Workers’ Compensation Claim Form (DWC 1) & Notice of Potential Eligibility
Formulario de Reclamo de Compensacion de Trabajadores (DWC 1) y Notificacion de Posible Elegibilidad

If you are injured or become ill, either physically or mentally, because of
your job, including injuries resulting from a workplace crime, you may be
entitled to workers’ compensation benefits. Attached is the form for filing
a workers’ compensation claim with your employer. You should read all
of the information below. Keep this sheet and all other papers for your
records. You may be eligible for some or all of the benefits listed
depending on the nature of your claim. If required you will be notified by
the claims administrator, who is responsible for handling your claim,
about your eligibility for benetits.

To file a claim, complete the “Employee” section of the form, keep one
copy and give the rest to your employer. Your employer will then
complete the “Employer” section, give you a dated copy, keep one copy
and send one to the claims administrator. Benefits can’t start until the
claims administrator knows of the injury, so complete the form as soon as
possible.

Medical Care: Your claims administrator will pay all reasonable and
necessary medical care for your work injury or illness. Medical benefits
may include treatment by a doctor, hospital services, physical therapy, lab
tests, x-rays, and medicines. Your claims administrator will pay the costs
directly so you should never see a bill. There is a limit on some medical
services.

The Primary Treating Physician (PTF) is the doctor with the overall

responsibility for treatment of your injury or illness. Generally your
employer selects the PTP you will see for the first 30 days, however, in
specified conditions, you may be treated by your predesignated doctor or
medical group. If a doctor says you still need treatment after 30 days, you
may be able to switch to the doctor of your choice. Different rules apply if
your employer is using a Health Care Organization (HCO) or a Medical
Provider Network (MPN). A MPN is a selected network of health care
providers to provide treatment to workers injured on the job. You should
receive information from your employer if you are covered by an HCO or
a MPN. Contact your employer for more information. If your employer
has not put up a poster describing your rights to workers’ compensation,
you may choose your own doctor immediately.

Within one working day after you file a claim form, your employer shall
authorize the provision of all treatment, consistent with the applicable
treating guidelines, for the alleged injury and shall continue to be liable
for up to $10,000 in treatment until the claim is accepted or rejected.

Disclosure of Medical Records: After you make a claim for workers'
compensation benefits, your medical records will not have the same level
of privacy that you usually expect. If you don’t agree to voluntarily
release medical records, a workers’ compensation judge may decide what
records will be released. If you request privacy, the judge may "seal"
(keep private) certain medical records.

Payment for Temporary Disability (Lost Wages): If you can't work
while you are recovering from a job injury or illness, for most injuries you
will receive temporary disability payments for a limited period of time.
These payments may change or stop when your doctor says you are able
to return to work. These benefits are tax-free. Temporary disability
payments are two-thirds of your average weekly pay, within minimums
and maximums set by state law. Payments are not made for the first three
days you are off the job unless you are hospitalized overnight or cannot
work for more than 14 days.

Return to Work: To help you to return to work as soon as possible, you
should actively communicate with your treating doctor, claims
administrator, and employer about the kinds of work you can do while
recovering. They may coordinate efforts to return you to modified duty or
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Si Ud. se lesiona o se enferma, ya sea fisicamente o mentalmente, debido a
su trabajo, incluyendo lesiones que resulten de un crimen en el lugar de
trabajo, es posible que Ud. tenga derecho a beneficios de compensacién de
trabajadores.  Se adjunta el formulario para presentar un reclamo de
compensacion de trabajadores con su empleador. Ud. debe leer toda la
informacién a continuacién. Guarde esta hoja y todos los demds
documentos para sus archivos. Es posible que usted retina los requisitos
para todos los beneficios; o parte de éstos, que se enumeran, dependiendo
de la indole de su reclamo. Si se requiere, el administrador de reclamos,
quien es responsable por el manejo de su reclamo, le notificara sobre su
elegibilidad para beneficios.

Para presentar un reclamo, llene la seccién del formulario designada para
el “Empleado,” guarde una copia, y déle el resto a su empleador.
Entonces, su empleador completard la seccién designada para el
“Empleador,” le dara a Ud. una copia fechada, guardard una copia, y
enviard una al administrador de reclamos. Los beneficios no pueden
comenzar hasta, que el administrador de reclamos se entere de la lesion, asi
que complete el formulario lo antes posible.

Atencién Médica: Su administrador de reclamos pagara toda la atencién
médica razonable y necesaria, para su lesién o enfermedad relacionada con
el trabajo. Es posible que los beneficios médicos incluyan el tratamiento
por parte de un médico, los servicios de hospital, la terapia fisica, los
andlisis de laboratorio y las medicinas. Su administrador de reclamos
pagara directamente los costos, de manera que usted nunca verd un cobro.
Hay un limite para ciertos servicios médicos.

E| Médico Primario que le Atiende-Primary Treating Physician PTP es
el médico con la responsabilidad total para tartar su lesién o enfermedad.
Generalmente, su empleador selecciona al PTP que Ud. verd durante los
primeros 30 dias. Sin embargo, en condiciones especificas, es posible que
usted pueda ser tratado por su médico o grupo médico previamente
designado. Si el doctor dice que usted aiin necesita tratamiento después de
30 dias, es posible que Ud. pueda cambiar al médico de su preferencia.
Hay reglas differentes que se aplican cuando su empleador usa una
Organizacién de Cuidado Médico (HCO) o una Red de Proveedores
Médicos (MPN). Una MPN es una red de proveedores de asistencia médica
seleccionados para dar tratamiento a los trabajadores lesionados en el
trabajo. Usted debe recibir informacién de su empleador si su tratamiento
es cubierto por una HCO o una MPN.  Hable con su empleador para mas
informacion. Si su empleador no ha colocado un cartel describiendo sus
derechos para la compensacion de trabajadores, Ud. puede seleccionar a su
propio médico inmediatamente.

Dentro de un dia después de que Ud. Presente un formulario de reclamo, su
empleador autorizard todo tratamiento médico de acuerdo con las pautas de
tratamiento aplicables a la presunta lesion y serd responsable por $10,000
en tratamiento hasta que el reclamo sea aceptado o rechazado.

Divulgacién de Expedientes Médicos: Después de que Ud. presente un

reclamo para beneficios de compensacion de trabajadores, sus expedientes
médicos no tendrédn el mismo nivel de privacidad que usted normalmente
espera.  Si Ud. no estd de acuerdo en divulgar voluntariamente los
expedientes médicos, un juez de compensacién de trabajadores
posiblemente decida qué expedientes se revelaran. Si Ud. solicita
privacidad, es posible que el juez “selle” (mantenga privados) ciertos
expedientes médicos.

Pago por Incapacidad Temporai (Sueldos Perdidos): Si Ud. no puede
trabajar, mientras se estd recuperando de una lesién o enfermedad
relacionada con el trabajo, Ud. recibird pagos por incapacidad temporal
para la mayoria de las lesions por un period limitado. Es posible que estos
pagos cambien o paren, cuando su médico diga que Ud. estd en
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other work that is medically appropriate. This modified or other duty inay
be temporary or may be extended depending on the nature of your injury
or illness.

Payment_for Permanent Disability: If a doctor says your injury or
illness results in a permanent disability, you may receive additional
payments. The amount will depend on the type of injury, your age.
occupation, and date of injury.

Supplemental Job Displacement Benefit (SIDB): If you were injured
after 1/1/04 and you have a permanent disability that prevents you from
returning to work within 60 days after your temporary disability ends, and
your employer does not offer modified or alternative work, you may
qualify for a nontransferable voucher payable to a school for retraining
and/or skill enhancement. If you qualify, the claims administrator will
pay the costs up to the maximum set by state law based on your
percentage of permanent disability.

Death Benefits: If the injury or illness causes death, payments may be
macle to relatives or houseliold members who were financially dependent
on the deceased worker.

It is illegal for vour employer to punish or fire you for having a job
injury or illness, for filing a claim, or testifving in another person's
workers' compensation case (Labor Code 132a). If proven, you may
receive lost wages, job reinstatement. increased benefits, and costs and
expenses up to limits set by the state.

You have the right to disagree with decisions affecting your claim. If you
have a disagreement, contact your claims administrator first to see if you
can resolve it. If you are not receiving benefits, you may be able to get
State Disability Insurance (SDI) benefits. Call State Employment
Development Department at (800) 480-3287.

You can obtain free information from an information and assistance
officer of the State Division of Workers' Compensation (DWC), or you
can hear recorded information and a list of local offices by calling (800)
736-7401. You may also go to the DWC website at www.dwc.ca.gov.

You can consult with an atterney. Most attorneys offer one free
consultation. If you decide to hire an attorney, his or her fee will be taken
out of some of your benefits. For names of workers' compensation
attorneys, call the State Bar of California at (415) 538-2120 or go to their
web site at www.californiaspecialist.org.
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condiciones de regresar a trabajar.  Estos beneficios son libres de
impuestos. Los pagos por incapacidad temporal son dos tercios de su pago
semanal promedio, con cantidades minimas y maximas establecidas por las
leyes estatales. Los pagos no se hacen durante los primeros tres dias en
que Ud. no trabaje, a menos que Ud. sea hospitalizado una noche o no
pueda trabajar durante mdas de 14 dias.

Regreso al Trabajo: Para ayudarle a regresar a trabajar lo antes posible,
Ud. debe comunicarse de manera activa con el médico que le atienda, ¢l
administrador de reclamos y el empleador, con respecto a las clases de
trabajo que Ud. puede hacer mientras se recupera. Es posible que ellos
coordinen esfuerzos para regresarle a un trabajo modificado, o a otro
trabajo, que sea apropiado desde el punto de vista médico. Este trabajo
modificado u otro trabajo podria ser temporal o podria extenderse
dependiendo de la indole de su lesion o enfermedad

Pago por Incapacidad Permanente: Si el doctor dice que su lesién o
enfermedad resulta en una incapacidad permanente, es posible que Ud.
reciba pagos adicionales. La cantidad dependera de la clase de lesion, su
edad, su ocupacién y la fecha de la lesion.

Beneficio Suplementario por Desplazamiento de Trabajo: Si Ud. Se

lesion6 después del 1/1/04 y tiene una incapacidad permanente que le
impide regresar al trabajo dentro de 60 dias después de que los pagos por
incapacidad temporal terminen, y su empleador no ofrece un trabajo
modificado o alternativo, es posible que usted reina los requisitos para
recibir un vale no-transferible pagadero a una escuela para recibir un nuevo
entrenamiento y/o mejorar su habilidad. Si Ud. retne los requisitios, el
administrador de reclamos pagara los gastos hasta un maximo establecido
por las leyes estatales basado en su porcentaje de incapacidad permanente.

Beneficios por Muerte: Si la lesion o enfermedad causa la muerte, es
posible que los pagos se hagan a los parientes o a las personas que viven en
el hogar y que dependian econémicamente del trabajador difunto.

Es ilegal que su empleader le castigue o despida, por sufrir una lesion o
enfermedad en el trabajo. por presentar un reclamo o por testificar en el

caso de compensacion de trabajadores de otra persona. (El Codigo Laboral
seccion 132a.) De ser probado, usted puede recibir pagos por pérdida de
sueldos, reposicion del trabajo, aumento de beneficios y gastos hasta los
limites establecidos por el estado.

Ud. tiene derecho a no estar de acuerdo con las decisiones que afecten su
reclamo. Si Ud. tiene un desacuerdo, primero comuniquese con su
administrador de reclamos para ver si usted puede resolverlo. Si usted no
estd recibiendo beneficios, es posible que Ud. pueda obtener beneficios del
Seguro Estatal de Incapacidad (SDI). Llame al Departamento Estatal del
Desarrollo del Empleo (EDD) al (800) 480-3287.

Ud. puede obtener informacién gratis, de un oficial de informacion y
asistencia, de la Division Estatal de Compensacién de Trabajadores
(Division of Workers' Compensation DWC) o puede escuchar
informacién grabada, asi como una lista de oficinas locales llamando al
(800) 736-7401. Ud. también puede consultar con la pagina Web de la

DWC en www.dwc.ca.gov.

Ud. puede consultar con un_abogade. La mayoria de los abogados
ofrecen una consulta gratis. Si Ud. decide contratar a un abogado, los
honorarios seran tomados de algunos de sus beneficios. Para obtener
nombres de abogados de compensacién de trabajadores, llame a la
Asociacion Estatal de Abogados de California (State Bar) al (415) 538-
2120, 6 consulte con la pagina Web en www.californiaspecialist.org.




State of Califomia
Department of Industrial Relations
DIVISION OF WORKERS’ COMPENSATION

Estado de California
Departamento de Relaciones Industriales
DIVISION DE COMPENSACION AL TRABAJADOR

WORKERS’ COMPENSATION CLAIM FORM (DWC 1) PETITION DEL EMPLEADO PARA DE COMPENSACION DEL

TRABAJADOR (DWC 1)
Employee: Complete the “Employee” section and give the form to Empleado: Complete la seccion “Empleado” y entregue la forma a su
your employer. Keep a copy and mark it “Employee’s Temporary empleador. Quédese con la copia designada “Recibo Temporal del

Receipt” until you receive the signed and dated copy from your em-
ployer. You may call the Division of Workers’ Compensation and
hear recorded information at (800) 736-7401. An explanation of work-
ers' compensation benefits is included as the cover sheet of this form.

Empleado” hasta que Ud. reciba la copia firmada y fechada de su empleador.
Ud. puede llamar a la Division de Compensacién al Trabajador al (800) 736-
7401 para oir informacién gravada. En la hoja cubierta de esta
Jorma esta la explication de los beneficios de compensacion al trabajador.

You should also have received a pamphlet from your employer de-

scribing workers’ compensation benefits and the procedures to obtain
them.

Ud. también deberia haber recibido de su empleador un folleto describiendo los
benficios de compensacién al trabajador lesionado y los procedimientos para
obtenerlos.

Any person who makes or causes to be made any knowingly false
or fraudulent material statement or material representation for

Toda aquella persona que a propésito haga o cause que se produzca
cualquier declaracion o representacion material falsa o fraudulenta con el

he purpose of obtaining or denying workers’ compensation hene-

fin de obtener o negar beneficios 0 pagos de compensacion a trabajadores
its or payments is guilty of a felony.

lesionados es culpable de un crimen mayor “felonia”.

Employee—complete this section and see note above  Empleado—complete esta seccion y note la notacion arriba.

1. Name. Nombre. Today’s Date. Fecha de Hoy.

2. Home Address. Direccién Residencial. __ . e

3. City. Ciudad. State. Estado. Zip. Cédigo Postal.

4. Date of Injury. Fecha de la lesién (accidente). Time of Injury. Hora en que ocurrié. a.m. p.m.
5.

Address and description of where injury happened. Direccién/lugar dénde occurié el accidente.

5. Describe injury and part of body affected. Describa la lesién y parte del cuerpo afectada.

7. Social Security Number. Niimero de Seguro Social del Empleado.

3. Signature of employee. Firma del empleado.

£mployer—complete this section and see note below. Empleador—complete esta seccion y note la notacién abajo.

). Name of employer. Nombre del empleador.

0. Address. Direccion.

1. Date employer first knew of injury. Fecha en que el empleador supo por primera vez de la lesién o accidente.

2. Date claim form was provided to employee. Fecha en que se le entregé al empleado la peticién.

3. Date employer received claim form. Fecha en que el empleado devolvié la peticion al empleador.

4. Name and address of insurance carrier or adjusting agency. Nombre y direccién de la compaiiia de seguros o agencia adminstradora de seguros.

York Insurance Services Group, Inc. P.O. Box 619079, Roseville, CA 95661

5. Insurance Policy Number. EI niimero de la péliza de Seguro.

6. Signature of employer representative. Firma del representante del empleador.

7. Title. Titulo. i 18, Telephone. Teléfono.

mployer: You are required to date this form and provide copies to Empleador: Se requiere que Ud. feche esta forma y que provéa copias a su com-

ur insurer or claims administrator and to the employee, dependent pafiia de seguros, administrador de reclamos, o dependientelrepresentante de recla-
representative who filed the claim within one working day of mos y al empleado que hayan presentado esta peticion dentro del plazo de un dia

ceipt of the form from the employee. hdbil desde el momento de haber sido recibida la forma del empleado.

GNING THIS FORM IS NOT AN ADMISSION OF LIABILITY EL FIRMAR ESTA FORMA NO SIGNIFICA ADMISION DE RESPONSABILIDAD

Employer copy/Cupia del Empleador a Employee copy/ Copiu del Empleado Q) Ctaims Administrator/Administrador de Reclamos ) Temporary Receipt/Recibo del Empleado

10 Rev.



S ACKNOWLEDGEMENT

i >
DREROETS OF RECEIPT /r)’} gy
Employee Claim Form

I acknowledge receipt of an Employee’s Claim for Workers’ Compensation
Benefits (Form DWC-1).

This information was received:

From:
(Manager, Supervisor or Lead Person)
Employer Name:
On: At
(Date) (Time)
Employer Signature Employee Signature
Date Date

*If you need medical treatment in the future, you MUST IMMEDIATELY
return the DWC-1 to your employer representative, named above.



O List of authorized persons or class of persons on Page 1 of 2 attached therein by
reference.

O

0 Functions/Class All providers of health care, health care service plan, pharmaceutical

company, or contractor that may disclose the medical information.

AUTHORIZATION TO RELEASE MEDICAL RECORDS OR INFORMATION

I, the undersigned, authorize the above-named provider(s) of services to release to:

Gregory B. Bragg & Associates, their authorized agent, ,
attorneys, doctors, examiners or other classes of people that will evaluate my

claim, all personal health information (PHI) as described; medical records, charts,
notations, correspondence, reports, photographs, films, except as specifically excluded
below:

or only the following records or types of health information and/or only on the specified
dates:
Date(s) of Treatment: Type of treatment:

I also agree to release the following:
All employment records, to include but not limited to: Personnel file, attendance records,

employment records, medical and insurance records and wage records.
All medical records from the Social Security Administration.

All scholastic records, to include but not limited to: Attendance records, records regarding
disciplinary action or infractions, medical records and transcripts. -

All insurance claim files for the undersigned dealing with prior, present and subsequent
claims for injuries and/or damages.

The disclosure of records authorized herein is required for the following purpose only:
For administration of your Workers’ Compensation Claim

This authorization shall become effective immediately and shall remain in effect as long as
is necessary for Gregory B. Bragg & Associates to administer your Workers’
Compensation Claim, but nevertheless shall expire one (1) year from the date of your
signature.

This is an informed consent for the release of my records, and I have a right to receive a
copy of this authorization upon request.- A photocopy of this signed authorization shall be
deemed as valid as the original.



I understand that such information may be re-released to other parties necessary to
participate in processing my claim. If my PHI is released to recipient(s) that are not
subject to the federal confidentiality law, it may no longer be protected.

I have asked questions about anything that was not clear to me, and I am satisfied with the
answers received.

This consent is subject to revocation by the undersigned in writing at any time by sending
revocation to Gregory B. Bragg & Associates and to the list of care providers listed on
page 1, except to the extent that action has been taken in reliance herein, and if not earlier
revoked, it shall terminate on the conclusion of my case without express revocation. If I
revoke this authorization, it will not have any affect on actions taken by all parties in
reliance of it before I revoked it.

I acknowledge that I am aware that the consequences of my not signing this authorization
can include a delay in the processing/resolution of the (my) claim, a potential denial of the
claim, or other consequences recognized by applicable state law and/ r the insurance policy
at Issue. The healthcare facility will not condition treatment upon securing a signed
authorization.

I have private health insurance: [ | Yes [ ] No

Name of insurance company:
I certify that this medical release authorization was printed in 14 - point type when I
signed it.

I have received a copy of this authorization.

(Date) (Signature)

(Name and relationship of party other than patient signing.)

(Patient name) (Date of birth)

O I hereby also specifically consent to the release of any and all alcohol, drug abuse, or
psychiatric treatment records under the same conditions as outline above.

Date:

(Signature)



SUPERVISOR’S REPORT OF
EMPLOYEE INJURY

Name of injured:

Date of birth: Job title:

Date of injury: Time: AM PM
Date reported: Time: AM PM
Accident location:

Nature of injury:

Describe how accident occurred:

Names of witnesses:

What steps have been taken to prevent a similar accident?

Name of medical facility:
Did injured leave work? Date: Time: AM PM
Did injured return to work? Date: Time: AM PM

Supervisor’s signature:
Date:

Employer name:

Updated 12/3/04




Second Opinion, Third
Opinion and Independent
Medical Review Process:

If you disagree with your doctor or do not like your
doctor for any reason, you may always choose another
doctor in the MPN.

B Obtaining Second and Third Opinions
If you disagree with the diagnosis or treatment plan
determined by your treating physician or your second
opinion physician, and would hke a second or third
opinion, you must take the following steps

¥ Notfy your claims examiner who will provide you
with a regional area hsung of physicians and/or
specialists within the WellComp Network who have
the recogmized expertise to evaluate or treat your
injury or condition

v Select a physician or spectahist from the list.

v Within 60 days of receiving the hst, schedule
an appointment with your selected physician or
specialist from the hst provided by your claims
examiner. Shouldyou fail to schedule an appointment
within 60 days, your right to seek another opinion
will be warved

v Inform your claims examiner of your selection and
the appointment date so that we can ensure your
medical records can be forwarded in advance of
your appointment date. You may also request a copy
of your medical records

¥ You will be provided information and a request
form regarding the Independemt Medical Review
(IMR) process at the time you select a third opimon
physician. Information about the IMR process can
be found 1n the MPN Employee Handbook.

B Obtaining an Independent Medical
Review (IMR)

If you disagree with the dagnosis or treatment plan
determined by the third opinion physician, you may file the
completed Independ Medical Review Appl form
with the Administrative Director of the Division of Workers’
Compensation You may contact your claims examuner or the
WellComp Patient Services Department for information about
the Independent Medical Review process and the form to request
an Independent Medical Review

If the second opimon, third opimon or IMR agrees with your
treating doctor, you will need to continue to recerve medical
treatment with a network phystcian If the IMR does not agree
with your treating network physician, you will be allowed to
receive that medical treatment from a provider esther inside or
outside of the WellComp Network

B Treatment Outside of the Geographic Area

WellComp has providers throughout California. If a
situation anses which takes you out of the coverage
area, such as temporary work, travel for work, or hving
temporanly or permanently outside the MPN geographic
service area, please contact the WellComp Patient
Services Department, your claims examiner, or your
pnmary treating provider, and they will provide you with
a selection of at least 3 approved out-of-network providers
from whom you can obtain treatment or get second and
third opinions from the referred selection of physicians

Covered Medical Services:

The following 1s a summary of Workers’
Compensation medical services that are available to
employees covered by the WellComp Network

Primary treating and specialty services
including consultations and referrals

Examples of primary treating or specialty
providers include: general medical practiioners,
chiropractors, dentists, orthopedists, surgeons,
psychologists. internists, psychiatrists,

cardiologists, neurologists.

Inpatient Hospital and OQutpatient
Surgery Center services

Examples of mpatient hospital and outpatient
surgery center providers include: acute hospital
services, general nursing care, operating room and
related facilinies, intensive care unit and services.
diagnostic lab or x-ray services, necessary
therapies

Ancillary Care services

Examples of ancillary care providers include:
diagnostic lab or x-ray services, physical
medicine, occupational therapy, medical and
surgical equipment. counseling, nursing, medically
appropriate home care, medication.

Emergency services including outpatient
and out-of area emergency care

WELLCOMP

Medical Previder Netwark

WellComp Provider Directory

To access a directory of medical providers in the
WellComp Network, go to wiwvw. WellComp.net
where you can search by medical specialty, zip
code, physician or provider group. To receive
a hard copy of the regional area listing or the
complete WellComp directory, please contact
WellComp (your employer’s designated
medical provider network administrator):

WellComp Information

To access more information, regarding the
WellComp Network, go to www. WellComp.
net/download/. You can download the Employee
Handbook, Transfer of Care Policy or the
Continuity of Care Policy. To receive a hard copy
of this information please contact WellComp.
MPN Liaison: Gale Chmidling, MPN Manager
(800) 544-8150

WellComp
Patient Services Department
P.O. Box 59914
Riverside, CA 92517
Toll Free (800) 544-8150
fax: (888) 620-6921 or
e-mail: info WellComp.net
This pamphlet is available in Spanish. For a
free copy, please contact WellComp.

Este folleto esta disponible en el Espafiol. Para
una copia gratis, favor de llamar a WellComp.

FRev 610

WELLCOMP

Medical Provider Network

This  pamphlet contains important
information on accessing the WellComp
Medical Provider Network:

v Find out if you are covered

v Access medical care

v Learn about continuity of care

v Choose your own physician

v Transfer into the WellComp Network
v Contact WellComp

Il /_\<m LLCOMP'

ohent Provtdus Matmert

Employee Name:
Employer Name:
Date of Injury:

Medical Treatment for Workers' Compensation
MPN Liaison, Gale Chmidhing, MPN Manager
PO. Box 59914 Riverside, CA 92517
Toll Free (800) 544-8150
fax: (888) 620-6921 or
e-mail’ infofd WellComp.nel




Your employer has elected to provide you
with the choice of a broad scope of medical
services for work-related injuries and 1llnesses
by implementing a Medical Provider Network
(MPN), called WellComp. WellComp dehivers
quahty medical care through your choice
of a provider who is part of an exclusive
network of healthcare providers, each of
whom possess a deep understanding of the
California workers’ compensation system and
the impact their decisions have on you Your
employer has received the approval from the
State of Califormia to cover your workers’
compensation medical care needs through the
WellComp Network. You are automatically
covered by the WellComp Network if your
date of mjury or illness 1s on or afier your
employer’s implementation date and 1f you
have not properly pre-designated a personal
physician prior to your injury or illness

Welcome to WellComp 7
M
_

In the event that you have an mnjury or illness,
please complete the front of this card and carry
it with you to present to your medical service
providers for access to care

This card 1s not required 1o recerve medical services,

Thes employee s covered by the WellComp Network for workers' compensaton
medical care Possession or use of Uxs card does nol guaraniee ekgibidy for benefts
Treatment must be fumished or referred by a WellComp medecal provider with the
1 extepton of emergency care or necessary teatment while the employee 13 out of the
_s_szn-..!i».:ns!. Bﬂl!u~ﬂs

For treatment authorization

contact WellComp Provider Senvices
For WellComp Patient Services

Toll Free (KiH)) 544-8150

fax (888) 620-6921

For emengency care of necessary trestment while the emplovec 1s outie of t
| stote ot Cahtonus, please notity WellComp o tacilitate authonzation, bliiag
{ und pavment, us well ag transfer of care

Access to Medical Care

M |nitial Care

In case of an emergency, you should call 911 or go to the
closest emergency room.

In the event that you experience a work-related iyury or
illness, immediately notify your supervisor and obtain medical
authonization from your employer to designate an mmtial care
provider within the network If you are unable to reach your
supervisor or employer, please contact the patient services
department at WellComp For non-emergency services, the MPN
must ensure that you are provided an appointment for imtal
treatment within 3 bustness days of your employer's or MPN
recetpt of request for treatment within the MPN

8 Subsequent Care

If you sull need treatment following your tmttal evaluation,
you may be treated by a physician of your choice, or the al
physictan may refer you to a medically and geographically
appropriate speciahist within the network who can provide the
appropriate treatment for your injury or condition Your employer
1s required to provide you with at least three physicians of each
peciall T i to treat imjuries experienced by
iyured employees based on your occupation or industry These
phy will be lable within 30 or 15 miles of
your workplace or d and specialists will be labl

within 60 minutes or 30 mules of your residence or workplace

For a directory of providers, please visit waww,WellComp.net or
call WellComp Patient Services

8 Emergency Care

In an emergency, defined as a medical condition starting with
the sudden onset of severe symptoms that without immediate
medical attention could place your health n serious jeopardy, go
to the nearest health provider regardless of whether they are a
WellComp participant. If your injury 15 work-related, advise your
emergency care provider to contact WellComp to arrange for a
transfer of your care to a WellComp provider at the medically
appropriate ime

B Hospital and Specialty Care

Your primary treating provider in the WellComp Network

will make all of the necessary arrangements and referrals for
| h | surgery center services,

P F P
and ancillary care services

B Choosing a Treating Physician

Ifyou sull require treatment after your imitial evaluation with your
employer's designated provider, you may access the WellComp
Durectory and select an appropriate physician of your choice who
can provide the y for your cond or illness
For assistance determining physician options, please contact the
WellComp Patient Services Department or discuss your options
with your imitial care provider

B Scheduling Appointments

If you are having difficuity scheduling an appointment
with your initial provider or subsequent provider, please
contact your WellComp Patient Services Department

B Changing Primary Treating Physician
If you find 1t necessary to change your treating physician and 1t 15
determuned that you require ongoing medical care for your injury or
Hliness, you may select a new physician from the WellComp Directory
and schedule an app Once your app 1s scheduled,
immediately contact WellComp Patient Services who will then
coordinate the transfer of your medical records to your new provider

B Obtaining a Specialist Referral
As long as you to require medical for your
inyury or tllness, there are alternatives for obtaining a referral to
a specialist
1 Your pnimary treating prowider in the WellComp Network can make all of
the necessary arrangements for referrals to a specialist. This referral will
be made wthin the network or outside of the network if needed
2 You may select an P by the WellComp
Directory
3 You may contact WeiComp Patient Services who can help coordinate
necessary amangements
If your pnmary treatinys provider makes a referral to a type of specialist
not included 1n the network, you may select a spectalist from outside
the network
For non-emergency specialist services, the MPN must ensure that you
are provided an appointment within 20 business days of your employer s
or MPN receipt of a referral to a specialist wittun the MPN

B Continuity of Care

What if 1 am being treated by a WellComp doctor and the
doctor leaves WellComp?

Your employer has a wnitten "Continuity of Care” Policy that
may allow you to continue treatment with your doctor 1f your
doctor 1s no longer actively participating in WellComp

If you are being treated for a work-related injury 1n the WellComp
Network and your doctor no longer has a contract with WellComp,
your doctor may be allowed to continue to treat you 1f your injury
or illness meets one of the following condttions
+ {Acute) A meckcal condition that includes a sudden onset of sympioms that
requre prompt care and has a duration of less than 90 days
+ {Serious or Chronic} Your injury or iness s one that s senous and cantinues
without full cure or worsens and requires ongoing treatment aver 90 days
You may be aliowed to be treated by your current treating doctor for up to one
year, until a safe transfer of care can be made
+ {Terminal) You have an ncurable itiness or imeversible conditon that is ikely
to cause death within one year of less.
+ {Pending Surgery} You aiready have a surgery or other procedure that has
been authonzed by your employer or insurer that wil occur within 180 days of
the MPN contract temunation date

If any of the above conditions exist, WellComp may require your
doctor to agree in wnting to the same terms he or she agreed to when
he or she was a provider in the WellComp Network If the doctor
does not, he or she may not be able to continue to treat you

If the contract with your doctor was terminated or not renewed
by WellComp for reasons relating to medical disciplinary cause
or reason, fraud or criminal activity, you will not be allowed to
complete treatment with that doctor For a complete copy of the
Continuity of Care policy, please visit www WellComp net or
call WellComp Patient Services

B Transfer of Ongoing Care

What if you are already being treated for a work-related
injury before the WellComp Network begins?

Your employer has a “Transfer of Care" policy which describes
what will happen 1f you are currently treating for a work-related
injury wath a phy who 15 not a ber of the WellComp
Network

If your current treating doctor 1s a member of WellComp, then
you may continue to treat with this doctor and your treatment
will be under WellComp Your current doctor may be allowed 1o
become a member of WellComp

Ifyour current treating phy 1snotag h within

WellComp, you are not covered under the ?_TZ u:n your physician
can make refervals to providers within or outside the MPN

You will not be transferred to a doctor 1n WellComp if your mjury or
illness meets any of the following conditions

* {Acute) The treatment for your mury or ikness will be completed in less than
90 days,

* (Serious or Chronic) Youf injury or diness 1s one that s senous and continues
without full cure or worsens over 90 days. You may be aliowed to be treated
by your current treating doctor for up to ane year from the date of receipt of
the notification that you have a senous chronic conditon

» {Terminal} You have an mcurable ikness or uTeversible condition that is likely
to cause death within one year or less Treatment will be prowded for the
duration of the termenal ifness.

* (Pending Surgery) You akready have a surgery or other procedure that has
been authonzed by your employer o msurer that wil occur within 180 days of
the MPN effectve date

B Care Transfer Disputes

If WellComp 15 going to transfer your care and you disagree, you
may ask your treating doctor for a report that addresses whether
you are in one of the categonies listed above Your treating
physician shall provide a report to you within twenty calendar
days of the request If the treating physician fails to 1ssue the
report, then you will be required to select a new provider from
within the MPN

If esther WellComp or you do not agree with your treating
doctor's report, this dispute wall be resolved according to Labor
Code Section 4062 You must notify WellComp Patient Services
Department, 1f you disagree with this report

If your treating doctor agrees that your condition does not meet
one of those listed above, the transfer of care will go forward

while you to disagree with the d

If your treating doctor believes that your condition does meet
one of those histed above, you may conttnue to treat with him
or her unul the dispute ts resolved For a complete copy of the

Transfer of Care policy, please visit wavw.WellCormp.net or call
WellComp Patient Services



