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22. PART of BODY INJURIED or AFFECTED

[ skull, scalp [Cdchest [CJabdomen [IMouth [OBack [CINeck [INose [spine

[Jshoulder OR OLOB [Jwrist OrR OLOB O knee OROLOB [JFoot OrR OLOB Oeye OR OLOB
CJupper Arm OR OLOB []Lower Arm QR OLOB [JHand OROLOB [ Thigh OROLOB [1Toe OR OLOB
[ Finger OR OLOB [ Lower Leg OROLOB [JAnkle OROLOB [JForearm QR OLOB [JHip OROLOB

[JPelvis OR OLOB [JJaw OROLOB [JEIbow OR OLOB [Jother Body Part

[ Puncture [C1Bruise, Contusion [J skin Disorder ~ [] Amputation [0 Muscle Sprain ] Chemical Exposure
[1 Laceration [pislocation [ Burn [ insect/Animal Bite [] Muscle Strain [ irritation

[ Fracture [] Abrasion [] Respiratory [ Foreign Body [JHernia [ Infection

[J Heat/Cold Stress [ ]Hearing Loss [J cumulative Trauma Disorder ~ []Other

24. DISPOSITION | 25. DIAGNOSIS 26. SEVERITY

CFirst Aid ] Medical Treatment
OLost Workdays [ Fatality
Oother: Specify

O Days away fromwork — #
[JRestricted workdays ~ #
[JDate returned to work ~ #
Sent to: [ boctor  []Hospital

27. WHAT CONDITION OF TOOLS, EQUIPMENT, OR WORK AREA CONTRIBUTED TO

INCIDENT? Il Not Applicable

[ close Clearance/Congest I Floors/work Surfaces O Inadequate Housekeeping [ pefective Tools/Equipment/Vehicle
[] Hazardous Placement [J nadequate Ventilation [J Equipment Failure 1 mumination
[ inadequate Warning System [J Equipment/Workstation Design [_] Inadequate Guards/Barrier [_] Inadequate/Improper P.P.E.

28. WHAT CAUSED or INFLUENCED SUBSTANDARD CONDITIONS?

l No Substandard Conditions

] Abuse or Misuse O Inadequate Supervision O Inadequate Purchasing O Inadequate Engineering
[ inadequate Maintenance [] 1nadequate Tools/ Equip. Mat.  [_] Improper Work Surface [Jwear and Tear
[ Lack of Knowledge/Training ] improper Motivation [ inadequate Capacity [ Lack of skill

29. WHAT ACTION or INACTION CONTRIBUTED to the INCIDENT? Bl Not Applicable

[ Failure to Make Secure [Junder Influence Drugs/Alcohol [ Failure to Warn/Signal [] inadequate/Improper P.P.E. Use
[] Nullified Safety/Control Devices [ JUsed Defective Equipment [JHorseplay/Distractive Active [] Operating at Improper Speed
[] Used Equipment Improperly [Jimproper Lifting [] Operating Procedure Deviation
] Running/Rushing/Acting in Haste[ ] Improper Loading [] Unauthorized Actions [ used Wrong Tool/Equipment
O Improper Technique O Improper Position | Servicing/Operating Equipment
[] other

30. PROBABLE RECURRENCE 31. LOSS SEVERITY POTENTIAL

[JFrequent []Occasional [JRare [0 Major []Serious []Minor
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32. PREVENTIVE MEASURES: (What corrective actions have been taken or are planned to prevent

a recurrence?)

[ improve Enforcement [] 1mprove Clean-up Procedure O Repair/Replace Equipment [] Corrective Counseling
[] 'mprove Storage/Arrangement [[] Rotation of Employee [] Eliminate Congestion [] 'mprove/Change Work Method
Identify/Improve P.P.E. Install/Revise Guards/Devices Task Analysis to be Completed
p Y! p
[JTask Analysis/Procedure Revision [] 1mprove Design/Construction Caob Reassignment of Employees
[Juse other Materials/Supplies O Improve Illumination O Mandatory Pre-Job Instructions
[Jimprove Ventilation [J Reinstruction of Employees [ other

33. EMPLOYEEGS DESCRIPTION of INCIDENT (Attached sheet for additional comments) ~ Comments Sheet

Employeefs Signature: Date:

34. SUPERVISOR(S DESCRIPTION of INCIDENT (Attached sheet for additional comments) Comments Sheet

Supervisords Signature: Date:

35. SPECIFIC CORRECTIVE ACTIONS or PREVENTIVE MEASURES TAKEN

Corrective Action Taken Person Responsible Target Date Date Completed

Supervisords Signature Date
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Witness Statement

Witness Name: Witness Address: Phone Number:
Name of Injured Employee: Date of Incident:
Witness Signature Date
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Release of Medical/Personal Related Information

Date

Claimant Name
Claimant Street Address
Claimant City, State, zip

Re: Claim No: s Request for the release of nonpublic personal information including
personal health information.

Dear : (add name of claimant here)

Laredo ISD (the “Employer”) is requesting release of your nonpublic personal

information from the treating doctor to aid in the return-to-work process. This may include
medical and other related information, as described in the attached authorization. The Employer

is requesting your authorization to obtain this information.

Please read the attached authorization. It is valid for 24 months as written, but you may authorize
the release of your nonpublic personal information for a lesser period of time on the

authorization. Once you have signed this authorization, you may later revoke it at any time by
writing to the Employer at 900 East Lyon Street, Laredo, TX 78040  (address), to the
attention of Ms. Juanita L opez (name).

Please sign and return the attached authorization to my attention at

900 East Lyon Street, Laredo, TX 78040address). Signing and returning the authorization

will assist the Employer in the return-to-work process. Thank you in advance for your help in

obtaining this information.

Sincerely,

Ms. Juanita L opez (Name of Requestor)

Worker's Compensation Secretary (Title of Requestor)
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AUTHORIZATION FOR DISCLOSURE OF
NONPUBLIC PERSONAL INFORMATION

Claimant’s Name:

Claim No.:
By signing below, I, , (claimant) authorize my healthcare provider,
their agents, employees or representatives, to release to Laredo ISD (“the

Employer”) for the return-to-work process, my medical records that include: physical therapy
notes, information or medical opinions including diagnosis and prognosis, information on work
status and activity restrictions, information regarding impairment and disability, and information
regarding maximum medical improvement.

A copy or facsimile transmission (fax) of this Authorization is as valid as the original. This
Authorization is effective on the date signed below and will remain in effect for 24 months after
signing, unless otherwise specified below.

I also understand that I have the legal right to revoke this Authorization by writing to

Laredo I1SD (the “Employer”) at 900 East Lyon Street, Laredo, TX 78040 (address),

Attn:Ms. JuanitaLopez. [f the Employer or a disclosing entity has already acted in reliance on my

Authorization, my revocation will not apply to that action or transaction.

The potential exists that a recipient of nonpublic personal information might redisclose
information used or disclosed pursuant to this Authorization, in which case medical and other
privacy laws may no longer protect it.

With limited exceptions, treatment, payment, enrollment in a health plan, or eligibility for
benefits may not be conditioned on obtaining an Authorization.

Signature of Claimant or person legally authorized to act for Claimant

Please describe authority to act on behalf of Claimant

Date Signed

__ 24 months
Time Authorization in Effect

e/cont03/WC Auth Empr Obtain Disclosure From Third Party.doc
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Employee Acknowledgment of Workers’ Compensation Network

| have received information that tells me how to get health care under my employer’s workers’
compensation insurance.

If I am hurt on the job and live in a service area described in this information, | understand that:

1. | must choose a treating doctor from the list of doctors in the network. Or, | may ask my HMO
primary care physician to agree to serve as my treating doctor. If | select my HMO primary care
physician as my treating doctor, | will call Texas Mutual at (800) 859-5995 to notify them of my
choice.

2. I must go to my treating doctor for all health care for my injury. If | need a specialist, my
treating doctor will refer me. If | need emergency care, | may go anywhere.

3. Theinsurance carrier will pay the treating doctor and other network providers.

4. | might have to pay the bill if | get health care from someone other than a network doctor
without network approval.

5. Knowingly making a false workers’ compensation claim may lead to a criminal investigation that
could result in criminal penalties such as fines and imprisonment.

Signature Date

Printed Name

| live at:

Street Address

City State Zip Code

Name of Employer: Laredo | ndependent School District

Name of Network: Texas Star Network®

Network service areas are subject to change. Call (800) 381-8067 if you need a network treating
provider.

Please indicate whether this is the:
O |Initial Employee Notification
O Injury Notification (Date of Injury: / / )

DO NOT RETURN THIS FORM TO TEXAS MUTUAL INSURANCE COMPANY UNLESS REQUESTED

©2011 Texas Mutual Insurance Company
Revised June 2011
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Confirmacion del Empleado de la Red de Compensacion para Trabajadores

He recibido la informacién que me informa cémo obtener atencion médica bajo el seguro de
compensacion para trabajadores de mi empleador.

Si sufro una lesién en el trabajo y vivo en un drea de servicios descrita en esta informacién, comprendo
que:

1. Debo elegir un médico de tratamiento de la lista de médicos de la red. O podria solicitarle a mi
médico de cabecera de la OMS que acepte atenderme como médico de tratamiento. Si elijo a mi
médico de cabecera como a mi médico del tratamiento, Ilamaré a Texas Mutual al (800) 859-
5995 para notificarles mi opcidn.

2. Debo dirigirme a mi médico de tratamiento para todos los servicios de atencion médica
relacionados con mi lesién. Si necesito un especialista, mi médico de tratamiento me dard la
derivacién. Si necesito atencidon de emergencia podré dirigirme a cualquier lugar.

3. La compafiia de seguros abonard los costos del médico de tratamiento y de los otros
proveedores de la red.

4. Podria tener que abonar la factura si recibo asistencia médica en cualquier otro lugar que no sea
un médico de la red, si no cuento con la aprobacion de la red.

5. A sabiendas hacer un reclamo falso de compensacién puede dar lugar a una investigacién penal
que podria resultar en sanciones penales, como multas y encarcelamiento.

Firma Fecha
Aclaracién
Vivo en:
Direccion
Ciudad Estado Cddigo Postal

Nombre del Empleador: ___Laredo Independent School Distirct

Nombre de la Red: Texas Star Network®
Las areas de servicio de la red se encuentran sujetas a cambios. Llame al (800) 381-8067 si necesita un
proveedor de tratamientos médicos de la red.

Por favor, indique si la presente es la:
O Notificacion Inicial
O Notificacidon de una Lesidn (Fecha de la lesién: / / )

NO ENTREGUE ESTE FORMULARIO A TEXAS MUTUAL INSURANCE COMPANY EXCEPTO QUE SE
LO SOLICITEN.

©2011 Texas Mutual Insurance Company
Revisado en abril de 2011
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