

WD ceapluyer o

Puolicy no

for Workers' Compensation Claims

Worker or provider

Provider

Note to Provider: Ask the worler to complete thiz form ONLY for the four filing reazons im the worker's section; do not Dept Uss
rovider: have the worker complete or sign form if this is a progress report, closing report, or palliative care request. | ™
Worker's legal name, strest address, and mailing address Lansuage prefarence: | TLD{nleﬁeazl]E B
Claim po. (if monnc | Dizie‘time of orizmal mjuary: Hams

Date of hirth: Crupatioe: Last date worked: [
Dhome:

Employer at time of origire] injury — neme and strest address: Health memrance compary nams and phome: Tt
Workers" compenzation meumer's neme, addnass: s

M.E' Asmac shiest
Worker: Check reason for filing this form, answer questions (if any), and sign balow.
[ First repert of injury or disesse (Do aot complets o sign if you do not mtoed o mazke a claim.) Check bare if vou have more than one job. [
Have you injured the same body part befare” [ ve: [CIMe If yes, when: L Describe accident:
[0 Request for acceptance of a new or omitted medical condition on an existing claim
Checking this o initiate: claim processing decisions that mey affect vour banefite If vou have

questipes, coesult with your attamey or the Cenbods Office for Orezon Wekers at 1-800-027-
1271 {todl-fres).
Comdition:

[0 Notice of changze of attending physician

Reason for chanze:
[ Report of aggravation of eriginal injury (actual worsening of a comipensable

condition)
By zigning tihiz fomm, ] aushesize health care provider: and other costedians of claim records to releaze -
relevaet medical records. [ certify that the above infonuation is true to the best of noy Inowledze and X
bejgei GedapriGrel © © © © 0 0 0 0 00 0 0 0 0 0 0 0 0 SWGFUWD 0 0 0 0 ¥
Provider: If worker tnitiared thiz report, give worker a copy immediarely.
If the worker filed this report for: 4t the name and

»  First report of mjury or diness — Send this form to the workers” compenzation insarer within T2 hours of visit es5 ﬂh- insurer, call

»  New or omitted medical condition — Attach chert niotes that eyplain how this condition iz czusally relatsd to the compenszhle
imjury. Send this form to the insurer within five davs of visit.

«  Change of attending plrysician — By sizning this form, you ackmomiedze that you accept resporsibdlity for the cars and
‘treatrent af the above-named warker. Send this form to the insarer within five davs after the chanze or the date of first

treatment. Check the following, if applicable: [C] 1 request insurer to sead its records.
*  Agzravation of orizinal injury — Sizn this form and send it to insurer within five days of visit.
If filing for progres: repart, cloxing report, or palliative care request, check the appropriate box below.
.l’mg{us report O |. Closing report {3ze mztmactions m Bullstin 230}
-l’nllmu\'ecare request — Complete remamder of fore, encept Szction b. Aftach a pallistive care plan; state how care relate: to
the compersble condition, how care will epable worker to continos work or Taieng, adverse effect on werker if care pot provided.

Cattetima of firs! treatment Last date treated: Was worker hospitalized 22 mm ipatient?  [J¥as Mo
1fyes, neme hospatal- q
et appointnoent date: Egt. length of further reabment: | Curent diagnesis per ICD-10-CM codes: <

‘H2: the injury or iliness caused pemmanent impainuent? Madically  [] Vs (date): (Attach fndings of

Ove: O [Oopomestepeted [0 Unimown stationary? D\oggzﬂgldm\ impaimment, ifamy) @

b [ Fesular work {ich 2 injury) authorized start (deta): [

Worl: ability status:  [J Modified work authorized from (dae) throuzh (date, if kmow): P
] e work authorized froe (date) through (date, if kmow):

Chart notes: Attach chart notes to this foma. The notes should specifically descrbe: svmptoms; objective Endngs. type of tremtment, lab/'g-rzy results (i 2m
¢ | inpaiment findmes (if 2y, and note whether temporary or perrensnt]; phrysical lmitations (if palliative care p]mispedj}'rmimingpmﬂn,mdnhh.%
frequenry, and duration]); memm:mgnmemmzﬂdrw surgery, and kistary (if clozing report)

zire] and one copy to momer
— Petain copy for your records
—Copies (mclude Form 32B3) to worker
imemedizbely if indtial claim, new or

X omitted medical condition claim, 827
i : Dare | a==ravaion claim, or chenze of
FProvider's signatmre Dare afiending physiciay

440-81T7 (4 1TSS W CTHVWER) ELmE



Palliative care requests

Palliative care requests require:

e Description of any objective findings.

* |[dentify the medical condition by International Classification of
Diseases (ICD) diagnosis.

* A detailed treatment plan with the name of the provider, specific
treatment modalities, frequency and duration — not to exceed 180

days.
* How the care is related to the compensable condition.

* Describe how the care will enable the worker to continue current
employment or current vocational training program, and the possible
adverse effect if care is not approved.



I’ve filled out the Form 801, but ...

| believe the claim to be
suspicious ...

I’'m worried about my
insurance experience rating ...

Attach a sheet to the 801, expressing
concerns that the claim might be
suspicious or fraudulent.

Be specific about your concerns and
provide documentation to back them up.

You can reimburse the insurer up to the
amount published annually in Bulletin
345.

Reimbursed costs cannot be used for
experience-rating calculations.



Oregon employment laws

“At will" employment: Oregon employers may discharge an
employee at any time and for any reason, or no reason at all.

Employers may not fire or let employees go for
discriminatory reasons.

“Protected class” is a shared characteristic that \
employers cannot use as a basis for an employment E}é
decision under the law. \

N

Injured workers are a protected class.



Retaliation

Retaliation may include:
 Downgrading or denial of position

* Denial of earned benefits, such as sick leave or vacation
* Assignment to an unwanted job or shift

* Harassment

* Loss of seniority

* Blacklists

e Reduction of pay or hours

Workers may file a retaliation complaint with the Bureau of
Labor and Industries (BOLI) within one year.

BOLI will investigate the allegation, which may result in a hefty
penalty from that agency.



Claim suppression

Employer cannot force or coerce a worker to
not file a claim. : : .
Claim suppression may result in

an investigation conducted by

the division, as well as potential

Employer cannot force or coerce a worker to imposed sanctions.

say the injury did not happen while working
or restrict the worker’s choice of a medical

provider.




The importance of coverage

ORS 656.054 states, if there is an
accepted claim and no coverage:

* The employer is liable for all costs
associated with the claim.
* Medical
* Indemnity (lost wages)

* Legal
e Administrative fee

As well as noncompliance penalties.




Question and answer time!

=

OO
al

800-452-0288 (to
503-947-7585 (genera
workcomp.questions@dc

-free)
questions)

DS.0regon.gov

wcd.askanauditor@dcbs.oregon.gov
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