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WORK-RELATED INJURIES

Workers’ compensation laws contain a coverage formula stating that, to be compensable, an
injury must “arise out of and in the course of employment.”

“Arising out of employment” refers to the cause and origin of the injury.

“In the course of employment” refers to the time, place and circumstances of the injury.




KNOW WHAT & WHEN TO REPORT

KNOW WHAT TO REPORT KNOW WHEN TO REPORT

* Any injury or illness that requires * When you, your representative, or

medical treatment beyond first aid that ANYONE ELSE in authority hears from
is, or is alleged to be, caused by

“any source” about an injury or
employment or occurs at work. occupational illness.




Who —Who were the esses!?

What —What employment service was being
performed? What b. part was injured?

INVESTIGATE

When —When did it happen?

Where —Where did the injury take place!?

* How — How could this have been prevented?




RED FLAGS TO REPORT

Late reporting of injury

Known pre-existing injury/condition
Un-witnessed or questionable incidents
Poor attendance/Personnel problems
Job dissatisfaction

Known personal problems



NEEDED ITEMS FOR CLAIMS HANDLING

Save any videos you have of the incident.

Timely reporting of the injury.

Respond timely to adjuster requests.

Provide appropriate contact information for the person determining if the injured worker is able to return to work.
ONLY THE EMPLOYEE COMPLETES THE FORM N.

ONLY THE EMPLOYER COMPLETES THE FIRST REPORT OF INJURY.

Provide the injured worker with a first fill Rx card.

Have detailed job descriptions available.

Do not give any approvals for medical treatment.

Notify our office immediately when there is a change in work status.




ARKANSAS WORKERS' COMPENSATION COMMISSION

Form AR-N
324 Spring Street, Little Rock, AR 72201
Mail: P. O. Box 950, Little Rock, AR 72203-0950

Ask Code Ann 501-682-3930 / 1-800-622-4472

§§11-9.701, 508, 514
AWCC Rule 09933
Revised: 1-1-2001

Updated: §-1-2006

EMPLOYEE’S NOTICE OF INJURY

EMPLOYEE INFORMATION (Please Print in Ink)

Employee’s Last Name First Name M1 Sacial Security Number Home Phone No
Street Address or PO Box City State Zip Code
Child S ipport Ovligation: [ Cument O pest Due Payable to

EMPLOYER INFORMATION (Please Print)

Employer’s Name Supervisor's Name
Employer’s Street Address or P.O. Box Employer’s City State Zip Code
ACCIDENT INFORM ATION (Please Print)
Date Time
Place of Accident Date of Accident Time of Accident Employer Notified of Accident

What part of your body was injured?

_Briefly discuss the cause of injury:

Name/address of

Lhereby authorize any hospital, physician, psychotherapist of practitioner of the healing arts to furnis h the bearer any information, written or oral, including, but not limited
to, copies of medical records concerning my past, present or future physical, mental or emotional condition. 1 hereby waive my physician- and psychotherapist-patient
privilege. A photostatic copy of this authorization shall be as effective and valid as the original. My signatre below ako indicates that T have been provided with my rights
regarding change-of-physician. (See additional information on back side of form)

Date Signature

Assistance with AWCC FormN is available from the AWCC Legal Advisor Division (1-800-250-2511 or 501-682-3930). Information is supplied by the Support
Services Division (1-800-622-4472 or 501-682-3930).

Ark. Code Ann §11-9-106(a): “Any person or entity who willfully and knowingly makes any material false statement or representation, who willfully and knowingly
omits or conceak any material information, or who will fully and knowingly employs any device, scheme, or artifice for the pupose oft ohtaining mny benefit or payment;
defeatingor wrong fully increasing or wrong fully decreasing any claim for benefit or payment; or obtaining or avoiding workers’ compensation coverage or awiding payment
of the proper insurance premium, or who aids and abets for any of said purposes, under this chapter shallbe guilty of a Class D felony. Fifty percent (50%) of any criminal
fine imposed and collected under ... this section shall be paid and allocated in accordance with applicable law to the Death and Permanent Total Disability Trust Fund
administered by the Workers™ Compensation Commission.”

Front side / Two-sided Form N




ARKANSAS WORKERS’ COMPENSATION COM!

Form AR-N )
324 Spring Street, Little Rock, AR 72201
Mail: P. O. Box 950, Little Rock, AR 72203-0950

A 501-682-3930 / 1-800-622-4472

B4 119701508, 514
AWCCR i3
Revigad: 1-1-2001
Updated: §-1-2006

EMPLOYER’S NOTICE TO EMPLOYEE

NOTICE TO EMPLOYEE - Fill out this form to give to your employer immediately. Employer: Be sure
the employee receives a copy of this form [Ark. Code Ann. § 11-9--514 (¢)]

Ark, Code Ann. § 11-9-701. Notice of injury or death.

(@)(1)  Unlessan injurycither renders the employce physically or mentally unable to do so, or is made known to the employer immediatcly afterit oceurs,
the employee shall report the injury to the employer en a form prescribed or approved by the Workers™ Compensation Commission and to a
person o at a place specified by the employer, md the employer shall notbe responsible for disability, medical, or other benefits prior to receipt
of the employes’s report of injury

(2)  All reporting procedures specified by the employer must be reasonable and shall afford each employee reasonable notice of the reporting
requirements.

(3)  Theforegoing shall not apply when an employee requires emergency medical treatment outside the employer's normal business hours; however.
in that event, the employee shall cause 2 report of the injury to be made to the employer on the employer’s next regular business day.

(bi(1)  Failure 1o give the notice shall not bar any claim;

(A) If the employer had knowledge of the injury or death;

(B) If the employee had no knowledge that the condition or disease arase out of and in the coutse of the emplayment; or

(C) If the commission excuses the failure on the grounds that for some satisfactory reason the notice could not be given.
(2) _ Objection to failure lo give notice must be made at or before the first hearing on the claim.

CHOICE/CHANGE OF PHYSICIAN

Rights and responsibilities. Treatment or services fu rnished or prescribed by any physician other than the ones selected
according to the provisions below, except emergency treatment, shall be at the claimant’s/employee’s expense.

Ark. Code Ann. § 11-9-508. Medical services and supplies.
“{e). . . [TThe injured employee shall have direet AcCESS to any optometric or ophthalmelogic medical service provider who agrees to provide
services under the rules, terms, and conditions regarding services performed by the managed care entity initially chosen by the employer for the
treatment and management of eye injuries or conditions.”

1. Wour employer shall have the right to select the initial primary care physician from among those associated with certified MCOs.

2. You may request a change-of-physician. You should initially request a change from the insurance carrier or employer. Within five business days of
your initial request for a change-of-physician, the insurance carrier oremployer should notify you of its decision to grant or deny the change-of-physician.

3. If your request for change of physician is denied you may send a petition to the Clerk of the Arkansas Workers® Compensation Commission for a one
(1) time only change-of-physician.

4. If your employer has contracted with a certified MCO, you shall be allowed to change physicians by petitioning the ¢ommission one (1) time only
for & change-of-physician 1o & physician whe must also either be associated with the centified MCO ch sen by your employer or who is your regular
treating physician. (Your “regular treating physician” is one who maintains your medical records and with whom you have a history of regular treatment
before the enset of your compensable injury.] The health care provider to whom You change must agrec to refer you to the certified MCO chosen by your
employer for any specialized treatment. including physical therapy, and must agree to comply with all the rules, £rms. and conditions regarding services
performed by the MCO initially chosen by your emplover.

5. If your employer does not have a contraet with a certified MCO, you shall be allowed to change physicians by petitioning the conymission one
(1) time only For a change-of-physician to a ph ysician who must either be associated with any certified MCO or who is your regular treating physician,
iSee definition above,) The health care provider to whom you change must agree to refer you to a physician assceiated with any certified MCO for any

specialized treatment, including physical therapy., and must agree to comply with all the rules, terms, and conditions regarding services performed by any
certified MCO.

Back side / Two-sided form

Dae Signature__ N




RESOURCES

Misty Petrus
Sr. Workers’” Compensation Administrator

501-375-8698

mpetrus@arcounties.org

Claim Reporting

claims@arcounties.org

Kim Nash
Sr.-WC Claims Adjuster(lost time)
501-375-8805 ex. 546

knash(@aacrms.com

Jennifer Shook
WC Claims Adjuster(medical only)
501-375-8805 ex. 563

jshook@arcounties.org

Renee Turner
WC Claims Adjuster(medical only)
501-375-8805 ex. 545

rturner@aacrms.com



mailto:mpetrus@arcounties.org
mailto:claims@arcounties.org
mailto:knash@aacrms.com
mailto:jshook@arcounties.org
mailto:rturner@aacrms.com

QUESTIONS!?
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