Work Iace This packet contains all the information you need to report an injury and file
] " a workers’ compensation claim to ensure proper treatment, payment, and a
InCIdent/lnlury safe return to work. If you have any questions, please contact the Claims
Examiner listed below.

TAKE THE In emergency situations, injured workers should immediately notify their
RIGHT STEPS supervisor and seek treatment at the nearest medical facility.

/\
Z

7
@ EMPLOYEE should immediately notify their SUPERVISOR/HR department to determine the best
\__4 , . . . . o .

course of treatment. If a workers’ compensation claim will be filed (i.e., if the injury cannot be
addressed with first aid), please follow the instructions below.

) EMPLOYEE & SUPERVISOR must complete an Employee Incident Report through our
—  website link within 24 hours. Print a copy of this packet and provide it to the injured
worker. Review and follow the instructions noted at the top of the following forms:

= |ncident Report

= Employee Acknowledgement of Workers’ Compensation Policy
= First Report of Injury

= Authorization to Release Medical Information

= Physician’s Report of Work Ability

7 N\
{@ EMPLOYEE must follow up with their supervisor/risk department regarding any restrictions and
— return to work information provided by the physician. Please be sure to take the contact card
provided for the Claims Examiner listed below to all treating facilities. This will inform the facility
that all bills and correspondence generated from the claim should be submitted to:

Hilary Schille
Sheakley

Claims Examiner

One Sheakley Way
Cincinnati, OH 45246
Call/Text: 513.618.1411
Fax: 513.672.45M

SUPERVISOR/HR department must ensure that the post-accident procedures are being followed.
Sheakley must be notified of the incident as soon as possible by completing and submitting all
necessary forms. In the event that all forms cannot be completed at once please be sure to submit
them upon completion to ACS.Claims@Sheakley.com
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Upon receipt, a Workers” Gompensation claim will be filed unless reported as incident only.

ALTERNATIVE
COMP
SOLUTIONS



EMPLOYEE: COMPLETE, SIGN, AND GIVE TO SUPERVISOR/HR DEPARTMENT: ENSURE ALL FIELDS ARE

SUPERVISOR/HR DEPARTMENT COMPLETED & SUBMIT TO ACS.CLAIMS@SHEAKLEY.COM

EMPLOYEE ACKNOWLEDGEMENT
OF WORKERS’ COMPENSATION POLICY

[, (print name), hereby acknowledge

my responsibility of the filing of a workers’ compensation claim for the incident/
injury date of

| understand that these documents require full completion and must be returned
to my supervisor or workers’ compensation administrator as instructed as soon
as possible in order for me to enter into Alternative Comp Solutions’ workers
compensation program.

| understand that | must comply with the rules and regulations set forth by the
Bureau of Workers’ Compensation and my employer.

| also understand that if | have any questions or concerns regarding my workers’
compensation claim or process, | am accountable for asking my claims examiner for
assistance.

(signature) (date)

Hilary Schille

Claims Examiner
One Sheakley Way
Cincinnati, OH 45246

Call/Text: 513.618.1411
Fax: 513.672.4511

®
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g STAFFING GROUP
WISE'\” | T 5TeE | QPWISE MEDICAL | ;:gﬁ‘:%‘;‘;“:fnem

Group

* Merging Talent with Opportunity™

Drug Screen Authorization for Urine Cups

Any employee who has a positive result for alcohol or any of the illegal substances listed, will be immediately terminated. In
addition, any employee who refuses to submit to the testing procedure will be immediately terminated.

Printed Applicant Name: Social Security #:

Circle Company Screening For: WISE LABOR SOURCE ONESOURCE RMG

Person Performing Test:

Time In: Time Out: Lot #: Expiration Date:

Reason for Testing: Pre-Employment Random Reasonable Suspicion / Cause Post Accident Other:

Read Temperature within (4) Minutes. Specimen within range: (] Yes, 90° - 100F° (] No, record specimen temperature here

Results for: 2-Panel 5-Panel 10-Panel 12-Panel K2 Strip

Cocaine (COC) Positive Negative
Marijuana (THC) Positive Negative
Amphetamine (AMP) Positive Negative
Opiate (OPI) Positive Negative
Methamphetamine (MET) Positive Negative
Benzodiazepine (BZO) Positive Negative
Phencyclidine (PCP) Positive Negative
Barbiturate (BAR) Positive Negative
Methadone (MTD) Positive Negative
Methylenedioxymethamphetamine (MDMA) Positive Negative
Methamphetamines (MAMP) Positive Negative
Tricyclic Antidepressants (TCA) Positive Negative
K2 Positive Negative

List any drugs taken in the last 30 days:

I hereby authorize and give Wise Staffing Group and entities (Wise Staffing Services, Inc., Labor Source LLC., Onesource Staffing, LLC., Resource
Management Group, LLC.) full permission to release the results of this test to the company | am screening for. Such waived and released to
claims include but not limited to, invasion of privacy, intentional infliction of mental distress, handicap discrimination, and possible clerical of
laboratory error.

Applicant Signature: Date:

Signature of Person Performing the Test: Date:

*Revised 2.24



(ﬁ,\ STAFFING GROUP
WISE\'\ | o nrnll | @wisEMEDION | P firieimen

Group

* Merging Talent with Opportunity™

Drug Screen Authorization for Oral Swabs

Any employee who has a positive result for alcohol or any of the illegal substances listed, will be immediately terminated. In
addition, any employee who refuses to submit to the testing procedure will be immediately terminated.

Printed Applicant Name: Social Security #:

Circle Company Screening For: WISE LABOR SOURCE ONESOURCE RMG

Person Performing Test:

Time In: Time Out: Lot #: Expiration Date:

Reason for Testing: Pre-Employment Random Reasonable Suspicion / Cause Post Accident Other:

Results for: 2-Panel 5-Panel 10-Panel 12-Panel K2 Strip

Cocaine (COC) Positive Negative
Marijuana (THC) Positive Negative
Amphetamine (AMP) Positive Negative
Opiate (OPI) Positive Negative
Methamphetamine (MET) Positive Negative
Oxycodone (OXY) Positive Negative
Phencyclidine (PCP) Positive Negative
Barbiturate (BAR) Positive Negative
Methadone (MTD) Positive Negative
Methylenedioxymethamphetamine (MDMA) Positive Negative
Methamphetamines (MAMP) Positive Negative
Tricyclic Antidepressants (TCA) Positive Negative
K2 Positive Negative

List any drugs taken in the last 30 days:

I hereby authorize and give Wise Staffing Group and entities (Wise Staffing Services, Inc., Labor Source LLC., Onesource Staffing, LLC., Resource
Management Group, LLC.) full permission to release the results of this test to the company | am screening for. Such waived and released to
claims include but not limited to, invasion of privacy, intentional infliction of mental distress, handicap discrimination, and possible clerical of
laboratory error.

Applicant Signature: Date:

Signature of Person Performing the Test: Date:

*Revised 3.21.23




EMPLOYEE: COMPLETE, SIGN AND GIVE TO SUPERVISOR/HR DEPARTMENT: COPY FOR EMPLOYEE TO
SUPERVISOR/HR DEPARTMENT TO COPY. TAKE A COPY OF PROVIDE TO TREATMENT FACILITY AND SUBMIT A COPY

THIS FORM TO THE TREATMENT FACILITY TO ACS.CLAIMS@SHEAKLEY.COM

1. EMPLOYEE INFORMATION

LAST NAME, FIRST NAME, MIDDLE INITIAL SOCIAL SECURITY NUMBER DATE OF BIRTH SEX (CIRCLE ONE)
M F
STREET ADDRESS CITY, STATE, ZIP JOB TITLE
EMAIL ADDRESS WORKDAYS (CIRCLE ALL THAT APPLY) REGULAR WORK HOURS
SU M TU W TH F SA

HOME PHONE ( ) - CELL PHONE ( ) -

SIGNATURE DATE

2. INCIDENT INFORMATION
DATE OF INJURY/DISEASE TIME OF INJURY DATE LAST WORKED DATE RETURNED TO WORK DATE OF DEATH IF FATAL

PART(S) OF BODY INJURED DATE OF HIRE DATE EMPLOYER NOTIFIED DATE OF FIRST TREATMENT

DESCRIPTION OF INJURY

ACCIDENT LOCATION IF DIFFERENT FROM EMPLOYER

3. TREATMENT INFORMATION
PHYSICIAN/HEALTH CARE PROVIDER NAME TELEPHONE NUMBER FAX NUMBER DRUG TEST OBTAINED

( ) - ( )
STREET ADDRESS CITY STATE ZIP CODE

4. EMPLOYER INFORMATION

EMPLOYER NAME SENT FOR DRUG/ALCOHOL SCREEN? YES NO POLICY NUMBER
IF YES: LOCATION:

MAILING ADDRESS (STREET, CITY, STATE, ZIP) TELEPHONE NUMBER

( )
SIGNATURE AND TITLE DATE

5. WITNESS INFORMATION - USE ADDITIONAL PAGES IF NEEDED
NAME STATEMENT DATE

DESCRIPTION OF INCIDENT

NAME STATEMENT DATE

DESCRIPTION OF INCIDENT

== ALTERMATIVE
coOMP
SOLUTIONS



EMPLOYEE: COMPLETE, SIGN, AND GIVE TO SUPERVISOR/HR SUPERVISOR: ENSURE ALL FIELDS ARE COMPLETED &

DEPARTMENT SUBMIT TO ACS.CLAIMS@SHEAKLEY.COM

= Bureau of Workers’ Authorization to Release
Oth Compensation Medical Information
Instructions You can obtain this form online at www.bwe.ohio.gov

= Plaase print or type.
* Listthe providers) you are authorizing to release medical records in the space indicated on this form.
* Please sign and date the form, and send it to the customer service office where your claim is located or to your self-insured employer.

C-101 - Authorzation to Release Medical Information: Injured workers should use this form to authorize the release of medical records relative
to their work-related injury(s). By signing this form, the injured worker authorizes medical providers who have rendered services relative to
the injury to release information to BWC, the Industrial Commission, the employer, the managed care organization (MCO) or qualified health
plan {OQHP} and any authorized representatives. The form is intendead to comply with the requirements of the Health Insurance Portability and
Accountability Act of 1996 (HIPAA), although BWC is exempt from HIPAA requirements.

Injured worker name {first, MLI., last) Dateo of injury Claim number
Addross City Stato Nine-digit ZIP coda
Employer namea Employar MCO or aHP

I, the above-named injured worker, understand | am allowing the Opportunities for Ohicans with Disabilities and the

providers (persons or facilities) named here |{

} that attend or examine
me to release the following medical, psychological andfor psychiatric information (excluding psychotherapy notes)
that are related causally or historically to physical or mental injuries relevant to my workers' compensation claim:

« Pathology slides and immunohistochemical staining results, if applicable:

« Hospital admission history and physical; emergency room reports; hospital discharge summaries: physician
office notes: physical therapist, occupational therapist or athletic trainer assessments and progress notes:
consultation reports; lab results; medical reports; surgical reports; diagnostic reports; procedure reports; nurs-
ing home and skilled nursing facilities documentation; home nursing progress notes; or other listed below.

| understand | am authorizing the release of this information to the following: the Ohio Bureau of Workers” Com-
pensation (BWC), the Industrial Commission of Ohio, the above-named employer, the employer's managed care
organization or gualified health plan and any authorized representatives.

| understand this information is being released to the above-referenced persons and/or entities for use in administering
my workers' compensation claim.

This authorization to release medical, psychological andfor psychiatric information shall remain in effect for as
long as my workers’ compensation claim remains open under Ohio law. | understand | have the right to revoke this
authorization at any time. However, | must submit my revocation in writing and file it with BWC or my self-insured
employer. My decision to revoke this authorization will be effective, except in the case that any provider referenced
above already has relied on my authorization and released information.

| understand the provider(s) referenced above may not make my completing and signing this authorization a condition
of my treatment.

| understand the parties | am authorizing the release of information to are exempted from the federal privacy require-
ments of the Health Insurance Portability and Accountability Act of 1998 as they administer workers’ compensation
programs. Information disclosed pursuant to this authorization may be redisclosed by them and may no longer be
protected by the federal privacy requirements. | understand such redisclosures may include but are not limited to
the following:

* A copy of the medical information the employer receives may be forwarded to BWC by the employer;

+ A copy of the medical information will be available to me or my physician of record upon request to BWC

or to the employer.

Injured worker {or guardian or personal representative) signatura Data

If signed by the injured worker's guardian or personal representative, provide a description of the guardian

or personal representative’s authority to sign on behalf of the injured worker.

BWC-1224 (Rev. April &, 2020)
C-101



EMPLOYEE: COMPLETE, SIGN, AND GIVE TO SUPERVISOR/HR SUPERVISOR: ENSURE ALL FIELDS ARE COMPLETED &

DEPARTMENT SUBMIT TO ACS.CLAIMS@SHEAKLEY.COM

Claimant’'s name: Claim number: Pending

I, the above-named injured worker, understand | am allowing the following named physicians listed below to release to
Sheakley, medical, psychological and/or psychiatric information (excluding psychotherapy notes) that are related causally
or historically to physical or mental injuries relevant to my workers compensation claim dating back ten years prior to the
injury. | understand | am authorizing the release of this information to the following to be used in the administering of my
workers comp claim: Ohio BWC, the Industrial Commission of Ohio, the employer on the claim, the employers MCO or
qualified health plan and authorized representatives. Also, by signing the medical release | authorize the representative the
right to medical from the providers listed as well as access to any additional claims in the Ohio Bureau of Workers
compensation system:

Injured Workers Signature: Date:

Have you had treatment for an injury or chronic condition(s) for this body part(s) prior to this injury?
YES NO

If you answered yes, please complete the rest of this form with the names of the providers with whom you treated.

Physician Name

Street Address

City: State Zip Code

Phone #:

Physician Name

Street Address

City: State Zip Code

Phone #:

Physician Name

Street Address

City: State Zip Code

Phone #:

Physician Name

Street Address

City: State Zip Code

Phone #:

ALTERNATIVE
compP
SOLUTIORS



PHYSICIAN, PLEASE READ

MODIFIED DUTY
RETURN TO WORK PROGRAM

The health and well-being of every employee is extremely important to us. Our ultimate
goal is to return our injured employees to their original jobs. If an injured employee is
unable to perform all of the primary functions of the original job, we will make every
effort to provide a transitional work assignment that will meet the injured workers’
capabilities. This could result in the employee being placed in a modified duty, offsite
position. This service allows us to consider the ability to accommodate any possible

restrictions the injured employee may have.

If you have any questions about restrictions and available light duty work, please contact:

Hilary Schille

Claims Examiner

One Sheakley Way

Cincinnati, OH 45246

Call/Text: 513.618.1411

Fax: 513.672.4511

Email: ACS.Claims@Sheakley.com

=
ALTERNATIVE
COMP

- SOLUTIONS



ALTERNATIVE
COMP
SOLUTIONS

Workers' Compensation
PriorityRx Prescription Payment Authorization Form
*Please keep this Authorization Form on file with script for auditing purposes. *

Pharmacist:
This is a temporary workers' comp Rx payment authorization form.
Pl N he M. h Medical Help Desk 44-DME-AND-RXx

(844-363-2637) prior to submitting prescription(s). If you have any questions or

experience any issues, please contact M. Joseph Medical Help Desk at 844-DME- AND-Rx
(844-363-2637).

Processing information
Processor: EHO (Employer Health Options)
Bin #'s: 004527 (most pharmacies use this number)
Envoy/WebMD = 003241
CVS Condor Code = 15721
Eckerd’s/Rite Aid Condor Code = 2185
(These specific pharmacy chains require special numbers to transmit prescriptions. All
major chains and most independent pharmacies accept this plan.)

Version: D.O

Patient Information

Last Neme:

First Neme: __

Group#: 81203 Sex: Male[ ] Female[ ]
o#/Sss#:

bpoB:___ /___/____ __ __

Prior Authorization #: (retain this # for future use)

Prior authorization # = DOl in YYMMDD format (Example: July 20, 2014 would be 140720)

Date Sent:

Disclaimer: The information contained in this message may be privileged and confidential and protected
from disclosure. If the reader of this message is not the intended recipient or an employee or agent
responsible for delivering this message to the intended recipient, you are hereby notified that any
dissemination, distribution or copying of this communication is strictly prohibited. If you have received this
communication in error, please notify us immediately by replying to the message and deleting it from your
computer. Thank you.



EMPLOYEE: COMPLETE, SIGN AND GIVE TO SUPERVISOR/HR DEPARTMENT: COPY FOR EMPLOYEE TO
SUPERVISOR/HR DEPARTMENT TO COPY. TAKE A COPY OF PROVIDE TO TREATMENT FACILITY AND SUBMIT A COPY

THIS FORM TO THE TREATMENT FACILITY TO ACS.CLAIMS@SHEAKLEY.COM

W'-l Bureau of Workers’ First Report of Injury,
wlip Compensation Occupational Disease, or Death (FROI)

Submit the form to BWC in one of the following ways. Online: bwe.ohio.gov, Fax: 1-866-336-8352, Mail: BWC Mail Processing Cenfer, Attm: Claims, 30 W. Spring 54 Columbws, OH 43215
Mots: If you work for a self-nsuring employer, sulbmit this form fo your employer's workers' comp manager.
Injured worker information

First name, midd e iniial, last name Dadte of muryidisease Social Security numer Dale of birth

Maiing address; add apartment number or PL0. Bow, if applicabie City Siate ZIP code
Sex O Mate O Email address Home phane numiber Cell phone numiber
Employer name Employer address City Stae ZIP code
Was the injured worker hired frough a temp agency? O ves O Mo Mark he days of the weell you usualy work Fegular work hours (indude am. p.m)
K yes, name of lemp agency [ 5un O3 sion [0 Tues O wed O Thues O3 Fri [ Sat From To

Date hired |m1ﬂe State where hired |5uema|:enisaﬂ lwagmm;swm.r [mmwmmnmmmumbmu

Werk numiber for cal-offs (Number injured worker calls tn reach supenvisar) Partfs) of body afected [For example; Lest kmee, night index finger)

Accident descripiion (Descrbe the sequence of ewends thal direclly caused the injury or deafh.} Wil the incident cause ihe injured
wiorioer to miss & or more days
from work? O ves O No

Injared worker siart ime | Time of inury Diate emgioyer notiied \ias any part of 2 workday missed due to Date kst worked If e injured worker Ras relurned bo wark, provite e

Oam O pm Oam Opm the injury? O3 wes I Mo dake.
Was the place of the accident or exposure on employers premises? [ Yes [ Mo ¥ no, give accident location, street address, city, state, and Z1P oode. Wias inured worker hospilslized ovemight?
O ves O Mo
Inial treatment date Healh-care officeFacility name | Treating physician'Prowider name Telephans numiber Fax numiser
Health-care ofice/Faciity sireet address City Saie ZIP code

If the injury resulied in death, answar the following.
Date of daath Decedent's marnital statws [ Single T Maried [ Diversed [ Separated O o 'S numiser of dependents

To be completed by the injured worker
By signing this farm, &
=  Elact to only recaive compenaation, bensfits, or bokh provided for in thés claim umder Ohio™s workers' compensation Laws.
=  Undersiamd, waive, and releass my right to receive compenaation and bensfits umder the workers' compensation laws of another aiate for fhe injury, cccupational diseass, or death resalting from
an injury or accupational dissass for which | am filing this claim
= Confirm | have not recsived compensaaBon and bensfits undsr the warkers' compansation tzws of another ataie for this cizim, and | will nofify BWC immediabety upoen receiving any compensation
or benefiia from any soarce for thia claim.
= Wil not fils and have not filed a claim in another state for the injury. cccupational disease, or death reaulting from am injury or occupational disease for which | am filing thés claim.
Furihermore, | underaiand that:
= Lpon reguest, my treating providers may submit to BAWS, my employer, my employer's managed care anganization of qualded healh plan, or their auhorized representatives medical, psychoiogical, psychiatnic,
arwvocalional documentation relating causally or historically %o physical or mental injures refevant 1o this claim and necessary for me bo obrtain medical senices, benefits, or compansation.
= Proper admristration of this caim may require BWC o review and share wilh the empioyers of recornd, their authanzed representadives, of my awthoanized representaidve any information or recond maintained in
this claim, orin my previous of future clams.
= Information or records maintained in my previous or fulune daims may affect decisions maide in his ciaim.
= Any person who obtains compensaton or benefis from BWC or selfinsuring employers by ingly misrep W of concealing facls, making false statements, or acceping compensation or benefits 0
which he or she is not entitied, i subject 1o felony criminal prosecution for frawd [Ohin Revised Code 2913.48).
| certify Tat | have read, understand, and agree 1o the above siatements and the information cont@ined on this form is tnee and acourate 1o the best of my mowledge.
Injured waorker signature Date

To be completed by the treating provider

Diagnasis[es)-nanative desoription incuding as appropriate, the location and body part, and ICD codefs). importani: [§ there is an injury, it the condition or disease, nol the symptomes or exposure. For example, “spramn
rightt kmes” ot “pain right knes”, “toxic efect of ammonia® not Ssxpasure bo ammonia®, “conbusion to the head® not sheadache”.

Initial ireatment date Are the medical congitions you have isied above causally related to the reported wornc-related accident or occupational disease? [ ves [ Mo
A you the physician of record? O Yes O Mo
Treating physician'Prowider's name (Print) Treating physicianiProvider's signatre EWC provider numbsar Date

To ke completed by the employer

Empioyer name Alternative Comp Solutions Empioyer county Piane: number Fax numser Email address

Empioyer policy MEET 80033740 l i Injred warker is [Check box, ¥ appicable.) [ Ownen'Scle peopriesor C1 Partner (0 indiidual incorporated as a corporation

For il employers: [ Ceriication — | cenify the facis in this application are comect and vail O mejedion — | reject the walidity of this Caim for the reasan(s) ised below.
For saif-insuring employers only: [ Medical only [ Lost time
Clariication — | clarify ang allow the claim for the condition]s) beiow.

Empioyer signature and fide Date

To be completed by the submitter if the form is completed by someone other than the injured worker, treating physician, or employer
Signabure of person completing this fam Date

BWC-1101 (Rev. Sept. 21, 2023)
FROI



EMPLOYEE: GIVE TO PHYSICIAN TO COMPLETE AND RETURN SUPERVISOR/HR DEPARTMENT: UPON RECEIPT SUBMIT TO

TO SUPERVISOR/HR DEPARTMENT ACS.CLAIMS@SHEAKLEY.COM
cé“"ﬂ Bureau of Workers’ Physician’s Report of Work Ability
}5.[0’ - Compensation (MEDCO-14)
Instructions

s Use this form to provide detailed information about the injured worker's ability to work. Add comments to Section 4 or attach
additional information as necessary. BWC uses the information to support a request for temporary total compensation.

+ The treating physician must submit this form each time they see the injured worker unless they:

o Have been awarded permanent and total disability.

o Have returmed to work without restrictions within seven days of the injury.

o Are being treated after the treating physician has released them to their former position of employment {i.e., full duty
job) held on the date of injury without restrictions.

+ While you may use an equivalent physician-generated document (e g., office notes, treatment plan) to the MEDCO-14, it
must contain, at a minimum, the required data elements. If you've previously submitted equivalent data, indicate the date
of the report on the form (e.g., 5/15/2021, office note).

Note: Physician assistants and nurse practitioners may complete this form; however, they may only certify temporary disability
for the first six weeks after the date of injury. Subsequent pernods of temporary disability require a co-signature by the treating
physician.

+ Fax form to the managed care organization if the employer is state-fund or to the employer if self-insured.

+ Important: Failure to provide complete information may delay compensation payments to the injured worker.

Injured worker name Claim number Date of injury

Date of last appointment/examination Date of this appointment/examination Date of next appointment/examination

Submission type (Select one of the options below.)

O Initial MEDCO-14. Proceed to Section 2.

1 | O Subsequent MEDCO-14, no changes Proceed to Section 6.

O Subsequent MEDCO-14, with changes. Check the appropriate box “Reporting changes from the last evaluation” or
“No changes” in each section.

Job description and work status O Reporting changes from last evaluation CJ No changes

» Have you reviewed the injured worker's job description? [ Yes O No

o If yes, who provided the job description O Injured worker O Employer OO MCO/BWC
« Does the injured worker have any physical or health restrictions related to the allowed conditions in the claim on the
date of this exam? [ Yes OO No
o If yes, are the restrictions: [ Permanent? [ Temporary?
o If no, check the box to indicate the injured worker is released to retum fo full duty as of the date of this exam. [J
Proceed to Section 6.
« If there are restrictions, can the injured worker return to their full duty job held on the date of injury as of the date of this
exam? O Yes ONo
o If yes, Proceed to Section 6.
o If no, provide date resfrictions began / f____ and estimated full duty retum-to-work date ] A

Proceed to Section 3.
Disability information O Reporting changes from last evaluation CI No changes
Complete the chart below for all work-related allowed conditions being treated.
Narrative description of the work- SitefLocation if ICD code | Is the condition preventing full duty release to
related allowed condition applicable the job injured worker held on the date of injury?
O Yes O No
O Yes O No
3 O Yes O No
O Yes O Mo
O Yes O No
J:ustn ;&Lﬁ?r conditions that impact treatment of the conditions listed above (e.g., co-morbidities or not yet allowed

BWC-3914 (Rev. Sept 18, 20Z3)
MEDCO-14

Physician’s Report of Work Ability
Page 1 of 2



EMPLOYEE: GIVE TO PHYSICIAN TO COMPLETE SUPERVISOR/HR DEPARTMENT: UPON RECEIPT SUBMIT TO

AND RETURN TO SUPERVISOR/HR DEPARTMENT ACS.CLAIMS@SHEAKLEY.COM
tB' ml Bureau of Workers’ Physician’s Report of Work Ability
2~ Compensation (MEDCO-14)
Instructions

s UIse this form to provide detailed information about the injured worker's ability to work. Add comments to Section 4 or attach
additional informafion as necessary. BWC uses the information to support a request for temporary total compensation.
+ The treating physician must submit this form each time they see the injured worker unless they:
o Have been awarded permanent and total disability.
o Have returned to work without restrictions within seven days of the injury.
o Are being treated after the freating physician has released them to their former position of employment (i.e_, full duty
job) held on the date of injury without restrictions.
= While you may use an equivalent physician-generated document (e.g., office notes, treatment plan) to the MEDCO-14, it
must contain, at a minimum, the required data elements. If you've previously submitted equivalent data, indicate the date
of the report on the form (e.g., 5/15/2021, office note).
Note: Physician assistants and nurse practiioners may complete this form; however, they may only certify temporary disability
for the first six weeks after the date of injury. Subsequent periods of temporary disability require a co-signature by the treating
physician.
s Fax form to the managed care organization if the employer is state-fund or to the employer if self-insured.
s Important: Failure to provide complete information may delay compensation payments to the injured worker.

Injured worker name Claim number Date of injury

Date of last appointment/examination Date of this appointment/examination Date of next appointment/examination

Submission type (Select one of the options below.)

O Initial MEDCO-14. Proceed to Section 2.

1 | O Subsequent MEDCO-14, no changes Proceed to Section 6.

O Subsequent MEDCO-14, with changes. Check the appropriate box "Reporting changes from the last evaluation” or
“Mo changes” in each section.

Job description and work status O Reporting changes from last evaluation CJ No changes

» Have you reviewed the injured worker's job descrption? [ Yes O No

o If yes, who provided the job description O Injured worker O Employer OO MCO/BWC
+ Does the injured worker have any physical or health restrictions related to the allowed conditions in the claim on the
date of this exam? [ Yes O No
o If yes, are the restrictions: [0 Permanent? O Temporary?
o If no, check the box to indicate the injured worker is released to retumn to full duty as of the date of this exam. O
Proceed to Section 6.
s [f there are restrictions, can the injured worker return to their full duty job held on the date of injury as of the date of this
exam? [Yes ONo
o If yes, Proceed to Section 6.
o If mo, provide date resfrictions began / /_____and estimated full duty retumn-to-work date / "

Proceed to Section 3.
Disability information O Reporting changes from last evaluation O No changes
Complete the chart below for all work-related allowed conditions being treated.
Marrative description of the work- Site/Location if ICD code | Is the condition preventing full duty release to
related allowed condition applicable the job injured worker held on the date of injury?
O Yes OO No
O Yes O No
3 O Yes O No
O Yes OO No
O Yes O No
I{:Josrt :E:L]ﬂ:;?r conditions that impact treatment of the conditions listed above (e_g., co-morbidities or not yet allowed

BWC-3014 (Rev. Sept 18, 2023)
MEDCO-14

Physician’s Report of Work Ability
Page 2 of 2



