WORKERS’ COMPENSATION:

THE ON-SITE COUNTY
REPRESENTATIVES/
INJURY REPORTING

Tony Taras
Workers’ Compensation Program
CEO Risk Management Branch



County Code 5.31.050
Workers’ Compensation System

Report, investigate, and adjust claims.
Determine compensability and pay benetits.
Collect and report statistical data.

Establish and review reserves.

“Control...workers’ compensation costs
consistent with full provision of benefits
under the law.”



TPA CONTRACTS -
TECHNICAL EXHIBIT I

WORKERS’ COMPENSATION PROGRAM

“The primary objective of this program is to provide all workers’
compensation benefits required under State law to injured County

emmployees on a timely basis, at _the least possible cost to the
County.”




YORK
(UNIT 1)

MANAGERS: MATTHEW HOWARD
(626) 463-6169

matthew.howard@yorkrsg.com

SHERI LAWRENCE
(626) 463-6170

sheri.lawrence(@yorkrsg.com



mailto:matthew.howard@yorkrsg.com
mailto:sheri.lawrence@yorkrsg.com

YORK
(UNIT 1)

OSCRs: ROSE BLOOM
(626) 463-6182

rbloom(@ceo.lacounty.gov

PAM KENNEDY
(626) 463-6183

pkennedy(@ceo.lacounty.gov



mailto:rbloom@ceo.lacounty.gov
mailto:pkennedy@ceo.lacounty.gov

TRISTAR
(UNIT 2)

MANAGER: OLA OSIFESO

OSCR:

(714) 545-0700 ext 1152

ola.osifeso(@tristargroup.net

TONI VU
(714) 543-0700 ext 1679

tvu(@ceo.lacounty.gov



mailto:patricia.stratford@tristargroup.net

INTERCARE (UNIT 3)

MANAGER: LANAI PHOUNG PHUN
(866) 221-2968 ext 430

Iphoungphun(@intercareins.com

OSCRs: JOE CARRILLO
(866) 221-2968 ext 422
jcarrillo(@ceo.lacounty.gov
PAIGE PATTERSON
(866) 221-2968 ext 421

epatterson(@ceo.lacounty.gov



mailto:lphoungphun@intercareins.com
mailto:jcarrillo@ceo.lacounty.gov
mailto:pkennedy@ceo.lacounty.gov

SEDGWICK

(UNIT 4)

MANAGER: FERNANDO PLA
(909) 942-8912
fernando.pla@sedgwickcms.com

OSCR: TONY TARAS
(213) 351-6405

ataras(@ceo.lacounty.gov



mailto:fernando.pla@sedgwickcms.com
mailto:ataras@ceo.lacounty.gov

ON-SITE COUNTY
REPRESENTATIVE

m “The Quality Assurance Evaluator 1s 2 County
employee designated as an agent for the County
responsible for monitoring the Contractor’s
performance, approving over limit payments, advising
and training third party administrator statt in County
payroll systems and other County procedures.” At
times this employee may be referred to as the On-Site
County Representative (OSCR).



DUTIES OF THE OSCR

m Review all delayed claims at 30/60/90 day

intervals

m Approve all litigation referrals to County

Counsel

m Approve al

® Approve al

award payments

payments over $7,500.00

m Provide training to TPA statf
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DUTIES OF THE OSCR

m Assist TPA staff on balancing of complex cases

m Analyze claims and provide settlement
recommendations and authority

m Address questions and concerns of injured
workers, County departments, and defense
attorneys

B Attend claim reviews

B Conduct annual audit of the TPA’s
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LIAISON BETWEEN
DEPARTMENTS AND THIRD PARTY
ADMINISTRATORS
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CLAIM REVIEWS

m Reviews should be held at least quarterly with
OSCRs, CEO RTW personnel, Departmental
RTW personnel, Loss Control, and County
Counsel.

m Don’t overload! If necessary, schedule more
frequent claim reviews.
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CLAIM REVIEWS

File Selection:

m Choose files with complex claims or RTW
1SSues.

m Get input from your TPAs, OSCRs, and

Counsel.

m “Out of service” does not mean “out of sight,
out of mind”!
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CLAIM REVIEWS

What we need from you:

Information about any RTW efforts that have been
made

Information about any disciplinary action being taken
against the injured worker (unless confidential)

Information about any other action the injured worker
is taking against the County (unless confidential)

Type of retirement plan

Out of service date and termination reason, if any
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WORK RESTRICTION
LETTERS



TEMPORARY WORK
RESTRICTION LETTERS

m [ssued based on temporary work restrictions provided
by primary treating physician, AME, and/or State Panel
QME prior to finding of permanent and stationary.

B Sometimes referred to as interim or transitional.

m There may be multiple versions due to the changes in
the injured worker’s medical condition.

m The TPA is required to issued the letter within 10 days
of receipt of applicable medical documentation.
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PERMANENT WORK
RESTRICTION LETTERS (PRIOR
TO SETTLEMENT)

m Based on permanent and stationary finding of the
primary treating physician, AME, and/or State Panel
QME.

m There may be more than one version based on differing
medical opinions.

m The TPA is required to issue the letter within 10 days
of receipt of applicable permanent and stationary
medical reports.

m The 15% increase/decrease under LC 4658 is usually
determined at this juncture.
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PERMANENT WORK
RESTRICTION LETTERS
(AFTER SETTLEMENT)

m Based on work restrictions agreed upon by
parties and included in settlement documents.

m The TPA 1s required to 1ssue letter within 10
days of receipt ot settlement documents.

®m [n most cases, this 1s the final work restriction
letter the TPA will issue on an individual claim.
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QUESTIONS?



Overview of Workers’
Compensation and
Injury Reporting



Emergency Injury reported



http://www.picturesof.net/pages/090820-224331-523009.html

Emergency injury reported
cont...
Once the situation Is stable, you should:

Provide a DWC1 Claim Form to employee, complete the
Employer’s Report of Injury (5020) and call into the
Toll-Free number within 24 hours.

Complete the Job Description form.
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WORKERS’ COMPENSATION CLAIM FORM (DWC 1)
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EMPLOYER’S REPORT OF OCCUPATIONAL
INJURY/ILLNESS (5020 FORM)
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JOB DESCRIPTION FORM

Name:

Employee # 000000
Depariment #

Job Classification:

JOB SUMMARY/DESCRIPTION OF TASKS

PHYSICAL DEMANDS — List duration, frequency, and tasks performed

= Sitting

Walking (distance)

Standing

Bending

Squatting

Climbing (height)

Kneeling
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JOB DESCRIPTION FORM

Crawling
Twisting
Lifting + Carrying (weight, objects)

Hand Use (right or left hand dominant)

¥ Simple Grasping
* Power Grasping
“ Fine Manipulation
" Pushing and Pulling
Reaching (above or below shoulders)

STRESS FACTORS

= Amount of work performed (caseload, production standards, overtime)

+ Interpersonal Contacts (clients, superiors, subordinates, co-workers, public)

Supervisor Signature

Employee Signature
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NON-EMERGENCY INJURY
REPORTED

If Employee Declines Treatment:

Employee must complete the Employee’s Statement
Declining Treatment form. A copy of the form must be
sent to the RTW Coordinator or Personnel.

Employee must sign Receipt of Employee Packet, and be
given the packet.

28



Employee’s declining medical
treatment FORM

County of Los Angeles
Employee’s Statement Declining Medical Treatment

Employee’s Name Department

Although I have been offered ofirst-aid omedical treatment /advice,
in connection with my injury, I am declining the offer for the following
reason(s):

Signed- Supervisor or Other Signed- Employee Date
County Official




Receipt of employee packe

RECEIPT OF EMPLO

This packet should be given to the employee when a potential work related accident
or injury has been reported, but the emplovee refuses to complete the forms at the
time of reporting. By si n the spaces below, the emplovee and supervisor
acknowledge that the employee has received the Employee Packet for use
throughout the course of this workers' compensation claim. This packet is a key
component of the County of Los Angeles Return to Work Program and should be
completed in a timely manner. It provides the employvee with critical information
regarding the filing of an industrial injury.

The Supervisor should retain this document in the employee’s file.

Employee's Signature Print Name

Supervisor's Signature Print Name

Employee's Statement Declining Medical Treatment
Workers' Compensation Claim form (DWC 1)
Emplovee's Report of Accident

Treatment Referral Slip

Treating Physician's Letter

Patient Status Report

Job Description

Emplovee's Report of Occupational Injury or Illness (5020 form)
First Alert Form

Weekly Telephone Call Verification Sheet

Work Hardening Transitional Assignment Agreement




Employee seeks treatment

Review the Employee’s Guide for Injury Reporting with
the employee.

Complete the Injury Reporting forms with the employee.
The packet must contain the four forms below:

The completed Treatment Referral Slip

The completed Treating Physician’s letter (for physical injuries only)

A copy of the blank Patient Status Report

A copy of the completed Job Description should be included in the
Medical Provider Packet.

Send the four documents with the employee to the
Pre-designated physician or ITC, as applicable.
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Treatment referral slip FORM

County of Los Angeles
Return to Work Program
TREATMENT REFERRAL SLIP

To be completed by Supervisor

Phone:

loyee N. Emp, : o .
| Y P

| Date of Injury: | Job Title:

| Department Name and Number:

| Employee’s Work Address:

Workers” Compensation Third Party Administrator:
TPA Address

C  Tmee

| Employee Supervisor:

I Return To Work Coordinator:

INSTRUCTIONS TO MEDI
1. Complete Patient Status Report and give 1o Employee to return to Supervisor.
2. Send the original completed Doctor’s First Report of Injury to the Third Party Administrator listed

above.

3. Fax a copy of the completed Doctor’s First Report of Injury Iu:]ul

| mail to _ . CA

4. Call the Third Party Administrator at the number listed above immediately to request any of the
following during the initial visit: Consultatio

Additional Diagnostic Testing
Physical Therapy

5. Call at - if you have any questions.

| 6. Send all Medical Bills 10 the Third Party Administrator lisv=Z above




Treating physician’s letter

(Physical injuries only)

County of Los Angeles

Return to Work Program
TREATING PHYSICIAN'S LETTER: Physical Injury

(date)

To: Initial Treatment Physician

Re:  Injured Worker:
(Print name of Employee)

Our employee has been sent to your office for medical treatment of an injury that may be
work-related.

Enclosed is the job description of the injured worker’s duties. We would request that a
review of his/her job description be made prior to making a decision regarding recovery
limitations/work restrictions,

The County of Los Angeles has a Return-to-Work Program and will attempt to modify
the current position or place an injured worker into a Work Hardening/Light Duty
Assignment. If you have any questionscall ___at

Please use the enclosed Patient Status Repori to oulhm: the recovery Imntanons!uork
restrictions, if any, recommended at this time, as well as the treatment plan.

All treatment is pursuant to ACOEM Guidelines, and must comply with DWC
Regulations.

Payment is according to fee schedule pursuant to Labor Code section 5307.1 and 8
California Code Regulation 9789.10.

Reporting must adhere to the requirements of the Division of Workers® Compensation.

Should you have any questions or need to review additional information regarding our program, please
contact the Los Angeles County Chief Administrative Office (CAQ) Disability Administration at (213)
351-6433.

Thank you for your full cooperation.

The Patient Status Report needs to be completed to the employee |
leaving your office.




Patient status report F
(Physical injuries only)

County of Los Angeles
Return to Work Program
PATIENT STATUS REPORT: Physical Injury
To be completed by Physician

MSIratonr:
, [ have reviewed the employee’s Job Description prior to completing work status information.”

(Physician, please check box.)

| CIReleased
Limitations on:

Max _ 2hrs. _ 4 hrs
2hrs. __ 4 hrs. 6 hrs. per day Other/notes:
:!_nfunr. ATYiINng:

Employee can lift/carry up to pounds infrequently

Kneeling/Crawling

Climbing

Gripping/Grasping:
Repetitive Hand Use:
Fine Finger Manipulation

BFoliow Up Appointm
D_Nlrnjn‘_n'mn

Physician’s Name:
Fhone Number:




EMPLOYEE’S REPORT OF ACCIDENT FORM

County of Los Angeles
Return to Work Program
EMPLOYEE’S REPORT OF ACCIDENT

To be completed by Employee

Acciempue:  rime [ Locuion
Date Reported: Accident Reported to:

Nature of Injury (e.g., strain, cut, fracture, dermatitis, multiple injuries, etc.):
Body Part Injured (e.g., head, eve, leg. back, wrist, etc. Specific left/right, etc.)

Injury Source (e.g., machinery, desk, vehicle, person, tool, stairs, ladder, etc.):

Employee's Statement of What Occurred:

The above information is true and correct to the best of my knowledge.

Employee signature Date:




EMPLOYEE SEEKS TREATMENT

CONT...

Ask the employee If they have pre-designated a treating
physician.

If they have not, send them to the Medical Provider
Network (MPN) Initial Treatment Center (ITC).

A list of those centers can be obtained on the County’s
MPN website at:
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PREDESIGNATION OF PERSONAL

PHYSICIAN FORM

PREDESIGNATION OF PERSONAL PHYSICIAN
In the event you sustain an mjury or il related to your employment, you may be treated for such injury or
illness by your personal medical doctor (M.D.), doctor of osteopathic medicme (D.O.) or medical group 1f
*  your employer offers group health coverage,;
*  the doctor is your regular physician, who shall be either a physician who has limited his
or her practice of medicine to general practice or who is a board-certified or board-
eligible intermist, pediatrician, obstetrician-gynecologist, or farmly practitoner, and has
previcusly directed your medical treatment, and retains youwr medical records;
your "personal physician” may be a medical group 1f it 15 a single corporation or
partnership composed of hcensed doctors of medicine or osteopathy, which operates an
ntegrated multispecialty medical group providing comprehensive medical services
predomunantly for nonoccupational illnesses and iyunes;
prior to the mpury your doctor agrees to treat you for work injuries or illnes
prior to the injury you provided your employer the following in writing: (1) notice that you
want your personal doctor to treat you for a work-related injury or illness, and (2) your
personal doctor’s name and business address.
You may use thus form to notify your employer if you wish to have your personal medical doctor or a doctor
of osteopathic medicine treat you for a2 wor elated myury or illness and the above requirements are met

NOTICE OF PREDESIGNATION OF PERSONAL PHYSICIAN
Employee: Complete this section.
To: (name of employer) IfIhave a work-related injury or illness, I
choose to be treated by
(name of doctor)}(M.D., D.O., or medical group)

(street address, city, state, ZIF)

(telephone number)

Employee’s
Signature

Physician: I agree to this Predesignation:

Signature: Date:
(Physician or Designated Employee of the Physician or Medical Group)

The physician is not required to sign this form, however, if the physician or designated employee of the
physician or medical group does not sign, other documentation of the physician’s agreement to be
predesignated will be required pursuant to Title 8, Califormia Code of Regulations, section 9780.1(a)(3).

Title 8, Califormia Code of Regulations, section 9783
(Optional DWC Form 9783 March 1, 2007 )
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EMPLOYEE SEEKS TREATMENT

CONT...

Provide the DWC1 Claim Form to the employee and
complete the Employer’s Report (5020) form. The
Injury must be called into the Toll-Free number within
24 hours upon notice of the Injury.

Call the Toll-Free number and report the injury.

In some departments, the main RTW Unit staff calls

In the injury, In others the supervisor or location
designee calls it In.
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MPN Initial Treatment Centers (ITC)

If Employee has not Pre-designated their personal
treating physician, the work location Supervisor or
designee must direct them into the County’s Medical

Provider Network (MPNSs), via an Initial Treatment
Center (ITC).
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Review of employee responsibilities

Complete DWC-1 Employee Claim Form
Complete Employee’s Report of Accident

Return the Completed forms to their supervisor/including
all Medical Certifications from the treating physician

40



Questions???

LY

&

| /
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