OHLONE COMMUNITY COLLEGE DISTRICT

Workers’ Compensation Procedures

Who is covered by Worker's Compensation:

All District employees, Health Sciences students in on-the-job training programs in non-District
Jacilities, and authorized volunteers are covered by the District for Workers’ Compensation through the
Keenan and Associates.

Responsibility of Employee

Employee should immediately report an on-the-job injury to his/her supervisor and the Workers’
Compensation Coordinator in HR, and complete the “Workers’ Compensation Claim Form” (DWCI1).
The Workers’ Compensation Coordinator completes the bottom box of this form.

If medical treatment is required, employee (or supervisor) must contact the Workers’
Compensation Coordinator in HR for referral to the District’s Medical Care Providers.
(Health Sciences students may be provided emergency first aid/health care on site by
hospital/clinic personnel as per the contract with that facility.

If employee desires to be treated by his/her personal physician, he/she must have a
“Personal Physician Request™ form on file with the Workers Compensation Coordinator
in Human Resources prior to the injury/illness.

If employee does not return to work due to an on-the-job injury, he/she must submit a
doctor’s note to his’her supervisor and the Workers® Compensation Coordinator stating
description of injury and estimated time away from work. Employees who take time off
without verified physician authorization will not be eligible for Worker’s Compensation
benefits. The District is responsible to cover the employee’s time away from work for the
first appointment. Subsequent appointments will be covered by the employee’s available
leaves.

If employee returns to work with limitations (modified), physician progress reports must
be submitted to his/her supervisor and the Worker’s Compensation Coordinator.

[f employee returns to work without any limitations, employee must submit the medical
release to his/her supervisor and the Workers® Compensation Coordinator.

Responsibility of Supervisor:

e Promptly report all work-incurred injuries to the Workers’ Compensation Coordinator,
Human Resources.

Within 24-48 hours of the injury, submit a completed “Supervisor’s Report of Injury™
form. It should be immediately forwarded to the Workers® Compensation Coordinator.




If medical treatment is required, supervisor (or employee) must contact the Workers’
Compensation Coordinator in HR (Ext. 6445) for referral to the District’s Medical Care
Providers. (If a “Personal Physician Request” form is on file, the Workers’ Compensation
Coordinator will authorize the employee to go to his/her own physician.)

IN AN EXTREME EMERGENCY, dial 9 and then 911. Immediately thereafter, call
Campus Police at Ext. 6111 to inform them of the situation.

If an employee is injured and medical treatment is required between 5 p.m. and 8 a.m.,
the supervisor should refer the employee to the Kaiser Fremont Clinic (39400 Paseo
Padre Parkway) until 9 p.m., or the Washington Fremont Clinic (2500 Mowry Avenue)
until 8 p.m., and after those times to either Kaiser Hospital or Washington Hospital. If the
employee has a Personal Physician Request Form on file, the employee may go to his/her
physician at any time.

Monitor and report to the Workers® Compensation Coordinator any time away from work
charged to Workers’ Compensation by an employee.

Prepare a modified work plan for the employee as directed by the employee’s doctor.
Submit to the Workers® Compensation Coordinator in Human Resources.

Responsibility of Emplover (Workers’ Compensation Coordinator, Human Resources) :

Serves as central point for Workers’ Compensation claims information.

Once an injury has been reported, will contact the District Medical Care providers, as
necessary, to arrange for medical care for injured employee.

Within 48-72 hours completes the “Empioyer’s Report of Occupational Injury or Illness”
form, coordinates and submits all injury documentation to Keenan and Associates.

Informs and continues to inform the Supervisor, Payroll, and Keenan of employee’s
estimated time away from work.

Upon employee’s return to work, will notify the Supervisor, Payroll, Personnel, and
ACSIG.

Workers” Compensation forms may be obtained from the offices of Buildings and Grounds, Campus
Security, and Human Resources.

Sq/workers’ comp procedures 13/30/06




Well For Work

Wa.éhington Hospital Healthcare System

Your Partner in Building a Healthy Business

Treatment Authorization

Today's Date Date of Birth Social Security No.

Patient Name Home Phone No.

Company Name OHLONE COMMUNITY COLLEGE DISTRICT Company Phone No. 510 659 6088
Occupation

Work-Related Injury/lliness

Instructions to employer: Complele the below section if you are requesting an employee be irealed for a work-related injury or illness.

Date of Injury Treat as First Aid [ Yes [ No

Nature of Injury/lliness

Insurance Carrier Phone No.

Address Policy No. Effeclive Date:

Examinations, Screenings and/or Tests

Instructions to employer: Complete this section if you are requesting any of lhe below services.

REASON FOR TESTING TYPE OF EXAM SUBSTANCE ABUSE

UJ Pre-Employment O Pre-Employment Physical Alcohol

0 Random L1 Annual Physical [J Breath Alcohol Test

U] Post-Accident/Injury L] Fitness for Duty/Return to Work [J Saliva Alcohol

(J Follow-Up DMV/DOT Physical Drug Screen

L] Return to Work [J New Cert. O NIDA (DOT)

[J Suspicion/Cause [J Re-Cert. [J Non-NIDA (Non-DOT) 5 Panel
[] Respiratory Mask Fit Test [ Non-NIDA (Non-DOT) 10 Panel
O] Pulmonary function test U Rapid {Non-DOT) 5 Panel

Includes OSHA Questionnaire
and Clearance Form

X Other  INJURY

Authorized By (Printed Name) Phone No, 510 659 6088

Signature Date

MUST PRESENT PHOTO IDENTIFICATION AT TIME OF APPOINTMENT

¢ = N 1 / fnstogn
,‘E mﬁs:‘mn' Flara ¢ o Center g :&b’ FI?IT': L
é Parking ;'u‘ m ’;E’ ::r:l:n:[';"
~aTo Hey 620 Mussion Boulevard 1o [L) ¥ ashinglton
e :‘Jvrge':-ﬂ glare

Refer lo

J WTMG @ Warm Springs [] WTMG @ Newark [J washington Urgent Care (] WTMG @ Nakamura,Union City
46690 Mohave Drive 35500 Dumbarton Courl 2500 Mowry Ave, Suite 212 33077 Alvarado-Niles Road
Fremont, CA 94539 Newark, CA 94560 Fremaont, CA 94538 Union City, CA 94587
{510) 651-2371 (510) 797-7535 {510) 608-6174 {510) 487-6000
M-F Bam-6pm M, T.TH F 8am-8pm, W Bam-6pm Every Day Bam-8pm M-F 8am-6pm

(712/09) For Treatment After Clinic Hours, See Washington Hospital Emergency Room



. /. FEenan Solatinn
L]

'5[!”1!55 SCRIPTS®

ExpressComp®

Workers’ Compensation Temporary Prescription Services ID
Important Information

.'..'.I..I."..'..'I'...'...Il.....l'...I..'I.'.I.II.I.I.I....'.II.I..Il....l...'l..........~

ATTENTION INJURED WORKER - PLEASE REQUEST A PAPER PRESCRIPTION FROM YOUR
PHYSICIAN AND PRESENT THIS FORM TO AN EXPRESS SCRIPTS NETWORK PHARMACY

This Workers® Compensation Temporary Prescription Services ID form MUST BE PRESENTED to your
pharmacist when you fill your initial prescription(s). If you have questions or need to locate a participating
pharmacy, please contact Express Scripts Customer Service at 877-595-3665.

ATENCION: TRABAJADOR LESIONADO
Este formulario de Identificacién para Servicios Temporales de Prescripcién de Recetas por Compensacién del
Trabajador DEBERA SER PRESENTADO a su farmacéutico al surtir su(s) receta(s) inicial(es). Si tiene cualquier
« duda o necesita localizar una farmacia participante, por favor contacte al drea de Atencidén a Clientes de Express

NOTE: The injured employee will receive a permanent prescription card and pharmacy benefit packet from Express Scripts, Inc. once the claim is

deemed compensable by Keenan and Associates.

Keenan and Associates

Attention Supervisor:
9 digit SSN#, pre-printed group number and date of birth must
be completed.

m# === == ===
Injured Warkers' Claim ID
DATE OF INJURY ====/==/--
CCYY/MM/DD
GROUP # Keenanl

EMPLOYEE DATE OF BIRTH -"/ ""/ =-—--

EMPLOYEE NAME
FIRST M1 LAST
MAILING ADDRESS STREET
CITY STATE ip
EMPLOYER’S
NAME = N
DIVISION OR
DEPARTMENT

Help Desk: This is a POS program through Express Scripts only.
For assistance call the Express Scripts Help Desk at 877-595-3665.

Attention Pharmacist:
Keenan and Associates Workers’ Compensation prescription program is administered by Express Scripts. The
following are the steps necessary to submit a claim for Keenan injured workers.

Please follow the action steps listed below to enter the claim. Be sure you are using NCPDP version 3.2 allowing for {aster

service,

Step 1 Enter Bin Number 003858

Step 2 Enter Processor Control A4

Step 3 Enter the Group Number as it appears above

Step 4 Enter the injured worker’s 9 digit SSN#

Step 5 Enter first name & last name

Step 6 Enter the injured worker’s date of injury (enter in PA field in the format ccyymmdd)
NEED ASSISTANCE? Pharmacist, if you have any questions while processing the claim,

please call the Express Scripts Help Desk at 877-595-3665.




Workers’ Compensation Claim Form (DWC 1) & Notice of Potential Eligibility
Formulario de Reclamo de Compensacién de Trabajadores (DWC 1) y Notificacién 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 sheel 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,
aboul your eligibility for benefits.

To file a claim, complele 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 scon 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
lests, 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 3¢ days, however, in
specilied 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 o 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 shail
authorize the provision of all treatmenl, consistent with the applicable
treating, guidelines, for the alleged injury and shall continue to be liable
for up to $10,000 in reatment until the claim is accepted or rejected.

Disclosure of Medical Records: Afler 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 voluntanly
release medical records, a workers® compensalion judge may decide whal
records will be released. If you request privacy, the judge may "seal”
(keep private) centain medical records.

Payment for Temporary Disability (Lost Wages): If you can'i 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 paymenis may change or stop when your doctor says you are able
to retun to work. These benefils are tax-free. Temporary disability
paymenls are lwo-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 ofT 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 medified 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 resullen de un crimen en el lugar de
trabajo, es posible que Ud. tenga derecho a beneficios de compensacién de
trabajadores. Se adjunta e! formulario para presentar un reclamo de
compensacién de trabajadores con su empleador. Ud. debe leer toda la
informacién a continuacién. Guarde esta hoja y todos los demds
documentos para sus archivos. Es posible que usted redina los requisitos
para todos los beneficios, o parle de éslos, que se enumeran, dependiendo
de la Indole de su reclamo. Si se requiere, el administrador de reclamos,
quien es responsable por ¢l manejo de su reclamo, le notificard sobre su
elegibilidad para beneficios.

Para presentar un reclamo, llene la seccién del formulario designada para el
“Empleado,” guarde una copia, y déle el resto a su empleador. Enlonces,
su empleador completaré la seccién designada para el “Empleador,” le dard
a Ud. una copia fechada, guardard una copia, y enviard una al
adminisirador de reclamos. Los beneficios no pueden comenzar hasta, que
el administrador de reclamos se entere de la lesion, asi que complete ¢l
formulario lo antes posible.

Atencién Médica: Su administrador de reclamos pagard toda la atencitn
médica razonable y necesaria, para su lesién o enfermedad relacionada con
¢l trabajo. Es posible que los beneficios médicos incluyan el tratamiento
por parte de un médico, los servicios de hospilal, la terapia [isica, los
anélisis de laboratorio y las medicinas. Su administrador de reclamos
pagard directamente los coslos, de manera que usted nunca verd 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.
Generaimente, su empleador selecciona al PTP que Ud. verd 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 ain 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 uwsa una
Organizacién de Cuidado Médico (HCO) o una Red de Proveedores
Médicos (MPN), Una MPN es una red de proveedores de asisiencia médica
seleccionados para dar tratamiento a los trabajadores lesionados en el
trabajo. Usted debe recibir informacion de su empleador si su tratamienlo
es cubicrto por una HCO o una MPN.  Hable con su empleador para mas
informacién, Si su empleador no ha colocado un cartel describiendo sus
derechos para la compensacién de irabajadores, Ud. puede seleccionar a su
propio médico inmediatamente.

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

Divulgacién de Expedientes Médicos: Después de que Ud. presenie un
reclamo para beneficios de compensacion de trabajadores, sus expedientes
médicos no tendrdn el mismo nivel de privacidad que usted normalmente
espera. Si Ud. no estd de acuerdo en divulgar voluntariamente los
expedientes médicos, un juez de compensacibn de trabajadores
posiblemente decida qué expedientes se revelardn. S8i Ud. solicita
privacidad, es posible que el juez “selle” {mantenga privados) ciertos
expedientes médicos.

Pago por Incapacidad Temporal (Sueldos Perdides): Si Ud. no puede
trabajar, mienlras se estd recupcrando de una lesién o enfermedad
relacionada con el trabajo, Ud. recibird 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. estd en condiciones
de regresar a trabajar. Estos beneficios son libres de impueslos. Los pagos




Workers’ Compensation Claim Form (DWC 1) & Notice of Potential Eligibility
Formulario de Reclamo de Compensacién 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 resuits 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 Benelit (SIDB): If you were injured
after 1/1/04 and you have a permanent disability that prevents you [rom
retuning to work within 60 days alter your temporary disability ends, and
your employer does not offer modified or alternalive 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 lhe costs up to the maximum sel by state law based on your
percentape of permanent disability.

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

1t is illegal for your employer 1o punish or fire you for having a job
injury or illness, for filing a claim, or testifying in another person's
workers' compensalion case (Labor Code 132a). If proven, you may
receive losl wages, job reinstatement, increased benefits, and costs and
expenses up Lo limits sel by the slate.

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 benefils, you may be able to gel
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 Stale 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.dwe,ca.gov.

You can_consult with an attorney. Most attormeys offer one free
consultation, If you decide 10 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.californjaspecialist.orp.
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por incapacidad temporal son dos lercios 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 lrabaje,

a menos que Ud. sea hospitalizado una noche o no pueda trabajar durante
més 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 respeclo a las clases de
trabajo que Ud. puede hacer mientras se recupera. Es posible que ellos
coordinen esfuerzos para regresarie a un lrabajo modificado, o a otro
trabajo, que sea apropiado desde el punto de vista médico. Esle trabajo
modificado u otro trabajo podria ser lemporal o podria extenderse
dependiendo de la indole de su lesién 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 dependerd de la clase de lesin, su
edad, su ocupacion y la fecha de la lesién.

Benelicio Suplementario por Desplazamiento de Trabajo: Si Ud. Se
lesioné 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 usled relna 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 pagard los gastos hasta un méximo establecido
por las leyes estatales basado en su porcentaje de incapacidad permanente.

Beneficios por Muerte: Si la lesibn 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 suffir una lesién o
enfermedad en el trabajo, por presentar un reclamo o por Lestificar en el
caso de compensacidén de trabajadores de otra persona. (El Codigo Laboral
seccidn 132a.) De ser probado, usted puede recibir pagos por pérdida de
sueldos, reposicién del trabajo, avmento 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 desacuerde, primero comuniquese con su
administrador de reclamos para ver si usted puede resolverlo. Si usled no
est4 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 informacién gratis, de un oficial de informacién y
asistencia, de la Division Estatal de Compensacién de Trabajadores
(Division of Workers' Compensation - DWC) o puede escuchar
informacién 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.dwe.ca.gov.

Ud. puede consuitar con un abogado. La mayoria de los abogados
ofrecen una consulta gratis. Si Ud. decide contratar a un abogado, los
honorarios serén tomados de algunos de sus beneficics. Para oblener
nombres de abogados de compensacién 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.



State of California
Department of Industrial Relations
DIVISION OF WORKERS' COMPENSATION

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

WORKERS' COMPENSATION CLAIM FORM (DWC 1) PETITION DEL EMPLEADQ PARA DE COMPENSACION DEL

TRABAJADOR (DWC I)

Employee: Complete the “Employee” section and give the form 1o Empleado: Complete la seccion “Empleado” y entregue la forma a su
your employer. Keep a copy and mark il “Employee’s Temporary empleador. Quédese con la copia designada “Recibo Temporal del

Receipt™ until you receive the signed and dated copy from your em- Empleado” hast Ud. reciba la copi d hada d leads
ployer. You may call the Division of Workers’ Compensation and P “due ) a copia firmada y fechada de su empleador.

hear recorded information at (800) 736-7401. An cxplanation of work- Ud. puede llamar a la Division de Compensacin al Trabajador al (800) 736-

ers' compensation benefits is included as the cover sheel of this form. 7401 para oir informacidn gravada. En la hoja cubierta de esta
Jforma esta la explication de los beneficios de compensacién al trabajador.

You should also have received a pamphlet from your employer de-

scribing workers' compensation benefits and the procedures 1o obtzin Ud. mfnbién deberfa hal{er recibido c.l’e Su em;?leador un folleto de.fc::ibiendo los
them benficios de compensacion al trabajador lesionado y los procedimientos para
) obtenerlos.

Any person who makes or causes to be made any. knowingly Fafse Toda aguella persona que - proposite. haga o cause e se pridoeca
or fraudulent material statement or material representation for cualquier declaracion o representacion. muterinl (ks o froodalenta con el

the purpaose of obtaining or denying workers' compensation bene- fin de obtener o neopr beneficios o pazos de compensacion @ trabajadores
fits or payments is gnilty of a felony. lesionados es culpable de un crimen mayor “felonia™.

Employee—complete Lhis seclion and see note above  Empleado—complete esta seccion y note la notacion arriba.

1. Name. Nombre. Today's Date. Fecha de Hoy.

2. Home Address. Direccidn Residencial.

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

4.  Date of Injury. Fecha de la lesion faccidente). Time of Injury. Hora en que ocurrid. a.m. p.m.
5. Address and description of where injury happened. Direccidnilugar donde occurid el accidenie.

6. Describe injury and part of body affected. Describa la lesidn y parte del cuerpo afecrada.

7. Social Security Number, Nimero de Seguro Social del Empleado.

8.  Signature of employee. Firma del empleado.

Employer—complete this section and see note below. Empleador—complete este seccién y note la notacién abajo.

9. Name of employer. Nombre def empleador. OHLONE COMMUNITY COLLEGE DISTRICT
10. Address. Direccisn, 43600 MISSION BLVD FREMONT, CA. 94539

11. Date employer first knew of injury. Fecha en que el empleador supo por primera vez de la lesidn o accidente.

12. Daie claim form was provided to employee. Fecha en que se le enirego al empleado la peticion.

13. Date employer received claim form. Fecha en que el empleado devolvid la peticidn al empleador.

14. Name and address of insurance carrier or adjusting agency. Nomébre y direccidn de la compania de seguros ¢ agencia adminstradora de seguros.
KEENAN & ASSOCIATES, 1740 TECHNOLOGY DRIVE, SUITE 300, SAN JOSE, CA. 95110

15. Insurance Policy Number. Ef niimero de la péliza de Seguro.

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

17. Title. Tfdo. i8. Telephone. Teléfono. 510-659-6088
Employer: You are required to date this form and provide copies lo Empleador: Se requiere que Ud. feche esta forma y que provéa copias a su com-
your insurer or claims administrator and to the employee, dependent | paiia de seguros, administrador de reclamos, o dependientefrepresentante de recla-
or representative who filed the claim within one working day of mos y al empleado que hayan presentado esta peticidn dentro del plazo de yn dig

receipt of the form from the employee. hdbil desde el momento de haber sido recibida la forma del empleado.

SIGNING THIS FORM IS NOT AN ADMISSION OF LIABILITY EL FIRMAR ESTA FORMA NO SIGNIFICA ADMISION DE RESPONSABILIDAD

[J Employer copy/Copia del Empieador O Employee copy/ Copia del Empleado O Claims Administrator/Administrador de Reclamos () Temporary Receipt/Recibo del Empleado

6/10 Rev.



OHLONE COMMUNITY COLLEGE DISTRICT
SUPERVISOR'S REPORT OF EMPLOYEE INJURY

{Plaase compiele In datail.}
JNAME OF IRWURED 55,0 AGE BIRTHOATE MALE (1
FEMALE 11
ADDRESS OF INJURED {sirnsl) (dry) [zip)
JOB TITLE SALARY
NATURE OF IJURY WAS INJURED ACTING IN YES[ |
REGULAR UINE OF DUTY? NO[ ]
DATE OF INJURY HOUR &.m |NAMES OF
P lWITHESZES
DID [NJURED REPQRT  YES| ] |NAME AND ADDRESS
TO A PHYSICIANT NO[ | |OF PHYSICIAN:
[o10 INJURED REPORT  YES| | |DATE INJURED LEFT THE JOB: TIME am
GO HOME? NO| o

DID INJURY REQUIRE ~ YES |
HOSPITALIZATION? NO|

DATE OR ESTIMATED DATE
OF RETURN TO WORK:

WDESCH.IBE HOW AND WHERE THE INJURY DCCURRED:

IMMEDIATE SUPERVISOR'S EVALUATION

11
L1
i)
{1

Dalective equipment, Lools

Equipment nol propery guarded
Poar working condllions {fipht, ventilalion)

Other {specify) _

Analysls :> Please mark the reasons Lhal, in your opinlon, caused the Injury. In most cases there will be several reasons under bolh unsafe
ol injury condltions and unsafe acls contribullng to tha Injury. Fill out in dseiall.
AN UNSAFE CONDITION EXRSTED:  (chech afl thal agady)

Shppery or uneven walking surfacas
Faulty layout of fadlltas

Poor housekeeping

Non Applicable

r— e — —
v Nt b Ad

What have you done to aliminale this condiion?

AN UNSAFE ACT RESULTED FROM:

{check all thel apply}

[ 1 Lackof training { 1 Not using personal safety devices [ ) Horseplay
[ 1 Notfollowing rules { | Physical or mental handicap [ 1 Improper work mathod
[ ] Haste: chance taking [ ] Boredom; inattaniicn [ 1 Improper body position
[ ] Non Applicable [ } Other (specify)
What have you done to comrect this Bcl?
!
Supervisor's Signatura DATE




il ']
EMPLOYER'S REPORT OF
OCCUPATIONAL INJURY OR ILLNESS

coples [o!

OSHA CABE NOQ,

]

FATALITY

Any person who makes or oauses to be made any
knowingly falss or fraudulenl mutserlal statement or
matsrisl rmpresentsilon for tha purposs of obtaining or
denying workers P lion banafits or paymants ls
gulity of  falony,

California law requires smployers 1o repoct within five days of knowledge every occupabional injury or flness which results in lost lime beyond the
date of (he incidenl OR requres medical trealment beyond firal axd. Il an employee subsequenlly dies as a rasult of & previously reporied Injury or
illness, the employer must file within five days of knowledge an amended repo:t indicating death. In sddition, every senoua mjury, Ulnass, or death
musl ba reported [mmedlately by telephone or telegraph Lo Ihe neares| office of tha Califomia Dvision of Occupalional Safsty and Healih

[ [1. FIRM NAME
OHLONE COMMUNITY COLLEGE DISTRICT

Ia. Polioy Number

Floawo do nat use

12, DEPARTMENT WHERE EYENT OR EXPO3SURE OCCURRED, v.¢.. Shipping dapartmeni, machins shop.

23. Other Workers Infured of Ul in lh]llﬂt
| Ne

ALl

this seiumn

& [7- MAILING ADORESS: [Number, Strest, City, 7] 22, Phona Numbar
M143600 MISSION BLVD FREMONT, CA. 94539 (510) 659-6088 CASE NUMBER
L [3: LOCATION H differant from Mailing Addmus (Numbor, Street, City and Zip) 1, Lovation Cods
a OWNERSHIP
Y
& |1 NATURE GF BUSINESS; a.g.. Palnting contractor, wholmsals grooer, sawil, hotsd, ets. B, Stats unemploymeni [nsurance agcl.ne
R| EDUCATION

L TYPE OF EMPLOYER; .

mem Dsuu DCuumy r_-]cny Schonl Distric D”"’"“""' — NOUSTRY

7. DATE OF INJURY / ONGET OF ILLNESS 8. TIME INJURY/LLNESS ORCURRED #. TIME EMPLOYEE BEGAN WORK 10, IF EMPLOYEE DIED, PATE OF DEATH (mmiddlyy

rmiddiyy) M em ™ OCCUPATION

—1 1. UNABLE TO WORK FOR AT LEAST ONE M 5

FULL DAY AFTE 0F DNURTT 12. DATE LAST WORKED {men/ddiyy) 3. DATE RETURNED TQ WORK (ramvddiyy) 14. IF STIEL OFF WORK, CHECK THIS BOX:
FULLLBI:'A '§ WAGED FOX DATE OF [4¢, ALARY BEING CONTINUED? 17. DATE OF EMPLOYER'S KNDWLEDGE /NOTICE OF (14, DATE EWPLOYEE WAS PROVIDED CLAM FORM SEX
INJURYALLNESE (mm/ddryy) FORM {mmidd/;

oavworneor [ Jres e = (e R famiddinn)

1%, SPECIFIC INJURYNLLNESS AND PART OF BODY AFFECTED, MEDICAL DIAGNOSI5 if available, a.g.. Second dagres kurns on righi arm, tendoniUx on left slbow, lead palionlag AGE
1
': [76. LOCATION WHERE EVENT OR EXPOSURE OCCURRED (Namber, Strast, City, Zip) 203, COUNTY 29, ON EMPLOYER'S PREMISEST DAILY HOURS
v " o
4 ]
i

[24. EQUIPMENT, NATERIALS AND CHEMICALS THE EMPLOYEE WAS USING WHEN EVENT OR EXPOSURE OCCURRED, 8.g.. Acatylana, welding lorah, farm kactor, scatfold

DAYS PER WEEK

28, SPECIFIC ACTIVITY THE EMPLOYEE WAS PERFORMING WHEN EVENT OR EXPOSURE OCCURRED, e.g9.. Welkiing neams of metal farms, loading boxes anlo irusk.

WEEKLY HOURS

28. HOW INJURYALLNESS OCCURRED,

wemmxEr

27, Name and sddress ol physician (oumber, atrett, clty, -F

DESCRIBE SEQUENCE OF EVENTS. SPECIFY OBJECT OR EXPOSURE WHICH DIRECTLY PRODUCED THE [NJURYTILLNESS, 8.¢- Worksr stepped tack to inspect work
wd pEpped on scrap muskedal. As he feil, he rushed sgainst fresh weld, and burned right hand. USE SEPARATE SHEET IF NECESSARY

WEEKLY WAGE

COUNTY

| 278 Phone Number

2, Hospbtalized s niy inpatleni svernlght? m l:l Vea I yon thim, wame aind nifilress oF hoaplial inuwmber, slreet, cliy, aip)

1 28a. Plane Number

NATURE OF INJURY

el hph}u reided in |m=¢gum:j- Pt

i_| Yeu No

ATTEHTION This lorm oonlains Inlnrmlllnn rllltln| tn s plogen Enalth onf muad) be uned in o sasanr Shad prelacis tho confidanilalily o! .m;l“-u [PRITETITLS pnulhu

FARTOFBODY

SOLRCE

whils the [alarmalion Is balng ured foroogupablons) sulaty nnd hanlih purposes, 3e0 CCR Tlle D 14300,2% (B){0)-{10] & 14300,35[b)[2){E)Z,
Nots; Bhaded boxan rploy nu ated In SCR Thie 8 14305, IG{BHTHE]T

30, EMPLOYEE NAME I SOCTAL SECURITY NUMBER 3L DATE OF BITETH tm=iddtyy)

EVENT

33. HOME ADDRESS (Nnmber, Sirest, Cliy,ZIp) 112 PTIONE NUMBER
nEul SECONDARY SOURCE
P e H
L|34.SEX A ur]wlm,mmnmmwml | A6 DATE OF HTRE I,mrrl.fljd.'”}
g Jsase [ Remate

: ] S 7. LBNDEA WHAT CLAGS CODE O YL |
E 37, EMPLOYEE USUALLY WORKS SaEMPLOYxﬂELI‘:‘LSTATU D paritime
E|l ___ hous parday, days per wook, total woakly hours sgular,
[Chemeorary [ecasona EXTENT OF INJURY
3 GROSS WAGESSALARY 39, OTHER PAYMENTS NOT REPORTED A5 WACESSA ARY (e . o, rmoals, ovrsemz bonusse, nic |7
3 par D\fu D No

Completed By (type or print) lﬁgnatura & Title | Dk [mmtiicidtyy)
+ Ci ! ba d only to the empie Former employee, of thelr personal representative (CCR Title & 14300,38), ta dllses [or S plrpdss of p ) W Wk L1 j
claln, and u'nthrcaﬁlln d"r;ymrm to a puhlic heatth or law enforcement agency or to a consultant hired by the employer (GCR Title 8 14300,30}, COR Titie A fA300.40 m.l.ru wl.ulmmrwn uql.ﬂ:ﬂ () nlmi:n wiatn and
federal workplace safety agenclas,

FORM 8020 {RevT} Juns 2002

FILING OF THIS FORM I8 NOT AN ADMISSION OF UABILITY




