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What happens if I’'m injured at work?

1.

Immediately notify your supervisor and seek medical treatment if necessary.

Complete the enclosed Accident Report (ARFIE) as soon as possible and send to
Risk Management via email Risk@franklincountyohio.gov
or by fax to 614-525-5715.

Fax the Authorization to Furnish Medical Records and Disclose Professional and
Personal Information form to Sedgwick, CMS at 614-658-0901.

Refer to your Injury Packet for a list of BWC Certified medical providers and a
Helios First fill Pharmacy card to cover any prescription purchases you need.

If you are seeking medical treatment, take your Workers’ Compensation
Identification card (included in packet) to all appointments. This card explains
billing procedures and will minimize potential billing issues.

Please contact Risk Management with any questions you may have.
Jerry Bower, Risk Manager 614-525-4642
Jenell Williams, Business Service Officer 614-525-6629

*In emergency cases, notify your supervisor and seek treatment immediately*

What happens if my employee is injured at work?

1.

Complete the supervisor section of the Accident Report (ARFIE). In case of severely
disabling (life or death) traumatic injuries that require immediate hospitalization or
if the employee is incapacitated, the supervisor shall complete the Accident Report
(ARFIE) on behalf of the injured employee with as much information as possible and
transmit it to Risk Management.

Send end completed forms to Risk Management via Fax 614-525-5715 or
Email Risk@franklincountyohio.gov

All workplace deaths must be reported to the Public Employers’ Risk

Reduction Program (PERRP) at 1-800-671-6858 within 24 hours.
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FRANKLIN COUNTY RISK MANAGEMENT SELF-INSURED

Accident Report Form for INJURED EMPLOYEES (ARFIE)
AGENCY: FRANKLIN COUNTY SI RISK NO. 20005728 MUNIS Org:
Injured employee information
EMPLOYEE NAME: SOCIAL SECURITY NO: HIRE DATE: MM/YY
HOME ADDRESS: HOME or CELL PHONE: AGE: Date of Birth
CITY, COUNTY, STATE, ZIP CODE WORK PHONE: JOB TITLE:

Accident information to be completed by injured person

SPECIFIC LOCATION WHERE ACCIDENT OR INJURY OCCURED:

DATE OF INJURY:

Time of Injury:

am/pm

DID ACCIDENT/INJURY OCCUR ON COUNTY PROPERTY?

Yes|:| No |:|

DATE REPORTED:

WORK SHIFT:

JOB DUTIES BEING PERFORMED AT TIME OF INJURY:

SUPERVISOR’S NAME:

SUPERVISOR’S
PHONE NO.

DID INJURED PARTY RETURN TO WORK? Yes |:| No |:| WAS MEDICAL

TREATMENT
Date: SOUGHT?

YES[ ] NO[]

DESCRIBE ACCIDENT: In your own words, explain in detail how accident occurred [Use additional blank pages if
necessary].
INJURED BODY PART(S) (example: left arm, right index finger, upper left thigh)
1 4
2 5
3 6

Employee Signature #1: | certify that the information on this injury report is true and complete to the best of

my knowledge.

Employee Signature Da

te

Employee Signature #2: This is my description of the accident. As provided by Section 4123.651-c of the
Ohio Revised Code, | hereby permit the release of all relevant medical information, records and reports,
relative to the issues necessary for the administration of my workers’ compensation claim to the Industrial
Commission, the Ohio Bureau of Workers’ Compensation, the employer and its authorized representatives.

Employee Signature Da

te

Email completed form to risk@franklincountyohio.gov or fax to (614) 525-5715
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FRANKLIN COUNTY RISK MANAGEMENT SELF-INSURED
Accident Report Form for INJURED EMPLOYEES (ARFIE)

ACCIDENT INFORMATION COMPLETED BY INJURED WORKER AND/OR SUPERVISOR

1. Was medical attention sought for the injury(s) sustained? Yes |:| No |:|
If yes, list the doctor and/or the medical provider:
Doctor or Medical Provider : Telephone:
Address City: State: Zip Code:
2. Did any other person witness the accident or injury? Yes[ ] No[ ]
If yes, list their name(s) below:
a. b.
b. d.
3. Was more than one person injured in this accident? Yes[ ] No[]
If yes, list their name(s) below:
a. b.
c. d.
4. Was any workplace machinery/equipment involved? Yes[ ] Nol[ ]
If yes, list here:
Manufacturer: Model:
Has equipment been modified? If yes, what was modified?
Yes |:| No |:| Do not know |:|
5. Was the injury caused by any outside contractor(s) or repair company(s)? Yes[ ] No[]

If yes, please provide the following:

Name of Firm Address of Firm

Revised 9/2016
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FRANKLIN COUNTY RISK MANAGEMENT SELF-INSURED
Accident Report Form for INJURED EMPLOYEES (ARFIE)

6. Was this injury the result of an automobile accident?

Yes[ ] No[ ]

If you answered yes to Question 6, you are required to provide a copy of the local police auto accident

report.

If you answered yes to Question 6, were you cited for any moving violation(s)? Yes[ ] No[]

If yes, list the violation(s)

Once the employee fills out his/her portion of this report, the report should be forwarded to the Supervisor for

completion.

Supervisor’s Section: The Supervisor should review the accident report and the details of the accident as
submitted by the employee. The Supervisor should provide relevant information including additional details,
witness name(s), comments and/or dispute any or all of the injured party’s statements or description of the
accident in the space provided below. Attach additional pages if necessary.

Supervisor’s Statement: As supervisor of the injured employer, | have reviewed this accident report and my

comments are included above/attached.

Supervisor’s Name & Signature:

Date:

Work Email Address:

Supervisor’s Work Phone/Cell #:

Sent to Risk Management by: Date Sent:

Method Sent:

Fax[] Email[] oOther[ ]
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AUTHORIZATION TO FURNISH MEDICAL RECORDS
AND DISCLOSE PROFESSIONAL AND PERSONAL INFORMATION

List the providers you are authorizing on the following page.

Name: Date of injury:
SSN: Address:
DOB: City, State, Zip Code

TO WHOM IT MAY CONCERN:

l, , hereby authorize you and/or any other hospital, medical institution,
doctor or medical practitioner, insurance company, pharmacy, school board, employer, U.S. Defense Department,
Veteran's Administration, Social Security Administration, or any agency of any state, county or municipality, or
employee of any of the above or any provider who has given me medical and/or psychological treatment, to
furnish and release to the Office of the Franklin County Commissioners, or any of its authorized representatives or
agents, any and all reports, records, files, and information pertaining to treatment of injuries sustained on date
above.

This Authorization includes, but is not limited to, x-ray films, x-ray reports, pathology slides, tissue blocks, nurses’
notes, diagnostic testing results, emergency room records and bills for services and applies from the past fifteen
years from the date of this signed release to the present. This Authorization also applies to files and information
regarding alcohol, drug and psychiatric/psychological reports, records, HIV test result, AIDS and AIDS related
conditions. The sole purpose of this release is to further the administration of a workers’ compensation claim(s) by
my employer.

| waive and release the attached list of sources or facilities from any restriction imposed by law thereof, in
disclosing any record, observation, diagnosis or communication to the Franklin County Commissioners or any of its
authorized representatives or agents. | understand and agree that the information | have authorized to be
released is exempt from the privacy requirements of the Health Information Portability and Accountability Act
(HIPAA), pursuant to 45 CFR §164.512(e) and (l).

This Authorization is valid for five years from date hereof. | understand that | may revoke this authorization at any
time except to the extent that action based on this authorization has been taken. | understand that a copy of this
Authorization shall serve in lieu of the original.

Date Employee Signature

Please remit Medical records to: Sedgwick, CMS
P.0O. Box 14661
Lexington, KY 40512-4661
Fax 614.658.0901

Revised 9/2016



)

EFraninn County

Where Government Works

LIST OF PROVIDERS AUTHORIZED TO FURNISH MEDICAL RECORDS
AND DISCLOSE PROFESSIONAL AND PERSONAL INFORMATION

1. Provider’s Name:

Provider’s Address:

Provider’s Telephone:

Date last treated:

2. Provider’'s Name:

Provider’s Address:

Provider’s Telephone:

Date last treated:

3. Provider’s Name:

Provider’s Address:

Provider’s Telephone:

Date last treated:

4, Provider’'s Name:

Provider’s Address:

Provider’s Telephone:

Date last treated:

5. Provider’'s Name:

Provider’s Address:

Provider’s Telephone:

Date last treated:

6. Provider’'s Name:

Provider’s Address:

Provider’s Telephone:

Date last treated:

Revised 9/2016
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Workers’ Compensation and Injury

\-

Identification Card

Employer Risk number 20005728-0

Attention Provider:
Fax all information within 24 hours of visit to:
Sedgwick 614-658-0901

Send bills to:
SedgwickCMS
P.O Box 14661
Lexington, Kentucky 40512-4661

Customer Service (Claims Adjuster) 1-800-267-4001
Fax 614-658-0901

/
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Oh' Bureau of Workers' Physician's Report of Work Ability
10 Compensation

Injured worker name Claim numbsr

Date of injury Date of lzst appointment/examination| Date of this appointmentiexaminaion | Date of next spoointment'ex 3 minadon

34

MEDCO-14 submission | Sslact ona of the options balow.)

Work status/injured worker' s capabilities [Updstes Yes | Mo [T

O | have never completed 3 MEDCC-14. Procesd to secoion 2
3 | kave previowsy completed 3 MEDCC-14, and sl of the information remains the same. Procesd 0 and COMPISDe 580000 .
O | have previous by completed a MEDCC-14, and | am providing updates appropistely checking Yes or No on each section.

ployment/Occupation (Compilsts this saction and procesd to section 3 {Updates Yeg ] Ne )

Hawe youreviewed the description of the injusd worker's jobheld onthe date ofinjury (former positionof empbymeant)? Yes [ No [
If yes - pleassindcatewho (select 3llsources ) provided the pb descaption (] njued  woker [JEmployer MIZ JBWE

Dioes the injured worksr have any pl‘yﬂn&lnr health restrictions related toallowsd condiions in the claim? Yes [ Mo
Ifyes, arz the restrictions: []Femanent [ Temporary Procesd o secoion 35,
Ifmo, please check the box to indicate the injured womker is released to work 35 of the dateof this exam[] Procesd o secoion &

3B

[T thera are restniciions, Can the INJUursd wWorksr return to the Tull dutes of hismer job held on the d2ie of injury (Fermer pos mon of
employmenty? Yes[J No

If yes, please chack the box to indicate that the injured worker s relessed fo work 35 of the datecf this exam [ Procesd o secoion &
If no, please indicate when the injured worker could not do the job held on the date of injury forthis peniod of restricted duty.

Date: i i .
Flease estimate when the injured worker should be able to return to thejob held on the date of injury for this pericd of restricted d
Date: | ! . Procesd do scion 3C.

Flease indicate which of the activities listed below the injured worker can perdfiorm (even if the response to 3B is NoJ)

If the injurad worker is not released to the former position -:|f=-mpla'5-m=-r1 bt may retwrn to svailable and appropriste work with
restrictions. pleaseindicate the possible return towork date;_
The injured worker can perform sim ple grasping with: O Left hand I:IHF'H ‘hand I:IE-:-H'

The injured worker can perform repetitve wrist motion with: [JLeft hand [JRight hand ] Both

The injured worker's dominanthand is: [JLef [JRight

The injured worker c:an perform repefitive acfions to operate foot controls or motor vehicles with: O Left foot ORight foot O Both
If the injured worker is aking prescribed medications for the sllowed condifions in this claim, can the injured worker safly:
*Dperate hesvy machineny: [Jes Mo "Drve: [JYes [OMo *Perfom ofher cobssl job fasks 25 defined by sny sowrce [sfed
above n sechon 2 [Yes [JNo

[ Pieazie mdicate e Tollowing: H=Rever, U=Ucoximaly, T =Teequmiy, U=Lonsmmendy | LTINQCaTying | & | ] -] o | AEnngpaing | | o] - | o
Actvity Wl Q| F| o Achily NlQ|F[CT]0-10 s 0% 25 bbs.

Band Reach above shauldar 11-20 s 26 1040 o=,

Squatin== TypaWeyooard 21 - 2. 3 05 .

Twistium \Wiari wiiln Cold substancas 41 - 50 Bos. &1 12100 M=,

Gl Wiark with hal substancas a1 - 100 ks 100 + 5.

Howy many tota howrs can the injured worker work: perwesk pr dEyY

In an eight-houwr workday, how many toa] howrs can the injuredworker: Sit_ howrs [JContinuowshy []With break

Walk: howrs [JContinwouwshy JWith break Stand;_ howrs [JContinwows by [JWith break

Dioes the injured worker have any functional restrictions based onty on sllowed psychological condiions? [JYes [JNo I Yes, pleasq
describe in space provided below. Motz 1fYes is indicated pleasse reference the MEDCO-16 as neadad.

dditionally, inthis space, pease provide any sddtional information addressing the injured workers capabiities andfor job sccommeods-
tigns which may not be addessed sbove.

BWC-3514 {Rev. Aug. 21, 2015 Procesd [0 SBCTION 4.

ME

DCO-14

Revised 9/2016
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Claim mumbsr

Diate of injury

Injured worker name

[isab iy (Updstes Yes[] M [
Complete the chart below and furnish the namrative description of the disgnosis{es), siteflocaion, i applicable, and Intemationsl
Classification of Diseases {ICD) codefs) for the condifion{s) being ireated due to the workrelated injurydisease. Please indicae
the condition is preventing the injured worker from returning to job duties he'she held on the date of injury.
. _ o o Eatocatan oD | ks T2 condiion prevaniing full duty refasse fo e
Narralva descrigion of iz wari-relaiad allowad condiian Al cose | Jobinured warker hekd on e dale of ingury?
Yez [JHNe
an

Yes QNa [
Yez JNe
Yez [JHNe
Yes QNa [
[ist all other relevant condibons tha impad treatment of The condbons lstad Above (2., co-Morbeies of nol vt allowed condibons).

pim afion (3B above B "W or daiss mpdaled - 3l 44 fisids, mcieding 3

limical findings: You can reference office notes in liew of writing clinical findings below. (Updstes Yes[J Mo O
The injured worker is progressing [ As expected [J Better than expecied (] Skower than expecisd

Prowvide your clinical and objective findings supporting your medical opinion cutiined on this fom. List barriers to reburn to work and
123540, for the injured workar's delay in recovany.

Maximum medical improvement [(MKMI) (Updstes ¥es[J Mo O
MM I i5 a treatment platesu {statc or well-siabilzed) st which no fundamentsl functional or physiclegical changecan beexpecisd withn
rezsonable medical probability, in spite of continuing medical or rehabiltatve procedurss. Has the work-=lsied injury{s) or cocupations]
disease reached MM based on the definition sbove? T3s [No
If yes, give MMI date: ! . I no, plazse provide theproposed tregment plan, incleding estmasd duration of 2ach
¢ | ir=atmant [sttach sdditionz] shest i necessany).

Mioiz: An Injured warkar may ne2d supparive raaimant fo maimain fis or her keval of funcBian afier reaching MML Thus, perlodic medical ragiman
may. 5 b2 requssiad and provided.
(Updstes Yes[] M [

Vocational rehabilitation
= IMJUNSd Worker wivd Nesis 3551S13Nca N sately IEumng o

ccational rehabalitation s an ndnadusized and voluntsry programforan ekgib
wiork of inretzining employment. This program can be tsilored srowund an injured worker's restricions and may provide jobsesking skils or
neCcessary retraining. |s the injured worker 3 candidate for vocationsl rehabilitation services focusing on retwrn to work?
Yes[] We[] If no, please explsin why and provide youwr recommendations to help the injured worker return to employmeant.

Treating physician signature - mandatory
| certify the information on this form is comet tothe bestof my knowiedge | am awarethat any person who knowingly makes 3 false
statement, merepesentaton, concealmant of fact or any other actof fraud to obisin payment a5 provided by BWE , or who knowingly
Sccepts paymentto whichthatperson is notentited, is subjectto E=lony criminal prosscution and may be punished, under spproprists
criminal provisions, by a fine or imprisonment or both.

Traating physician's name [please printlegibly) Address, city, siaie, nine-digt ZF code
8
Traating physician's signature
BWC provider [Feach) number EE) Telephone numbsr Fax number
MEDCO-14

Revised 9/2016
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P.O. Box 152539
| Tampa, FL 33684-2539
|

MAKING IT EASY...
TO GET WORKERS’ COMPENSATION PRESCRIPTIONS FILLED.

Helios has been chosen to manage your workers’ compensation pharmacy benefits for your employer or their
insurer. Below is your First Fill card that will allow you to receive your injury-related prescriptions at your local
pharmacy. Please fill out the card based on the instructions below.

u

=

Injured Employee:

If you need a prescription filled for a work-related injury or
iliness, go to a Helios Tmesys network pharmacy. Give this
temporary card to the pharmacist. The pharmacist will fill your

prescription at low or no cost to you. .
, - . Questions? Need Help?
If your workers’ compensation claim is accepted, you will

receive a more permanent pharmacy card in the mail. D\\ 866 599 5426

Please use that card for other work-related injury or illness
prescriptions.

Most pharmacies, including Walgreens, our preferred provider,
and all major chains, are included in the network. To find a
network pharmacy call 866.599.5426 or visit www.tmesys.com
and click on “Pharmacy Locator.”

(< z (Anenﬁon Pharmacists: Enter RxBIN, RxPCN, and GROUP. Member ID # format is the\
tmesys date of injury, and SSN combined as follows: YYMMDD123456789.
Tmesys is the designated PBM for this patient.

Sedgwick Franklin County B.O.C Tmesys Pharmacy
CARRIERTPA EMPLOVER Help Desk 800.964.2531
INJURED WORKER NAME NDC Envoy

RxBIN 004261  or 002538
SOCIAL SECURITY NUMBER DATE OF INJURY (YYMMDD) RxPCN CAL or Envoy Acct. #
Notice to Cardholder: Present this card to the pharmacy to receive medication for your GROUP
work-related injury. To locate a ww 1\ I
Download Free Mobile App: www.tmesys.com\MyWorkComp

NOTE: This First Fill card is only valid for your workers’ compensation injury or illness.

# tmesys’

Revised 9/2016
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Downtown

WorkHealth Downtown
895 W. 3" Ave.
Columbus, Ohio 43212
614-566-9191

Mon-Fri 7:30am -4:30pm

North

WorkHealth North

300 Polaris Parkway
Westerville, Ohio 43082
614-566-9675

Mon-Fri 7:30am-4:30pm

OhioHealth Urgent Care-Dublin
6905 Hospital Drive

Dublin, Ohio 43016
614-923-0300

Mon-Sun 9am-9pm

East

Mt. Carmel Urgent Care
6435 East Broad Street
Columbus, Ohio 43213
614-355-8150

Mon-Fri 9am-9pm
Sat-Sun 9am-6pm

OhioHealth Urgent Care-Reynoldsburg
2014 Baltimore-Reynoldsburg
Reynoldsburg, Ohio 43068
614-522-6900

Mon-Sun 9am-7pm

AccessMD Urgent Care-Stelzer Rd
2880 Stelzer Road

Columbus, Ohio 43219
614-472-2880

Mon-Fri 8:30am-7:30pm Sat-Sun 9am-5pm

South

WorkHealth Southwest
4079 Gantz Road, Suite C
Grove City, Ohio 43123
614-566-9675

Mon-Fri 7am -4pm

Revised 9/2016

OhioHealth Urgent Care-Victorian Village
1132 Hunter Ave

Columbus, Ohio 43201

614-544-0822

Mon-Fri 9am-7pm Sat-Sun 9am-5pm

AccessMD Urgent Care-Clintonville

4400 North High Street

Columbus, Ohio 43214

614-263-4400

Mon-Fri 9am-7:30pm Sat-Sun 9am-5pm

OhioHealth Urgent Care-Gahanna
5610 North Hamilton Road
Columbus, Ohio 43230
614-775-9870

Mon-Sun 8am-8pm

AccessMD UrgentCare-Groveport
3813 S. Hamilton Road

Groveport, Ohio 43215

614-835-0400

Mon-Fri 8am-8pm Sat-Sun 9am-5pm

OhioHealth Urgent Care-Grove City
2030 Stringtown Road

Grove City, Ohio 43123
614-883-0160

Mon-Sun 9am-Midnight
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West

WorkHealth West
4523 Cemetery Road
Hilliard, Ohio 43026
614-566-9675
Mon-Fri 7am -4pm

AccessMD Urgent Care Hilliard
5677 Scioto Darby Road
Hilliard, Ohio 43206
614-921-0648

Mon-Fri 8:30am-7:30pm Sat-Sun 9am-5pm

Delaware County

OhioHealth Urgent Care-Lewis Care
24 Hidden Ravines Drive

Powell, Ohio 43065

740-549-2700

Mon-Sun 9am-7pm

WorkHealth Delaware
801 OhioHealth Blvd.
Delaware, Ohio 43015
614-566-9675
Mon-Fri 8am-4:30pm

Sunbury Urgent Care

101 West Cherry Street Suite D
Sunbury, Ohio 43074

740-965-8305

Mon-Fri 9am-9pm Sat-Sun 9am-6pm

Fairfield County
Access Urgent Medical Care

1797 Hill Road North
Pickerington, Ohio 43147
614-833-6002

Mon-Sun 8am-8pm

Pickaway County
PHS Occupational Health

1434 Circleville Plaza
Circleville, Ohio 43113
740-420-7975
Mon-Fri 8am-4:30pm

Revised 9/2016

AccessMD Urgent Care Clime Road
4300 Clime Road

Columbus, Ohio 43228

614-272-1100

Mon-Fri 8am -8pm Sat-Sun 9am -5pm

Wedgewood Urgent Care

10330 Sawmill Parkway

Powell, Ohio 43065

614-923-9200

Mon-Fri 9am-9pm Sat-Sun 9am-6pm

AccessMD Urgent Care-Delaware
1100 Sunbury Road #706

Delaware, Ohio 43015

740-363-3133

Mon-Fri 9-7:30pm Sat-Sun 9am-5pm

Licking County
Newark Valley Urgent Care

1906 Tamarack Road

Newark, Ohio 43055

740-522-0222

Mon-Fri 9am-9pm Sat-Sun 9am-6pm

Union County
Memorial Hospital Urgent Care

1140 Charles Lane

Marysville, Ohio 43040
937-578-4310

Mon-Fri 9am-9pm Sat-Sun 9am-6pm



