s

For Treatment...

® Issue authorization form for appropriate medical facility.
® Complete the Workers’ Compensation Claim Form (if treatment requested)
® Notify College ASM or other designated supervisor/manager.

® Report Injury to Workers’ Compensation Manager immediately .

® Complete Supervisor’s Review Form.

Send Employee to:
Memorial Occupational Medical Services Kaiser On-The-Job
M-F 7am - 9pm . Cerritos Medical Office
Saturday/Sunday 9am — 5pm Urgent Care Mon - Fri 9am to 5 pm
2110 N Bellflower Blvd 10820 183" St 2™ floor
Long Beach CA 90815 Cerritos CA 90703
833-777-9591 (walk-in) 562-657-2200 (call ahead for injury care)
Kaiser On-The-Job
Garden Medical Offices
Mon - Fri 8:30 am to 5 pm
9353 E Imperial Hwy 3" floor
Downey CA 90242

562-657-2200 (call ahead for injury care)

Emergencies/After Hours Care
Mon - Fri after 6:00 pm
Weekends/Holidays
Los Alamitos Medical Center ER
3751 Katella Ave
Los Alamitos CA 90720
562-799-3213

T — 7}

ATy Questions taii Workers® Compensation Exiension 5-2366
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'| sign the bottom portion of the

Procedure for Managing Work-related Injuries or llinesses

Does the employee want to seek
medical attention and file a claim?

The appropriate Medical
Authorization Form is to be filled out
and given to employee.

Employee must fill out and sign a
Workers' Compensation Claim Form
(NCR form), lines 1 — 8, unless in
need of immediate medical attention.

Supervisor must complete the
Supervisors Review Form and send
to the Workers' Compensation .
Coordinator.

(Supervisor or ASM, whichever the )
department requires, will fill out and

Supervisor and employee will fill
out the Accident Investigation
Report. This report will be signed by
the supervisor and the employee.

Report to the Workers'

Compensation Coordinator.

Send the Accident Invesifgaﬁon

e

|

Workers' Compensation Claim Fbrm,
ines 8- 17. . Y,

M REPORTINJURY )
IMMEDIATELY VIA

You must call or email me
immediately to notify me of a
serious injury/iliness of an

employee or if an employee is . |

transported via ambulance from
CSuULB!

L
CHERYL VELASCO - 52366

cheryl.velasco@csulb.edu

PHONE (5-2366) OR FAX
\__ (5-7180). )

/The Workers' Compensation Clhiﬂ
form, Supervisors Review Form,
and a work status note from the,
medical facility are to be faxed to

the work comp coord. at 57180
within 24 hours. The originals may

Questions?

Call Cheryl Velasco in
Workers’ Compensation

5-2366. s

either be walked over or sent
\Qmugh inter-campus mail.

Revised Feb 12, 2010

. "‘

|

#



Workers’ Compensation Claim Form (DWC 1) & Notice of Potential Eligibility
Formulario de Reclamo de Compensacion de Trabajadores (DWC 1) y Notificacion de Posible Elegibilidad

If you are injured or become ill, either physically or mentally, because of
your job, including injuries resulting from a workplace crime, you may be
entitled to workers’ compensation benefits. Attached is the form for filing
a workers’ compensation claim with your employer. You should read all
of the information below. Keep this sheet and all other papers for your
records. You may be eligible for some or all of the benefits listed
depending on the nature of your claim. If required you will be notified by
the claims administrator, who is responsible for handling your claim,
about your eligibility for benefits.

To file a claim, complete the “Employee” section of the form, keep one
copy and give the rest to your employer. Your employer will then
complete the “Employer” section, give you a dated copy, keep one copy
and send one to the claims administrator. Benefits can’t start until the
claims administrator knows of the injury, so complete the form as soon as
possible.

Medical Care: Your claims administrator will pay all reasonable and
necessary medical care for your work injury or illness. Medical benefits
may include treatment by a doctor, hospital services, physical therapy, lab
tests, x-rays, and medicines. Your claims administrator will pay the costs
directly so you should never see a bill. There is a limit on some medical
services.

The Primary Treating Physician (PTP) is the doctor with the overall
responsibility for treatment of your injury or illness. Generally your
employer selects the PTP you will see for the first 30 days, however, in
specified conditions, you may be treated by your predesignated doctor or
medical group. If a doctor says you still need treatment after 30 days, you
may be able to switch to the doctor of your choice. Different rules apply if
your employer is using a Health Care Organization (HCO) or a Medical
Provider Network (MPN). A MPN is a selected network of health care
providers to provide treatment to workers injured on the job. You should
receive information from your employer if you are covered by an HCO or
a MPN. Contact your employer for more information. If your employer
has not put up a poster describing your rights to workers’ compensation,
you may choose your own doctor immediately.

Within one working day after you file a claim form, your employer shall
authorize the provision of all treatment, consistent with the applicable
treating guidelines, for the alleged injury and shall continue to be liable
for up to $10,000 in treatment until the claim is accepted or rejected.

Disclosure of Medical Records: After you make a claim for workers'
compensation benefits, your medical records will not have the same level
of privacy that you usually expect. If you don’t agree to voluntarily
release medical records, a workers’ compensation judge may decide what
records will be released. If you request privacy, the judge may "seal"
(keep private) certain medical records.

Payment for Temporary Disability (L.ost Wages): If you can't work
while you are recovering from a job injury or illness, for most injuries you
will receive temporary disability payments for a limited period of time.
These payments may change or stop when your doctor says you are able
to return to work. These benefits are tax-free. Temporary disability
payments are two-thirds of your average weekly pay, within minimums
and maximums set by state law. Payments are not made for the first three
days you are off the job unless you are hospitalized overnight or cannot
work for more than 14 days.

Return to Work: To help you to return to work as soon as possible, you
should actively communicate with your treating doctor, claims
administrator, and employer about the kinds of work you can do while
recovering. They may coordinate efforts to return you to modified duty or
other work that is medically appropriate. This modified or other duty may
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Si Ud. se lesiona o se enferma, ya sea fisicamente o mentalmente, debido a
su trabajo, incluyendo lesiones que resulten de un crimen en el lugar de
trabajo, es posible que Ud. tenga derecho a beneficios de compensacion de
trabajadores. Se adjunta el formulario para presentar un reclamo de
compensacion de trabajadores con su empleador. Ud. debe leer toda la
informacién a continuacién. Guarde esta hoja y todos los demas
documentos para sus archivos. Es posible que usted retina los requisitos
para todos los beneficios, o parte de éstos, que se enumeran, dependiendo
de la indole de su reclamo. Si se requiere, el administrador de reclamos,
quien es responsable por el manejo de su reclamo, le notificara sobre su
elegibilidad para beneficios.

Para presentar un reclamo, llene la seccion del formulario designada para el
“Empleado,” guarde una copia, y déle el resto a su empleador. Entonces,
su empleador completara la seccion designada para el “Empleador,” le dara
a Ud. una copia fechada, guardara una copia, y enviara una al
administrador de reclamos. Los beneficios no pueden comenzar hasta, que
el administrador de reclamos se entere de la lesion, asi que complete el
formulario lo antes posible.

Atencion Médica: Su administrador de reclamos pagara toda la atencion
médica razonable y necesaria, para su lesion o enfermedad relacionada con
el trabajo. Es posible que los beneficios médicos incluyan el tratamiento
por parte de un médico, los servicios de hospital, la terapia fisica, los
analisis de laboratorio y las medicinas. Su administrador de reclamos
pagara directamente los costos, de manera que usted nunca vera un cobro.
Hay un limite para ciertos servicios médicos.

El Médico Primario que le Atiende-Primary Treating Physician PTP es
el médico con la responsabilidad total para tratar su lesion o enfermedad.
Generalmente, su empleador selecciona al PTP que Ud. vera durante los
primeros 30 dias. Sin embargo, en condiciones especificas, es posible que
usted pueda ser tratado por su médico o grupo médico previamente
designado. Si el doctor dice que usted aun necesita tratamiento después de
30 dias, es posible que Ud. pueda cambiar al médico de su preferencia. Hay
reglas differentes que se aplican cuando su empleador usa una
Organizacion de Cuidado Médico (HCO) o una Red de Proveedores
Médicos (MPN). Una MPN es una red de proveedores de asistencia médica
seleccionados para dar tratamiento a los trabajadores lesionados en el
trabajo. Usted debe recibir informacion de su empleador si su tratamiento
es cubierto por una HCO o una MPN. Hable con su empleador para mas
informacion. Si su empleador no ha colocado un cartel describiendo sus
derechos para la compensacion de trabajadores, Ud. puede seleccionar a su
propio médico inmediatamente.

Dentro de un dia después de que Ud. Presente un formulario de reclamo, su
empleador autorizara todo tratamiento médico de acuerdo con las pautas de
tratamiento aplicables a la presunta lesion y sera responsable por $10,000
en tratamiento hasta que el reclamo sea aceptado o rechazado.

Divulgacién de Expedientes Médicos: Después de que Ud. presente un
reclamo para beneficios de compensacion de trabajadores, sus expedientes
médicos no tendran el mismo nivel de privacidad que usted normalmente
espera. Si Ud. no estd de acuerdo en divulgar voluntariamente los
expedientes médicos, un juez de compensacion de trabajadores
posiblemente decida qué expedientes se revelaran. Si Ud. solicita
privacidad, es posible que el juez “selle” (mantenga privados) ciertos
expedientes médicos.

Pago por Incapacidad Temporal (Sueldos Perdidos): Si Ud. no puede
trabajar, mientras se estd recuperando de una lesion o enfermedad
relacionada con el trabajo, Ud. recibira pagos por incapacidad temporal
para la mayoria de las lesions por un period limitado. Es posible que estos
pagos cambien o paren, cuando su médico diga que Ud. esta en condiciones
de regresar a trabajar. Estos beneficios son libres de impuestos. Los pagos




Workers’ Compensation Claim Form (DWC 1) & Notice of Potential Eligibility
Formulario de Reclamo de Compensacion de Trabajadores (DWC 1) y Notificacion de Posible Elegibilidad

be temporary or may be extended depending on the nature of your injury
or illness.

Payment for Permanent Disability: If a doctor says your injury or
illness results in a permanent disability, you may receive additional
payments. The amount will depend on the type of injury, your age,
occupation, and date of injury.

Supplemental Job Displacement Benefit (SJDB): If you were injured
after 1/1/04 and you have a permanent disability that prevents you from
returning to work within 60 days after your temporary disability ends, and
your employer does not offer modified or alternative work, you may
qualify for a nontransferable voucher payable to a school for retraining
and/or skill enhancement. If you qualify, the claims administrator will
pay the costs up to the maximum set by state law based on your
percentage of permanent disability.

Death Benefits: If the injury or illness causes death, payments may be
made to relatives or household members who were financially dependent
on the deceased worker.

It is illegal for your employer to punish or fire you for having a job
injury or illness, for filing a claim, or testifying in another person's
workers' compensation case (Labor Code 132a). If proven, you may
receive lost wages, job reinstatement, increased benefits, and costs and
expenses up to limits set by the state.

You have the right to disagree with decisions affecting your claim. If you
have a disagreement, contact your claims administrator first to see if you
can resolve it. If you are not receiving benefits, you may be able to get
State Disability Insurance (SDI) benefits. Call State Employment
Development Department at (800) 480-3287.

You can obtain free information from an information and assistance
officer of the State Division of Workers' Compensation (DWC), or you
can hear recorded information and a list of local offices by calling (800)
736-7401. You may also go to the DWC website at www.dwc.ca.gov.

You can consult with an attorney. Most attorneys offer one free
consultation. If you decide to hire an attorney, his or her fee will be taken
out of some of your benefits. For names of workers' compensation
attorneys, call the State Bar of California at (415) 538-2120 or go to their
web site at www.californiaspecialist.org.
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por incapacidad temporal son dos tercios de su pago semanal promedio,
con cantidades minimas y maximas establecidas por las leyes estatales.
Los pagos no se hacen durante los primeros tres dias en que Ud. no trabaje,
a menos que Ud. sea hospitalizado una noche o no pueda trabajar durante
mas de 14 dias.

Regreso al Trabajo: Para ayudarle a regresar a trabajar lo antes posible,
Ud. debe comunicarse de manera activa con el médico que le atienda, el
administrador de reclamos y el empleador, con respecto a las clases de
trabajo que Ud. puede hacer mientras se recupera. Es posible que ellos
coordinen esfuerzos para regresarle a un trabajo modificado, o a otro
trabajo, que sea apropiado desde el punto de vista médico. Este trabajo
modificado u otro trabajo podria ser temporal o podria extenderse
dependiendo de la indole de su lesion o enfermedad.

Pago por Incapacidad Permanente: Si el doctor dice que su lesion o
enfermedad resulta en una incapacidad permanente, es posible que Ud.
reciba pagos adicionales. La cantidad dependera de la clase de lesion, su
edad, su ocupacion y la fecha de la lesion.

Beneficio Suplementario por Desplazamiento de Trabajo: Si Ud. Se
lesiond después del 1/1/04 y tiene una incapacidad permanente que le
impide regresar al trabajo dentro de 60 dias después de que los pagos por
incapacidad temporal terminen, y su empleador no ofrece un trabajo
modificado o alternativo, es posible que usted retina los requisitos para
recibir un vale no-transferible pagadero a una escuela para recibir un nuevo
entrenamiento y/o mejorar su habilidad. Si Ud. retine los requisitios, el
administrador de reclamos pagara los gastos hasta un maximo establecido
por las leyes estatales basado en su porcentaje de incapacidad permanente.

Beneficios por Muerte: Si la lesion o enfermedad causa la muerte, es
posible que los pagos se hagan a los parientes o a las personas que viven en
el hogar y que dependian econémicamente del trabajador difunto.

Es ilegal que su empleador le castigue o despida, por sufrir una lesién o
enfermedad en el trabajo, por presentar un reclamo o por testificar en el
caso de compensacion de trabajadores de otra persona. (El Codigo Laboral
seccion 132a.) De ser probado, usted puede recibir pagos por pérdida de
sueldos, reposicion del trabajo, aumento de beneficios y gastos hasta los
limites establecidos por el estado.

Ud. tiene derecho a no estar de acuerdo con las decisiones que afecten su
reclamo. Si Ud. tiene un desacuerdo, primero comuniquese con su
administrador de reclamos para ver si usted puede resolverlo. Si usted no
esta recibiendo beneficios, es posible que Ud. pueda obtener beneficios del
Seguro Estatal de Incapacidad (SDI). Llame al Departamento Estatal del
Desarrollo del Empleo (EDD) al (800) 480-3287.

Ud. puede obtener informacion gratis, de un oficial de informacion y
asistencia, de la Division Estatal de Compensacion de Trabajadores
(Division of Workers’ Compensation — DWC) o puede escuchar
informacion grabada, asi como una lista de oficinas locales llamando al
(800) 736-7401. Ud. también puede consultar con la pagina Web de la

DWC en www.dwc.ca.gov.

Ud. puede consultar con un abogado. La mayoria de los abogados
ofrecen una consulta gratis. Si Ud. decide contratar a un abogado, los
honorarios seran tomados de algunos de sus beneficios. Para obtener
nombres de abogados de compensacion de trabajadores, llame a la
Asociacion Estatal de Abogados de California (State Bar) al (415) 538-
2120, 6 consulte con la pagina Web en www.californiaspecialist.org.
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State of California
Department of Industrial Relations
DIVISION OF WORKERS’ COMPENSATION

WORKERS’ COMPENSATION CLAIM FORM (DWC 1)

Employee: Complete the “Employee” section and give the form to
your employer. Keep a copy and mark it “Employee’s Temporary
Receipt” until you receive the signed and dated copy from your em-
ployer. You may call the Division of Workers’ Compensation and
hear recorded information at (800) 736-7401. An explanation of work-
ers' compensation benefits is included as the cover sheet of this form.

You should also have received a pamphlet from your employer de-
scribing workers’ compensation benefits and the procedures to obtain
them.

Any person who makes or causes to be made any knowingly false
or fraudulent material statement or material representation for

the purpose of obtaining or denying workers’ compensation bene
fits or payments is guilty of a felony.

Estado de California
Departamento de Relaciones Industriales
DIVISION DE COMPENSACION AL TRABAJADOR

PETITION DEL EMPLEADO PARA DE COMPENSACION DEL
TRABAJADOR (DWC 1)

Empleado: Complete la seccion “Empleado” y entregue la forma a su
empleador. Quédese con la copia designada “Recibo Temporal del
Empleado” hasta que Ud. reciba la copia firmada y fechada de su empleador.
Ud. puede llamar a la Division de Compensacién al Trabajador al (800) 736-
7401 para oir informaciéon gravada. En la hoja cubierta de esta
forma esta la explication de los beneficios de compensacion al trabajador.

Ud. también deberia haber recibido de su empleador un folleto describiendo los
benficios de compensacion al trabajador lesionado y los procedimientos para
obtenerlos.

Toda aquella persona que a proposito haga o cause que se produzca
cualquier declaracion o representacion material falsa o fraudulenta con el
fin de obtener o negar beneficios o pagos de compensacion a trabajadores
lesionados es culpable de un crimen mayor ““felonia”.

Employee—complete this section and see note above  Empleado—complete esta seccion y note la notacion arriba.

1. Name. Nombre.

Today’s Date. Fecha de Hoy.

Home Address. Direccion Residencial.

Date of Injury. Fecha de la lesion (accidente).

City. Ciudad. State. Estado. Zip. Cédigo Postal.

Time of Injury. Hora en que ocurrié. a.m. p.m.

wok wN

Address and description of where injury happened. Direccién/lugar donde occurio el accidente.

6. Describe injury and part of body affected. Describa la lesion y parte del cuerpo afectada.

7. Social Security Number. Niimero de Seguro Social del Empleado.

8.  Signature of employee. Firma del empleado.

Employer—complete this section and see note below. Empleador—complete esta seccion y note la notacion abajo.

9. Name of employer. Nombre del empleador.

10. Address. Direccion.

11. Date employer first knew of injury. Fecha en que el empleador supo por primera vez de la lesion o accidente.
12. Date claim form was provided to employee. Fecha en que se le entregé al empleado la peticion.
13. Date employer received claim form. Fecha en que el empleado devolvié la peticion al empleador.

14. Name and address of insurance carrier or adjusting agency. Nombre y direccién de la compaiia de seguros o agencia adminstradora de seguros.

15. Insurance Policy Number. El niimero de la poliza de Seguro.

16. Signature of employer representative. Firma del representante del empleador.

17. Title. Titulo. 18.

Telephone. Teléfono.

Employer: You are required to date this form and provide copies to
your insurer or claims administrator and to the employee, dependent
or representative who filed the claim within one working day of
receipt of the form from the employee.

SIGNING THIS FORM IS NOT AN ADMISSION OF LIABILITY

O Employer copy/Copia del Empleador O Employee copy/ Copia del Empleado

6/10 Rev.

Empleador: Se requiere que Ud. feche esta forma y que provéa copias a su com-
paiiia de seguros, administrador de reclamos, o dependientelrepresentante de recla-
mos y al empleado que hayan presentado esta peticion dentro del plazo de un dia
hdbil desde el momento de haber sido recibida la forma del empleado.

EL FIRMAR ESTA FORMA NO SIGNIFICA ADMISION DE RESPONSABILIDAD

[ Claims Administrator/Administrador de Reclamos O Temporary Receipt/Recibo del Empleado
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|F MEMORIALCARE HEALTH SYSTEM

MEMORIAL OCCUPATIONAL MEDICAL SERVICES
MOMS

2110 N Bellflower Blvd Long Beach CA 90815 e Phone: 833-777-9591

Monday — Friday 7:00 A.M. to 6:00 P.M.
Saturday & Sunday 9:00 A.M. — 5:00 P.M. in Urgent Care
Monday - Friday 6:00 P.M. to 9:00 P.M.

Authorization for Medical Services

Instructions: The information below must be completed. This completed form must then be
provided to the employee before visiting the Long Beach Memorial Occupational Medical
Services.

Injury Treatment

Today’s Date: Employee:
Company: CSU, Long Beach Phone: (562) 985-2366
Authorized by: Cheryl Velasco Date of Injury:

Insurance Carrier: Sedgwick CMS, P.O. Box 14629, Lexington, KY 40512

NEW LOCATION AS OF 7/1/19

E. Walton Street

9 E. Stearns Street
e

RAIR Jamalieg "N

E. Atherton Street

Rev: 08/2020
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TO BE USED FOR EMERGENCIES OR AFTER HOURS CARE ONLY

SR S AUTHORIZATION FOR MEDICAL TREATMENT

R}i\ LOS ALAMITOS MEDICAL CENTER
EMERGENCY DEPARTMENT

3751 Katella Avenue

Los Alamitos, CA 90720 (562) 598-2411

|:| Medical Treatment for Industrial Injury or lliness
|:| Physical Examination
|:| Other Services

Today’s Date
Employer _ California State University, Long Beach

Employee

Date of Injury

Insurance _ Sedgwick CMS

Authorized by Phone
H]
Los Alamitos
Willow St Katella fve Medical Center
P
i El Dorado ’

% @ § Reglonal Park "
8 Stearns St, S ’ i
- ’ =
s B oy 2 :
: 5
| “ ? o
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E. Athertan St. . - [
»
- N\’ /
Califomi
By O [ \/
Long Beach d
-
R E. Anahedm Rd.
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KAISER ON-THE-JOB.

Occupational Health Treatment Referral Form

To ensure timely treatment, please call ahead for injury care.

DATE: DOI:

EMPLOYEES NAME:

EMPLOYER: CSULB Antelope Valley Engineering Program

EMPLOYER’S CONTACT PERSON: ~ Cheryl Velasco

EMPLOYER’S INSURANCE CARRIER: Sedgwick CMS PO Box 14629 Lexington KY 40512

Adjuster Daniel Lee 510-302-3164

EMPLOYER SIGNATURE ~ Cheryl Velasco

CONTACT NAME/TITLE ~ Cheryl Velasco, Workers’ Compensation Manager

CONTACT PHONE: 562-985-2366 FAX: 562-985-7180

EMPLOYEE WORK HOURS: FROM: AM./P.M.TO AM./P.M.

To reorder referral forms call 1-888-KOJ-WORK
(1-888-565-9675) and select option 1.

DEDICATED OCCUPATIONAL HEALTH CENTERS

A Lancaster Medical Offices
West Building
43112 N. 15th St. W.
Lancaster, CA 93534
661-726-2262
Hours: Mon-Fri, 9 a.m.-5 p.m.

(Over for additional information
Holidays closed Memorial Day

...
Independence Day; Labor Day; g"’,{% KAISER PERMANENTE@

Thanksgiving Day; Christmas Day;
New Year’'s Day



ANTELOPE VALLEY AREA / LANCASTER

AFTER HOURS/URGENT CARE HOSPITAL SERVICES/AFTER HOURS CARE
Lancaster Medical Offices Antelope Valley Hospital

South Building Emergency Room*

43112 N. 15th St. W. 1600 West Avenue J

Lancaster, CA 93534
661-726-2262 Lancaster, CA 93534

Hours: 7 a.m - 10 p.m.., 7 days a week 661-949-5000
Hours: 24 hours a days, 7 days a week

This is a contracted Plan Facility providing selected impatient
and/or outpatient hospital and emergency services.

Map not to scale Map not to scale
W Lancaster Blvd
W Avenue J
W Avenue J
= = = @
o by & W Avenue J-3
i e = = —
ﬁ i | & = W Avenue E
o S WA L. =
& — @ W Avenue J4
)
& N
Lancaster Antelope Valley Hospital

Emergency Room

Please Recycle 60404313 January 2016



California State University, Long Beach
SUPERVISOR’S REVIEW FORM

Information contained on this form is for official use only, for the exclusive use of the CSULB

INVESTIGATION: TO BE COMPLETED BY SUPERVISOR

AFFECTED EMPLOYEE NAME: (LAST, FIRST, Ml) JOB TITLE DATE OF INJURY TIME OF INJURY
EMPLOYEE ID SCHEDULED WORK HOURS EMPLOYEE CLASSIFICATION
DEPARTMENT/DIVISION PHONE/EXT DATE REPORTED TIME REPORTED

Location: O On-Site @ Off-site  Overtime Involved: Yes No Injury/Iliness/Incident Body Part(s)
Address and/or Worksite Description: Affected:

SUPERVISOR REVIEW

From the facts | need my supervisor’s or
a physician’s advice. The alleged claim of
injury is not clearly identified with State
employment.

The facts do not indicate
this claim of injury was (@]
work connected.

Facts available lead me to believe this work
injury was caused by and happened during State
Work.

Details of Injury/Accident (who, what, where, when, etc.): (Attach Additional Pages, If Necessary)

Corrective Action Recommended:

Witness(es): Yes No (attach dated and signed “Witness Statement” form; page two of this document
Photo(s): Yes No (attach copies)

All Statements in the above sections are true and correct to the best of my knowledge and belief. Completed by:
Supervisor Name (print): Signature: Date/Time:

Do you concur with the first line of Supervisor Review? Yes No
If No; explain:

Department Manager Name Review and Approval (print): Signature: Date/Time:

This form shall be completed and sent to the Workers” Compensation Coordinator within 24 hours
of the incident. For questions please call (562)985-2366.



California State University, Long Beach
SUPERVISOR’S REVIEW FORM

Information contained on this form is for official use only, for the exclusive use of the CSULB

WITNESS STATEMENT FORM: tobe completed by incident witness

Information about the person making the statement:

First Name Last Name
Job Title Department Division
Department Manager Department Supervisor

Describe exactly what you observed regarding the incident. (Use additional sheets, if needed)

Date of Injury/lliness Time of Incident
AM PM

Location of Incident:

Other Witnesses:

Statement:

All statements in the above sections are true and correct to the best of my knowledge and belief. Completed by:
Witness Name (print): Signature: Date/Time:

Box Below to be Completed by Department/Division Representative:
Statement received by (Print Name): Signature: Date/Time:

This form shall be completed and sent to the Workers” Compensation Coordinator within 24 hours
of the incident. For questions please call (562)985-2366.



CALIFORNIA STATE UNIVERSITY, LONG BEACH
SUPERVISOR INJURY / ILLNESS INVESTIGATION REPORT
Information contained on this form is for official use only, for the exclusive benefit of the CSULB

CALIFORNIA STATE UNIVERSITY, LONG BEACH
WITNESS STATEMENT FORM

To be completed by incident witnhess:

Information about the person making this statement: (Please print or write clearly.)

First name Last name
Job title Department Division
Department Manager Department Supervisor

Describe exactly what you observed, regarding this incident. (Use additional sheets if needed)

Date of Injury / lliness Time of incident

AM/ PM

Location of incident

Other withesses

Statement

All Statements in the above sections are true and correct to the best of my knowledge and belief. Completed by:

Witness signature Date/Time

Box below to be completed by Dept./Div. representative:

Statement received by (print name and signature)

Date/time statement received
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CALIFORNIA STATE UNIVERSITY, LONG BEACH
ACCIDENT INVESTIGATION REPORT
Information contained on this form is for official use only, for the exclusive benefit of the CSULB

INVESTIGATION: TO BE COMPLETED BY SUPERVISOR

AFFECTED EMPLOYEE NAME (LAST, FIRST, MI) JOB TITLE DATE OF INJURY TIME OF INJURY
DEPARTMENT/DIVISION PHONE/EXT DATE REPORTED TIME REPORTED
Location: [_] On-Site [] off-Site Overtime Involved? [] Yes [_]No Injury / lliness / Incident Body Part(s) Affected:
Address and/or worksite description:

[] Please check box if reporting near miss only (no property damage or bodily injury involved).

DESCRIBE SEQUENCE OF EVENTS (Specify activity, policy or procedure performed prior to incident. Use additional sheets as
needed)

HOW DID THE INJURY /ILLNESS / INCIDENT OCCUR? (Please include any Safety Policy and Procedures that were not followed.
Use additional sheets as needed):

WITNESSES: [ | Yes [ ] No (attach dated and signed “Witness Statement” form; page two of this document)

PHOTOS: [ ] Yes [] No (attach dated and signed “Witness Statement” form; page two of this document)

Did the accident occur during the course of normal Was this injury/iliness/ incident caused by unsafe work
assigned duties? environment or equipment malfunction?
Yes |:| No Yes |:| No (If yes, explain and attach photos)

| do not wish to file a Workers' Compensation Claim form or seek medical treatment at this time. | understand | am not waiving

my right to file a claim. Per LC (5405) an employee has 1 year from the date of injury to file a Workers' Compensation Claim
Form.

Employee Signature:

Date
All Statements in the above section are true and correct to the best of my knowledge and belief. Completed by:
Supervisor Name (print): Signature: Date/Time:
Department Manager Name Review and Approval: (print) Signature: Date/Time:

This form shall be completed and send to the Workers' Compensation Coordinator
within 24 hours of the incident. For questions please call (562)985-2366.

Page 1 of 2



hfrometa
Typewritten Text

hfrometa
Typewritten Text

hfrometa
Typewritten Text

hfrometa
Typewritten Text

hfrometa
Typewritten Text

hfrometa
Typewritten Text

hfrometa
Typewritten Text

hfrometa
Typewritten Text

hfrometa
Typewritten Text

hfrometa
Typewritten Text

hfrometa
Typewritten Text

hfrometa
Typewritten Text

hfrometa
Typewritten Text


	3 Claim Form.pdf
	DWC 1 Cover Sheet - Copy
	DWC 1 Claim Form 1.1.2016 - Copy
	DWC NOPE_1-2016 CLEAN JMR SQUISHED
	DWC 1_Jan16


	4 Authorization for medical treatment - Memorial Occupational Medical Services.pdf
	Memorial Occupational Medical Services
	Authorization for Medical Services
	Injury Treatment


	3 DWC1 Claim Form 2010 2.9.23.pdf
	DWCForm7FinalClean
	ClaimForm2010

	4 Authorization for medical treatment - Memorial Occupational Medical Services.pdf
	Memorial Occupational Medical Services
	Authorization for Medical Services
	Injury Treatment



	Name Nombre: 
	Todays Date Fecha de Hoy: 
	Home Address Dirección Residencial: 
	City Ciudad: 
	State Estado: 
	Zip Código Postal: 
	Date of Injury Fecha de la lesión accidente: 
	Time of Injury Hora en que ocurrió: 
	am: 
	Address and description of where injury happened Direcciónlugar dónde occurió el accidente 1: 
	Address and description of where injury happened Direcciónlugar dónde occurió el accidente 2: 
	Describe injury and part of body affected Describa la lesión y parte del cuerpo afectada 1: 
	Describe injury and part of body affected Describa la lesión y parte del cuerpo afectada 2: 
	Social Security Number Número de Seguro Social del Empleado: 
	Name of employer Nombre del empleador: 
	10 Address Dirección: 
	11 Date employer first knew of injury Fecha en que el empleador supo por primera vez de la lesión o accidente: 
	12 Date claim form was provided to employee Fecha en que se le entregó al empleado la petición: 
	13 Date employer received claim form Fecha en que el empleado devolvió la petición al empleador: 
	14 Name and address of insurance carrier or adjusting agency Nombre y dirección de la compañía de seguros o agencia adminstradora de seguros: 
	15 Insurance Policy Number El número de la póliza de Seguro: 
	17 Title Título: 
	18 Telephone Teléfono: 
	Group1: Temporary Receipt
	Todays Date: 
	Employee: 
	Date of Injury: 
	date_current: 
	DOI: 
	EMPLOYEES NAME: 
	emp_work_hours_begin: 
	emp_work_hours_end: 
	AFFECTED EMPLOYEE NAME LAST FIRST MI: 
	EMPLOYEE ID: 
	SCHEDULED WORK HOURS: 
	EMPLOYEE CLASSIFICATION: 
	PHONE EXT: 
	Location: Off
	Overtime Involved: Off
	Address and/or Worksite Description: 
	Injury/Illness/Incident Body Parts Affected: 
	Facts Available: Off
	Details of InjuryAccident who what where when etc Attach Additional Pages If Necessary: 
	Corrective Action Recommended: 
	Witnesses: Off
	Photos: Off
	Supervisor Name (print): 
	Supervisor Signature: 

	Date/Time2: 
	Time: 
	Do you concur with the first line of supervisor review?: Off
	Do you concur with the first line of Supervisor Review If No explain: 
	Department Manager Name (print): 
	Date/Time3: 
	Time3: 
	Witness First Name: 
	Witness Last Name: 
	Witness Job Title: 
	Witness Department: 
	Witness Division: 
	Witness Department Manager: 
	Witness Department Supervisor: 
	Witness Date of InjuryIllness: 
	Witness Time of Incident: 
	Time of Incident A: 
	M or P: 
	M: Off


	Witness Location of Incident: 
	Other Witnesses: 
	Witness Statement: 
	Witness Name (print): 
	Witness Signature: 
	Date/Time4: 
	Time4: 
	Dept/Div Rep Name (print): 
	Signature5: 
	Date/Time5: 
	Time5: 
	INVESTIGATION TO BE COMPLETED BY SUPERVISOR: 
	INJURED EMPLOYEE NAME LAST FIRST MI: 
	JOB TITLE: 
	DATE OF INJURY: 
	TIME OF INJURY: 
	DEPARTMENTDIVISION: 
	PHONEEXT: 
	DATE REPORTED: 
	TIME REPORTED: 
	Location of Injury  Illness   OnSite   OffSite Overtime Involved   Yes   No Address andor worksite description: 
	Injury  Illness  Body Parts Affected: 
	DESCRIBE SEQUENCE OF EVENTS Specify activity policy or procedure performed prior to incident Use additional sheets as needed HOW DID THE INJURY  ILLNESS OCCUR Please also include any Safety Policy and Procedures that were not followed Use additional sheets as needed: 
	Text2: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box11: Off
	Check Box12: Off
	Check Box15: Off
	Date2_af_date: 
	Date5_af_date: 
	Date6_af_date: 
	Text7: 
	Text8: 
	Check Box9: Off
	Check Box10: Off
	Check Box7: Off
	Check Box8: Off
	First name: 
	Last name: 
	Job title: 
	Department: 
	Division: 
	Department Manager: 
	Department Supervisor: 
	Date of Injury  Illness: 
	Time of incident: 
	Location of incident: 
	Other witnesses: 
	Statement 1: 
	Statement 2: 
	Statement 3: 
	Statement 4: 
	Statement 5: 
	Statement 6: 
	Statement 7: 
	Statement 8: 
	Statement 9: 
	Statement 10: 
	Statement 11: 
	DateTime: 
	Datetime statement received: 


