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IMPORTANT NOTE: The first page of this packet, the Accumulated Paid Leave Election Form MUST BE
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Cypress-Fairbanks 1.S.D.
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Houston, TX 77065

Tel: (281) 897-4135
Fax: (281) 807-8652



Cypress-Fairbanks Independent School District

Insurance Department Workers’” Compensation
(281) 897-4135

WORKERS’ COMPENSATION
ACCUMULATED PAID LEAVE ELECTION FORM

TO AUTHORIZE THE USE OF AVAILABLE PAID TIME FOR A WORK-RELATED INJURY ABSENCE

(Required if you are ELECTING TO USE AVAILABLE PAID TIME
while absent for a work-related injury.)

USE OF PAID LEAVE

If eligible, workers’ compensation insurance will begin paying a percentage (not more than 70%; to a current maximum of $773) of
the employee’s current wages on the eighth calendar day of a work-related disability if an extended absence is required. An
employee will receive workers’ compensation wage benefits only, which may not equal his or her pre-injury or illness wage; unless
the injured/ill employee elects to receive his/her accumulated paid leave instead.

DATE:

RETURN TO: Your Campus Secretary or Department Payroll Clerk

This form MUST BE SUBMITTED TO THE INSURANCE DEPARTMENT at the same time as the Employee Injury Report.

Employee’s Name: Employee Number:
Department/Campus: Date of Injury:
Position:

1 have approximately accumulated paid leave days currently available.

First Day of Absence for this job-related injury:

Employee Choice:

If I am absent from duty because of a job-related illness or injury I understand that I am not eligible for workers’
compensation weekly income benefits until my absence exceeds seven calendar days. I choose the following option:

(] 1 CHOOSE TO USE MY AVAILABLE PAID LEAVE DAYS for all my absences resulting from this injury/illness. An
employee choosing to use paid leave will not receive workers’ compensation weekly income benefits until all paid leave is
exhausted or to the extent that paid leave does not equal the pre-injury or illness wage.

(J 1 CHOOSE NOT TO USE ANY OF MY AVAILABLE PAID LEAVE. I understand that I will not receive any regular
salary payments from Cypress-Fairbanks ISD while receiving workers’ compensation weekly income benefits for this
injury/illness. No available paid leave will be deducted from my leave balance. I understand that I will be responsible for the
payment of my employee benefits under the FMLA or COBRA leave policies if I elect to have them continue during my
absence. 1 further understand that .\Workers’ Compensation wage compensation is not reported to the Teachers Retirement
System of Texas (TRS) as income. As such, this decision could have an impact on my future TRS benefits.

Employee Signature Date

Complete and fax to the Insurance Department at (281) 807-8652

For Insurance & Payroll Use Only
INSURANCE DEPARTMENT: Date sent to Human Resources Dept. By:

URGENT: This completed form must be returned to the Insurance Department within 2 days of receipt.
HR DEPT: Last day of Accumulated Paid Leave: Payroll:  Semi-M _ Bi-Weekly  * HPD

HR DEPARTMENT: Date returned to Insurance Dept.: By:




Cypress-Fairbanks Independent School District

Insurance Department

MEDICAL SERVICES FORM

Workers” Compensation
(281) 897-4135

FIRST FILL® CARD (Prescription Card) follows

District Employee:

School or Department:

Supervisor/Principal

Employee Number:
Date of Injury:
Today’s Date:

If initial medical treatment is being sought more than 30 days after the date of injury please call the
district’s Insurance Department Workers’ Compensation Specialist for special instructions at(281) 897-
4135, during regular business hours Monday - Friday, 7:30 am - 4:30pm.

The district’s Workers’” Compensation Administrator is:

TASB

Att: Workers” Compensation Claims Division

P.O. Box 2010

Austin, TX 78768-2010

Phone: (800) 482-7276

Fax: 1-800-580-6720

INJURED EMPLOYEE: You must choose a treating doctor from The Alliance list of doctors

designated as primary care physicians for all non-urgent medical services for work related injuries.

The Alliance Provider Directory is available at:

WWW.pSWCA.0org

For your convenience we’ve listed a few of the local ALLIANCE primary care providers below. Many
others are available on the Political Subdivision Workers’ Compensation Alliance provider network.

Excel Immediate
Medical Care

Cypress Fairbanks
Occupational Medicine

US Healthworks

NO APPOINTMENT
NECESSARY

NO APPOINTMENT
NECESSARY

NO APPOINTMENT
NECESSARY

25801 Highway 290 @ Spring-Cypress Rd

9110 Barker Cypress Rd
(North of West Rd)

17420 Highway 290 @ Jones Rd

Cypress, TX 77429

Cypress, TX 77433

Houston, TX 77040

Phone: (281) 304-1100

Phone: (281) 463-9696

Phone: (713) 466-0044

Monday — Sunday: 9:00 am — 9:00 pm

7 Days a Week 9:00 am ~ 9:00 pm

Monday — Friday: 8:00 am - 5:00 pm

On Site X-ray and Lab

On Site X-ray

On Site X-ray, Lab and Physical Therapy




We will be receiving the information from your campus/department concerning your recently reported injury.
We will be processing all the necessary claims data to assure that your workers’ compensation benefits are
delivered to you in a timely manner.

Workers’ compensation benefits for qualified job-related injuries/illnesses include medical costs required for
recovery and, if eligible, income compensation, as allowed according to the Texas Workers” Compensation
Division’s authorized guidelines. The Texas Association of School Boards (TASB) is the district’s workers’
compensation claim administrator. TASB claim adjusters manage the injury claims, including authorizing all
medical costs and wage compensation payments.

REQUIREMENTS OF THE INJURED EMPLOYEE

FOR MEDICAL SERVICES ONLY INJURIES: An employee that seeks medical attention due to a job-
related injury must, BEFORE RETURNING TO WORK, present a Texas Workers® Compensation Work Status
Report, DWC Form-73 (attached), signed by the attending physician, releasing the employee to return to work.
ANY RESTRICTIONS NOTED IN PART III OF THE FORM MUST BE APPROVED BY THE
INSURANCE DEPARTMENT PRIOR TO THE EMPLOYEE RETURNING TO HIS/HER
ASSIGNMENT.

FOR LOST TIME INJURIES: If you are absent from work for more than 1 day as a result of your injury
YOU ARE REQUIRED to provide the district’s Insurance Department, at the Instructional Support
Center-North (ISC-N), Suite 136, with the following:

1) Texas Workers’ Compensation Work Status Report, DWC Form-73, attached, signed by the attending
physician, releasing the employee to return to work. ANY restrictions noted in Part III of the form
MUST BE APPROVED by the Insurance Department prior to the employee returning to his/her
assignment.

2) Employee Accumulated Paid Leave Election Form. If this form is not submitted at the time of the
injury/illness the injured/ill employee will receive workers/ compensation wage benefits ONLY,
which may not equal his or her pre-injury or illness wage.

3) ADWC Form-73 after EACH medical visit.

4) During an absence of 5 days or more - A phone call from you between the hours of 8:00 am and 4:00 pm
Monday through Friday, AT LEAST ONCE A WEEK during your absence (281) 897-4135. This
phone call is required in addition to any communication required by your supervisor.

5) A DWC Form-73 must be presented by vou to the district’s Insurance Department before 4:00 pm of the
business day prior to your return to work.

First Fill® Prescription Medication Card

On Next Page
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The Texas Association of School Boards and Progressive Medical, inc. have joined together to provide injured parties
with a “First Fill®" medication card program.

At the bottom of this form is a First Fill® medication card that enables injured parties to obtain the “initial” prescription(s)
needed upon injury with little to no out-of-pocket expense. A sample list of “Participating Pharmacy Chains” that accept
this medication card is included on the back of this card.

instructions for Company to use this First Fill® Card:
Injury occurs and a report of injury is made to the appropriate personnel.

M Fillin the ID/Auth# as instructed on the First Fill® card below along with the injured party's name, date of birth and
gender.

After explaining the instructions for this card, please give the injured party this document.

M Instruct the injured party to take the First Fill® card and their prescription to the pharmacy.

M Report the claim to the appropriate insurance company/TPA.

B The pharmacist fills the prescription; the bill is processed and sent to Progressive Medical.

B The First Fill® card is available for a one time use.

4
Please note: If additional, ongoing medication is required, the claims professional should contact Progressive Medical to

utilize our Retail Drug Card program. If additional First Fill® cards are needed, or if you have any questions regarding the
use of this program, please contact Progressive Medical at 1-888-908-MEDS and ask for the First Fill® Coordinator.

Instructions for the Injured Party to use this First Fill® Card:

¥l At the bottom of this form is a First Fill® card that will enable you to obtain the “initial” prescription(s) needed upon
injury with little to no out-of-pocket expense. A list of “Participating Pharmacy Chains” that accept this First Fill®
card is included on the back of this card.
This card is for a one time use to receive your medication(s) per your employer/insurance company.
Use of this card is restricted to your allowed condition.
To receive this benefit, present this card to a participating pharmacy.
If you have any questions, call Progressive Medical toll-free at 1-888-908-MEDS. Our Client Services Specialists
are available 24-hours a day to take care of your needs.

Please note: If your claim is accepted, you will receive a Retail Drug Card in the mail. Present that card
when filling subsequent related prescriptions. Please give Spanish speaking injured parties a copy of the
English card filled in and the Spanish instructions attached to this letter. They will need the English form
to show to the pharmacy.

(Please explain the First Fill® process to the injured party and give them this document.)

HRRA

FIRST FILL® CARD | / PROGRESSIVE
7// Medical inc
BIN#: Restat 600471 1-888-008-MEDS

Company Name: CYPRESS-FAIRBANKS ISD For claim submission issues, prior authorization or claim
Group/Plan#: E127 rejections, please contact Progressive Medical, Inc. at

Person Code: 00 (zero, zero) 1-888-908-6337.

. Pharmacist: If you experience any problems, please call
ID/Auth#: 1-888-908-6337.

SSN (9 digits, no dashes) Date (6 digits, no dashes) o o ] ) i
E.g. if the SSN is 000-00-0000 and today's date is May 21, E:;sclaw;wer: Itis nmpor;ar: to no;e the essu? :’wu be determined by the

. claims department and the confirmation of this treatmentservice request
2007, the ID/Auth# is 000000000052107. is in no way intended as an endorsement of the treatment/service
Emp’s Name: request, nor is it intended to interfere with the provider from his or her

duty to adhere to any applicable practice standards.
Date of Birth: Gender: Paid Without Prejudice for CT, MA, and R!
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Participating Pharmacy Chains

AW G Network
AccessHealth
Albertsons, Inc.
American Drug Stores, Inc.
Amerisource Bergen
Arbor Drugs

Aurora Pharmacy, Inc.
Bartell Drugs

Bi-Lo Pharmacy, LLC
Bi-Mart Drugs

BJ's Wholesale Club, inc.
Brooks Maxi Drug, Inc.
Brookshire Brothers, Ltd.
Brookshire Grocery
Company

Brunos Food & Pharmacy
Coborns Corp. Pharmacy
Costco Pharmacies

CVS Pharmacy

Discount Drug Mart
Dominicks Pharmacy
Drug Fair-Community
Distributors

Duane Reade-NY

Eckerd Drug Company
Epic Pharmacy Network
Family Care Network
Family Fare Pharmacy
FamilyMeds, inc.

Farm Fresh

Food City-K-VA-T Food
Stores, Inc.

Food Lion, LLC

Freds Pharmacy-AR
Giant Eagle Pharmacy
Giant of Maryland

Giant Pharmacy

Golub Corporation

H E B Pharmacy

Haggen Foods Pharmacy
Hannaford Brothers

Harris Teeter Pharmacies
Harvard Plus Pharmacy
Network

Homeland Stores, Inc.
Hy-Vee Pharmacy

IHC Pharmacy Services
Ingles Markets, Inc.

K Mart Pharmacy

Kash n Karry Food Stores, Inc.
Kerr Drug, inc.

Kinney Drugs

Kroger Pharmacy

Leader Drug Stores

Longs Drug Store

Major Value Pharmacy
Network

Managed Pharmacy Care
Marcs Pharmacy

Marsh Drug Store-IN

Mays Drug Store
McKesson MPPN Network
Medicap Pharmacies, Inc.
Medicine Shoppe internet
Meijer Pharmacy
Metro-Group (A&P)

Nash Finch Company
NCS Healthcare
Neighborcare Pharmacy
Oncology Pharmacy Services
Pamida Pharmacy
Pathmark Stores

People's Pharmacy
Performance Plus Network
PPOK/Rx Select Pharmacy
Network

Publix Pharmacy

Raleys Drug Center

Randalls Food & Drug, inc.
Revco Discount Drug/DBA CVS
Pharmacy

Rite Aid Corporation

Rx Pride, LLC

Safeway Pharmacy

Save Mart Pharmacy

Sav-Mor Drug Stores
Schnucks Pharmacy

Shaws Supermarket, Inc.
Shopko Pharmacy

Shoppers Good & Pharmacy
of Washington

ShopRite Financial Services
Snyder Drug Stores

Stop and Shop Pharmacy
Super D Drugs

SuperValu Pharmacies, Inc.
Target Pharmacy

The Pharmacy Cooperative
Third Party Station

Thrifty White

Tom Thumb Pharmacies

Tops Market, LLC

Truecare Pharmacy

United Drugs

United Pharmacy-TX

United Pharmacist Network, Inc.
Value Health Center Pharmacy
Vons Companies, Inc.
Walgreens Drug Store
Wal-Mart Pharmacy

Wegman Food Market Pharmacy
Weis Pharmacies, Inc.

Winn Dixie Pharmacy

For additional providers in your area, call Progressive Medical’s
Customer Service Department: 1-888-908-6337
www.progressive-medical.com




) OFFICE OF INJURED EMPLOYEE COUNSEL

NOMNDARWIN PusLic COUNSEL

Notice of Injured Employee Rights and Responsibilities in the
Texas Workers’ Compensation System

As an injured employce in Texas. you have the right to free assistance from the Office of Injured Employee Counsel.  This
assistance is offered at local offices across the State. These local offices also provide other workers” compensation system
services from the Texas Department of Insurance (TDI). TDI is the state agency that administers the system through the
Division of Workers® Compensation.

You can contact the Office of Injured Employee Counsel by calling the toll-free telephone number 1-866-EZE-OIEC
(1-866-393-6432). Also. more information is available on the Internet at: www.oiec.state.tx.us

<http://www.oiec.state.tx.us>,

You can contact the Division of Workers” Compensation by calling the toll-free telephone number 1-800-252-7031. More
information about the Division of Workers® Compensation s available on the Internet at:

<http://www. tdi.state.tx. us/we/indexwe htmi>.
Your Rights in the Texas Workers’ Compensation System:

1.  You may have the right to receive benefits.
You may receive benefits regardless of who was at fault for your injury with certain exceptions. such as:
e You were intoxicated at the time of the injury;
s You injured yourself on purpose or while trying to injure someone else;
s You were injured by another person for personal reasons;
»  You were injured by an act of God:
s Your injury occurred during horseplay: or
*  Your injury occurred while voluntarily participating in an off-duty recreational, social. or athletic activity.

2. You have the right to receive medical care to treat your workplace injury or illness. There is no time limit to
receive this medical care as long as it is medically necessary and related to the workplace injury.

3. Choosing a treating doctor:
* If you are in a Workers" Compensation Health Care Network (network). you must choose your doctor from
the network s treating doctor list.
» If you are not in a network. you may choose any doctor who is willing to treat your workers’ compensation
injury.
e If you are employed by a political subdivision (e.g. city. county. school district). you must follow its rules
for choosing a treating doctor.
It is important to follow all the rules in the workers” compensation system. If you do not follow these rules. you may be
held responsible for payment of medical bills.

4. You have the right to hire an attorney at any time to help you with your claim.

5. You have the right te receive information and assistance from the Office of Injured Employee Counsel at no
cost.

Staff is available to answer your questions and explain your rights and responsibilities by calling the toll-free telephone

number 1-866-EZE-OIEC (1-866-393-6432) or visiting any Division of Workers® Compensation/Office of Injured

Employee Counsel local field office.

6. You have the right to receive ombudsman assistance if you do not have an attorney and a dispute resolution
proceeding about your claim has been scheduled.
An ombudsman is an employee of the Office of Injured Employee Counsel. Ombudsmen are trained in the field of



workers” compensation and provide free assistance to injured employees who are not represented by attorneys. At least
one Ombudsman is located in each local field office to assist you at a benefit review conference (BRC), contested case
hearing (CCH). and an appeal. However, Ombudsmen cannot sign documents for you. make decisions for you. or give

legal advice.

7. You have the right for your claim information to be kept confidential.

In most cases. the contents of your claim file cannot be obtained by others. Some parties have a right to know what is in
your claim file. such as your employer or your employer’s insurance carrier. Also. an employer that is considering
hiring you may get limited information about your claim from the Division of Workers™ Compensation.

Your Responsibilities in the Texas Workers’ Compensation System

1. You have the respomsibility to tell your employer if you have been injured at work or in the scope of yeur

employment.
You must tell your employer within 30 days of the date you were injured or first knew your injury or illness might be

work-related.

2.  You have the responsibility to know if you are in 8 Workers' Compensation Health Care Network (network).

If you do not know whether you are in a network, ask the employer you worked for at the time of your injury. If you are
in a network, you have the responsibility to follow the network rules. Your employer must give you a copy of the TDI
network rules. Read the rules carefully. If there is something you do not understand, ask your employer or call the
Office of Injured Employee Counsel. If you would like to file a complaint about a network, call TDI's Customer Help

Line at 1-800-252-3439 or file a complaint online at <http://www.tdi.state.tx.us/consumer/compifrm hitml#twe>

3. If you worked for a political subdivision (e.g. city, county, school district) at the time of your injury, you have
the responsibility to find out how to receive medical treatment. VYour employer should be able teo provide you
with the information you will need in order to determine which health care provider can treat you for your
workplace injury.

4. You have the responsibility to tell your doctor how you were injured and whether the injury is work-related.

5. You have the responsibility to send a completed claim form (DWC-41) to the Division of Workers’
Compensation. You have one year to send the form after you were injured or first knew that your illness might

be work related.
Send the completed DWC-41 form even if you already are receiving benefits. You may lose your right to benefits if you

do not send the completed claim form to the Division of Workers” Compensation. Call 1-800-252-7031 or
1-866-393-6432 for a copy of the DWC-41 form.

6. You have the responsibility to provide your curremt address, telephone number, and employer information to
the Division of Workers’ Compensation and the insurance carrier.

7. You have the responsibility to tell the Division of Workers’ Compensation and the insurance carrier any time
there is a change in your employment status or wages. Examples include:

s  You stop working because of your injury;

¢  You start working; or

e You are offered a job.



Empleado - Es necesario que reporte su lesitn a su empleador dentro de 30 dias a pantir de la
fecha sn que se lesiond 5i 85 que su emplaador cuanta con un seguro de compensacion pare
rabajatiores, Usted liens deracho a recibir asistencia gratuita por parte de ia Division de
Compansacion para Trabajadores, y también puede tener derecho a ciartos beneficios médicos y
rmonstanos. Para mayor nformacion comuniguase con ta oficing local de la Divisian af lelélong
1-800-252-7031.

TEXAS WORKERS’ COMPENSATION WORK STATUS REPORT

5. Doctor's Name and Dagree {for transmission purposes only) Date Being Sent

Employes - You are required 1o repost your injury 10 your smployer within 30 days if
your employer has workers’ compensalion insurance, You have the nght 1o free
assistance from fhe Texas Department of thsurance. Division of Workers'
Compensation and may be entilled to certain medical and ingome banefits.  For
further mformabion calt your local Division feld office o 1(800)-252-7031.

PART I GENERAL INFORMATION

1. Injured Employee’s Name §. Clinic/Facility Name §. Employers Nama
2. Date of Injury 3. Social Security Nurnber {fas§ 7. Clinic/Facility/Doctor Phone & Fax 10, Employer's Fax # or Email Address (if known)
1)
KK
4. Employee's Description of injury/Accident 8. Clinic/Facility/Doctor Address (street address) 11. Insurance Carier
City State Zip 12. Carrier's Fax # or Email Address (if known}

PART Il WORK STATUS INFORMATION (FULLY COMPLETE ONE INCLUDING ESTIMATED DATES AND DESCRIPTION IN 13{c) A5 APPLICABLE)

13. The injured smployee's medical condition resulting from the workers' compensation injury:
[ (a} will altow tha employes to return to work as of (date) without restrictons.

I71 (b) will allow the employee to return to work as of (date) with the restrictions identified in PART Hil, which are expecied to last
through (date).
[] (c) has prevented and stil prevents the employee from retuming to work as of .____{date) and is expected fo continue through (date).

The following describes how this injury prevents ths employes from returning to work:

PART fl{: ACTIVITY RESTRICTIONS” (ONLY COMPLETE IF BOX 13(b) IS CHECKED)

14. POSTURE RESTRICTIONS (if any): 47. MOTION RESTRICTIONS (if any): 19. MISC, RESTRICTIONS (i any):
Max Hoursperday: 0 2 4 6 B Other MaxHoursperday: 0 24 6 8  Other [7] Max hours per day of work:
Standing ooooc Walking OoooaO | [ sivStreteh breaks of per
Sitting oo Climbing stairstacders [JLICICICT 7] Must wear splint/cast at work
Kneeting/Squatting (103100 Grasping/Squeszing [JCI1C10] ) Must use crutches at all times
Bending/Stooping [0 T Wrist flexionextension [ JICICI0 7] No driving/operating heavy equipment
pushing/Puling 330100 Reaching ooona [ Can only drive automatic transmission
- . rhead Reachi {3 No work / hours/day work:
Twisting . Overhead Reaching [JJCICIC] [lin extreme ho/cold snvironments
[TJat heights or on scaffolding
) K . [ Must keep
Other: ooooo eyboarding ooooa {(Televated [[Jciean & dry
15, RESTRICTIONS SPECIFIC TO {if applicabls). | Other: nooog [ Mo skin contact with:
{J Left Hand/Wrist [J Right Hand/Wrist 18. LIFTICARRY RESTRICTIONS {if any): ] Dressing changes necessary at work
] Left Arm {3 Right Arm [ May not fiftlcarry objects more than ______ .
T Lef L [] Right Le L] No running
efleg .g 9 ibs. for more than hours per day
[J Left FooUAnkie {7} Right Foot/Ankle O M i pert . ) 20. MEDICATION RESTRICTIONS (if any):
{1 Neck [ Back — May not perform any lifting/carrying 7] Must take prescription medication(s)
Other: Other: [ Advised to take over-the-counter meds
18. OTHER RESTRICTIONS (H any): {7 Medication may make drowsy (possible
safety/driving issues)

" Theso restricions are based on the doctor's best understanding of the amployee's essential ob functions. If a particular restriction does not apply, it should be disregarded. if modified duty that
meats thase restrictions is not available, the patient should be considered 1o be off wirk. Note - these resirictions should be foliowed outside of work as well as at work.

PART IV TREATMENT/FOLLOW-UP APPOINTMENT INFORMATION
24. Work injury Diagnosis 22, Expected Foliow-up Services Include:

information: ] Evaluation by the treating doctor on (date) at : am/pm
[ Referral to/Consult with on (date) at : am/pm
[ Physical medicine X per week for weaks starting on {date) at : am/pm
[} Special studies (list): on {date) at amipm
{"] None. This is the last scheduled visit for this problem. At this time, no further medical care is anticipated.

Date ! Time of Visit EMPLOYEE'S SIGNATURE DOCTOR'S SIGNATURE Visit Type: Role of Doctor: [ Carrier-selected RME

3 initial ] Designated doctor 0 pwe-selsctsd RME
Discharge Time {J Follow-up ST,;Z?S!’E: ‘(‘j‘;‘;’g {71 Other doctor
1 Consutting doctor

DWC FORM-73 (Rev. 10/05) Page | DIVISION OF WORKERS COMPENSATION
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DWC FORM - 73
WORK STATUS REPORT INSTRUCTIONS

PART I: GENERAL INFORMATION - Contains space to record general information about the employee and the doctor/clinic.
This section includes space to record a high-level generic description of the injury or condition (e.g. broken right arm, strained left
knee, etc) and how it occurred. Also contains space to record the name and facsimile number or email address of the insurance
carrier (carrier) and the employer, as well as the date of transmission. This space is intended to eliminate the need for a separate
facsimile cover page. Because this information is intended primarily for transmission purposes, the report may be
provided to the injured employee (employee} at the time of the examination, even if the information required in this
section is not yet available.

PART ll: WORK STATUS INFORMATION - The doctor is required to indicate the employee's current work status. There are
three choices: able to work without restrictions; able to work with restrictions; and prevented from retumning to work.

If the doctor believes that the employee can only work with restrictions or is prevented from returning to work, the doctor is
required to provide an estimated date of expiration for the restrictions. These estimates are required to enhance claims
management and to provide the employer with information that can be used to plan work coverage and plan for the employee's
return to work (whether with or without restrictions). An estimated expiration is speculative in nature. The further the date is
projected, the less accurate it may be. Estimations are not binding and may be changed as needed based upon the
condition and progress of the employee by filing a subsequent Work Status Report. Doctors need to provide reasonable
estimates based upon the nature of the employee’s injury.

In addition, a doctor who believes that an employee is prevented from returning to work is required to provide a specific
explanation of how the condition prevents the employee from returning to work. One of the goals of the Texas Workers'
Compensation Act is to ensure a speedy return to employment which is safe, meaningful, and commensurate with the abilities of
the employee. It is the responsibility of the doctor treating or examining an injured employee to identify what the
employee may be able to safely perform. It is not the doctor’s responsibility to ensure that the employer has a modified
duty position that meets those restrictions - that is the employer's responsibility if the employer chooses to try to
accommodate the restrictions.

PART lll: ACTIVITY RESTRICTIONS - If the doctor indicates that the employee is able to work with restrictions, the doctor is to
indicate those restrictions in this section. The doctor is only supposed to indicate what restrictions are in place because of
the workers’ compensation injury. Any restrictions that may have existed due to other conditions are assumed to remain and
should not be duplicated here. The doctor should go over the restrictions with the employee at the time the report is provided.

The section was designed to include check boxes for common restrictions that may apply to the employee. If a box is not
checked, it is assumed that there is no restriction on that activity. Also, if no specific body part is indicated in box #15, then it
should be understood that the restrictions are whole body restrictions.

PART IV: DIAGNOSIS/FOLLOW-UP INFORMATION - Provides general diagnosis information and provides upcoming
appointment information (if known at time of filing report) so that the carrier can better manage the claim and the employer can be
aware of time where the employee might not be available for work. In addition, providing this information may reduce calls from
carriers and employers seeking the information. However, doctors need ensure that the diagnosis information provided to
the employer is at a general level and does not violate any confidentiality laws relating to the employee’s privacy rights.

The Work Status Report is primarily designed to be filed by the treating or referral doctor. However, other doctors can and will
occasionally need to file this report. The following describes the various roles that doctors can play within the system:

Treating: Doctor chosen by and primarily responsible for employee’s | Referral: Doctor who was selecled by the treating doctor to treat one
injury-related health care. or more aspects of the employee's medical condition.

Consulting: Doctor who was selected by the treating doctor to ) . . .
provide an opinion on the employee’s medical condition. Carrier-selected RME: Doctor selected by the insurance carrier.

Designated: Doctor selected by the Division to evaluate whether the | pwC.selected RME: Doctor selected by DWC.
employee's medical condition has improved sufficiently to allow a -
return to work (only for Supplemental Income Benefits claims), Other: Doctor who fits none of the other descriptions.

Basic Instructions - Provide to injured employee at time of examination and fax or electronically transmit to: insurance carrier
and employer by the end of the second working day following the date of the examination. Report must be filed after initial visit,
when there is a change in work status or a substantial change in activity restrictions, and on the schedule requested by or through
the carrier (not to exceed one report every two weeks). Also file within 7 days of receiving functional job descriptions from the
employer or a Work Status Report from a Required Medical Examination doctor that indicates that the employee is able to return
to work with or without restrictions.

Rules 126.6, 129.5, and 130.110 lay out the complete requirements for filing this report (in addition, Rule 129.6 provides
information on how the report might be used). The complete text to these rules is available on the Division’s web site at

www tdi state tx. us. !
i‘ }
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