FAX copy Immediately to Steven L. Harmon @ Human Resources – 314-244-1808
WORKERS’ COMPENSATION REPORTING

GENERAL INSTRUCTIONS

INJURED EMPLOYEE:

Step 1: The employee is required to report any injury sustained during working hours or while on authorized St. Louis Public Schools business to his/her immediate supervisor on the day the injury occurs and within 24 hours of the occurrence of the accident/injury.  
Step 2: The employee must complete the form WC1-2, St. Louis Public Schools Employee/Supervisor Injury Report, and submit the form to the supervisor for signature.  If medical treatment is required, the employee must obtain the supervisor’s signature for authorization of medical treatment. The employee must make a copy of the report for the site records and then take the original WC1-2 with him/her to the authorized medical provider, either Concentra or SSM Work Health.  See attached list of MEDICAL CENTER LOCATIONS.
Step 3: Immediately following the visit to an authorized doctor, the employee must provide his/her supervisor with the Doctor’s Visit Summary Report from SSM Work Health or the Work Status Report from Concentra, either in person or by fax.  The report should indicate that the employee was evaluated and a determination was made to either return to work for Regular Duty, return to work for Limited Duty with Restrictions, or Unable to Work.
Step 4: Any medical charges incurred anywhere other than SSM Work Health or Concentra will not be covered under Workers’ Compensation and should be submitted to your group medical insurance carrier.  The only exception to this rule shall be the rare occasion when injury requires emergency treatment as deemed necessary in the best judgment of the supervisor at the site of the injury.

PRINCIPAL/SUPERVISOR: DO NOT DELEGATE THIS RESPONSIBILITY TO OTHERS
Step 1: Provide the injured employee with an Employee/Supervisor Injury Report/Medical Treatment Authorization Form (WC1-2).  The employee will complete the majority of page 1and all of page 2 of the forms, which is his/her account of the accident/injury.
Step 2: Principal/supervisor will complete authorize treatment by signing the bottom of page 1, which authorizes the employee to obtain medical treatment at either a SSM Work Health or Concentra Medical Center.  Additionally, the Supervisor shall complete and sign page 3 of the form, which is the supervisor’s account of the accident/injury.  She supervisor is not required to have firsthand knowledge of the incident.   When the Supervisor does not have firsthand knowledge the report shall indicated what was “alleged” to have happened.

Step 3: Fax the completed WC1-2 immediately to Steven L. Harmon @ Human Resources Division at 
(314) 244-1808.

Step 4: Retain a copy of the WC1-2 in a separate workers’ compensation file at the respective location.

Step 5: Code absences accordingly.

HUMAN RESOURCES DIVISION:

Step 1: When the Doctor’s Visit Summary Report indicates Unable to Work, the Human Resources Division will place the employee on “Inactive Service – Workers Compensation Without Pay” until the employee is released for duty.  The first three (3) regularly scheduled work days following the last day worked are not payable under the Missouri Workers’ Compensation law, unless the employee will be absent more than 14 consecutive days, at which time the first three days will be payable under workers’ compensation.
Step 2: Human Resources Division will maintain the inactive service status until receipt of the physician’s statement indicating that the employee is released for regular duty or limited duty with restrictions.

Step 3: For any Doctor’s Summary Report indicating “Limited Duty with Restrictions”, Human Resources Division will work with the appropriate site administrator to evaluate limited duty opportunities and determine the appropriate course of action.  Each report will be evaluated on a case by case basis.

Questions: For question concerning this form contact Steven L. Harmon, Esq., at 314-345-2242

ST. LOUIS PUBLIC SCHOOLS EMPLOYEE/SUPERVISOR INJURY REPORT
EMPLOYEE REPORT OF INJURY (Printed and executed by Employee)
Fax Immediately to Human Resources @ 314-244-1808
FRAUD PREVENTION STATEMENT
It is unlawful for any person to knowingly present or cause to be presented any false or fraudulent claim for the payment of benefits pursuant to a workers' compensation claim. 

Any person violating any of the provisions of RSMo. 287.128 – Worker’s Compensation Statute shall be guilty of a class D felony. In addition, the person shall be liable to the state of Missouri for a fine up to ten thousand dollars or double the value of the fraud whichever is greater. 
	MY SIGNATURE INDICATES THAT I FULLY UNDERSTAND THAT ANY FALSIFICATION OF ANY INJURY MAY SUBJECT ME TO DISCIPLINARY ACTION, INCLUDING TERMINATION OF MY EMPLOYMENT WITH THE ST. LOUIS PUBLIC SCHOOLS.
EMPLOYEE SIGNATURE:   **________________________________________________________ **  DATE:  _______________________________
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	NAME (LAST, FIRST, MIDDLE):

     
	DATE OF BIRTH:

     
	SS#:

     
	POSITION/TITLE:

     

	
	HOME ADDRESS: 

     
	HOME PHONE #:

     
	GENDER:       FORMDROPDOWN 


	
	CITY/STATE/ZIP CODE:

     
	ALTER. PHONE #

     
	WAS TIME LOST AT WORK?

 FORMDROPDOWN 


	
	TIME WORK BEGAN:            


	DATE OF ACCIDENT/INJURY:

      
	TIME OF OCCURRENCE      
	Location code of employee:

     


	
	SCHOOL OR SITE LOCATION WHERE INCIDENT OCCURRED:
     
	SPECIFIC AREA IN THE BUILDING:

     

	
	Please describe in detail how the injury occurred and what caused the injury to happen:
     

	
	DESCRIBE THE INJURY & PARTS OF BODY AFFECTED:

     
	NAME OF WITNESSES TO ACCIDENT/INJURY:

1.       
2.       
3.       

	
	WAS THE INJURY REPORTED IMEDIATELY TO SUPERVISOR?

(IF NO, EXPLAIN FAILURE TO GIVE NOTICE): 

     
	NAME OF THE PERSON YOU FIRST REPORTED INJURY TO AND DATE OF REPORT.     

	√
	Does Employee refuse the offer of Medical attention: YES or NO
 FORMDROPDOWN 

	If Yes, reason for refusal:      

	√
	How was Employee Transported to Physician/Clinic: _     

	√
	Date Received 1st Medical Treatment:       
	Who Accompanied:       

	√
	Clinic:       
       (enter the name of the Clinic, hospital or physician visited)
	Location:_      


*EVERY BOX ON THIS PAGE MUST BE COMPLETED BY INJURED EMPLOYEE*
 *EMPLOYEE MUST COMPLETE AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS*
	**AUTHORIZATION TO RELEASE MEDICAL RECORDS TO BE COMPLETED BY THE EMPLOYEE**
I __________________________________________ HEREBY AUTHORIZE                     
                  (Employee Signature)                                                                                          (Clinic/Hospital)
YOU ARE HEREBY AUTHORIZED TO RELEASE ANY INFORMATION ACQUIRED IN THE COURSE OF MY TREATMENT TO MY EMPLOYER AND CCMSI.  PLEASE FORWARD IMMEDIATELY A WORKERS’ COMPENSATION REPORT,  A COPY OF THIS AUTHORIZATION AND YOUR ITEMIZED BILLIING STATEMENT TO:
CCMSI ( 133 S. 11th Street  (  St. Louis, MO 63102
314-231-4094 (ALL BILLING AND SPECIALTY REFERRALS ARE HANDLED BY CCMSI)

	INITIAL MEDICAL TREATMENT AUTHORIZATION TO BE COMPLETED BY SUPERVISOR 

YOU ARE HEREBY AUTHORIZED TO RENDER NECESSARY MEDICAL TREATMENT TO THE ABOVED NAME EMPLOYEE OF THE ST. LOUIS PUBLIC SCHOOLS.  THIS AUTHORIZATION IS LIMITED TO THE FIRST VISIT ONLY.  FOLLOW UP VISITS MUST BE AUTHORIZED BY SLPS OR CCMSI AND MUST BE SCHEDULED BEFORE OR AFTER WORK HOURS.

	SUPERVISOR SIGNATURE:   _________________________________  DATE: __________________                      


*SUPERVISOR MUST SIGN ABOVE AUTHORIZING TREATMENT FOR EMPLOYEE*
ST. LOUIS PUBLIC SCHOOLS EMPLOYEE/SUPERVISOR INJURY REPORT

INJURED BODY PART CHART (Typed and executed by Employee)
               
	Injured Employee’s Name: 
	     
	Date of Injury: 
	     

	LOCATION:     
	PHONE:     

	
	DATE COMPLETING REPORT:     

	TITLE:     
	



Please mark the suspected area(s) of injury:

Name of body part(s) listed: 
     
EMPLOYEE SIGNATURE:   ______________________________________________     

Fax Immediately to Human Resources @ 314-244-1808
ST. LOUIS PUBLIC SCHOOLS EMPLOYEE/SUPERVISOR INJURY REPORT

Accident Investigation Report (Typed and executed by Supervisor or designee)
WC1-2 Revised 4/1/13 
Fax Immediately to Human Resources @ 314-244-1808
	Injured Employee’s Name: 
	     
	Date of Injury: 
	     

	SUPERVISOR NAME:     

	LOCATION:     
	PHONE:     

	SUPERVISORS TITLE:     
	DATE COMPLETING REPORT:     

	

	Please describe in detail how the injury occurred and what caused the injury to happen.             
TO BE COMPLETED BY SUPERVISOR (IF NOT PRESENT DESCRIBE WHAT WAS REPORTED TO YOU.)


	Describe how the injury occurred:       

	What if any events or conditions caused the accident: (i.e. wet floor, fight, standing on unstable surface, etc.)       

	Corrective action or plan to prevent reoccurrence:       

	SUPERVISOR SIGNATURE:   _________________________________  DATE:                       

	

	TO BE COMPLETED BY HUMAN RESOURCES ONLY:

	H

R
	HIRE DATE:
	WEEKLY WAGES:
	HR CONTACT:

	
	DATE RECEIVED:
	SCH/LOC Type, Choose One:    
	Elem.____   Middle ____  High   ____           Alt. Sch.  ____ Other ____


Fax Immediately to Human Resources @ 314-244-1808
ST. LOUIS PUBLIC SCHOOLS EMPLOYEE/SUPERVISOR INJURY REPORT

WITNESS STATEMENT (Typed and executed by Witness)
	Injured Employee’s Name: 
	     
	Date of Injury: 
	     

	WITNESS NAME:     

	LOCATION:     
	PHONE:     

	TITLE:     
	DATE COMPLETING REPORT:     

	

	Please describe in detail how the injury occurred and what caused the injury to happen.             

TO BE COMPLETED BY WITNESS


	Describe how the injury occurred:       

	What if any events or conditions caused the accident: (i.e. wet floor, fight, standing on unstable surface, etc.)       

	Corrective action or plan to prevent reoccurrence:       

	WITNESS SIGNATURE:   __________________________________


WC1-2 Revised 4/1/13
 Fax Immediately to Human Resources @ 314-244-1808
Please print additional witness statements if necessary.
MEDICAL CENTER LOCATIONS
WORKER’S COMPENSATION AUTHORIZED MEDICAL FACILITIES

	SSM WORK HEALTH
	

	SSM Work Health

2321 B McCausland Ave.

St. Louis, MO 63143

(314)645-WORK (9675)

Fax :( 314) 645-1559

Hours: M-F, 8 a.m. – 5:00 p.m.
	SSM Work Health
300 St. Peters Centre Blvd., Suite 150
St. Peters, MO  63376
(636) 928-WORK (9675)
Fax: (636) 928-9011
Hours: M-F, 8 a.m. – 5 p.m.

	SSM Work Health #1 
Village Center, Suite A,

Hazelwood, MO  63042
(314) 731-WORK (9675)
Fax:  (314) 731-2522
Hours: M-F, 8 a.m. – 5 p.m.
	

	CONCENTRA
Concentra Market St.
3100 Market Street
St. Louis, MO. 63103
(314) 421-2557

Fax: (314) 421-2046

Hours: M-F, 8 a.m.-5 p.m.
	Concentra North Broadway

8340 North Broadway St.

St. Louis, MO. 63147

(385) 385-9563

Fax: (314) 385-9350
Hours: M-F, 8 a.m.-5 p.m.




	Concentra Midtown

6542 Manchester

St. Louis, MO. 63139

(314) 647-0081
Fax : (314) 647-5485

Hours: M-F, 8 a.m.-8 p.m.
            Sat, 8 a.m. – 1 p.m.
	Concentra Westport

83 Progress Parkway

Maryland Heights, MO. 63043

(314) 434-8174

Fax: (314) 434-8706

Hours: M-F, 8 a.m.-8 p.m.
            Sat, 8 a.m. – 1 p.m.

	Concentra Hazelwood
463 Lynn Haven Lane

Hazelwood, MO. 63042

(314) 731-0448

Fax: (314) 731-0495

Hours: M-F, 7:30 a.m. – 5 p.m.
	Concentra Fenton
128 Matrix Commons Drive
Fenton, MO 63026
(636) 349-6850

Fax: (636) 349-6641

Hours: M-F, 8 a.m.-5 p.m.

	Concentra St. Charles
1794 Zumbehl Road
St. Charles, MO. 63303
(636) 947-1666
Fax: (636) 947-4185
Hours: M-F, 8:00 a.m. – 5 p.m.
	Third-Party Administrator
Claims Adjuster
Diane Lewis

CCMSI Work Comp Rep

314-418-5537

	24 HOURS EMERGENCY SERVICE (Only if an Emergency)

	Barnes-Jewish Hospital

Emergency and Trauma Center

St. Louis, MO. 63110

400 S. Kingshighway Blvd.

(314) 362-9123
	Saint Louis University Hospital

3635 Vista at Grand

(314) 577-8777
	St. Mary’s Hospital

6420 Clayton Rd.

St. Louis, MO 63117

(314) 768-8360
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