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Goals

We want you to be able to:

v Describe what you need to know about completing the Injury,
lliness, Incident Data Form (IDF), and investigating a claim

v" Understand what information is vital to share after the initial
reporting of the injury is completed

v Understand that workers’ compensation claims investigations can
extend beyond the initial investigation period

v Describe your responsibility/role in the return-to-work process,
maintaining contact with the employee, using the Work Ability
Report and monitoring the injured employee’s progress




What do you do first?

As the workers’ compensation coordinator, you play a vital role in the
management work-related injuries. When an employee calls they have
been injured, you should:

v Find out if there is an injury
v’ Ifit is an emergency call 911

v" Ask “How did this happen?” and “When did this happen?”

v' Complete the Privacy Statement, the IDF and the Accident
Investigation Report

v Refer employees with injuries to a CorVel designated clinic in all
non-emergency situations




Workers’ Compensation Program
Department of Administration
Information and Privacy Statement

The Minnesota Government Data Practices Act (MN Statutes, Chapter 13) requires that you be
informed of the following:

1.

The data your agency or the Department of Administration collects from you, for the First Report
of Injury, or during the course of investigating or managing your claim, is private data and will be
collected for the purpose of assisting Admin m making an mitial determination of whether your
injury is work related; in determining any initial and continued eligibility to receive benefits; and in
computing the amount of payment you may be entitled to receive, should it be determined that your
injury is work related. The data 1s also collected for the purpose of reporting to the Department of

Labor and Industry any mjury which wholly or partly incapacitates an employee from performing
labor or services for more than three calendar days. This report is required by law.

You are NOT legally required to provide this information to us. However, if you do not provide
certain data to us, we may be unable to complete the mvestigation of your claim for benefits and
determine eligibility for benefits. Your refusal to provide information may cause your claim to be
denied, or if you are eligible for benefits, your payment may be delayed. If you provide data to us,
it will assist us in making an appropriate determination of liability and benefit eligibility.

The information you provide will be available to:

* those within your agency and the Department of Administration whose jobs reasonably require
access, such as workers’ compensation coordinators or claims management specialists;

‘your medical provider(s);

the state’s managed care vendor, and other vendors providing services for Admin

the Workers’ Compensation Reinsurance Association:

The Minnesota Department of Labor and

The Office of Admimistrative Hearings, Leglslauve Auditor, Attorney General’s Office, Social
Security Administration, applicable state retirement system, enforcement agencies with
statutory authority to obtain the data, and any other person or entity authorized by law or court
order.

You may review all the non-investigative claim information maintained by the Department of
Administration, Workers’ Compensation Program. There is no charge for reviewing this
information; however, there is a small copy charge if you request copies.

IHAVE READ THE NOTICE REGARDING INFORMATION AND PRIVACY AS SET FORTH
ABOVE.

Date Signature

Information and Privacy Statement




1DF - Injury, lliness, Incident Data Form (replaces First Report of tjury or FRI)

Instructions: This form is for the ion and repoerting of data

complete this entire form and submit either by email {preferred method) or signed paper copy to the Agency Workers' Compensation Coordinator within 24
hours of receiving notice of the injury, iliness or incident. Supervisors should immediately contact CorVel (the stale's workers’ compensation managed
health-care system) at 612-436-2542 or 1-!66-399-85¢1 rlan injured employee sadrnmcd toan ovem.gnt stay at a hospital of requires immeciiate

With a work-related, injury, illness or incident. SUPervisors musl

surgery on day of injury. Please contact your

Workers'

Checklists, forms, and instructions outfining luperwsora responsmmlns are avallable al: hitp:fwww risk-workerscomp admin state mn.us/forms.htm

with any g

1. Dale of incident:
MMODNY) incident: [ am

4. Time
MDA reported: B am
EJ pm

4. Incident type:
[ Incident

3 Injury - lost time
Injury - no lost time {2 Property damage

5. Description of incident: (limited to 25G characters, be sure to include detail about the body pan, ceuse, and rature of injury) For 6. Chemical, tools, equipment,

example: “worker developed soreness in lef wrist over time doing computer work™ or “sfipped and fell on wef floor dieaking right leg”

or items invoived: fe.g. "boxes

7. Specific body part

8. EmployeriAgency:

9. Facilily/Localicn: 10. Division:

11. Exact location of incident.

12. Incident reported ta {full name).

13. EmpiState 10#: 14. Waork phane:
{

15. Has incidenl investigalion been .Yes

) completed? EINe
“18. Person reporting incident (full name): 17. EmpiState 10%: 18. Work phone: 19. Incident result in fatality? %Ye&
) If yes, enter date:
20. Is there a witness to Elves | 21 Witness's full name (if more than one please attach separate page): 22. Wilness's phone:
the incident? { )
23. Did incident involve Elves 24.Was a slate vehicle damaged?  [|Yes 25. Motar vehicle accident report [ves
travel? [EINo ENo completed? No

26 In]ured person s employment status

(If contract worker please siop here}

27. First name of injured person:

5]
28. Middle initial:

EVolunteer [IStudent

Intern EEJContract worker

29: Last name:

30. Emp/State 1D #: 31. Work phone: 32. Home phone: 33. Start time day of injury: Elam
() B pm

34, Work $hiRt (e.g. M-F 8:00am-4.30pm). 35. Does employee have [Yes | 38. Second employer name: 37. 2" job gross weekly
secaond jeb? ElNo income:

3B. Has injured employee [iYes | 39.First date employee
missed work due to injury? Eldno missed work:

40, Date employee last at
work:

41, Missed work on day of injury [ves
due to injury? ONe
If yes, # of hours:

42. Date employer notified of lost time 43. Has employee returned lo ElYes
ElNe

44, Date returned to work.

{if no medical treatment please respond None?)

work?
45. Was medical lreatment [ Yes 48 Emergency room visits Yes 47. Hospitalized overnight? Eves
provided? No No
48 M‘é&i‘c’é‘l‘f&&ifty's name: 49, Medical facility's address.

50. Treating physician’s name:

{if no medical trealment please respond ‘None”)

[ 51, Physican's phons:
)

52. Treating physician's address:

rtification

53. Supwnaoﬂnés»gnés name:

54 Emp/State DA

55. Work phon

56. Signalure:

l 57. Date:

Insurer: Minnesota Dept. of Administration,

P.0. Box 64081, 5t. Paul, MN 55164-0081
Phone (651) 201-3000

Risk Management Division, Workers' Compensation Program office

For

Injury/illness/incident Data Form rev. 2/1/69

WC Claim Specialist

Claimant Name, Date entered inlo SEMAL:,
use Date of Incident: Entered by:
WCClaim#___ SEMA4 Incident #,

Agency hire date;

. WC Location Code:

Injury, lliness, Incident Data Form




Agency Claims Investigation

i L
innesota

DEPARTIFENT OF ADM'NISTRATION

Dept. of Admi Injured Employee’s Name (Last, First, M.1) Agency Name
Risk Divissom 1 4.

Warkees™ C Program ,

PO Bos 64081 Dase of Claimed Injury (DOI) Agercy Locanon
St. Paul, MN 55164-0081 2 5.

(651) 201-3000 Employee Phone #

FAX)(Sil) 297-5471 3

Investigative Questions

6. Describe in detail the tasks. activities, and conditions

Complete causal factor analysis on page 2 before proceeding to questions 9-12.

9. Provide a detailed description of all hazardous conditions, such as defective equipment, excessive noise, natural, or
traffic hazards that may have contributed to this injury/liness.

@ Actions Corvect Prevers) Prary Hazard CopdicCode, |

10. Provide a detailed description of all unsafe acts such as failure to use safety equipment, improper use of equipment,
or unsafe posture that may have contmbuted to this mjury/illness.

U et ez Buman Cank s Code ]

11. Please describe immediate commrective actions you have taken to prevent addinonal injunies/ilinesses. (Conseguent
ActionsC

12. Please describe all preventative actions you are taking to reduce or eliminate similar hazards in the future.

(& Actions P

13. Name, title and phone number of individual completing this form. (/ay Der-Roledddress)

Name Phone
Title Date of Investigation

14. Agency management review
Name Title

PE-00630-05 (08/04) See Item 15 of instructions for distribution.

lof3

Agency
Claims
Investigation




Crash Records DPS CRASH FILE #
445 Minnesota St. Ste. 161 ROy

St. Paul, MN 55101-5161
Phone: (651) 215-1335

TTY: (651) 282-6555

FAX:  (B651)282-5512

Web: mndriveinfo.org

CRASH RECORDS REQUEST

{For crashes occurring in Minnesota only)

INSTRUCTIONS:

Complete the crash information section and submit request form to the above address to obtain a copy of police report.
Enclose $5.00 fee. The fee covers the search and is retained whether or not a crash report is on file in this office. Make
checks payable to "Driver and Vehicle Services™. Please do not submit requests until twenty working days after the crash
date.

Information may be disclosed to requester, their legal counsel, or a representative of the insurer; only upon signed
authorization of authorized requester.

Authorized Requester is a person involved with the crash and (driver, passenger, owner of damaged property, owner of
vehicle, pedestrian} recorded on the police report; next of kin, surviving spouse or legal representative of the estate.
Disclosing information frem crash reporis, except by the Highway Traffic Regulation Act, is a misdemeanor.

Request will not be processed without a valid signed authorization.

CRASH INFORMATION: (Please Print) # OF DRIVERS INVOLVED

Driver{s) Name{s) {first, middle, last) Date of Birth Driver License # License plate number *

* Without the license plate number of the vehicle(s) involved, the report that is being requested may not be located

Location of Crash (Street or Highway) . ' Gity / County Date of Crash

Were any of the vehicles parked? [ |Yes [ |No Were there any fatalities? [ JYes [ | No

Requester hereby authorizes the Department of Public Safety to disclose accident information in accerdance with
Minnesota Statute, 169.09 subd.13,

Check the appropriate box: Signature of authorized requester
|:| Driver D Owner of Damaged Property
D Passenger D Owner of Vehicle
D Pedestrian [ Next of Kin: Surviving spouse,
Legal representative of the estate Printed Name

Trustee pursuant to M.S. 573.02
Account #

Customers having pre-paid status
Mail to:

To expedite service enclose a self
addressed stamped envelope for the
return of your request.

For office use only:
Comments; Search made-No File Located Search made-No police report available

P82503-02

Crash
Records
Request




Commencement of Payment
or Denial of Liability
Timelines

Payment:

e Within 14 days of notice to or
knowledge by the employer of an injury
compensable

e Within 14 days of notice to or
knowledge by an employer of a new
period of temporary total disability

e Commencement of payment by an
employer or insurer does not waive any
rights to any defense the employer has



Commencement of Payment

or Denial of Liability Timelines
Denials:

* Denial of liability must be filed within 14
days after notice to or knowledge by the
employer

e |f payments have started, within 60 days
of notice to or knowledge by the
employer of the injury

e After the 60-day period, payment may
be terminated only by the filing of a
Notice of Intent to Discontinue Benefits
(NOID)



Agency Workers’ Compensation Coordinator

Claim Management Checklist ’ﬁ}'fr‘rﬁm

Claimant Name: Emp/State ID #: Email:

Date of injury/ill/incident Phone #: Cell #:

Supervisor name: Supv. Phone #: SEMA4 Dept | D#:

WC Claim #. SEMA4 Incident #:

WC Claim Specialist: Specialist's phone:

CorVel case manager: Case manager phone :

QRC name: QRC phone:

ree;i:nilm 0O Yes ;I'olgg e O Yes Status m] Accgpted
0 No O _No 0 Denied

Unpaid leave of absence start date: Days away (OSHA):

Return to work date: Days restricted :(OSHA)

WC Coordinator name:.

The following 3-part checklist outlines steps that Agency Workers’ Compensation Coordinators (WC
Coord.) should take to report and manage the medical and loss time issues associated with potential
work-related injuries or illnesses.

Please ensure that all agency personnel (especially supervisors) are familiar with the process to report
potential work-related injuries or illnesses. Supervisors should follow WC process guidance provided on
the Supervisor's Injury/lliness/Incident reporting & Workers' Compensation Checklist. Agencies are
required to submit any reports of potential work-related injuries or illnesses to the State Workers' Comp
Program within 3 days (required data should be inputted into SEMA4 within 2 days to meet the 3-day
requirement) after being notified by an employee of such an event.

If the employee hasn't lost time or sought medical care, enter the report into SEMA4, but do not approve
or send the claim to the Workers' Comp Program. Your agency may choose not to enter it into SEMA4,
but to keep it in an inactive file. If you become aware at a later date that the employee has lost time or
sought medical care, the report will need to be sent to the Worker's Comp Program at that time.

In the event of any serious, life threatening, or fatal injuries, notify the Workers’ Compensation Program
by telephone at 651-201-3000 within 24 hours. Employers are also required by law to report
occupational accidents in which an employee is killed or three or more employees are hospitalized to

OSHA (Occupational Safety & Health Administration) within eight hours.

It is a good practice to identify light duty work within the agency that might facilitate the return of injured
employees back to work in accordance with their work restrictions.

All communications with the WC Program (either email or fax) should include the employee’s full name,
date of injury, and claim number if available.

It is important to provide the WC Program and your WC Claim Specialist all requested information in a
timely manner until the claim is resolved.

Further information regarding the reporting of work related injuries or the workers’' compensation
process can be found at: Workers' Compensation home page.

WC Coordinator Checklist Rev. 8-1-09 Page 1 of 4




Agency Workers’ Compensation Coordinator i\
Claim Management Checklist Vinnesota

Claimant Name: Date of injury/illness/incident: WC Claim #:

Reporting a claim

| Item

| Action

1.

10.

1.

_ 12

13.

14.

Send e-mail notice to supervisor acknowledging receipt of injury report: “We received a report
of injury for (employee name). The reported Date of Injury was ____. Please immediately
let us know if he/she misses any work or seeks medical attention for this injury.” Include in
e-mail if any forms are missing and when they are due to agency's workers' compensation
coordinator (within 24 hours from day of injury).

Verify that employee was given WC Emplovee Information Packet.

Verify that all five (5) WC forms have been received and are completed (contact supervisor
for any missing information)

___ Workers' Compensation Information and Privacy Statement

___ Employee Statement regarding incident

___Incident Data Form (IDF)

— Agency Claims Investigation

___ Leave Supplement Form

Determine the appropriate workers’' compensation location code and SEMA4 location code for
the claim and insert on IDF in “agency use” section.

Collect agency hire date from SEMA4 or other personnel information source and insert on
IDF in “agency use” section.

Use Workers' Compensation Coding handbook to properly code body part, nature, source,
cause, unsafe act, and unsafe conditions and insert on IDF in “agency use” section.

If the employee loses time or receives medical treatment, and does not have a SEMA4
employment record (volunteers, quasi-state agencies) complete Non-SEMA4 Employee
Details Form and 26 Week Wage Statement and email all forms to WC Program attention
johnathan.carver@state.mn.us within 48 hours of the date that the supervisor/designee
became aware of the work-related injury or illness.

If the employee loses time or receives medical treatment and does have a SEMA4
employment record, enter the report into SEMA4 within 48 hours of the date that the
supervisor/designee became aware of the work-related injury or illness

Send employee correspondence indicating that claim has been filed with the Workers'
Compensation Program. Copy Supervisor. Sample correspondence

If the employee did not lose time or seek medical care at time of injury send employee
correspondence indicating that claim is inactive and has not been filed with Workers’
Compensation Program. Copy Supervisor. Sample correspondence

If the employee originally did not lose time or seek medical care at time of injury but later
misses work or seeks medical care, submit claim information as indicated above within 48
hours of the date that the supervisor/designee became aware of the loss time or medical
care related to the injury or iliness.

E-mail the WC Claim Supervisor to report any particular concerns or to inform them of any
lost time or medical that wasn't received prior to entering the report into SEMA4.

Send copies of the IDF and Agency Claims Investigation form to your agency Safety Officer
and other interested parties per the agency's loss control policy.

Coordinate with appropriate agency personnel to meet OSHA recordkeeping requirements.

WC Coordinator Checklist Rev. 8-1-09 Page 2of 4




Agency Workers’ Compensation Coordinator
Claim Management Checklist

i

Claimant Name: Date of injuryfillness/incident: WC Claim #:

Medical Management

[ Iitem

[ Action

15.

20.

21.

22,

23.

_ 24

WC Coordinator Checklist Rev. 8-1-09

If the employee lost time or went to a health care provider due to the injury or illness,
verify that a Report of Work Ability statement was received. Review the Report of Work
Ability statement and work with the supervisor to determine whether the employee can
be accommodated.

Notify CorVel case manager directly as to whether you are able to accommodate work
restrictions.

Also notify WC Claim Specialist of you discussion with CorVel as to whether you are
able to accommodate restrictions.

Send copies of ALL medical / doctor statements to assigned WC Claim Specialist
immediately after receiving them.

Ensure that payroll does not process sick leave for the day of injury. Employee will
receive normal pay for scheduled hours on date of injury. Sick leave usage if necessary
begins on the second day. A comment should be included on employee’s time sheet
detailing what actually occurred (e .g. ee medical appt 2 hour, out 6 hrs.). Email or fax
copy of employee’s time sheet for the pay period that includes the date of injury.

Assist supervisor with review of Reports of Work Ability received after each medical
appointment and assist with the coordination of appropriate temporary work assignments
within the agency until there are no further restrictions or restrictions are determined to be
permanent by the treating physician.

Document each temporary light duty assignment in writing. Sample correspondence

If work restrictions are not changing and/or appear to be permanent contact the WC
Program's State Placement Coordinator at 651-201-3033.

If restrictions are permanent or employee has been on restrictions for 4 months, and/or
employee requests an accommodation — review ADA policy and discuss with HR.
Discuss with supervisor and managers to determine if you can accommodate.

Send Return to Work (RTW) notice to WC Claim Specialist immediately to avoid

overpayments to employee. Specifically indicate whether employee has returned to full
hours or partial hours.

Page 30f 4




Agency Workers’ Compensation Coordinator W’\
Claim Management Checklist Vinnesota

’ Claimant Name: Date of injuryfillness/incident: WC Claim #:

Lost Time Management

[ Item

[ Action

25.

__26.

27.

__ 28

29.

30.

_ 31,

32.

33.

Send email to WC Claim Specialist detailing employees lost time and scheduled work
hours from day of injury through the remaining pay period (for lost time claims only).

Notify human resources of the event so that a preliminary FMLA decision can be made.
If applicable, send FMLA leave packet to the employee. Inform supervisor if FMLA
qualified. Time sheet coding will change.

Forward information about event to human resources so that a determination about
Injured on Duty Pay (IOD) can be made (may pertain to DPS, DOC, DNR, DHS,
Veterans Affairs)

Not Eligible for IOD Pay ____ Eligible for IOD Pay = send letter to ee.

Only send copies of time sheets beyond pay period of date of injury to notify the WC
Claims Specialist of any change in work status, such as the employee is not working,
has returned to work part-time or has returned to work full-time. Preference is that
notice of a change in work status be document in the employees’ biweekly time reports.
Timesheets should include the employees’ current hourly rate and be faxed or emailed to
the WC Program by Friday following the pay period end date. Fax to the WC Claims
Specialist at (651)-297-5471.

Immediately notify supervisor, payroll office and safety if a claim denial is received.
(Example: “We received notice from WC Program that they denied the workers’
compensation claim for (employee name) date of injury was (date). The WC Program
Claim Specialist has sent a denial to the employee for notification purposes.”)

If employee is on an Unpaid LOA, WC Program has accepted the claim, and the
employee is insurance eligible: Code in SEMA4 as LOA, WC-9 (employer pays
employer portion of insurance, employee pays their portion - billed by Mn Management &
Budget). IF the employee is NOT insurance eligible: Code in SEMA4 as LOA, WCL.

Send letter to employee when unpaid leave begins. Sample correspondence. Unpaid
leave begins when an employee elects not to supplement or when supplement ends.

Inform HR, WC Claim Specialist, and WC State Placement Coordinator when the
employee has been on an unpaid LOA for more than six (6) months. Discuss again with
HR and WC State Placement Coordinator when employee reaches ten (10) months of
being on unpaid LOA.

When the employee returns to work (RTW), notify WC Program Claim Specialist and
agency payroll of the RTW date. If the employee misses additional time from work re-
notify WC and payroll each time.

WC Coordinator Checklist Rev. 8-1-09 Page 4 of 4
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ATTENTION: ALL EMPLOYEES REGARDING WORK-RELATED INJURIES

Your employer has enrolled with CorVel, a Minnesota Certified Managed Care Plan, to provide all
necessary medical management for workers” compensation injuries.

How To Obtain Medical Care Through CorVel Managed Care Plan

You are entitled to receive an initial evaluation from a participating medical provider within 24 hours
of your initial request for medical care. If you live within the 7-county metro area, the provider must
be geographically convenient and within a 30-mile radius of your workplace or residence. If you live
in rural Minnesota, the provider must be geographically convenient and within a 50-mile radius of
your workplace or residence. CorVel has a complete provider network which includes the following
medical specialties: medical doctor; chiropractor; podiatrist; osteopath; or dentist. You may obtain
medical care from a doctor within any of these specialties provided the treatment is available within
your community and is appropriate for the injury or illness being reported.

24 HOUR INFORMATION LINE
612-436-2542 or 866-399-8541

CorVel has a 24 hour information line to assist in providing access to medical services under the
Managed Care Plan and to address any questions or complaints regarding managed care services.
The CorVel 24 hour information line is answered by CorVel staff during regular business hours (8
am. to 5 p.m., Monday through Friday, except holidays) and a nurse is available after hours. In
addition, all employees may view a copy of the CorVel Provider Directory which is available via a
link from the State of Minnesota website. Employees may also obtain information about access to
providers by calling the 24 hour information line.

How to Obtain an Initial Appointment:

1. Prior to obtaining an appointment, report your injury to the person or department at your agency
that has been designated to receive reports of work-related injuries. Upon reporting your injury,
you will be provided with a Patient Identification Card and Managed Care Instruction Brochure.

2. Your employer has chosen a designated medical facility to provide you with an initial
evaluating appointment within 24 hours of your request for care. See the Workplace Poster for
your designated clinic’s name and location.

3. Please present the Patient Identification Card to the medical provider when you begin treatment.

IF YOU ARE UNABLE TO OBTAIN AN INITIAL APPOINTMENT
WITHIN 24 HOURS AT THE DESIGNATED FACILITY,
CALL THE CORVEL 24 HOUR INFORMATION LINE

How to Obtain Emergency Medical Care or Urgently Needed Medical Services:

In the event of a medical emergency, seek treatment at the nearest medical facility
IMMEDIATELY. Other urgently needed medical services may be obtained at the nearest available
urgent care center. Emergency or urgently needed medical services may be obtained from any
qualified provider regardless of participation in CorVel’s Provider Network. Either you or your
representative must call the CorVel information line within 48 hours of your initial emergency
medical treatment. If you need additional medical care, CorVel will assist you in choosing an
approved medical provider.

M edical Care Following Your Initial Appointment:

If you received an initial evaluation from your designated provider and you require treatment
beyond your initial appointment, you may continue care with the same provider who performed
your initial evaluation, as long as the required treatment is within this provider's scope of
practice.

2. You also have the right to select a different treating provider following the initial evaluation.
To obtain an appointment with a new provider, call the CorVel 24 hour information line.

3. If you received your initial evaluation under emergency conditions and the provider who
performed your initial evaluation is not a member of the CorVel network and you wish to
continue care with this provider, then the conditions outlined under Medical Care Outside Of
The CorVel Provider Network must be met.

Medical Care Outside of CorVel's Regular Business Hours:

CorVel’s regular business hours are 8 a.m. to 5 p.m., Monday through Friday, excluding holidays. If

you require non-emergency medical care outside of regular business hours, you may obtain care

through one of the following options:

1. Call the CorVel 24 hour information line and speak with the after hours nurse.

2. Seek care at the nearest available medical facility. Then call the CorVel information line
within 48 hours. If you require further care, a member of CorVel's 24 hour information line
staff will provide any necessary assistance in obtaining a medical appointment on your behalf.

How to Change Treating Providers:
If you are not satisfied with your medical treatment, you are allowed to change treating providers at
least once. To change treating providers, call the CorVel information line.

Note: Selecting a different treating provider following the initial evaluation does not count as a
change of treating provider unless you have seen the evaluating provider more than once for your
current injury.

Medical Care Outside Of The CorVel Provider Network I

If you have sustained a work-related injury prier to this notice, you may continue to receive
treatment for that injury from a medical provider outside of the CorVel network until you decide to
change doctors. Then you must change to a doctor within the CorVel network.

For work-related injuries occurring gffer this notice, you may seek medical treatment with a medical

provider outside of the CorVel network in the following cases:

1. If you have established a history of treatment with a healthcare provider who maintains your
medical records and you can document receiving medical care from this provider at least twice
in the last two years. If your treatment history with a provider does not meet the standard (twice
within the last two years), you must seek approval from CorVel or the workers’ compensation
insurer. The treatment for your work-related injury must also be within this provider’s scope of
practice.

+  You must provide CorVel with documentation of previous treatment within 10 days of
notice to employer of an injury.
+  If you decide to change providers, it must be to a doctor within the CorVel network.

2. If the nearest provider available within the CorVel network is beyond the state mileage
guidelines (30-mile radius in the 7-county Metro area and 50-mile radius in rural Minnesota)
from your place of employment and residence.

3. Ifyou require emergency or urgently needed medical services.




Questions Or Concerns Regarding CorVel’s Certified Managed Care Plan

7-1-2005

CorVel will be happy to respond to questions about its Certified Managed Care Plan - please call:

612-436-2542 or 866-399-8541

You may also contact the Minnesota Department of Labor & Industry with questions at:

800-342-5354 (St. Paul)
800-365-4584 (Duluth)

CorVel welcomes feedback regarding its services. To voice a comment or concern about services
you have received from CorVel’s Certified Managed Care Plan, call the CorVel 24 hour information
line at:

612-436-2542 or 866-399-8541

Formal Dispute Resolution Process Available To Employees

If you wish to file a dispute regarding services you have received from CorVel’s Certified Managed
Care Plan, please make a formal written request to initiate CorVel's Dispute Resolution Process to
the attention of the Managed Care Manager at:

CorVel Corporation
3001 NE Broadway Street, Suite 610
Minneapolis, MN 55413-2658

Upon request, CorVel will make a formal written request on your behalf to initiate the dispute
resolution process. This process will be completed within 30 days after your written request is
received by CorVel's Managed Care Manager.

CorVel Does Not Determine Compensability

2/2008

Effective Date

CORVEL

MINNESOTA CERTIFIED
MANAGED CARE PLAN
INSTRUCTION BROCHURE

For the State of Minnesota

*

innesota

DEPARTMENT OF ADMINISTRATION




PLEASE TAKE THIS INSERT TO THE PHARMACY

Injured Worker’s First Fill Prescription Information Sheet

Injured Worker Name: Social Security #:

Date Of Injury:

Dear Injured Worker,

On your first visit, please give this notice to any pharmacy listed on this insert to expedite the
processing of your approved Worker's Compensation prescriptions, based on the established
parameters by MN Dept of Admin. With the CorVel CorCareRx program, you do not need to
complete any paperwork or claim forms. Simply present this CorVel First Fill Prescription Information
Sheet to the pharmacy. You should not incur any costs or co-payments at the pharmacy and will
allow up to a 10 day supply of medications.

Dear Pharmacist,
Please use the Injured Worker's SSN plus 8 digit Date of Injury (SSN+MMDDYYYY) as their 17

digit Identification number when entering the following information to process an online claim to
CorVel on behalf of State of MN injured workers:

BIN: 004336
PCN: ADV
RxGrp: RXFFWC162

Pharmacies can contact CorVel Pharmacy Help Desk at (800)364-6331 for assistance with claims
processing. The Pharmacy Help Desk is available 24 hours a day, 7 days a week for your
convenience.

There are 70,000 Participating Pharmacies in the CorVel Network. Below is a sample listing.

Amcare Walker Pharmacy

Hanson Drug

Rite Aid

Anderson Drug

Health Partners

Salk Drug

Apothcary Shop HY-Vee Pharmacy Sam's Club Pharmacy
Bloomington Drug K Mart Pharmacy Samuelson's Drug
Butler Drug Kennedy Snyder Drug Snyder's Drug Store
Cash Wise Pharmacy Lakes Area Pharmacy Target Pharmacy
Cub Pharmacy Medicine Shoppe Town & Country Pharmacy
Curt's Pharmacy Moudry Apothecary Shop Walgreens Pharmacy

CVS Pharmacy

Pamida Pharmacy

Wal-Mart Pharmacy

Falk's Newman Pharmacy

Rainbow Pharmacy

Watertown Health Mart




*REPORT OF WORK ABILITY
CorVel Corporation, 3001 NE Broadway St #610, Mx lis MIN 55413
Telephone (866)399-8541 or (612)436-2542 ~ Fax (612)436-2499

1. PATIENT INFORMATION
First

Tast Neme Middle Imtial
Socul Securty Namber Dase of Injury Biness

Job Tala Description Homa Phosa

Exglayse Suparrisar ar Coztact Employer Phosa

3. TREATING PROVIDER'S EVALUATION-COMPLETE IN FULL FOR EACH VISIT

Treatzant Dzte For: [ Inisial Treatment . Follow-up Appoitment
! ! Naturs of Visit: O Work Related [ NotWork Ralated T Unlmouws

Describe Corcumstances of e Injury Tiness

Dragnoss (i=clude ICD-9 cods)

Treatzmant

[Mediceaon (when arcecng & "IN Fales reqeme the woeds "Work Comp. of "W L. 6o included on hs prescipBon

[oaxiem VMedical Emprovesseant Reechod (see metracBons o0 e feveste ads)

O Yes I No Dase of MMI:

Disabebty Parmasency Rating (PPD) if spplacable

Gl Consalt
[Waxt
Dats: Tims- Dector:
4. RETURN TO WORK
T May return to work with no restrictions: u] or [ Begmmny
0 Injury will result in loss of timse from woek: from through
O May retarn to work with the from terough. (note: schedule appomtment)
Pationt's capabilities:
Paticns is sbls to 1ift up to: s
Pasiomt is sble touse Hamds: () Rigt O Left (] Bota
Hand / Wrist/ Elbow / Shouldsr resmictions: [ Right [ Le& [ Both
In an § boar day pesiset may (iz bowrs): mose 12 24 446 68 mome 12 24 446 63
Stand and Walk D 0O 0O DO Sit O g 0 oo
Bead and Sqant o 0 0 o0 Dme O 0O 0O DO
CaryamdLowlLit O O 0 oo Push/Pall O O 0O 0O
Bandwdlik [ 0O 0o oa u} 0O O DOaa
Othar

Estimated Return to Full Duty is: ! ! (1f unzbls to return on full duty dets, patient should retur= to clinic)

5. TREATING PROVIDER
- — Clim Mame

o N Pl )

ot S = XS

o)

Report of Work
Ability

CONFIDENTIAL




Report of Work Ability is used to:

v’ |dentify essential tasks the employee can perform

v' Determine which tasks can be modified to fit restriction

Report of Work Ability is the basis for the determination of
light duty job:

v’ The employee is obligated to comply
v’ Establishes light duty performance standards

v’ It is updated after each doctor visit




Why have an early return to work
program?

Implementing an early return to work program:

v' Communicates to the employee that he or she is wanted back at
work and is valued as part of the work unit

v' Keeps employees productive and connected to the workforce

v' Reduces work comp costs




