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	Superintendent’s
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School Year 2011-2012
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DATE:

September 1, 2011


WORKERS’ COMPENSATION PROCEDURES

OBJECTIVE

The Boston Public Schools Workers’ Compensation Service is located within Boston City Hall, 6th Floor, Room 613. Workers’ Compensation Service administers benefits for Boston Public Schools employees. The Workers’ Compensation Service strives to ensure effective and efficient delivery of benefits.

ADMINISTERING WORKERS’ COMPENSATION BENEFITS

In order for the City of Boston Workers’ Compensation Service to provide adequate service, it is imperative that all work-related injuries be reported as soon as possible, preferably the same day the injury occurred or within twenty-four hours of the occurrence or the day the “School Administrative Staff” becomes aware of the injury.

Prompt notification of an employee’s injury will enable Workers’ Compensation Service to investigate the case thoroughly and expedite benefits to the employee. A decision on a case must be made within 14 days from Workers’ Compensation Service receiving notice of an injury.  Therefore, in order for the Workers’ Compensation Service to provide benefits, your cooperation in obtaining medical documentation is critical.  If a case is reported late, the employee’s receipt of benefits may be delayed.

Immediate reporting of injuries will also prevent the Boston Public Schools from being assessed penalties set forth by the Department of Industrial Accidents. “The Employer files the first Report of Injury within 7 days (not including Sundays and Legal Holidays) of receipt of notice of any injury alleged to have arisen out of the course of employment which incapacitates an employee from earning full wages for a period of 5 or more calendar days” and shall be punished by a fine of $100.00 for each such violation. Each failure to pay a fine within 30 days of receipt of bill from the Department of Industrial Accidents shall be considered a separate violation.

STEPS TO TAKE IF YOU HAVE BEEN INJURED IN THE COURSE OF YOUR EMPLOYMENT

If emergency services (i.e. life threatening, bleeding, head injuries, severe fractures, etc.) are necessary: 
1. Seek out emergency care (via ambulance if necessary) at the closest emergency care facility to where you were injured (only an emergency as indicated above).
2. Ensure that someone completes an accident report on your behalf, or contacts the Workers’ Compensation Department within 24 hours of the accident.  The City’s accident report form must be used.  Reports can be sent via fax (617-635-3119), mail or hand delivery.  (Please see attached for accident report).  If information requested is unknown, leave the line blank.  This should not prevent an accident report from being forwarded immediately.

3. After emergency care, your first scheduled appointment must be with one of the City’s preferred provider medical vendors.  (Please see below.). Failure to do so may result in the employee being charged for service not compliant with Preferred Provider Arrangement.   Medical Documentation must be sent to Workers’ Compensation Services (Room 613).  

4. A supervisor’s signature is requested solely for the purpose of notification that an injury occurred.  A supervisor’s signature does not indicate that the supervisor agrees/disagrees with the report, nor does it indicate the supervisor witnessed the accident.

5. Reasonable and necessary medical expenses for accepted work related injuries will be covered by Worker’s Compensation Service, regardless of whether time has been lost due to the injury.  However, salary replacement benefits for accepted work related injuries are given only if the employee lost 5 days or more.  Substantial medical documentation is required for employees who have lost 5 days or more.

6. Representatives from the Workers’ Compensation Service will be contacting you to follow-up on your injury, explain benefits, and insure that you are receiving appropriate medical treatment.  If you have not heard from a representative from the Workers’ Compensation Office call 617-635-3193, to speak with a Case Manager.  It may be that your accident report was not received.

NOT AN EMERGENCY

If it is not an emergency, your first scheduled appointment must be with one of the City’s preferred provider medical vendors (Please see below). Failure to do so may result in the employee being charged for the service.  Medical documentation must be sent to Workers’ Compensation Services (Room 613).

EMPLOYEE RETURNING TO WORK

An employee who has been out of work due to a work related injury and has been receiving Workers” Compensation benefits and is ready to return to work, must have medical clearance from his/her doctor releasing the individual.  The employee will then be released to return to work from Workers’ Compensation Service to the individual’s department.

If you have not been notified if you are to receive Workers’ Compensation Benefits, you should notify the Workers’ Compensation Office when you have returned to the job.  This will expedite the decision regarding your benefits.

Transitional modified work will be offered by the Boston Public Schools to employees who have been injured of the job and are capable of returning to work on a modified basis. You will be notified by your Case Manager should you be eligible for modified work.

The goals of the Workers’ Compensation office are to insure that eligible injured employees receive quality and timely medical services, receive timely benefits and return to the job as quickly as possible.  Your Case Manager will remain in constant contact with you, and you will be required to maintain contact and provide the necessary medical information to your Case Manager so that these goals can be achieved.

All accident reports regarding an employee’s injury should be forwarded to:  Workers’ Compensation Services, Boston City Hall, Room 613, Boston, MA  02201

Any additional information or questions can be forwarded to the employee’s Case Manager.  Case Managers are assigned based on the employee’s last name.

The following is a list of the City of Boston’s preferred providers with their address and telephone numbers.  

LIST OF PREFERRED PROVIDER ARRANGEMENT

ADDRESS AND TELEPHONE NUMBERS

New England Baptist Hospital

Care Group Occupational Health Network

125 Parker Hill Avenue

Boston, MA  02120

Phone: (617) 754-5620

Healthsouth

Braintree Rehabilitation Network

250 Pond Street

Braintree, MA  02185

Phone: (781) 356-0520

(several locations)

Boston Medical Center

Occupational Health

 850 Harrison Avenue Yawkey Ambulatory Care Center 1st floorBoston, MA  02118

Phone: (617) 638-8400

Good Samaritan Occupational Health Services

Merchants Building

75 Stockwell Drive

Avon, MA  02322

Phone: (508) 427-3900

(Caritas Carney Hospital Emergency Department)

For more information about this circular, contact:

	Department:
	Workers’ Compensation Service 

	Mailing Address:
	Boston City Hall, Room 613, Boston, MA  02201

	Phone:
	617-635-3193

	Fax:
	617-635-3119

	E-mail:
	WorkersComp@cityofboston.gov 


Carol R. Johnson, Superintendent
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This form MUST BE COMPLETED IN FULL and forwarded to Workers’ Compensation Services, Boston City Hall, Room 613, Boston, MA  02201 WITHIN 48 HOURS OF THE TIME OF INJURY OR ACCIDENT.  PART I (Sections A to G) to be completed by the employee.  PART II (Sections H and I) to be completed by the supervisor.  If you have any questions about the completion of this report or workers’ compensation matters, call 617-635-3193.  PLEASE TYPE OR PRINT.

PART I

SECTION A - EMPLOYEE INFORMATION

	Last Name:


	First Name:
	Middle Initial(s):

	Home Address:

Street:                                                                          City:                                                   State:                        Zip Code:

	Home Telephone:


	Sex:                        Martial Status:

 FORMCHECKBOX 
 Male  FORMCHECKBOX 
Female  FORMCHECKBOX 
 Married  FORMCHECKBOX 
  Single
	Social Security Number:

	Date of Birth:

(MM)                (DD)               (YY)
	Date of Hire:

(MM)                (DD)               (YY)
	Hourly Wage:

$

	No. of Hours Worked Per Day:
	No. o Days Worked Per Week/Shift:


	Regular working Days:

 FORMCHECKBOX 
 Sun  FORMCHECKBOX 
 Mon  FORMCHECKBOX 
 Tuu  FORMCHECKBOX 
 Wed  FORMCHECKBOX 
Thu  FORMCHECKBOX 
Fri  FORMCHECKBOX 
 Sat
	Average Annual (52 Week) Wage:

$                            FORMCHECKBOX 
 Actual  FORMCHECKBOX 
 Estimated

	Regular Occupation:


	Occupation at time of accident::
	Was employee performing regular occupation when accident occurred?

                                   FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Union/Bargaining Unit:


	No of Dependents:
	Has this employee ever claimed Worker’s Compensation before:

                                   FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	If yes, Date Workers’ Compensation last claimed:

(MM)                (DD)               (YY)


SECTION B - DEPARTMENT INFORMATION

	Department/School/Budget Program Name:



	Department Address:

Street:                                                                          City:                                                   State:                        Zip Code:

	Telephone:
	Fax:




SECTION C - INJURY/ACCIDENT INFORMATION

	Date of Injury/Illness/Accident:

(MM)                (DD)               (YY)
	Time of Injury/Illness/Accident:

                                     FORMCHECKBOX 
 a.m.      FORMCHECKBOX 
 p.m.
	Date Injury/Illness/Accident Report:

(MM)                (DD)               (YY)

	Name of person that the injury was reported to:


	Position:
	Telephone No:
	Was more than 4 hours of work lost on the date of injury?

                                   FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	will time be lost beyond the date of injury?

                                   FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	If accident resulted in death, Date of Death:

(MM)                (DD)               (YY)
	First Lost Work Day:

(MM)                (DD)               (YY)

	Regular Start Time:

                 FORMCHECKBOX 
 a.m.

                 FORMCHECKBOX 
 p.m.
	Regular End Time:

                 FORMCHECKBOX 
 a.m.

                 FORMCHECKBOX 
 p.m.
	Did accident occur on City premises?

       FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	If NO, provide address:

	Name of Witness:


	Address:
	Telephone No:


SECTION D - TREATMENT, REHABILITATION & RETURN TO WORK INFORMATION

	Was the injured worker transported for treatment?

                                     FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	If YES, form of transportation:

 FORMCHECKBOX 
 Ambulance  FORMCHECKBOX 
 Drove Self  FORMCHECKBOX 
 Supervisor  FORMCHECKBOX 
 Other
	Was any treatment given at the accident site?

                                     FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Name of treating Physician:


	Address of treating Physician:
	Date of treatment:

(MM)                (DD)               (YY)

	Name of treating Hospital:
	Address of treating Hospital:


	Date of treatment:

(MM)                (DD)               (YY)

	Date of Return to Work (if applicable):

(MM)                (DD)               (YY)
	Did employee return to regular occupation?

                                     FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	If NO, occupation that employee is performing:
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SECTION E - NATURE OF INJURY OR ILLNESS

	Nature of Injury or Illness To Body Parts (Burn, Fracture, Cut, Arm, Leg, Back, right or left, etc.):



	Source of Injury or Illness (e.g. machine, etc.):




SECTION F - THE ACCIDENT

	Describe the circumstances leading up to and including the accident:



	What do you think was the source of this accident (e.g. faulty equipment, etc.)?




SECTION G - EMPLOYEE’S VERIFICATION OF REPORT AND CONSENT FOR RELEASE OF MEDICAL INFORMATION

	I hereby verify that all of the information contained in this report of occupational injury or accident is accurate to the best of my recollection of the circumstances leading up to and including the Incident which caused the Injury.  I also acknowledge and provide my consent to the City of Boston, Workers’ Compensation Services and/or their agent to obtain medical records and reports relating to this injury.

	Employee’s Name (PRINT):


	Occupation:

	Employee’s Signature:


	Date Report Completed:

(MM)                                   (DD)                             (YY)


PART II

SECTION H - CORRECTIVE ACTION

	Has there been a follow-up Investigation conducted into this report of accident?             FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO

If NO, why not?

If YES, what correction action has been taken to prevent a similar accident from happening (e.g. equipment repaired, etc.)?



	Did you have any additional recommendations for preventing injuries of this type?




SECTION I - SUPERVISOR’S VERIFICATION OF REPORT AND INVESTIGATION

	Supervisor’s Name (PRINT):


	Title:

	Supervisor’s Signature:


	Date Report Completed:

(MM)                                   (DD)                             (YY)


WORKER’S COMPENSATION OFFICE USE ONLY

	Date Received in WC Office:

(MM)                                   (DD)                             (YY)
	Case Manager:

	File No:


	Claim Status:


Form WCS-007 (Worker’s Compensation - Boston ) 96-07

