PROCEDURES FOR COMPLETING THE
EMPLOYEE ACCIDENT AND INJURY REPORT

. Complete the entire employee’s information at the top of the form. It is import to
include the employee’s home and work phone numbers, so Wright Risk
Management may contact the employee regarding the accident.

. Have the employee complete the EMPLOYEE_’_S STATEMENT section-of the -
form describing the accident. Make sure the employee signs this section. -

3, Have the employee’s immediate supervisor complefe the SUPERVISOR’S

STATEMENT section of the form. It is important to include the date the accident
was reported by the employee, as well as any other details of the accident that
were not included in the employee'’s statement.

. If the employee was treated by the EMPLOYER, please describe the type of
~ treatment provided (NURSE'S STATEMENT)

. If the accident was an emergenoy and the’ employee was taken to a hospital, the
supervisor should immediately notify Christine Mahon in the Business Office, so
~ she may contact Wright Risk Management. This will allow for the expediting of
treatment for the injured employee.

. Once completed, the employee incident report (ONLY) -should be immediately -
sent to Christine Mahon in the Business Office. It is important that this form be
completed, as soon as possible, so the employee's claim can be properly .
managed. Failure to complete this form may delay treatment and increase the
cost of the clalm

. The C-3 fo'rm should be completed and mailed directly to:

New York State Workers’ Compensation Board
Centralizing Mailing :

PO Box 5205

: _Bmghamton NY 13902 5205

. .Should you have any questions regarding the completion of this form please
contact Christine Mahon at (631) 620-7021 or erght Risk Management at
(516) 750-9474.



NORTH BABYLON UNION FREE SCHOOL DISTRICT
Employee Incldent Report -

Date of Incident: ____ Time of injury: _ Employee s Work Locatlon/ School:

Last Name: First Name: . : Ml

Home Address: __. | ___City: .~ State:___  Zip:

Date of Birth; Sex; . Soc, Security No.: ‘ ' '

Home Phone: ___ Work Phone: : Work Status: (PI/FT)

Job Title: - ' ) Annual Salary: HireDate:.

Work Day: ___to__ Work Days Scheduled: Sun / Mon /Tu/ Wed / Th/Fri/ Sat (circle) 10-Month/12-Month Employee: 10/ 12
EMPLOYEE INJURY: |

Nature of Injury (i.e. Laceration, Burns, Practure, Strain, Etc.):

Part of Body (i.e. left arm, right foot, head, etc.):

Cause of Injury (i.e.'Motér Vehicle, Machine, Strain or Injury by lifting, ete.);

Minor Clinic/Hospital Treatment: Y/N Emergency Evaluation: Y/N Hospltalizatlon Greater than 24 Hrs.: YN
Future Major Medical/ Lost Time Anticipated: Y/N Was an EMT or Ambulance, Service Used? Y/N
‘Name of Hospital or Physician Treating or will be Treating Employee: ‘ ‘ . Date of Treatment: '

ElV_ﬂ’LOYEE’S STATEMENT: (8. aw, where and why the incident/accident accurred.)

Witnesses: : - Witness’s Phone:

Is this a reoccurrence of a previous injury? Y/N. If Y, provide defails:

1 Employee’s Signature: . Date:
Information Packet Rec’d — Employee must mltlal '
NURSE’S STATEMENT:

‘Was Medical Treatrent Provided by School Nurse? Y/N
If Yes, please have Nurse describe;

Nurse’s Signature:
SUPERVISOR/PRINCIPAL’S STATEMENT:

Do you confirm that this incident/accident has been reported to you? Y/N '
Date Incident/Accident Reported toyou; __ :

Other Accident

Details;

Suggestions on how to prevent future injures of this type:

Has Employee Continued to Work: Y/N  If No, Date of First Lost Time: _____Date Returned to Work:
Signature of Supervisor/Principal; ' ‘ : . :
Printed Name of Supervisos/Principal: - - Date Signed:

Wright Risk Management

900 Stewart Avenue

Suite 600

Garden City, NY 11530

(516) 750-9474 TEL

(516) 794-5254 FAX

ORIGINAL FOR..2 wius LBl SENT TO THE BUSINESS OFFICE



- Wright Risk Management -
900 Stewart Avenue .
Suite 600 - | R
Garden City, NY 11530

(516) 750-9474 TEL
(516) 794-5254 FAX

IMPORTANT INFORM/ ATION REGARDE_]é WORKERS’ COIVIPENSATION '

WRIGHT RISK MANAGEMENT IS CONTRACTED WITH THE FOLLOWING SCHEDULING
© SERVICE. PLEASE CONTACT THEM FOR ALL DIAGNOSTIC SCHEDULING NEEDS
" RELATED TO YOUR WORKERS’ COMPENSATION CLAIM:

MEDFOCUS RADIOLOGY NETWORK
2811 WILSHIRE BLVD. 9™ Floor
SANTA MONICA, CA 90403
PHONE # 800-398-8999

FAX # 800-950-4700 .
B-MAIL; scheduling@medfoous.net

IF YOU ARE IN NEED OF PRESCRIPTION DRUGS RELATED TO YOUR WORKERS’

COMPENSATION INCIDENT PLEASE CALL US AND WE WILL HAVE A PHARMACY CARD
FORWARDED TO YOU.,

IF YOU NEED TO HAVE PRESCRIPTIONS FILLBD PRIOR TO RECEIVING YOUR CARD YOU .
MAY HAVE THE PHARMACY CONTACT:

'PROGRESSIVE MEDICAL, INC.
@ 1-888-908-MEDS

wdokini s ¥PLIASE RETAIN THIS NOTICE FOR YOUR RECORDS*### ik



STATE OF NEW YORK
WORKERS' COMPENSATION BOARD
100 BROADWAY-MENANDS
ALBANY, RY 12241
(877) §32+4996

You were injured at work, What now?
If you've suffered a workplacé injury or llness, you may be eligible for workers’
compensation benefits, You may have already received medical treatment. If you
haven't, you should seek medieal care as s00n as possible.

‘A Worker's Respons:bmtles
*  Youmust tell your empioyer, in writing, when, where and Tow yeu were.injured.
Do this within 30 days of injury.

» Medical reports.are necessary for your case. Advise yoirr doctors that you have a work-
related injury, and give the name of your employer. Do not pay for your care
yourself or use other health insurance, Tell your doctor to filé reports with the Board
and with your employer or its insurance cariier. If your case is disputed, the Board
needs a medical report on your injury to begm resolving your claim. '

Starting a Case

Once your employer knows of your injury, it must notify this Board by filing a C-2

foro. You should file an employee claim (C-3 form) reporfing your injury as soon as possible,
(You must notify the Board of your injuty or iliness within two years.) If you injured the
same body part before, or had a similar illness, you must also file a Form G383,

If you haven’t already filed.a C-3 or C-3.3 (if necessary), there are three ways to do it.

e Visit www.ch.state.izy. us/content/mtzm/onthe]ob/howto Jsp to complete the form.
¢+ Complete the enclosed paper forms, and mail them fo the Board,
+ Call 1-866-396-8314. A Board employee will complete the form with you.

Health Care Bills
Do not pay your doctor or hospital. Those bills are paid by the insurer unless the Board
disallows your case. If youwr-case is disputed, the prov1ders are paid when the Board

decides your case, If the Board decides against you, or if you don‘t pursue a case, you will
have to pay the doctor or hospital,

Your employez’ s insurance covers medically necessary drugs and equipment your
doctor prestribes, You're also entitled to carfare or necessary expenses incurred when
traveling for treatment. (Getreceipts for those expenses.) ‘

THIS AGENCY EMPLOYS AND SERV,ES'PECS%}MT HOISARILITIES WITHOUT OISCRIMINATION
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Claimant information Packet

Generally, you car choose any doctor authorized by the Board. You can also use
occupational health clinics. However, if your employer's insurer has a preferred
provider organization to provide care for. workers' compensation injuries, you must get
your initial ireatment from those provxders If that insurer also has a pharmacy o
diagnostic network, you must get service within these networks. If the carrier uses these
networks, it must alse tell you its service providers and how to use them.

Benefifs for Lost Wages
- You are entitled to a portlon of your lost wages if your irfjury affects you in one or more
ways:
1. Itkeepsyou from work for more than seven days;
2, Partof your body is permanently disabled;
3. Your pay is reduced because you now work fewer hours or do other work.

An employer orinsurer can accept your claim and begin paymg your lost wage benefit
. promptly. Sometimes, employers and carriers dispute a claim. When that eccurs, the
Boaid strives to resolve most cases within 90 days.

You may hire an attorney or licensed representamve, who can be helpful with complex
-or disputed claims, but it isn't required. The Board sets their feés and they willbe

deducted from your lost wages award. You or your family should not pay anything
directly to your attormey or licensed representative.

If your case is disputed, you may receive disability benefits while the case is heard.
You'd pay them back outof your lost wages award, To,get.a DB-450 form, visit .
wwi.web.state.ny.us/content/main/forms/dbd50.pdf or a Board' office] or call (800) 353-3092.

Help is Available

People sometimes need help getting back to work. Ani m;ury can also cause family or
financial problems. The Workers' Compensation Board has rehabilitation counselors
and socxal workers to help. Call (877) 632-4996 for more asszstance

What’s Next? . :

Your employer or its insurance carrier will contact you if your claim is accepted. When
that happens, your treatment will be paid and lost wage benefits begin. If your case is
challenged, the Board will notify you about resolving the case. If more information is
necessary, the Board will conitact you and tell you how to file it.

{mportant Contact Information

Workers' Compensation Board | (877)632-4906 - . | General nfcrmatlon@wcb state.ny.us
Disability Benefits ‘ (800)353-3092 | www.WCB, State NY.US ~

NYS Bar Assoclation Lawyer . (800)342-3661 {Ir@nysba.org.

Referral and Information Service 4 -

. . -~ .
 NEW YORK STATE WORKERS' COMPENSATION'BOARD




Em ployee Claim . | - C3
s State of New York Workers' Compensationi Board '
Fill out this form fo app&y for workers' compénsation benefits because of a wark Injury or work-related ilhess. Type or
print neafly. This form ray also be ﬂlled out on-fineat www,wcb.ny.gov,

WCB Case Number (if you know it} ]
A. YOUR INFORMATION {Employeg) . - ’
. 1. Name: (Empley )‘ 2.Date ofgithe S

;3] ] M Tast
3, Malln)g address: .. TS Cra g Ty T Cole :
4. Sotial Secuity Number: - - 5, Phone Number.{ ). - 8. Gender Cmate ] Femate

7. Will you need 4 translator f you have:to attend a Board hearing? [ Yes (I Mo ifyes, for what language?

‘B, YOUR EMPLOYER(S) o ) .

. 1. Empldyer when injured: : — ‘ 2. Phone Number: { X
3. Your werk address: o & . o o
4.Daleyouwerehived: ) | 5. Your supervisor's name:
6. List names/addresses of any other erhbloyer(s) atthe fime of your injury/illnass:
7. Did you lose: ime fromy work at the dthef employment(s) as a result of your ln]urylillness? D Yes [INo

G. YOUR JOB on the date.of the injury or lllness A :
1. What was your Job title or description? i
2. What types of activities did you pormally perform at work?
3. Wasyourjob? (checkone) [ Fuitime [ PartTime [ Seasonat [ volunteer [ Other:
4; What was-your gross pay {befors taxes) per pay period?. 5. How oftan were you pald?
8. Dld you recelve lodging.or tips in addition to your pay? [l ves [ No 1 yes, describe:____

D. YOUR INJURY OR ILLNESS .
1. Date of Injury or date of onset of liness: | 2. Time of injury: - . Oav [rem
3. Whére did the injury/iliness happen? (8.g., 1 Main Street, Poftersville, at the front door)
4. Was this-your usual work location? [ 1ves [INo 1fno, why were you at this Io'cgﬁon? '
5. What were you doing when you yveé Injurad 6r-bacame 1?<(a.g., unloading"a fruck, typing a raport) _
8. How did the Injurylliess happen?{e.q., | ipped over a pipe and fell on the floor)
7_. Expldin fully the nature of your injury/filinass: list body parts affected (8.g., twisted left ankle and cut fo forehoad):

G340 ( 19 1) 9898 1 Of 2 YHE WORKERS' OGMPENSMION BOARD EMPLOYS AND SERVES PEOPLE

WITH DISABILITIES WITHOUT DISCAMNATION” WWW.Wehany.gov




YOUR NAME:______ - DATE OF INJURV/ILLNESS: Jd
D. YOUR INJURY OR JLLNESS conﬂnued
8. Was an object (. g., forkie, hammer, acid) involved in the injuryfillness? Eves D No If yes, what?

9, Was the injury the result of the use or-operation of a licensed motor vehicle? Clves No .
fyes, O your vehicle & employer's vehicle U other vehicle  Licensa plate number(lf known):

if your vehicle was.involved, give name and address of your motor vehicle Insurance carrier:

10. Have you given-your employer (or supervisor) notioe of injuryfliness? [ Jyes. D No

it yes, notice was-given to; O orally 7 inwriting Data notice glven: | S S

1. Did anyone see your injury happen? DYes I No [J Unknown  1f yes, list names;
E. RETURN TO WORK _ 4 ‘
1. Did you stop work because of your lnjuryllllnesé? ) [ Yes,onwhatdate? [ /. [ No, skipto Section F. ]
2. Have youretumed towork?  {Jves [INo Ifyes.onwhatdate? - [/ [ reguiar duty L) limited duty
3. It you fiave returned to work, who are you working for now? ] same employer (] Now employer {3 seit employed
4, What fs yeur gross pay (before taxes) per pay penod? : — How often are you paid?
F MEDICAL TREATMENT FOR THIS INJURY OR ILLNESS o
1. What was the date 'of your first treatment? [ A | None feceived (skip to question F-5)

2. Were you treated on site? [ Yes 3 No

'3, Whers did your recelve yeur first qﬁ site medical treatment for your injury/liness? Chnone received T Emergency Room
‘ T Doctor's office [ ciinic/HospitaliUrgent Care 1 Hospital Stay over 24 hours
Name ahd address where you were st treated: '

Phone Number: { )

4, Are you stll being treated for this injury/liiness? "Cves O no
Give thé ndme and address of the doctor(s) treating you for this Infuryfliness:

: ) Phone Number: { )

5. Do you remember having another Injury to the same bedy part or a similar ilness? Clves [ No-

"yes, were you reated by adosior? [ JYes L INo  Ifyes, provide the names and addressas of the doctor(s) who treated
you and COMPLETE AND FILE FORM C-3.3 TOGETHER WITH THIS FORM' .

6. Was the. previous injuty/illness- w&'xk rolated? [ JYes L1 No
If yes, wera you working for the same employerthat you work forriow? [Ives [ No

i am hereby niaking a ctaim for benafits under the Workers! compansaﬂon Law. My signature afffrms that the lnformatron | arn providing Is true
- -and accurate to the-bast of my knowledge and belief,

Anﬁt srson who Knowing y and with INTENT TQ DEFRAUD presants gauses fo be presant d, or reE ares Wik, knowleage or bellef that It
g resented to, or ﬁan Insursr, of self- lnsurer,« any information containing any FALSE MATERIAL STATEMEN or concaals any
‘materfal fact, SHALL BE GUILTY OF A CRIME and subject to substanfial FINES AND IM RISONM

Employee's 3lgnalure' Print Narmes, : Date: J. J.
On belialf of Employee:, Pnt Name:___ Date: / f{

An Individual may sign on behalf of the employee oniy If he or she Is lagally.authorized to do 50 andthe employes is o mlnar, mantal!y pelent or incapacitated,
{'cariify To the Desi of my knowledge, information and ballef, formed after an Inquiry réasonable under the circuristances, thal the aflapations and- other factual:
matleg asserted above have evidentlary suppor, or are Iikal;" to have- evufenhar}sl sxgparl after a-romsonable opporlunity for furthar Invest?gaﬂons or discovery. -
Slagnature of Attorney/Representative (if any):’ ’ . . Date: . J- /
Print Name: - ‘ : . Tile:.
1D Mo, if any: R - lF{icensed Representative, License No.: . Explration Datet | J

C-3.0 (1-11) Page20f2




Limited Re_lease( P%f,'}\-lﬁalt_h lnformatxon , , C_33

State of New York - Workers' Compensation Board

+ WCB Césé No. (f you know H);

To Glalmant If you reciived treatment for a previaus Injury-lo the-sdme body-part dr for an.iliess similar to the bne dsscribed In your current
Clairm, filt out 1§ form. This:fotn allows the health care providers you fist below to refease health care Infdmmation .about your previous infury/
fliness to your employer's Workers' compensalion instrer, The federal HIPAA taw (Health Insurance Portabllity.and Accountabillty Act of 1986)
says you have a right te get a copy of this ferm. If yolt do nof understand this form, talk to yoyregal representative. If you do not have a legal
representalive, te Advocate-for Injured Workers at théWorkets' Compensation Board ¢an help you, Call: 800-580-6685.

To Health Care Provider; A copy of this: HIPAA.compliant reléase allows you to disclose heatth.informaﬁon. i you send records te the

employer's workers' compensation insurer In response to this release, also mail coples o the Claimant’s lagal representative. (If no legal

representative is fisted below, send coples to the Claimant) Health care providers. who release records must follow Néw York state law and

HIPAA, : : : S

This release fs: ‘ K )

® Voluntary. Your health care providet(s) mustgive you the same care,
payment ferms, apd.beneﬁts, whether you sign this form or nof,

o Limited. { gives:your health care proyider(s) permission to release enly -

This form does NOT allow your health care provider(s)
. [to release the following types-of information:

those heallh recerds that are related to the previous linéss/condition you * HiVrolated information
. describe below. ) . B '
« Temporary, Itends when your current clsim for compensation ls-establishéd ® Psychotherapy notes
or disaliowed.and all appeals are exhausted, . ' ‘
» Revocdbie, You can cancel his release at any fime. To cance!, send arletier ¥ AleohollDrug treatment

to'the health care provider(s} listed on this form. Aléo, send a copy of your
letler to your employar's werkers' compensation Insurer and the Workers'
Compensalion Board, Note: You may not ¢ancel this release With respect-to
madical records already provided., ' : | e Verbal information (your heatth "

® For records only, It gives your heal Srovider(s} listed on th #Verbal Information (your heaiti care provicers-may
Eg:rglsslon %) gegd"cgp)'és sclﬂ yoﬁr hégl?r?gga?'elgorés)tg?%?uo Qmpﬁ,i.%',fg not discuss your h"'a%"..‘."a"a Information with anyone)
workers’ compensation insurer. o '

« Mental Health teatment (gnless.yOu chieck below)

Any medical records released will become part of your workers' compensation file and are confidential under the Warkers' Compensation Law.
A. YOUR INFORMATION (Claimant)

1. Name: . : 2. Soclal Security Nuriber: o e
3. Malling Address: ) } o
4, Date of Birth: / I 8. Date of the current injury/iiness: / /

8. Current injury/lingss, Including all body parts Injured:

7. Your legal representafive’s name and address (if any):

T Check here:if you allow your health care prd\}ider(s) to release mental health care information.

B. YOUR HEALTH CARE PROVIDER(S} (List all health care providers who treated you for a previous injury to the same body part or simiter
fllness. {f more than 2 providers aitach their contact Information to this form.) :

1. Provider; . . 2, Phone Number: ( ).
* 3. Mafling Address: - ' . . . -
4, Other provider (if any): : : 5. Phone Number: { )

" 8. Mailing Address:,

C. READ AND SIGN BELOW. | hereby request that the health care provider(s) listed above give my employer's workers' campensation
insurer copies of all health records rgléted fo any previous injuryfiliness, to all body paris, describad above.

Claimant's signature-(ink ohly ~ use blue halipoint pen, If possible.} : " Date

" If the clalmant Is unabls to sign; the person-signitig on hislher bahalf must fill out and sign below:

“Your name Relaliorship 10 CIaimant Signature {ink only - tsa blue ballpoint pen, iFpossivie.) Date’
c33 (1208~ . Version en espafiol al reverso de la forma. WWW.Wob.IAGOY




bivul,gar:‘ié'n fimitada de jnformacién sobre-la-salud
. o C O (HIPAA) ' _

_ C-3.3
. 0 - o
Estado da NuevaYork- Junta o2 Compensacion Obrera (WCE) o
WeB"Case No. (if you know 1f) (Ntmero de caso WCB fof o sabel) . . ' T .
Al reclamante: Si usted reclbié-tratamfento per una lgsiS anterior en la misma parte del éyerpo-o por una enfermedad similar a la que molive
ahora su reclamaeitn, complete’este formulatio. Este formulario les permite-a los proveedares de-salud qus usted seitala a continuacion divulgar
a la compafifa de seguros de compensacitn obrera de su empleador la informacloh sobre su salud relacionada con su-lesién/enfermedad
anterlor, La Ley federal HIPAA (Ley de-portabliidad y responsabllidad def seguro de salud de 1896) estableca que usted fiene deracho a reclbir
una copia de este formulfario. Si no comprende-este formulario, hable.con sy representarite legal. 8t no tiene un representante legal, el
Representante ds los obreres lesionados de'la Junta de Compensacion Obrera pueds ayudarlg, Liame-al 800-580-6865,

Al proveedor de salud: Una copfa de esta divulgacion, rqdactada.segian 1o que establece [a loy HIPAA, le Eeermite divulgarinformaglon sobre la
salud, Si-envla los registros al asegurador de compensacion obrera def empleador en respuestd a la presente divulgacion, también debe enviar

por carreo copias al representante legal del reclamiante, {Si a continuacion no se especifiea un representants legal, envie las copias'al

raclamanta), Los proveedores de salud que diviigan los registros-deben cumplir con las layes delJ estado’de Nueve York y la HIPAA.

Esta divulgacion es: )
' s . _ . Este formularlo NO autoriza a su(s) proveedor(es) de

& Voluntaria. Su(s) proveeder(es) de safud deben otorgarlefamisma .- .- | . . N !
atencion, 00ndl(cl2)ge‘s de paéo 3)/ benefivlos, indepem?ientemen(e deque | [salud adivulgarlos siguisntes tipos de informacion:
usted firme este formulario o no. _ Ce .

« Limitacta, Le otorga a su(s) proveedor(es)-de salud permiso para dlvulgar  [nformacion relacionada con ef VIH
tinicamente los reglstros médicos que se relacionen con la enfermedad/
afeccidn anterior que usted. destribe a confinuacidn, | .

“1 # Temporal, Termina cuanda-se ofargue o desestime su actual reclamacion - | ® Notas.de terapla psicolégica
de compensacidn y se hayan agotado todas las apelaciones, - '

¢ Revogable, Usted pusds cancelar esta divulgacion en cualquier momanto,

Para hacerlo, envie una carta al {a los) proveador(ss) de salud'que ss | ® Trétamientos por abuso de alcohal o drogas
indican en este formulario. Ademas, envie una copla de su carta a ia ' .o :

compaiiia de seguros de.compensacién obrara de su empleador y a la Junta o Tratamiento de salud mental (a menos qus usted lo
de Compensaclon Obrera. Nola: No potlré cancelar esfa divilgacidnento '] - | Indlque a-continuacién)

que.se refiere a registros médicos que ya se hayan provisto. .

® Solamente para reglstres. Le otorga a su(s) provesdor(es) de salid que se ; 3 .
indica(n) pogis forgmu!arka pe’_rmlst? paia en\)/igg'coplas ée gus regislr_gs de 1*® lnformgpxénl;/ ef bal‘ (fSUS d°9.t°"§s ngiggeden hablar
salud a la comparila de seguros.decorifpensacion obrera de st empleador, | - | CoRnadie sobre st nformacién de salud)

Los registrag }nédic;os divulgadas se incorporaran a su expediente de compensacién obrera y son confidenclales conforme a la
Ley de compensacion obrera. .

CONTESTA LAS SIGUIENTES PREGUNTAS, EN INGLES I ES POSIBLE, EN LOS ESPACIOS PROVISTOS Y FIRMA |

AL FRENTE DE LAFORMA, -
A. YOUR INFORMATION (Claimant) INFORMAGION PERSONAL (Reclamante)
1. Name (Nembre) 2. Soctal Security Nurber {Namero de seguro social)
3. Maifing Address {Direccion postal) - . : . . .
4, Date of Blrih-{Fecha de nacimiento) - . - 8.Date of the-current injuryAliness (Fecha de la lesion/enfermedad actual)

. 6. Current Injury/flilness, including all body pars injured (Descripeidn de la lesion/enfermedad actual, Incluyendo tadas fas partes del
cuerpo lesionadas) . . . . . ’ ’ :
* 7. Your legal representalive’s name and address (it any) (Nombre y direccion de su réprésentants legal [si comespondel) . .
Check here if you-allow your heaith provider(s) to release mental health care informatlon, - (Marque aqui'sf atloriza a sufs) proveedor(es) de
. salud a divulgar informacion sobre fratamientas de saliid mental § : ) : :
B. YOUR HEALTH CARE PROVIDERS {Lis! alf health care providers who treated you for a previous injury to the same body:part or similar
: liness. 1f more than 2 providers, attach thslr contact information to this form, Lo : :

SU(S) RROVEEDOR(ES) DE-SALUD (Enumare todos los proveedores de-salud-que le han tratado-por lestones previas alas mismas
areas del cuerpo ¢ parenfermedadss.semejantes,S| son-mas de. 2 proveedores, adjunte su informacion de contacto a aste formulario.) .
1..Provider (Provesdor desalud) - 2 Phong Number {Ne de teléfono) : ' :
3. Malling Address (Direcclon postal) © - . B
4. Other provider (if any) {Otro proveedor [si corresponde]) 5. Phone Nurhber (N° de teléfone)
8. Mailing.Adress (Dirgecion postal) . : .

€. READ AND SiGN BELOW | hereby request that the health care prqv}der(sﬁ listed above give my employer's workers' compensation
insucer coﬁiésef,.all heaith records related to any Frevious Injuryflliness, to afl body pars, described above, LEA Y FIRME A
CONTINUACION. Por la presente sollcito que los provesdares de salud aqul enumerados le provean al asegurader de' compensacitn
obrera de mi patrono copiag de todos los Tecords médicos relaclanados a cualtuler lesion/enfermedad aqui enlmeradas.

1f the claimant Is upable to sign, the person-signing on histher behalf must fill out and sign belew;: (Sl.el reclamante no puede firmar, la
persuria que Tirme el formularic e su nombre Y representacion depe Hlenar y firmar a tontinuaclon)” | - T

Claimant's signature: (Flirna del reclamantz ) usersolo linla ‘vprefellbleme'nte azul’ ’ " Date{Fecha)
Your name (Su nombre)  Refationship-to-Clalmanf {Relacidn con el reclamante} * Signature(Firma) . Date(Facha)

C-3.3(12.09) www.web.ny.gov
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Iter 4: Check whether this was your normal work location. If it was not, explain why you were at this location.

Instructions for Completing Form C-3, “Employee Claim”

. Please complete this form and send it to the Workers' Compensation Board centralized mailing address listed-at the bottom

of these instrugtions. If you need additional help in completing this form, confact the Workers' Compensation Board at

1-877-632-4996. You may also fill this fo¥m out online at: hitpr/wrww.web.ny.gov/

¥ you do not have or know your Workers' Compensation Board Case Number, please leave this feld blank. It is not-
required to process your claim, Remember to enter your name and thie date of your injury/illness on the top of page
P ; , ] . )
) Section A - Your Information' (Employée); .
Item 1: Enter your full namé; including first hame, middle initial, and last name. -
Ltem 2: Enter your date of birth in month/day/year format, Include the four digit year. L
ftem 3: Enter your mailing address, including P.0. Box, if applicable, city or town, state, and Zip code.
Ttem 4: Eriter your Sooial Security Number. This is very important to help service your claim faster,
Ttem S: Indicate the primary contact phone number, including area code. This mdy include a cell phone number.,
Ttem 6: Indicate your gender (Male or Female). ) .
Ttem 7: Board hearings are conducted in English,” If you will need a wanslator to understand the proceeding, the Beard will
provide one. Check Yes and indicate the language needed. '

: Section B ~ Your Employer(s): _ _
Item 1: Indicate the employer you were working for at the time you were injured or becams ill. ‘
Ytem 2: Enter the phone number for this employer, either a primary contact number or the number for your superviser.
Itern 3: Enter the employer's address, including P.O. Box, if applicabls, city or town, state, and Zip code,
Ttem 4: Indicate thie date you were hired by this employer. '
Ytem 5: Enter your direct superviser's name, whom you report to on a regular basis, ° ) .
Iteni 63 If you have mere than one job, please indicate the names and addresses of all other employers you work for besides
the one you were injured at, Please attach a separate sheet if you need more room. .
Ttem 7: Check Yes if you lost time from any of your other jobs as a result of your injury or iilnress; otherwise, check No.,

‘Section C - Your Job on the Date of the Injury.or Illness:
Item 1: Indicate your current job title or job description (e.g., warehouse workeY), -
Item 2: Indicate your typical werk activities for this job (e.g., keeping inventory, unloading trucks, etc.).
Item 3: Check the typé of job you had. . . . ’
Item 4; Enter your gross pay (before taxes) per pay perfod, . .
Item §: Indicate how ofteri you received a paycheck (weekly, bi-weekly, etc.). - _ . -
Item §: Indicate if you received ariy tips or lodging in additien to your regular pay. If youdid, describe them,

: , Section D - Your Injury or Mness:

Item 1: Enter the date when you were injured or the first date you noticed you became ill. Enter the date in month/day/year
format, Include-the four digityear, If this is an illness or occupational disease, then skip item 2.

Item 2: Enter the time when the injury oceurred, Check whether it was AM or PM. .

Ttem3: Indicate the location where the injury/illness occurred, including the address of the building and the physical

“loeation in the building where the injury/illness happened.
Itera §: Describe in detail what you were doing at the time of the injury’illness {e.g., unloading boxes from a truok by hand).
. This-explains the events leading up to the injury. L ’ ’ : )

Item 6: Describe in détail how the injury/illness occurred (e.g., I was liffing a heavy bex off a truck). This should include all
‘people and events involved in the injury/fillness, ST a

Item 7: Indicate fully the nature and extent of your injury/illness, including all body parts injured. Be as specific as possible.
(e.g T strained my buck. trying o lift a heavy box. It hurts to bend over or hold ever lighter objects now.)

Item 8: Indicate if'some object was involved in the accident OTHER THAN a licensed motor vehicle. Other objects may
include a tool (e.g., hammer), a chemical (e.g,, acid), machinery (e.g., forklift or:drill press), etc.

Ttem 9: Indicate if a licensed .motor vehicle was involved in the accident. If $o, check if the motor vehicle involved ‘was

" . yours, your employer's, or a third party's. Include the license plate number-(if known). If your vehicle was involved,

fill out the name and address of your automobile liability insurance carrier. '

Ttem 10: Check if you gave your employer or supervisor notice of your injury or illness, If so, indicate who 'you gave notice

to as well as if it was orally or in writing, Include the date you gave notice, '
Item 11: Check if anyone else saw. the injury happen. If anyone did see it, fnclide their name(s).

Section B - Return to Work:

Ttem 1; If you stopped working as a result of your work-related injury/iliness, check Yés and indicate on what date you
stopped working. If §ou have 110t stopped working, check No and skip to the next section. ’
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: Section E - Retory to Werk (cont); - .

Ttem 2: If you have since returned to work, check Ves, Also ifdicate on what date fqu started working again, as well as if you
have returned to your Normal Duties or if you are on Limited or Restiicted Duty, (f you have not returned to your full
%e'-mj,ury or illness work duties, their you @re on Limited Duty.) :

Item 3: If'yoy have-returned to work, indicate who you ate working fornow. ) .

Ttem 4: Enter your gross pay. ibefore tax pay)per pay peried for the job you are working at now, Indicate how often you are
receiving a paycheck (weekly, bi-weekly, etc.}, ' o }

e . Section ¥ - Vledical Treatment for This Injury or Ilness: o

Item 1: If you did not receive medical treatment for this injury/illness, check None Received and skip to item S, Otherwise,

: enter the date you first received treatment for this Injury/illness and complete the rest of this section.

Item 2: Check if you were first treated on the job for this Injury or llness, | .

Ttem 3: Check the location Where you first received off site médical treatment for your'injury-or illness. Include the name and
address of the facility as well as-the phione number (including area code). .

Ttem 4: If you are still receiving ongoing treatment for the same injury or lllness, check Yes and indicate the name and
address of the doctor(s) providing treatment as well as the phone number (including area code); otherwise check No.

Item 5: If you believe youalreatly had aninjury to the same body pert or a simildr illness, check Yes and indioate if you were
treated by a doctor for this injury or illness. I you were ireated by a doctor, indicate the name(s) and address(es) of the
_dector%s) whom provided caré and com%lete and file Form C-3.3 together with this form. . . .

Ttem 6% If you had a previous injury or illness, check if your previous injury or illness was work-related. If Yes, check if

the injury or iliness happened while working for yeur current employer.

Sign Form C-3 in the place provided for "Employee's Signature on pags 2, Il)'rint your name, and enter the date you signed the’

form,. If a third-party is signing oy behalf of the employee, that person should sign on the second signature line, If you bave

}:gal repz;sentaﬁon, your representative must compleie and sign the attorney/representative's certification section on the
ottom of page 2. ' : T '

What Every Worker Should Do in Case of On-The-Job Injury or Occupatiohal Disease: .

Immediately teil your employer or supervisor when, where and how you were injured.

Secure medical care immediately, . - ; .

Tell your doctor to file inedical reports with the Boeard and with your employer or its insurance carrier, '

Make out this claim for compensation and send it to the Workers' Compensation Board ceniralized -mailing dddress. Failure to file
within two years after the date of injury may result in your claim being denied. ¥ you need help in completing this form, contact the
Workers' Compensation:Board at 1-877-632-4996, i - .

Go to all hearings whean notified to appear, -

Go back to work as'soon as you are able; compensation is never as high as your wage.
Your Rights:

1. Generally, you are entitied to be treated-by a docter of your choice, provided hefshe is authorized by the Board, If your employer is
involved in a preferred provider-organtzation (PPO) arrangement, you must obtain initial treatment from the preferred provider
organization which has been designated to provide health care services for workers® compensation injuries.

2, Dg NOT pay your doctor or-hospital. Their bills will be paid by the Insurance carrier-if'your case is not disputed. If your case is
disputed, - . ‘

. thepdoctor or hospital-must wait for payment until the Board decides your case. In the event you fail to prosecute your case or the |

Bodrd decides against you, you will have to pay. the doctor or hospital. - .. -
You are also entitled to be reimbursed for drugs, crutches, or any apparatus properly prescribed by your doctor and for carfares or. other
necessary expenses going to and from your doctor's-office.or the hospital. (Get receipts for such expenses.) .

4. You are entitled to compensation If your injury keeps you from work for more than seven days, compels you to work at lower wages,
or results in permanent disability to any part of your body. .

Compensation is payable directly and without waiting for an award, except when the.claim is disputed.

Injured workers ot dependents of deceased workers may rerresént themselves in matters before the Board or may retain an attorney or

licensed representative to represent them. If an attorney or licensed representative is retained, his/her fee for legal services will be

reviewed by the Board and .if approved will be paid bg the employer or insurance company out of any compensation benefiis due.

Injured workers or dependents of deceased workets should not directly pay. anything to the.attorney or licensed representative

representing them In'a compensation case, . v o .

7. Wyeu need help returning to wark, or with family or financial problems because of your injury, contact the Workers' Compensation

' Board office nearest you and ask for a rehabilitation counselor or social worker. L

S

o

w2

e

This form should be filed by sending directly to the address listed below:
_ New York State Workers' Compensation Board
: Centralized Mailing
. PO Box 5205
Binghamton, NY 13902-5205
Customer Se,rvice.ToILFrec Number: 877-632-4996 .
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ESTADO DE NUEVA YORK . ECLARACION DE DERECHOS JUNTA DECOMPENSACION obkERA

Andrew M. Guomo, Gobemador * - E. Baloien, Presldente
- ATODO EMPLEADO LESIONADO EN EL TRABAJO O QUE SUFRA DE ENFERMEDAD OCUPACIONAL
USTED PUEDE TENER DEREGHO SAC

1. Usted debera presentar una reclamacion de beneﬂclos dentro del térmlno de dos afios del dia en que fue leslonado, 8 menos que la
leslén sea tan pequetia gue na requiata tratamiento médlca y que na cause Interrupcidn en su jornada de rabajo. Sk no radica dentro
del términb de dos afics, puede perder sus derechos a beneficlos. Conslya Y radique und folma de reclamacion (Forma C-3, o VE-3
para bomberos voluntarios, -0 VAW.3 para empleados, voluntarlos de ambulanolas) en la oflcina mas ceroena de la Junta de
Compensaclon Obrera (dlrecolones mas abajo).

2. Usted tiene deracho a compensaclén i su leslan relaclonada con el traba]o le implde trabajar por mas de slete dlag, le obliga a
trabajar a suelda mésa bajo & resulta en incapacidad parmanente de cualquler.parte de su cueipo. Usted puede tener deracho a
servicios de rehabllitaclén si neceslta ayuda para regresar af trabajo; {Bomberos volumarios y Trabajadores de Ambulancxa
Voluntarlos pueden ser compensados desds el mismo dla de su lesion.) .

3. Usted tisne derecho a reolblr tratamiento médlco relacionado con sy leelén y debe obtenerlo inmediatamente.

4, Para ¢l fratamiento de cualquler jeslién o enfermedad relac!onada con o) trabajo, usted puade escoger cualquler médico, podiatra,
quiropraatioo 6 pslcologo (st es referldo por un médico autorizado) que esté autorizado y acepte paclentes de Ja Junta de .
Comgpensaclon Obrera, - Sin embargo, sl su patrono estd autorizado a particlpar en Una organizacion certificada de proveedores
preferidos (PPO), ustad:deheréd obtener tratamiento Iniial para cualquier lesion o enfermedad relacionada con el trabajo de la
correspondiente entidad. Patronos que participen en esta programa estableclda por ley estan obligados a proveer a sus empleados
notificacldn escrita explicando sus derachos y obflgaciones bajo el programa a que est$ acogido.

5. Ustad deber4 requerir de su Médico que radique coplas de [0s informes médicos de sy caso en la Junta de Compansaulon Obrera ¥
en la compaiila de seguros de su patrono, que se Indlea al final de esta forma,

6. No pague & nlngun provesdor médico directamente por tratamiento de su leslén o enferrnedad relaclonada con el traba]o Ellos deben
enviar sus facluras al asegurador de su patrono, St el caso es cuestionado, el proveedor deberd esperar hasta que la Junta decida el
oaso, antes da Inlclar gestlon de cobro alguna conira usted. Si usted no framita su caso 6 la Junta falla gue su leslén o enfermedad no .
estd relaclonada con el frabajo, usted podrfa sar regponsable del pago, da fas facturas.

7. El patrono es responseble de la sustitucion y reparacion de aquelios implementds médicos gue han sido perdidos o se han
deterlorado como consecuencla del empleo, sin que Importe el que o} empleado haya onosufrido lesién (EJ. mlembros arlificlales, .
dentadtra postiza, espsjuelos), Usted tamblan tlena detechio a ser reembolsado por medicinas, muletas, o cuslquler otro lmplemenfo
debidamente recetado por st médico y por transportacién u afro gasto necesarlo para Ir al médlco éalhospital. (Obtenga reclbos
para Justificar gastos.) ; :

" 8, No es obligatorlo s estar representado sn nlnguno de los procedrmientOS da la Junta, pero es un darecho que usted tienes, &l estar
represantado por "abogado § por representante lisenclado sl usted asf lo desea, Si es representado, no pague al abogado 6 al
representante licenciado. Cuando la Junta declda su caso, los honorarios seran determinados por la Junta y descontados de sus
beneficios.

9, La.compensacion se paga Inmedlataments, sin esperar por la adjudluaoién del caso, excepto cuando la reclamacifm os cuestionada.
Si Ia reclamaclon es cuestionada en bage a qgue la Ihoapacidad no fue causada por un accldente relaclonado con su trabajo & por una .
enfermedad ocupaclonal & por una lesidn en sl cumplimiento de su deber como bormbeto voluntarle 6 como miembro voluntério det
cuerpo de ambulancia, usted puede fener derecho a raclbly beneficlos por incapacidad (para leslones fuera del trabajo). Sf su
reclamaclén es cuesﬂonada y no esta reclbiendo bereficios por Incapaclidad, comuniquese con cualquler oficina de fa Junta.

10, Regrese a su trabajo tan pronto pueda, La compensacion nunce es tan alta gomo su sueldo, Si necesita ayuda para regresar al
trébajo 6 para resolver problemas financleras 6 personales por causa de la leslon sufrida, comunlcate con la oficina mas cercana de
ta Juntay sohcl‘la hablar con un trabajador soclal @ con un consejero de rehablhtaclén '

11, 8u patrono no puede solivitar que usted lo refeve de su derecho a compensacion,-nl pueds. descontar cantidad alguna de su paga
para conlribulr al pago de las prlmas del seguro, Usted no podré ser despadldo ni pehalizade por radicar una reclamacion en la Junta.,

81 TIENE DIFIGULTAD EN CONSEGUIR UN FORMULARIO DE RECLAMAGION O NECESITA AYUDA PARA LLENARLQ O TIENE

DUDAS SOBRE CUALQUIER SITUACION RELAGIONADA CON UNA LES]ON (o] ENFERMEDAD COMUNIQUESE CON LA OFICINA

MAS CERCANA DE LA JUNTA,

"Esle Tesumen es Una compllacion de Tos punios més Importantes de sus: derechos
bajo Ia Isy de compensacién obrera. La secclén 110 de la tey requiere de su pafrono

ofrecerle ssta Informanién .
Wright Riskc Management : .\ o7 474 TpL @-Omj & (Butmd

900 Stewart Avenue

Suite 600 (516) 794-5254 FAX : ROBERTE, BELOTEN
Garden City, NY 11530 e =
NYS Worke Compensaﬂon Board, Gentralized Malling, PO Box 5205 Blnghamton, NY 13902-5205
C-430S (1-11) S THIS NOT!CE 15 WRITTEN IN ENGLISH ON THE REVERSE SIDE,
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