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Mission Statement

The State Office of Risk Management will provide active leadership to enable State of Texas agencies to
protect their employees, the general public, and the state’s physical and financial assets by reducing and
controlling risk in the most efficient and cost-effective manner.

Statement of Philosophy

The State Office of Risk Management will act in accordance with the highest standards of ethics, fairness,
accountability and humanity for both our customers and our employees. Customer service is a
cornerstone of our mission.

Vision Statement

The State Office of Risk Management will be recognized as a national leader through determined advocacy
and significant contributions to enterprise-level risk management, and an ongoing focus on collaboration
and continuous enhancement of agency expertise.



Overview of the Texas State Employees’ Workers’
Compensation System

What Is It?

Workers’ compensation laws are based upon the theory that the burden of on-the-job injuries should be
shifted from the worker to the employing business, and ultimately to the consuming public, as a cost of
doing business. These laws protect and benefit the employee by providing speedy, simple, effective, and
inexpensive relief, without regard to the fault of the employer, the employee, or third parties. Texas Labor
Code §406.031(a).

Prior to the enactment of such laws, injured workers often were denied any compensation for work-
related injuries. In those cases where they were granted relief by the courts, it was usually only after a
lengthy and expensive process.

In 1913, the Legislature passed Texas’ first workers’ compensation law, but it did not apply to state
employees. It was not until 1973 that a workers’ compensation statute was passed that is applicable to
most state employees (Texas Civil Statutes, Article 8309g, now re-codified as Chapter 501 of the Texas
Labor Code). Under these statutes, the state is self-insuring with respect to an employee’s compensable
injury.

Workers’ compensation claims of state employees are filed with and determined by the State Office of
Risk Management, but income and medical benefit disputes are adjudicated by the Texas Department of
Insurance, Division of Workers’ Compensation (DWC). The SORM executive director acts in the capacity
of insurer as an adversary before DWC and the courts and presents the legal defenses and positions of
the state as the insurer. The SORM executive director is authorized to make rules and prescribe forms.
Texas Labor Code §412.041.

Who Is Covered?

A state employee, as discussed above, who sustains an injury in the course and scope of employment is
entitled to receive compensation under this system. In the case of a fatality, the deceased employee’s
legal beneficiaries are entitled to benefits. The term “injury” includes occupational diseases.

A state employee is a person who is in the service of the state, whether that person is elected, appointed,
or hired by oral or written contract, or whose state employment related duties require that the person
work in a political subdivision of the state, but who is paid from state funds. Certain peace officers, as
identified in Chapter 501 of the Act, are also considered state employees for purposes of workers’
compensation.

However, the following people are not considered employees of the state for purposes of workers’
compensation:

e |ndependent contractors;

e Volunteers, except during a Governor-declared State of Emergency;

e Members of the state military forces, except while on active duty or authorized training;

e Persons covered by federal workers’ compensation;

e (Offenders; and



e Consumers or patients of a state institution or agency.

The following groups have their own workers’ compensation programs:
e Employees of the University of Texas System;
e Employees of the Texas A&M University System; and
e Employees of the Texas Department of Transportation.

In most cases it is easy to determine if an on-the-job injury has occurred, but some cases require further
investigation. However, it is not the claims coordinator’s responsibility to make this determination. If the
injured employee feels that the injury or illness is work-related, then it should be reported. The
determination of compensability is made by SORM, whose decisions may be disputed before DWC.

Claims investigation is discussed in more detail later in this handbook.

What Does It Pay For?

Weekly Compensation

Payment of compensation for time lost from work due to an on-the-job injury is made directly to the
employee on a weekly basis, unless monthly benefits are requested. Only those employees who are
physically unable to perform their usual job tasks for more than seven days following the date of injury
are eligible to receive weekly compensation payments. The first seven calendar days following the injury
date are called the waiting period and no weekly compensation payment is due for the time lost for that
period. However, if an employee is off work for more than 14 calendar days, the weekly compensation
for the waiting period is paid retroactively.

An injured employee may elect to use sick and/or annual leave instead of receiving lost-time benefits.
While sick/annual leave is being used, lost-time benefits will not be paid.

There are differences if the employee elects to receive lost-time benefits. The amount of each week’s
lost-time compensation payment is calculated as a percentage of the employee’s average weekly wage,
subject to a maximum and a minimum limit established by the Texas Workers’ Compensation Act. The
average weekly wage includes compensation for non-pecuniary benefits, such as the insurance premiums,
lodging, personal use of state vehicle, uniforms, and other wages paid to the employee in a form other
than money. The injured employee is responsible for paying the insurance premium when the agency is
no longer covering that fringe benefit.

Compensation Due in Fatal Cases

Beneficiaries of a deceased employee receive weekly compensation payments equal to a percentage of
the employee’s average weekly wages, subject to a maximum amount and a minimum amount established
by the Texas Workers’ Compensation Act. Weekly payments to a surviving spouse are payable for life or
until the spouse remarries.! In the event of remarriage, a lump-sum (commuted) payment equal in

1 An eligible spouse is entitled to receive death benefits for life or until remarriage. On remarriage, the eligible
spouse is entitled to receive 104 weeks of death benefits, commuted as provided by commissioner rule. However,
an eligible spouse who remarried is eligible for death benefits for life if the employee a state, local or university-
employed peace officer, or an intrastate fire mutual aid system team member or a regional incident management
team member as specified in Labor Code Section 501.001(5)(F) who suffered death in the course and scope of
employment or while providing services as a volunteer.


http://www.statutes.legis.state.tx.us/GetStatute.aspx?Code=GV&Value=501.001

amount to the compensation due for a period of two years is paid. Weekly payments to a child shall
continue until the age of 18 or beyond such age if the child is dependent (disabled at the time of the
injury), or until 25 years of age if enrolled as a full-time student in an accredited educational institution.
All other beneficiaries (where there is neither a surviving spouse nor child) are due weekly payments for
364 weeks. Texas Labor Code §408.183.

Medical Services Payment

Selection of Doctor

Non-Network claims: The employee is entitled to the employee’s initial choice of doctor. If the employee
is dissatisfied with the initial choice of doctor, the employee may notify DWC and request approval to
treat with an alternate doctor. The notification should be on an Employee’s Request to Change Treating
Doctors (DWC-53) form.

Network claims: The employee is entitled to the employee’s initial choice of doctor. The doctor must be
within the SORM-contracted Workers’ Compensation Health Care Network (CareWorks Managed Care
Services). A list of physicians in the employee’s area can be found on the SORM website.

If the employee is dissatisfied with the initial choice of doctor, the employee may contact CareWorks and
request approval to treat with an alternate doctor. The employee is allowed one change of doctor, but it
must be processed through CareWorks.

Medical Fees and Charges

Medical providers shall bill on the prescribed forms and according to the medical fee guidelines
established by DWC. SORM will pay only for those services that are determined to be reasonable and
necessary and related to the injury. By statute and rule, DWC has specified 14 treatments that require
pre-authorization or prior approval. Without this approval, SORM may not be responsible for payment of
the services rendered. Rule 134.600 of Title 28 of the Texas Administration Code has the list of services
needing preauthorization.

Employees eligible for workers’ compensation medical services should be instructed to inform the
health care provider that the injury may be covered by workers’ compensation provided by the State
of Texas, and to give the health care provider their SORM claim number.

Artificial Appliances and Prosthetic Devices

SORM will pay for artificial appliances and prosthetic devices in cases where the injuries have necessitated
their use. However, the breakage of eyeglasses or hearing aids, where there is no additional loss of visual
capacity or hearing, is considered damage to property and does not meet the definition of "injury" within
the law. Such property damage is not compensable.

Prescriptions

A Preferred Provider Program is also available to injured employees. When the employee charges a
prescription, the pharmacy will submit a Statement for Pharmacy Services directly to SORM for payment.
SORM will pay only for prescriptions that are reasonable and necessary and related to the injury.
Employees may be reimbursed for initial prescriptions paid out of pocket by filing a SORM-81 (Medical
Reimbursement Form) to SORM directly.


https://www.sorm.state.tx.us/claims-operations/health-care-network

Contact Information

SORM Contact Information:

Main Phone Line: SORM Mailing Address: SORM Physical Address:

(512) 475-1440 — Main P.O. Box 13777 300 W. 15th Street, 6™ Floor
(512) 370-902 - Fax Austin, TX 78711-3777 William P. Clements, Jr. Building
(877) 445-0006 — Toll-free Austin, TX 78701

(877) 445-0006 — SORM Fraud Hotline

Phone numbers for preauthorization and pharmacy providers are available by calling SORM’s main
number.

Injured employees can contact SORM through the toll-free number.

Suspected fraud or abuse of the workers’ compensation system can be reported to SORM’s toll-free fraud
hotline.

Information about SORM and claims forms can be accessed from SORM’s website at www.sorm.texas.gov.

Send all correspondence to SORM to this address:

U.S. Mail:

State Office of Risk Management
P.O. Box 13777

Austin, TX 78711-3777

Interagency Mail:

State Office of Risk Management
300 W. 15th St., 6th Floor
William P. Clements, Jr. Building
Austin, TX 78701

In the following pages, you will see reference to the Act — this is the Texas Workers’ Compensation Act
(Act) which is located within the Texas Labor Code.

Employer Responsibilities

All employing agencies are required to fully cooperate with SORM and DWC in any way that may be
required to properly administer the state employee’s workers’ compensation program.

State agencies are responsible for certain required “employer” reports and forms described in this
handbook. Please see Chapters 408 and 409 of the Act for a description of the employer’s responsibilities
for reporting injuries and employer requirements for administering claims.


http://www.sorm.texas.gov/

Send Timely Notices, Reports, and Information

An agency is required to give notices, make reports, and otherwise transmit information to SORM and to
DWC concerning on-the-job injuries and occupational diseases/illnesses in a timely manner. Most of these
notices and reports must be given or made within a certain time period after the event or occurrence.
The sections appearing later in this handbook explain how and when to file specific forms.

Designate a Claims Coordinator

Each agency must designate one or more claims coordinators, as may be necessary, and must report to
SORM any change in this designation. The role of the claims coordinator is discussed later in this
handbook.

Compliance with Rules

Agencies must comply with all rules enacted by SORM, as well as those of DWC. Agency policies,
guidelines, or instructions must not vary from DWC rules, SORM rules, or with the Act. As the employer
of record, state agencies are subject to administrative penalties for violations of the Act which may be
assessed against the employer by the DWC Compliance and Practices Division (see Chapter 415 of the
Act). DWC can assess monetary administrative penalties on the employer for failing to file certain
documents on time, such as the first report of injury, the wage statement, or the supplemental report of
injury. Instructions for filling out and filing these forms are included in this handbook. Please contact
DWC'’s Information Services at 800-252-7031 Option 1 or your local DWC Field Office for information
regarding employer requirements and administrative violations.

Keep Adequate Records

Each agency must make a record of all injuries sustained by employees in the course of employment.
DWC Rule 120.1 states that agencies must maintain these records “until the expiration of five years from
the last day of the year in which the injury occurred or the period of time required by Occupational Safety
and Health Administration standards and regulations, whichever is greater.” Occupational disease
records may be required to be kept for 30 years beginning from the date an employee’s employment is
terminated. Various written reports also must be filed with SORM. This is discussed more fully later in
the handbook.

Notify SORM Immediately of Hospitalizations or Fatalities
If the injury results in a stay at the hospital or results in death, the agency must immediately notify SORM
by telephone, in addition to filing the required first report of injury.

Post Required Notices in the Workplace

DWC rules require that an employer who has workers’ compensation insurance coverage post certain
notices in the workplace (28 Texas Administrative Code 110.101). Please call DWC’s Information Services
line at 800-252-7031 for more information.

Inform Employees of the Ombudsman Program

A state agency, as the employer, is required by the Workers’ Compensation Act (Act) to inform employees
of the Office of Injured Employee Counsel ombudsman program. The mission of the ombudsman program
is to assist injured employees, employers, providers, and beneficiaries claiming death benefits to obtain
benefits under the Act. Failure to inform employees of this program may result in an administrative
violation.

Develop Health and Safety Programs and Return-to-Work Programs



The Legislature has mandated that all covered agencies have programs in place to promote the health
and safety of the employees and to assist injured employees with returning to work. These programs
must comply with SORM’s Risk Management for Texas State Agencies Guidelines. Return-to-work
programs will be a coordinated effort involving the SORM Enterprise Risk department, the employing state
agency, and the medical provider. See Section 412.051 of the Texas Workers” Compensation Act or call
SORM at (512) 475-1440 for additional information.

Call DWC’s Information Services line at 800-252-7031 for more details on these and other DWC
requirements.

Employer’s Rights
As the employer of record, state agencies are entitled to certain rights under the Texas Workers’
Compensation Act. Section 409.011(b) of the Act describes the rights of the employer. These rights
include:
e theright to be present at all administrative proceedings relating to an employee’s claim;
e the right to present relevant evidence relating to an employee’s claim at any proceeding;
e the right to report suspected fraud;
e the right to contest the compensability of an injury if the insurance carrier accepts liability for the
payment of benefits;
e the right to receive notice, after making a written request to the insurance carrier, of:
= aproposal to settle a claim; or
= an administrative or a judicial proceeding relating to the resolution of a claim.

Please contact DWC’s Information Services at 800-252-7031 for more information about the employer’s
rights and responsibilities.

Employee Responsibilities

An injured employee has legal responsibilities he or she must meet to establish a claim for compensation.

Notify the Employer Within 30 Days

The injured employee must notify supervisory or management personnel about an on-the-job injury not
later than the 30th day after the injury occurs, or if the injury is an occupational disease, not later than
the 30th day after the employee knew or should have known that the disease might be related to the
employment. Texas Labor Code §409.001.

File a Claim Within One Year

The injured employee must file with DWC a claim for compensation (DWC-41) not later than one year
after the date of injury, or if the injury is an occupational disease, not later than one year after the
employee knew or should have known that the disease was related to the employment. The DWC-41 is
sent to the injured employee by DWC upon notification of claim. Texas Labor Code §409.003.

Provide a Written Statement for Work-Related Exposure to Communicable Diseases

HIV Rule 122.4:
For the purposes of qualifying for workers’ compensation benefits, the law requires that an employee
who claims a possible work-related exposure to HIV infection must provide a written statement of the


https://www.sorm.state.tx.us/risk-management/rmtsa

date and circumstances of the exposure. The law also requires the employee to document that, within 10
days after the date of the exposure, the employee was tested for HIV.

Communicable Diseases Rule 122.3:

This section applies only to emergency responders. For the purposes of qualifying for workers’
compensation benefits, if the employee is an emergency responder, he/she must provide the employer
with a sworn affidavit of the date and circumstances of the exposure. The law also requires the employee
to document that, within 10 days after the date of the exposure, the employee was tested for the
communicable disease.

Claims Coordinator Responsibilities

The claims coordinator is responsible for receiving notices of injury from employees and serves as the
liaison between an injured employee and SORM. The claims coordinator is responsible for submitting the
required injury reports and notices to SORM and collecting statements from witnesses.

The Claims Coordinator Role as Liaison

When SORM receives notice that a state employee has been injured, a SORM adjuster immediately
contacts the injured employee, the employee’s physician, and the employing agency. The claims
coordinator is the primary point of contact between the adjuster and the agency. An adjuster will call the
claims coordinator soon after receiving the injury report to verify that all the information on the report is
correct.

Early contact by the adjuster helps establish the facts of the on-the-job injury in complicated cases and
aids in prompt medical treatment and payment of benefits that may be due. Early personal contact may
also help to determine the possibility of third-party liability.

The adjuster will call the claims coordinator periodically to obtain additional information or to verify that
the employee has returned to work. It is important that the claims coordinator immediately notify SORM
when the employee has lost time or returns to work. Timely notification ensures that benefits are
correctly paid to the employee.

An adjuster may ask for work schedules or other information about the employee’s injury that is available
from the agency timekeeper or the employee’s supervisor. The claims coordinator is responsible for
obtaining this information from their agency and providing it to SORM.

The Claims Coordinator Role in Claim Processing

The claims coordinator is responsible for supplying SORM with the appropriate information and forms so
that SORM adjusters can properly process claims. There are various forms that the claims coordinator
must file with SORM to ensure that the adjuster can manage the claim appropriately and remain in
compliance with the law and DWC rules. There are very important time guidelines that must be adhered
to when filing these forms. The forms and instructions for processing and submission are summarized in
a checklist format in Section VIII of this manual.

Occupational Diseases
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The employing agency is required to file an Employer’s First Report of Injury or lliness (DWC-1S) with
SORM for occupational diseases, even if the employee has lost no time from work.

For occupational disease claims with a date of injury occurring on or after September 1, 1995, the injured
employee’s eligibility for income benefits terminates 401 weeks after the date benefits are first accrued.

DWC provides the following classifications for occupational diseases/cumulative injuries through the
Electronic Data Interchange (EDI) requirement.

Dust Disease NOC (All other Pneumoconiosis) Mental Disorder
Asbestosis Radiation
Black Lung All Other Occupational Disease
Byssinosis Loss of Hearing
Silicosis Contagious Disease
Respiratory Disorder (Gases, Fumes, Chemicals, etc.) Cancer
Poisoning - Chemical AIDS/HIV
Poisoning - Metal VDT-Related Disease
Dermatitis Mental Stress

Carpal Tunnel Syndrome

All Other Cumulative Injuries

Medical Only Claims

When the injured employee has a medical only claim and is not losing time from work, there are four
critical forms (see 1 — 4 below) that the claims coordinator must submit to SORM. However, SORM
adjusters may request subsequent forms or additional information if needed.

1. The Employer’s First Report of Injury or lliness (DWC-1S) must be received by SORM not later than the
fifth calendar day after the employer is notified (or has actual notice or knowledge) of a work-related
injury or occupational disease of an agency employee where professional medical treatment is sought for
such injury, or where a death occurs in a work-related injury regardless of medical treatment. The
employer must send the DWC-1S to SORM the first time the employer becomes aware that professional
medical treatment has been either sought by or provided to the injured employee for the work-related
injury even when there is no lost time from work (conversely, the DWC-1S form must also be sent in every
case where there is lost time regardless of medical treatment). A copy of the DWC-1S is included in this
handbook.

2. The claimant must complete the Employee’s Report of Injury (SORM-29) immediately after an injury
occurs and the form must be received by SORM not later than the fifth calendar day after the filing of the
Employer’s First Report of Injury or lliness (DWC-1S). The form must be legible and signed and dated by
the claimant. In cases where a DWC-1S is not required (i.e., no lost time or no medical treatment), the
employer retains the SORM-29 reports in their records.

3. The Witness Statement (SORM-74) form must be completed for each witness to the injury or incident.
The claims coordinator is responsible for collecting the completed forms and making sure that they are
completed accurately for every work-related incident regardless of whether there is any medical

11



treatment or lost time. These forms must be received by SORM not later than the fifth calendar day after
the Employer’s First Report of Injury or lliness (DWC-1S) is filed with SORM. In cases where a DWC-1S is
not required (i.e., no lost time or no medical treatment), the employer retains the SORM-74 Witness
Statement forms in their records.

4. The claimant must complete the Authorization for Release of Information (SORM-16) immediately
after sustaining a work-related injury. The claimant must sign and date the form. The form must be
received by SORM not later than the fifth calendar day after the Employer’s First Report of Injury or
lliness (DWC-18S) is filed with SORM. In cases where a DWC-1S is not required (i.e., no lost time or no
medical treatment), the employer retains the SORM-16 authorization forms in their records.

Lost Time Claims
When an injured employee is losing time from work, there are additional forms that must be submitted
to SORM as set out below.

In every case the employer receives notice or knowledge that there is a work-related injury and the
employee has lost time as a result of the claimed injury, the Employer’s First Report of Injury or lliness
(DWC-1S) must be received by SORM not later than the 5th calendar day. A copy of the DWC-1S is
included in this handbook.

The Employee’s Report of Injury (SORM-29) must be completed by the claimant immediately after an
injury occurs and should be received by SORM not later than the 5th calendar day after the filing of the
Employer’s First Report of Injury or lliness (DWC-1S). The form must be legible, and the claimant must
sign and date the form. In cases where a DWC-1S is not required (i.e., no lost time or no medical
treatment), the employer retains the SORM-29 reports in their records.

Injured employees must choose whether they will utilize sick leave before receiving workers’
compensation income benefits on the Employee’s Election Regarding Utilization of Sick Leave (SORM-
80). This form must be received by SORM not later than the 5th calendar day after the first full day of
lost time.

If the employee experiences one full day of lost time, not including the date of injury, the claims
coordinator must submit the Employer’s Wage Statement (DWC-3) to SORM. This form should be
received by SORM not later than the 5th calendar day after the first full day of lost time.

The claims coordinator must complete a Witness Statement (SORM-74) for each witness to the injury or
incident. The claims coordinator is responsible for collecting the completed forms and making sure that
they are completed accurately. These forms must be received by SORM not later than the 5th calendar
day after the Employer’s First Report of Injury or lliness (DWC-18) is filed with SORM.

The claims coordinator must submit the Supplemental Report of Injury (DWC-6) to SORM for any of the
following five different scenarios. Because this information is crucial to the timely stopping and starting
of benefits, we request that the claims coordinator call the adjuster as soon as possible and follow up by
faxing a DWC-6 to SORM.

e When the employee returns to work, the form must be received by SORM not later than the third
calendar day after the employee returns to work.

12



When an employee returns to work and experiences an additional day(s) of disability as a result
of the injury, the form must be received by SORM not later than the third calendar day after
employee loses the first additional day.

e If the employee experiences a change in weekly earnings (increase or decrease) after the injury,
the form must be received by SORM not later than the third calendar day after the end of the
pay period in which this occurs.

e If the employee resigns or is terminated, the form must be received by SORM not later than the
third calendar day after that event.

The claims coordinator must submit the Notification of Additional Information (SORM-90) to SORM, not
later than the next working day after any additional leave has been granted (extended sick leave, sick
leave pool, emergency sick leave, FMLA).

If the employer suspends health insurance, the employer must file a SORM-90 with SORM within three
days reporting the date of suspension.

The employer should report the employee’s last FULL day of paid leave on the SORM-90 within three days
of the employee going leave without pay.

The claimant must complete the Authorization for Release of Information (SORM-16) form immediately
after sustaining a work-related injury. The claimant must sign and date the form. The form must be
received by SORM not later than the 5th calendar day after the first notice of injury is filed with SORM.
Other Forms

The injured worker must complete the Travel Reimbursement Form (DWC-48) when seeking
reimbursement for travel expenses for medical care relating to work-related injuries. This covers
authorized reimbursements for mileage, lodging, and meals. The injured worker or claims coordinator
must submit this form. It must be received by SORM not later than 30 calendar days after the date of
travel. SORM has 45 days to process the DWC-48.

The injured worker must complete a Medical Reimbursement Request (SORM-81) for any out of pocket

expenses incurred. The adjuster will review the request once it is received. SORM has 45 days to process
the SORM-81.

Claims Administration Strategies

There are many things that an agency and the claims coordinator can do to help in managing workers’
compensation costs and the amount of lost time for their injured employees. SORM is actively pursuing
these goals and is available to assist in achieving them.

Prompt Reporting

Once an injury has occurred, it is important that the injury is reported to SORM immediately. The claims
coordinator should work with the supervisors to remind them that early reporting of injuries is crucial to
the investigation of the accident, evaluation of the claim, and appropriate management of the claimant's
medical care. Prompt reporting of injuries will ensure that proper medical care is started quickly and will
assist the claims adjuster in starting benefits in a timely manner.
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Itis also important that the claims coordinator timely reports to SORM when an injured employee returns
to work. Supervisors need to relay this information immediately, along with information about sick and
annual leave used to prevent overpayment of income benefits.

Frequent Contact with the Employee

Studies show that frequent contact with injured workers can help to return them to work sooner than if
there is no contact. When the employee feels that their employer is concerned about their recovery, they
will mentally recover sooner and be more likely to return to work. SORM recommends that claims
coordinators call each injured employee once a week to keep records up to date and to keep the employee
informed on agency happenings. Claims coordinators should also encourage employees’ supervisors to
call injured workers about returning to work. Please refer to SORM’s Risk Management for Texas State
Agencies guidelines.

Return-to-Work Programs

SORM is a valuable resource that assists in assessing health and safety risks and makes risk control
recommendations to eliminate and/or reduce losses. However, some accidents and injuries will occur.
When an injury occurs, it is then incumbent upon state agencies to help the injured employee to return
to work as soon as possible.

Several state agencies and private companies have had success with structured return-to-work programs.
A successful program can greatly benefit both employees and state agencies. These programs involve
maintaining frequent contact with the employee and medical provider, providing a modified work
environment and/or work assignment, or providing alternate-duty assignments that return the employee
to the workplace within his or her temporary medical restrictions. These measures assist the employee
in maintaining a positive attitude and reduce the costs associated with a lengthy absence from work.

Return-to-work programs allow injured employees to work within their abilities and within temporary
medical restrictions. During this time of work restriction, the employee is said to be on modified or
alternate duty. The employee may be doing their regular job with modification or they may be assigned
alternate responsibilities unrelated to their usual job. Along with programs aimed at loss prevention and
loss reduction, the return-to-work program can lower the agency's workers' compensation costs and
reduce the necessity to hire additional staff. Providing the injured worker with an opportunity to return
to the workplace in a productive capacity will encourage the worker to return to their regular position
much sooner. Although some job modifications and/or accommodations may need to be made, many
positions can be modified with very little expense.

Please refer to SORM'’s guidelines regarding return-to-work programs in Risk Management for State
Agencies Volume lll, Section One, Chapter 5.

Each agency’s Americans with Disabilities Act (ADA) coordinator may also have additional information on
the topic of reasonable accommodations for persons with disabilities as defined by the ADA.

Health & Safety, Wellness, and Risk Management Programs
The Legislature has mandated that state agency risk management programs, health and safety programs,
and return-to-work programs must be developed and implemented in accordance with SORM’s
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guidelines, per Section 412.051, Texas Workers’ Compensation Act. These programs must be approved
by SORM.

Bona Fide Offers of Employment

A bona fide offer is a written offer of employment delivered to an employee during the period for which
benefits are payable. Bona fide offers of employment should be made once the employee has been
released to modified duty as reported on the Work Status Report (DWC-73) form by a doctor, physician
assistant or advanced practice registered nurse. Bona fide offers of employment can greatly reduce a
claim’s cost by getting employees back into the workplace to perform duties not likely to impede recovery
from their injuries. Workers are likely to return to their full-time positions more quickly if they take on a
modified-duty job rather than staying home. Claims coordinators must coordinate bona fide offers of
employment with their agency’s human resources staff.

The written Bona Fide Offer of Employment must clearly state the following:

1. The position offered (to include the duration of the offer);

2. The duties of the position;

That the employer is aware of and will abide by the physical limitations under which the treating
physician has authorized the employee to return to work;

The maximum physical requirements of the job;

The wage;

The location of employment and work schedule;

The training that will be provided, if necessary, for the position

being offered; and

Include an attached copy of the signed DWC-73 on which the offer is based.

w

WooNOU A

DWC considers the following items when determining whether an offer of employment is bona fide:

1. The manner in which the offer was communicated to the employee;

2. The physical requirements and accommodations of the position compared to the employee’s
physical capabilities; and

3. The distance of the position from the employee’s residence.

Employment is “geographically accessible” to the injured employee if it is within a reasonable distance
from the employee’s residence unless the employee proves with medical evidence that their physical
condition precludes traveling that distance.

If the employee returns to work or is cleared for the work by their physician but refuses to accept the
work, income benefits may be suspended.

It also is important that SORM receive copies of all correspondence dealing with a bona fide offer of

employment. Therefore, always send the adjuster a copy of the letter when the letter is mailed and when
an employee’s response is received.
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Bona Fide Offer of Employment Sample Instructions
The following sample instructions that should be sent along with the letter.

EMPLOYEE'S INSTRUCTIONS
PLEASE FOLLOW THE INSTRUCTIONS BELOW:

1. Read carefully the attached letter. If this letter is not clear, please contact our office immediately
for clarification.

2. Submit a copy of this bona fide offer of employment to a physician for their consideration before
accepting the offer and/or returning to work.

3. Please check the appropriate space below indicating acceptance or denial of the offer of
employment.

4. Sign and date the form.

5. Return the letter immediately. A phone call may be made to accept or not accept the position.
Refusal to accept the bona fide job offer could result in the termination of your income benefits.
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Bona Fide Offer of Employment Sample Letter
The following information should be included in the letter for a bona fide offer of employment. Also,
attach a copy of the doctor's restrictions.

CERTIFIED MAIL RECEIPT REQUESTED
Dear (claimant):

Our office is in receipt of medical information from Dr. outlining the restrictions under
which you are able to return to work. Our office will abide by the physical limitations as outlined by the
physician. In accordance with Rule 129.6 of the Texas Department of Insurance, Division of Workers’
Compensation, the following information is provided to you for consideration as a bona fide offer of
employment.

1. Position title:
2. Hoursofduty:___a.m./p.m. until a.m./p.m.
3. Wages: S Hourly $ Weekly $ Monthly

4. Job description, including duty hours, and maximum physical requirements of the position (lifting and
approximate lbs.; approximate time stooping, pushing, standing, sitting, etc.):

5. Address, location, and duty hours of the offered position and approximate distance in miles from
employee's residence:

If necessary, training will be provided for the temporary assignment. Should you have any questions,
please contact the undersigned below.

Sincerely,

At the bottom of the letter, the claimant should be required to fill out the following information.
Claimant:

_____Ihave read and understand the requirements of the position and accept the position.

| have read and understand the requirements of the position but do not accept the
position.

Signature Date Signed
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Utilization of Sick and Annual Leave

Under the state employee’s workers’ compensation system, an injured state employee has the option of
using accrued sick leave and accrued annual leave instead of receiving lost-time compensation benefits.

Since the amount of lost-time benefits is usually less than an employee’s salary, the advantage in making
such an election is that the employee will receive his or her full paycheck during the period that accrued
sick leave or accrued annual leave is utilized. With this election, the employee’s insurance premium is
paid at 100%.

An employee may elect to use all accrued sick leave and all accrued annual leave; all accrued sick leave
and a portion of accrued annual leave; all accrued sick leave and no accrued annual leave; or no accrued
sick leave and no accrued annual leave. Accrued sick leave must be exhausted before accrued annual
leave can be used. These are the only available elections. See Texas Labor Code §501.044.

“Sick leave” includes sick leave regularly earned and accumulated by the employee because of
employment with the state, extended sick leave with pay authorized by the administrative head(s) of any
state agency, and sick leave with pay granted to the employee from any sick leave pool.

“Annual leave” includes paid vacation earned and accumulated by the employee because of employment
with the state.

Sick and annual leave that is accumulated while an injured employee is off work cannot be utilized until
the injured employee returns to work and has subsequently lost time due to the injury.

Appropriate forms for making an election to use sick leave and for notification of the granting of extended
sick leave and pooled sick leave can be found in the forms section of this handbook.

For further information on state employee use of sick leave under workers’ compensation benefit
requirement see the SORM rules at 28 Texas Administrative Code Subchapter C §§ 301 — 309.

Third Party Liability

When an employee sustains a work-related injury, recovery of workers’ compensation benefits is the
employee’s exclusive remedy against the employer. However, when an employee is injured in the course
and scope of employment as a result of a negligent third party, for example when the employee is in a
motor vehicle accident and the other driver is 100% at fault, the employee has the right to pursue a claim
against the third party in addition to pursuing a workers’ compensation claim.

When an employee covered by workers’ compensation insurance is injured as the result of a negligent
third party, SORM is subrogated to the rights of the injured employee or legal beneficiary and may sue in
court for recovery of medical and compensatory benefits paid to or on behalf of the injured employee. In
a case of third-party liability, at the time an injured employee files a claim for workers’ compensation
benefits, the workers’ compensation insurer’s right to subrogation is automatically established under
Texas Labor Code Chapter 417. However, recovery does not mature until the first dollar of benefits has
been paid to or on behalf of the injured employee.

18


https://texreg.sos.state.tx.us/public/readtac$ext.ViewTAC?tac_view=5&ti=28&pt=4&ch=251&sch=C&rl=Y

Texas law entitles SORM to first and full reimbursement from any third-party settlement, up to the
amount of the lien. This means that if either the injured employee or SORM pursues the claim and
recovers money from the negligent third party, either by a settlement agreement or through the courts,
the first money must be applied to reimburse SORM for the workers’ compensation benefits that have
been paid to or on behalf of the injured employee. Moreover, SORM is entitled to treat the injured
employee’s net recovery as an advance against any future workers’ compensation benefits that the
injured employee may be entitled to under the Workers’ Compensation Act.

An employee who is injured as the result of a negligent third party cannot conspire by settlement, release,
or apportionment of damages to deprive SORM of its right to reimbursement for benefits paid. When an
injured employee and a negligent third party enter into settlement, “both” are liable to SORM for benefits
paid. Further, the Texas Supreme Court has held that an injured employee has no cause of action against
a third party except to the degree his or her damages exceed the workers’ compensation recovery.

The rationale for subrogation in workers’ compensation is to prevent double recoveries by an injured
employee to keep rates lower and to permit SORM to recover some of the taxpayers’ money. As such,
SORM has established a Subrogation Unit, within the Office of the General Counsel, to actively pursue
these claims. The Subrogation Unit reviews every DWC-1S filed with SORM for potential subrogation
activity.

Adjusters and claims coordinators can play a significant role in the identification of potential workers’
compensation insurance carrier subrogation recovery claims by collecting as many facts as possible about
the way the accident or injury occurred. These facts should then be sent to the Subrogation Unit in a
timely manner. Consultation with the SORM Subrogation Unit should be utilized whenever a claims
coordinator identifies a potential claim for third-party subrogation liability. The rule is to never assume
unknown facts where potential for third-party subrogation liability may become an issue.

Among the most important things to do in a third-party liability subrogation claim is to ensure that the
evidence from the accident is preserved. Claims coordinators should work with safety officers to secure
defective or malfunctioning equipment for investigation by SORM.

Photographs of the accident scene should be taken immediately following the incident to preserve “first
impression” and permanent evidence before the evidence is moved, cleaned or otherwise altered from
its immediate post-accident state, condition or position. A severe injury where court action is involved
may take years to settle and, during that time, injuries heal, memories will fade, and witnesses move or
otherwise become unavailable.

Claims coordinators should provide a very thorough written description of the incident. They should also
obtain witness statements and interview all witnesses as soon as possible while the details of the accident
are still fresh on their minds. Claims coordinators should provide information about outside contractors
or companies where there may be a direct connection to the incident. For instance, janitorial services,
construction crews, and delivery people may be responsible for a slip and fall, premise liability, or product
liability injury. A complete and thorough investigation will save time and money in a subrogation action.
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This section contains two checklists which will play an important part in the daily activities of a claims

coordinator.

1. The Claims Coordinator Checklist details which forms must be sent to SORM and when and how
to submit them.

2. The Subrogation Checklist highlights some of the important information that a claims coordinator
can obtain to assist us in our third-party liability investigations.

We would recommend that you make copies of these two checklists and use one for every new claim as

applicable.

Claims Coordinator Checklist
This checklist is intended to outline the responsibilities of the Claims Coordinator regarding filing the
proper forms to SORM within the appropriate time frames.

Form Title

When to File

How to File

Completed

Employer’s First
Report of Injury or
lliness (DWC-1S)

Not later than the fifth calendar day after
receiving knowledge of: a) a work-related
disease, illness, or death; b) medical
expenses incurred due to a work-related
injury; or c) an employee's absence from
work due to a work-related incident or
injury.

Online entry under
SORM'’s RMIS Copy
to employee with
Rights and
Responsibilities

Health Care
Network
Acknowledgement
Form

Not later than three working days after
submitting a DWC-1S in the event of an
injury where the employee must seek
urgent attention, have them sign the
acknowledgment form and send it to
SORM immediately.

Mail, fax, or email, to
SORM

Employee’s Report
of Injury (SORM-29)

Not later than the fifth calendar day after
submitting a DWC-1S

Mail, fax, or email, to
SORM

Witness Statement
(SORM-74) one for
each witness

Not later than the fifth calendar day after
submitting a DWC-1S

Mail, fax, or email, to
SORM

Authorization for
Release of
Information (SORM-
16)

Not later than the fifth calendar day after
submitting a DWC-1S

Mail, fax, or email, to
SORM

Employer’s Wage
Statement (DWC-3)

Not later than the fifth calendar day
after: a) Filing a DWC-1S b) An employee’s
absence from work due to a work-related
incident or injury; or c) a request from
SORM.

Online entry under
SORM’s RMIS Copy
to employee
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Not later than five calendar days after Mail, fax, or email, to
any time missed from work due to SORM
the work-related injury L]

Employee’s Election
Regarding
Utilization of Sick
and Annual Leave
(SORM80)

Must be received by SORM not later than
the third calendar day after employee: a)
is unable to work; b) returns to work; c)
the end of each pay period in which the
employee has a change in earnings; or d)
dies, resigns, or is terminated

Online entry under
SORM’s RMIS Copy

to employee ]

Supplemental
Report of Injury
(DWC-6)

Notification of Must be received by SORM not later than
Additional one working day after any change occurs,
Information (SORM- | i.e., additional leave is granted or health

90) insurance is suspended

Online entry under
SORM’s RMIS
[]

Subrogation Checklists

The following checklists are a guideline for the claims coordinators to use when there is an injury that
could involve subrogation or third-party liability. Three of the most common third-party liability situations
resulting in an injury are as a result of motor vehicle accidents, dangerous or defective products, devices,
or conditions of the premises. The following lists are not all-inclusive but contain information that will be
vital in a subrogation investigation. The claims coordinator can assist by gathering any available

information.

Motor Vehicle Accidents

Item

When to File

Where/How to File

Completed

Obtain a Witness Statement (SORM-
74) from each witness.

Submit within two
weeks of the
accident.

Mail or fax a copy
to SORM

[l

Obtain copies of any internal
investigation reports about the
incident.

Submit within two
weeks of the
accident.

Mail or fax a copy
to SORM

[

Provide a detailed description of the
accident scene - location, traffic
signals/signs, road construction, etc., if
the police did not write a report.

Submit within two
weeks of the
accident.

Mail or fax a copy
to SORM

Provide names of all parties involved in
the accident if the police did not write
a report.

Submit within two
weeks of the
accident.

Mail or fax a copy
to SORM

Provide insurance coverage for each
vehicle involved in the accident, if the
police did not write a report.

Submit within two
weeks of the
accident.

Mail or fax a copy
to SORM

Provide police reports from the
accident.

Submit within two
weeks of the
accident.

Mail or fax a copy
to SORM
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Provide names of owners of vehicles
involved in the accident, if the police
did not write a report.

Submit within two
weeks of the
accident.

Mail or fax a copy
to SORM

Provide the year, make, and model of
the vehicles involved in the accident, if

Submit within two
weeks of the

Mail or fax a copy
to SORM

the police did not write a report. accident.
Product Liability
Item When to File Where/How to File | Completed

Secure the actual product or piece of
equipment with no modifications or
repairs and store for future investigation
by SORM.

Secure the product or
piece of equipment
immediately.

SORM RM Rep. will
visit the site to
view.

[

Obtain a Witness Statements (SORM-74)
from each witness.

Submit within two

weeks of the incident.

Mail or fax a copy
to SORM

Obtain copies of any internal
investigation reports about the incident.

Submit within two

weeks of the incident.

Mail or fax a copy
to SORM

Obtain names of all parties involved in
the incident.

Submit within two

weeks of the incident.

Mail or fax a copy
to SORM

Provide information about the product or
equipment involved in the incident -
name, model, manufacturer, distributor,
intended use, purchase date, the original
purchase order for the product or
equipment, etc.

Submit within two

weeks of the incident.

Mail or fax a copy
to SORM

O O 4 O

Provide a detailed description of the
incident - location, nature of the activity,
etc.

Submit within two

weeks of the incident.

Mail or fax a copy
to SORM

Describe any modifications made to the
product or equipment since the purchase
plus who performed them and when.

Submit within two

weeks of the incident.

Mail or fax a copy
to SORM

Determine how long the product or
equipment has been in use and whether
it was used in accordance with
manufacturer's guidelines at the time of
the incident. Also, determine if any
safety equipment was used at the time of
the incident, and whether it was required
in order to operate the equipment or
product.

Submit within two

weeks of the incident.

Mail or fax a copy
to SORM

Provide available maintenance records of
the equipment.

Submit within two

weeks of the incident.

Mail or fax a copy
to SORM

]

Provide photographs of the product or
equipment.

Submit within two

weeks of the incident.

Mail a copy to
SORM

[]
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On/Off Premises Injury (slip, fall, etc.)

Item

When to File

Where/How to File

Completed

Obtain a Witness Statements (SORM-74)
from each witness.

Submit within two

weeks of the incident.

Mail or fax a copy
to SORM

[

Obtain copies of any internal
investigation reports about the incident.

Submit within two

weeks of the incident.

Mail or fax a copy
to SORM

Obtain names of all parties involved in
the incident.

Submit within two

weeks of the incident.

Mail or fax a copy
to SORM

Provide a detailed description of the
incident - location, nature of the activity,
etc.

Submit within two

weeks of the incident.

Mail or fax a copy
to SORM

Provide the name of the building owner.

Submit within two

weeks of the incident.

Mail or fax a copy
to SORM

Provide the name of tenant/leaseholder.

Submit within two

weeks of the incident.

Mail or fax a copy
to SORM

Provide insurance coverage of third
parties involved (owner, tenant, builder,
etc.).

Submit within two

weeks of the incident.

Mail or fax a copy
to SORM

Provide the name of the architect who
designed building.

Submit within two

weeks of the incident.

Mail or fax a copy
to SORM

Provide the name of contractors and
subcontractors who constructed the
building.

Submit within two

weeks of the incident.

Mail or fax a copy
to SORM

Provide maintenance service records -
type of service, dates, and who
performed.

Submit within two

weeks of the incident.

Mail or fax a copy
to SORM

O Oy oy oo g dop

Provide the name of janitorial service for
the building.

Submit within two

weeks of the incident.

Mail or fax a copy
to SORM

[]

Provide names of any third parties
recently at that location, such as repair
persons.

Submit within two

weeks of the incident.

Mail or fax a copy
to SORM

[]

Provide photographs of the incident
location.

Submit within two

weeks of the incident.

Mail a copy to
SORM
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Forms

Links and examples of the following required forms are provided herein. All forms are available on the
Claims Coordinator Resources page on the SORM website, or through SORM’s online system, RMIS. Forms
from the Division of Workers’ Compensation (DWC) can also be found on the DWC website.

PLEASE USE THE CURRENT ONLINE
FORMS ONLY.

DO NOT USE THE EXAMPLES PROVIDED
IN THIS MANUAL.
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Employer's First Report of Injury or lliness (DWC-1S)
A

Login to RMIS to complete the DWC-1S

Required:
Form DWC-1S must be completed and submitted to SORM for any on-the-job injury that:
e Has more than one day of lost time;
e Is an occupational disease, with or without lost time or medical expenditures;
e Resulted in the death of the employee; or
e Results in expenditures for medical treatment or service.

It is important that every box be completed on the DWC-1S form. Incomplete or missing data often
prevents efficient processing of the DWC-1S and can prevent injured employees from receiving benefits
in a timely manner. If a box is not applicable, fill it in with N/A.

PLEASE NOTE: If an on-the-job injury is not an occupational disease, does not result in medical
treatment, does not result in the death of the employee or results in less than one day of lost time, the
employer will keep the record on file only.

Filing Deadline:
In claims where there is either one day of lost time, medical treatment or an occupational disease, the
form must be received by SORM not later than the 5th calendar day after the employing agency is first
notified or receives knowledge of the injury or illness.

PLEASE NOTE: When an employee suffers a severe or fatal injury, please contact SORM by phone and
submit the form immediately.

Completed by:
The claims coordinator.

Instructions:
PLEASE COMPLETE ALL APPLICABLE FIELDS. Most fields are self-explanatory; however, the following
items may require more attention:

Iltem 4: If no home phone, please give a phone number where the employee can be reached.
Iltem 7: Employees work phone number.
Iltem 8: This information is no longer required.

Item 13: | This information should include the doctor’s telephone number.

Item 15: | This should be the actual date of injury, or (for occupational diseases) the date the
employee knew or should have known the condition was work-related.

Iltem 17: | This should be the first full day of lost-time from work. (Please note that the date of injury
is not considered the first day of lost time.) Mark NLT or N/A if there is no lost time.

Item 18: | List the nature of the injury. Examples include: burn, cut, or sprain.
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Item 19: | List specific body part, which side of body is affected, e.g., chin, right leg, left upper arm,
etc. If more than one body part is affected, list each part.

Item 20: | Describe in detail. Use additional sheet of paper if necessary.

Item 24: | This should state the specific substance or exposure that directly inflicted the injury such as
a tool, chemical (list the name of the chemical), or machine.

Item 26: | The date should be entered even if the employee has returned to work even for a portion
of the day. If the employee has returned to work making less than his or her pre-injury
wage, a DWC-6 must also be submitted.

Item 28: | This is the employee's immediate supervisor. Please include a work telephone number.

Item 29: | This is the date the employee reported the injury to the employer as work related.

Item 34: | This 4-digit code corresponds to the primary occupation in which the employee was
engaged at the time of the injury or exposure. This code is from the state payroll
classification table and is available from the State Comptroller of Public Accounts.

Item 43: | This 9-digit code represents the location of the agency unit that employed the injured
worker at the time of their injury or exposure. The first three digits will be 100 for state
agencies or 200 for county entities. The second three digits are the agency code. The third
three digits are the location code as established by each agency. Contact the SORMs Risk
Assessment and Loss Prevention section for information about or changes to your agency
location code(s).

Item 44: | This 9-digit code is assigned to each agency by the Internal Revenue Service for
employment, tax, and reporting purposes.

Item 45: | This 4-digit code is assigned to each agency and represents the nature of the employer's
business. For specific questions about Primary Standard Industrial Classification (SIC) codes,
call the Texas Workforce Commission (TWC).

Item 46: | This may be the same as the last item if the agency has one primary SIC code. If there is
more than one, this should be the SIC code specific to the job being performed. If in doubt,
call the TWC.

Iltem 47: | This is the state agency code number assigned by the State Comptroller of Public Accounts.

Item 51: | This must be the signature and title of the claims coordinator. If signed by someone other
than the claims coordinator, he or she must list his or her title and state that it was signed
for the claims coordinator. The date must also be included.

Iltem 52: | Enter the number of sick/annual leave hours credited to the employee as of the date of
injury.

Distribution:

Submit online to: State Office of Risk Management

Mail a copy t

o the claimant.

Retain a copy for your file.
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Mail this form to:

STATE OFFICE OF RISK MANAGEMENT
P.0O. Box 13777

Austin, Texas 78711

Please read instruction sheet CAREFULLY,

giving special attention to items marked
with an asterisk (*).

CLAIM #

SORM CLAIM #

EMPLOYERS FIRST REPORT OF INJURY OR ILLNESS

1. Mame (Last, First M.1.} 2 Sex

15. Diate of Injury (m-d-y) 15. Time of Injury 17. Date Lost Time Began

(m-d-y)

am [ F™ - -

3. Saocial Security Number 4. Home Phones 8. Date of Birth (m-d-y) 18. Mature of Injury® 18. Part of Body Injurad or Exposed”
{ 1] -
6. Does the Employee Speak English?  If Mo, Specify Language 20. How and Why AccidentInjury Occurred”
vesQ  wopy

7. Employee Telephone # 8. Biock no longer uzed 21. Was employ=e 22 Worksite Location of Imjury (stairs, dock, etc.)*
doing histher vEs
regularjob? WO

8. Mailing Address  Street or P.O. Box 23. Address Whene Injury or Exposure Occurmed Mame of business if incident

City State Zip Code County

occumed on a business site

Street or P.O. Box County

10. Marital Status
Married D Widowed I:I Separa'.e{ln

Single I:I

Divorced [

City Zip Code

11. Humber of Dependent Children 12. Spouse's Mame

24 Cause of Injury (fall, tool, machine, stz )*

13. Doctor's Mame Telephone #

25, List Witnesses (Mame, Telephone #

14. Doctor's Mailing Address (Street or P.O_Box)

Citty Zip Code

26. Retim io work

date (m-d-y]

27. Did employee
die?

28. Supenvisor's
MName

28. Date Reported
(m-d-y)

YESD NO o

30. Date of Hire (m-d-y) 31. Was employee hired or recruited in Texas?

YES = N |

32 Length of Service im Current Position 33. Length of Senvice in Occupation

‘fears Manths ‘fears Months

3. State Payroll Classification Code

35, Occupation of Injured Worker

36. Rate of Pay at this Job 37. Full Wark Week is:

5 Hourly § Weskly
5 Monthly

Hours: Days

38. Last Paycheck was: 38. Is employee an Cwner, Pariner,

or Corporate Officer?

5 ves O no [d

40. Mame and Title of Person Completing Form
Claims Cocrdinator

41. Mame of Agency

42. Agency Mailing Address and Telephone Mumber

Streator P.O. Box Telephons

1 )

43. Agency Location Code

i !

City Zip Code

Mame of Location:

44, Federal Tax |dentification Mumber
Sector Code [MAICS) (2 digits)

45. Primary Morth American Industrial Classification System

48, Specific NAICS Code 47. Comptroller Agency Code

45, Workers' Compensation Insurance Company

State Office of Risk Management

48. Policy Mumber
TXSTATEPOLOO1

50. Did you request accident prevention services in past 12 months?

ves O woOl ves@ wnolO

If yes, did you receive them?

52. Mumber of Hours of SickiAnnual Leave Credted to Employee or Date of Injury

en

1. Signature and Title (READ INSTRUCTIONS ON INSTRUCTION SHEET BEFORE SIGNING)

DWC FORM-13 (Rev. 10V05) Page 1
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DW(C-1S Violation Rule

Employers have important responsibilities under the Workers' Compensation Act. Along with health care
providers, they are a primary source of information for the carrier to use to administer claims. Without
the employers' and health care provider’s assistance, carriers are hard pressed to timely and appropriately
deliver benefits to injured employees. Failure to provide complete, timely information will result in
penalties that can be quite substantial. A state agency is the employer and has a duty under the Texas
Workers’ Compensation Act to timely and accurately provide information to the State Office of Risk
Management (insurance carrier) so that injured employees can receive the benefits they are entitled to.
Although many employees use accumulated leave as a form of salary continuation for injuries, this does
not remove the employers' responsibilities with regard to reporting.

DWC-1, Employer's First Report of Injury
Texas Labor Code §409.005 and DWC Rule 120.2

The Employers' First Report of Injury must be filed within 8 days of the date the employer received notice
of the injury or an occupational disease, or the 8th day after the employee's absence for more than one

day from work due to the injury or death.

Failure to timely report the lost time in this manner may be subject to a penalty not to exceed $25,000
per day per occurrence. Texas Labor Code §415.021.

Do not send this form to the DWC, unless specifically requested to do so.

If a report has not been received by the carrier, SORM, the employer has the burden of proving that the
report was filed within the required time frame.

This report may not be considered as an admission or evidence against the employer or the insurance

carrier in any proceeding before the DWC or a court in which facts set out in the report are contradicted
by the employer or insurance carrier. Texas Labor Code §409.005(f).
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Employer's Wage Statement (DWC-3)

Login to RMIS to complete the DWC-3

Required:

Immediately after receiving notice of an injury, the agency should complete the employee's wage
statement. This information is needed when the employee experiences one (1) or more full days of lost
time or as requested by SORM.

If a fringe benefit is identified as being continued, and the employer later suspends that benefit, the
employer must file an amended DWC-3 form with SORM within three (3) calendar days of reporting the
date of suspension.

Filing Deadline:
The form must be received by SORM not later than the 5th calendar day after the first full day of lost
time.

Completed by:
The claims coordinator or agency representative.

Instructions for the DWC-3 (Sample Provided):
Please follow these steps when completing the Employer's Wage Statement (DWC-3) form. A sample
form is also included for your reference.

First, indicate whether the DWC-3 is being submitted for the first time or if it is an amendment to a
previously submitted DWC-3 by placing an "X" in either the "Initial" box or the "Amended" box.

STEP ONE: EMPLOYER AND EMPLOYEE INFORMATION
Boxes 1-9 are self-explanatory.
Box 10: Indicate the employee's status according to the guidelines included on the form.

STEP TWO: SAME OR SIMILAR EMPLOYEE

If the employee was not employed by the agency for 13 continuous weeks before the date of injury, the
claims coordinator shall base the injured employee's wages on an employee performing similar services.
If using a similar employee, put a check in the appropriate box.

STEP THREE: WAGE INFORMATION - BOX 11

Provide all wage information for each week in the 13 weeks immediately preceding the date of injury. Do
not include the date of injury or any days after the date of injury. Earnings to be included under "Gross
Weekly Pay" are: Benefit Replacement Pay, Longevity Pay, Hazard Pay, Sick or Annual Paid, and Shift
Differential Pay. Do not include any fringe benefits in these calculations. Follow the instructions included
on the DWC-3 for boxes 11a, 11b, and 11c.
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https://www.sorm.state.tx.us/sorm/pages/SORMLogin.html
https://www.sorm.state.tx.us/sorm/pages/SORMLogin.html
https://www.sorm.state.tx.us/claims-operations/claims-coordinator-overview/forms-and-checklists/employers-wage-statement-dwc-3

Employees hired by the State of Texas on or before August 31, 1995, may be eligible for Benefit
Replacement Pay (BRP), beginning with wages paid on January 1, 1996. The 74th Legislature eliminated
the provision for the State to pay a portion of the employees' share of Federal Insurance Contribution Act
(FICA) taxes, commonly referred to as state-paid social security. The BRP is intended to compensate
employees for the loss of the state-paid share. New employees hired on September 1, 1995, or later, are
not eligible for the BRP.

The formula for calculating Gross Weekly Pay is:
e Monthly Gross Wages + 4.34821 = Gross Weekly Pay

Examples for Wage Information - Box 11:
The following are examples of how to complete Box 11. The sample form illustrates these boxes.

Employee John Doe was injured on 8/12/96 after falling off a warehouse ladder. John had a Monthly
Gross Wage of $1,300. John was a full-time state employee and worked Monday through Friday. To
calculate his wages, take the following steps:

Box 11a: | Fill in the dates for all 13 weeks prior to the date of injury, starting with the date before the
injury occurred.

Box 11b: | Fill in the number of hours paid for all 13 weeks prior to the date of injury, starting with the
date before the injury occurred.

Box 11c: | Calculate the Gross Weekly Pay by dividing the Monthly Gross Wages by 4.34821.

$1,300 + 4.34821 = $298.97

Employees' wages will sometimes change at the end of a month, midway through a work week. In this
example, John received a $100 / month raise beginning August 1, 1996, which fell on a Thursday. This is
Week 2 on the sample form. Take the following steps to calculate Gross Weekly Pay when two different
Monthly Gross Wages combine during one work week:

o Calculate the Daily Wage of the worker for both monthly salaries. To do this, first
calculate the Gross Weekly Pay for both Monthly Gross Wages as usual.

Previous Monthly Gross Wage + 4.34821 = Previous Gross Weekly Pay
John's Previous Gross Weekly Pay: $1,300 + 4.34821 = $298.97

New Monthly Gross Wage + 4.34821 = New Gross Weekly Pay

John's New Gross Weekly Pay: $1,400 + 4.34821 = $321.97

o Divide the Gross Weekly Pay of each salary by the number of days worked each work
week to obtain the Daily Wage.

Previous Gross Weekly Pay + 5 days worked = Previous Daily Wage
John's Previous Daily Wage: $298.97 + 5 = $59.79

New Gross Weekly Pay + 5 days worked = New Daily Wage

John's New Daily Wage: $321.97 + 5 = $64.39

o Add the number of days worked under the Previous Daily Wage to the number of days

worked under the New Daily Wage and the total will be the Gross Weekly Pay for that
week.
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John worked Monday - Wednesday, July 29, 30, and 31: 3 days

John worked Thursday - Friday, August 1 and 2: 2 days

Previous Daily Wages + New Daily Wages = Gross Weekly Pay
(559.79 x 3 days) + (564.39 x 2 days) = Gross Weekly Pay

$179.37 + $128.78 = $308.15

John's Gross Weekly Pay is $308.15 for Week 2, July 29 - August 4, 1996.
Use John's new Monthly Gross Wage of $1,400 to calculate the Gross Weekly Pay for Week 1, August 5 -

11, 1996.

$1,400 + 4.34821 = $321.97

STEP FOUR: FRINGE BENEFITS - BOX 12
Do not include fringe benefits in Box 11 calculations. Also, always use the injured employee's fringe
benefits, even if the wages are based on those of a similar employee.

Box 12a: | Iftheinjured employee is entitled to any of the fringe benefits listed, the claims coordinator
should check "YES" in the appropriate box.

Box 12b: | State the value or dollar amount of the benefit(s) paid each week prior to the injury. When

provided with a monthly amount of benefits paid, divide the monthly amount by 4.34821
for the weekly fringe benefit.
Please give the amount of the state contribution for health insurance, not the total charge
for health insurance. Do not include employee contributions. Please note that the state
contribution for health insurance can be affected by the Family Medical Leave Act. Check
with your human resources office if in doubt of any benefits.

Box 12c: | Indicate whether the employer will continue to provide the fringe benefit(s).

Box 12d: | Indicate the date the fringe benefit(s) were or will be suspended.

*okk If a fringe benefit is identified as being continued, and the employer later suspends that
benefit, the employer must file an amended DWC-3 form with SORM within three (3)
calendar days of reporting the date of suspension.

Example for Box 12 - Fringe Benefits
John Doe received a state contribution of $176.93 a month for health insurance. To convert this figure to
a weekly amount, use the following formula:

Monthly Fringe Benefit Amount + 4.34821 = Weekly Fringe Benefit Amount

$176.93 + 4.34821 = $40.69/week

Write the figure "$40.69" for all 13 weeks in Box 12b beside the Health Insurance box.

In situations where a Monthly Fringe Benefit Amount changes at the end of a month, midway through a
work week, please follow the same steps as illustrated for changing wages at the end of the month.

STEP FIVE: SIGN THE FORM
The Employer's Wage Statement (DWC-3) form must be signed and dated by the person completing the

form.
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Distribution:

Submit online to: State Office of Risk Management
Mail a copy to the claimant.

Retain a copy for your file.
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WAGE INFORMATION INSTRUCTIONS

Empioyee Name:

Social Security #:

Date of Injury:

PECUNIARY WAGE INFORMATION

RIOD # (Week 2,
Month #. or Bi-Week #)

4.34821. If the employee is paid on.a.b

or sick leave an employe used but not the market value of leave time e

7

- The employer shall report all wages earned in the 13 weeks immediately preceding the date of injury.
employer may provide wages for the 3 months preceding the date of injury. Monthly wages may also be converted to weekly wages by dividing the gross monthly amount by
kly basis,the employer may provide the wages for the 14 waeks precading the date of injury_\When setting the periods {0 fepor, the
employer may adjust the reportingperiod backward Slightly (up to six days) o line up the reportingimeframes with the employer'Sinatural pay eycle. However, the employer shall
not report wages earned on or after the date of injury.
= If reporting weekly camings, use all 13 Period Columns below. f reporting 3 months of eamings, aither convert the wages to waekly earnings or use the first 3 Pafiod Columns. If
reporting 14 weeks of biweekly eamings, use the/first 7 Pafiod Columns. In all cases, lndlcato the datu that each pﬂiod coyars.
Pecuniary Wages d t d the fo
hourly, weekly, biweekly, maihly &:.wages, sﬁy
commissions. | Eamings are reporied in the perods they are earned, NOT when they are paid nnd sm(.ud\as bonuses and
commissicns) need to be prorated. Pecuniary wages don't include
u'eoﬂha empbyus equipment or for paying helpers or to reimburse for travel expenses. Gonsadef as eamings amounts from paid

If the employee is paid on a monthly or semi-monthly basis, the

ohmny These includ@, but are not limited to:

. bonuses; and

monetary

made by an emp!

10

11

1 1

the employee for the
amed but not used.

FROM DATE:

TO DATE:

TOTALS

# HOURS WORKED:

GROSS WAGES
EARNED:

Employer
Provided Prior
To Injury?

WAGE INFORMATION
Specify Value O Amounl Eamod in Each Reported Period For Each Benefit Provided Prior To Injury

not include

or stipends paid to allow the employ

Nonpecum.y'hgea include all wages paid h the employee in a form other than money. These includa, but are not limited to, the
but dof top the benefits.

(Use the same periods as used above)

vn Employer
Continue To
Provide?

YES | NO

1 2 3 4

5 [3

7

8

9

10}

11

12

13

YES | NO

Date Benefit
Suspended
(if suspended)

NOTE With few exceptions, you are entitied on request to be informed about the miumion t

and review the information.
ﬁeld olﬁce at 800-252-7031.

DWC FORM-003 Rev. 10/06

Under §559.004 of the Govemment

Code you are entit

nal TD!—WCenllecls abunyou Undet§§55202! and 552

Z3oflhe

Government Code, you are entitied to

Page?2
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Send 10 WORG'S' COMPAnSaton Samar and tha Division CLAM #

e W mah e CARRIER'S CLAM &

-z“'n:' EMPLOYEE'S MULTIPLE EMPLOYMENT WAGE STATEMENT (DWC Form-003ME)
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et T ] Y A
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Non-Claim Employer — Employers other than e daim emgloyer in which Tmshsuﬁnedo!hum
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T"ﬁmﬂmh.w‘m‘mmhi‘“““‘ *4| Al applicable DWC rulos can be found at http:Fuwwtdi.texas gov

EH PLOYEE IHFORHhﬂCrN NON-CLAIM EMPLOYER IHFORHATION

EW;HﬂmmssﬁmaPOi -

Caty:

Clmim Employer Name Suld:_—mw‘-.-.— _!Empiows!_ Tax 0. Number:
= B Al e

s
Date of Injury: Viere you working for the Non-Clsim £ d Phore # of Contisct Person at Non-Claim g
njury: mh’::ledrlni' NS O Noﬂ'ﬂwﬂ' Namne an rson Employe-

| HEREBY CERTIFY THAT THIS WAGE STATEMENT is complets, accurste | | HEREBY CERTIFY THAT THIS WAGE STATEMENT is complets,
thsnﬂh?mswmmumm&nmdmh accurate, and comples with the Texas Workers' Compensaton Act and
rules, and | understand that mala Tmuhmmgmﬁngawuﬂum rubes; dﬂﬂthhdwge:mﬁndcﬁaﬁ'mew{u
cw:pemm:nmaacnmﬂ\;gan in fine and/or impasonment. ﬁ:‘l*m tax purposes and | understand that making a

mesrepresantabon about 3 workers’ wrp«mqndamuamm
n:n.ﬁ in fines andlor mpescnment.
Signatee: P

Mdpeﬁmm:ghﬂnimmﬁaﬁ- ‘

SAME OR SIMILAR EMPLOYEE?
Thoﬁag-nin‘lncmﬁmmﬁlbﬂniih:
O The inju m&guyuon C] A Similar Employss -

upon Dvsicn m:p ralot Nun -Cladm Empicyar =mal
the similer amp
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employss who has rai expeniance, skils &

wﬂﬁ ﬂlwmmpdmo?ms servicesitasks compar

in nature and in number of houm,) If no smilar employee exists, report the fimted

availsblawages camed by $e murad employes priof to $ie injury.

NON-CLAIM EHPLOYER WA.GES {OH LY THOSE THAT EPORTABLE FOR FEDERAL INCOME TAX PURPOSES)

-Indicate the Gross Wi le for Federal income Tax Purposes eamed in the 13 wecks immediately to the date of injury. Consider as

mmmkm.g:d ' andmymmmlwﬁdhmmmpbmmdhxwlhmmdhmmw’::dwmm

Earnings are reperied in e penods are camed, NOT when are paid and some (such as bonuses and commssions ) need % be prorated. Do not

inchdepambmadehmuhmuh?mﬂmm&ﬁmdmmhxsaqt.imn(oriupaﬁnghelpeuamiﬂbumn)'wdupms

-H the employee is paid on 2 monthly or semi-monthly basis, the wages eamead may be provided for the 3 months preceding the date of injury. Morthly wages.

may aso be corveried to weekly wages by dwding the gross monthly amount by 4.34821. | the employee is paid on a b bass, the for the 14

wcbp‘iumhmdhpymurbe:zaﬁ When seting the periods fo report, $he reporting penods may be adjusted ards sh {up to s

darys) to fine up the reporiing timeframes wi ﬂleen'hpl-nya’snamdpﬂchb However, do not report wages eamed on or after the date of injury.

N | ing weekly aamings, use all 13 Period Colimns below. if euﬂtrd-mtrewagmm-mklyew.gsormebeim

3 Penod Columns. If reporting 14 weeks of braeakly 8arnings, e the first all cases, indicate the dates that sach period covers.

PERIODS (Weeks, 1 2 4 5 3 7 8 9 10 | 1 1Z | 13
Month#, or Bl-Weaks)
FROM DATE: N -
TO DATE:
# HOURS WORKED: ' e’ @
GROSS WAGES

EARNED:

NOTE: WE® flew =)2es80rs, you a0 enfled On Mquest 2 be Iriorred sbout e Iformaton Tat TDHOWC coliecs sBout you. Under £5552 021 and S52.023 of The Governyment Code, you 2m e=fled ©
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fiedd ofice a2 002527031,

DOWC FORM-ODIME Raov. 04M6
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DWC-3 Violation Rule
DWC-3, Employers Wage Statement
Texas Labor Code §408.063 and DWC Rule 120.4

An employer shall file a signed wage statement with the carrier and the employee within 30 days of the
date benefits begin to accrue and with the commission within 7 days of receiving a request from the
commission. Income benefits begin to accrue (become due and payable) on the eighth day of disability
(eight day of total of lost time as a result of the work-related injury). Rule 124.7.

An employer that fails to file a complete wage statement as required by this rule without good cause may

be assessed an administrative penalty, not to exceed $25,000 per day per occurrence. Texas Labor Code
§415.021.
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Employee's Report of Injury (SORM-29)
A

Download the SORM-29

Required:
This form should always be filled out by the injured employee and filed with SORM. This will help to
expedite benefits in a more timely manner.

Filing Deadline:
The form must be received by SORM not later than the 5th calendar day after the First Report of Injury
or lliness (DWC-1S) is reported to the agency.

Completed by:
The claimant, with assistance from the claims coordinator.

Instructions:

All fields should be completed in detail and printed legibly. Make sure that the claimant signs and dates
the bottom of the form.

Distribution:

Fax a copy or mail the original to: State Office of Risk Management
Retain a copy for your file.
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SGORM

Stote Office of Risk Manogement

EMPLOYEE'S REPORT OF INJURY

Dear Employee:
We received a report that you were injured in the course of your employment. To process your claim efficiently, please fill in all lines
completely and print legibly. Attach additional sheets if necessary.

Name: Social Security: Genders (Im I F
Last First ML Maiden .

Address: Date of Injury:

City: State: zIp- Employer:

Job Title:

Primary Phone Number:

Work Schedule:

Secondary Phone Mumber:

Email address:

1) What was the exact location of the accident? Include street address if possible:

2) What was happening at the time? What was going on around you,what were you doing, what were other people doing?:

3) Briefly describe what exactly caused the injury:

4) What areas of your body were injured?

5) When and to whom did you report your injury? Date Time
Name: Title Phone Mumber:
6) List all known witnesses (continue on back if necessary):. 1. Name FPhone:
2. Name Phone: 3. Name: Phone:
7) Who is your Primary Care Physician or family doctor? Mame: Phone:

&) Please list the names and phone numbers of all doctors or treatment providers you have seen for your injury:

Name: Phone:
MName: Phone:
MName: Phone:
9) Has a doctor taken you off work? [ ves T Mo If ¥es, when was the first day you missed work?

10) If the doctor took you off of work, have you returned to work? O Yes [0 Ne  If Mo, when do you think you will return
to work?

11) Date of Last Appointment: Date of Next Appointment:

12) Have you had previous workers compensation injuries? Z Yes [ No If Yes, please enter injury dates and body
parts injured:

By affixing my signature, | attest that all information on this form is accurate and true:

Signature: Date:

38



Employee’s Election Regarding Sick and Annual Leave (SORM-80)
A

Download the SORM-80

Required:
Injured employees must choose whether they will utilize accrued sick leave and accrued annual leave
before receiving workers’ compensation income benefits. No workers’ compensation income benefits
will be paid until all elected leave is fully utilized as more fully explained further below. The advantage to
using sick and annual leave is that the employee will receive their full, normal pay during the elected
leave period. Once elected leave is exhausted the employee will receive what they are due under the
workers’ compensation statues, albeit without deductions for federal income taxes. When sick leave
and/or annual leave expires, please notify SORM within two (2) calendar days of the expiration of that
leave.

e All accrued sick leave must be exhausted before accrued annual leave can be used.

Filing Deadline:
The form must be received by SORM not later than the 5th calendar day after the first full day of lost
time has occurred. If not received by that date, the employee will be paid under Election Il (see below).

Completed by:
The claims coordinator and injured employee.

1. Enter the employee’s name and date of injury in the space provided.

2. Election 1. If employees elect to use all of their accrued sick leave until it is exhausted, instead
of receiving workers’ compensation benefits during that period, employees must also choose
one of the following:

a. To use all of their accrued annual leave;

b. To use a portion of their accrued annual leave (must indicate the number of annual
leave hours to be used); or

c. To use none of their accrued annual leave.

Explain to employees that workers’ compensation benefits do not start until the eighth day of lost time.
Employees who cannot work for 14 days will then receive retroactive benefits for that seven-day period
or any portion of that seven-day period not covered by leave.

3. Election 2 -- If employees elect to use none of their accrued sick leave and none of their accrued
annual leave, the employees must choose Election 2. Explain to employees that workers’
compensation benefits do not start until the eighth day of lost time. Employees who cannot
work for 14 days will then receive retroactive benefits for that seven-day period.

4. Be sure to fill in the amount of sick leave and annual leave available to the claimant at the time
of injury.
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5. Have employees include their Social Security Number and sign the form stating that they
understand that they cannot change an election after signing the form.

Distribution:

Fax a copy or mail the original to: State Office of Risk Management
Retain a copy for your file.
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SBRM

State| Office of Risk Management

EMPLOYEE’S ELECTION REGARDING
UTILIZATION OF SICK AND ANNUAL LEAVE

Employee’s Name: Date of Injury:

Employee’s SSN: Agency:

You are not required to use your leave. Texas Labor Code §501.044 allows an injured state employee to elect
to use accrued sick and annual leave before receiving income benefits. NOTE: Sick leave must be exhausted
before annual leave may be used. Other categories of leave (compensatary leave, holiday leave,
administrative leave, etc.) may not be used prior to sick and annual leave.

Select only ONE election, either Election 1 or Election 2 below:

E] ELECTION 1—Choose A, B, or C
When | lose time from work due to this injury or illness, | elect to use all of my accrued sick leave AND:
[:| A. All of my accrued annual leave.
D B. A portion of my accrued annual leave {(enter number below).
[:| C. None of my accrued annual leave.
If you selected B, how much of the portion of your leave do you wish to donate?
[ ] ELECTION 2

When | lose time from work due to this injury or iliness, | elect to not use any accrued sick leave or annual
leave. | understand | am not entitled to workers” compensation income benefits until after the seven (7)
calendar day waiting period.

If you know, please indicate how hours you have available: ~ Sick hours; Annual hours

MONTHLY TEMPORARY INCOME BENEFITS (TIB) ELECTION

D | elect to change my Temporary Income Benefits frequency from weekly to monthly. For more information about
TIB, please visit the Texas Dept. of Insurance Website {https://www tdi state.tx.us/pubs/factsheets/tibs.pdf).

By signing below, | signify that | understand that | may not.change my election after my eighth (8") day of disability and
that | have read the instructions on page 2.

Employee’s Signature Date Coordinator’s Signature Date

SORM-80f Rev 03-16
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INSTRUCTIONS

Employee’s Election Regarding
Utilization of Sick and Annual Leave

Injured-employees may elect to use accrued sick leave and all, part, or none of their accrued annualleave for time

missed from work due to the work related injury. Accrued sick leave and accrued annual leave are the amounts of paid

leave available at the time of injury in addition to leave earned after the injury. The following details the effects of the

different choices available to you.

If You Choose Election 1

You must use all accrued sick leave but may elect to.use all, some, or none of your accrued annual leave.
All sick leave must be exhausted before annual leave may be used.

If you select 1A and return to work but later have additional days of disability, you must use any accrued sick
and annual leave before receiving workers’ compensation income benefits.

If you select 1B, you must use any sick leave balance and any authorized annual leave before you will be eligible
to receive workers’ compensation income benefits.

If you select 1C, you must use any/all accrued sick leave before receiving workers’ compensation income
benefits.

Workers’ compensation income benefits do not begin until the eighth day of disability. Employees who are
disabled for at least 14 days will receive retroactive benefits for any portion of the seven-day waiting period not
paid by leave.

You will continue to receive your full pay asdong as you have accrued time to use and have authorized your
agency to use it for your injury. If your elécted leave is exhausted, you may receive income benefits to replace a
portion of your lost wages. This may be 70% or 75% of your average weekly wage depending on your wages at
the time of your injury.

It is recommended that you consult with your Human Resources Department to discuss the impact of your
selection on your leave balances and insurance benefits should you be off work for an extended period of time.

If You Choose Election 2

You choose to not use any sick or annual lave for your compensable injury. Your agency may immediately place
you in a leave without pay status.

You may not receive any workers’ compensation income benefits for the first seven (7) calendar days you are
unable to work. If eligible, your income replacement benefits will begin on the 8th day of disability and
employees who are unable to work for 14 days will receive retroactive benefits for the first seven days. You will
be paid at a rate of 70 or 75% of your weekly wage depending on your wages at the time of your injury.

Notice: With few exceptions, an individual is entitled, upon request, to be informed about the information a state governmental
body collects about the individual. Under Sections 552.021 and 552.023 of the Government Code the individual is entitled to receive
and review the information and under Section 559.004 of the Government Code the individual is entitled to have the state
governmental body correct any information about the individual that'is incorrect.

Page 2
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Witness Statement (SORM-74)

Download the SORM-74

Required:

Immediately after receiving notice of any injury, the claims coordinator should determine the names,
addresses, and telephone numbers of all witnesses to the incident. A statement should be taken from
each witness and forwarded to SORM.

Filing Deadline:
The form must be received by SORM not later than the 5th calendar day after the Employer’s First Report
of Injury or lliness (DWC-18S) is filed with SORM.

Completed by:
The person giving the statement, with assistance from the claims coordinator.

Instructions:

1. Except for the witness signature, the witness statement form should be typewritten, if possible.
If it must be handwritten, PLEASE PRINT to ensure legibility.

2. Be sure to fill in the claim number, if known.

3. The witness may have actually seen the accident, or may have acquired knowledge about the
accident from some other source. The witness' information may relate to how the accident
occurred or to something else that is relevant. Check the first or second box and fill in the blanks
following those boxes, as is appropriate. Be specific and complete. . Sometimes you will be given
a witness name but who, when asked, denies any knowledge of the incident. In such a case the
third box should be checked.

4. |If the space provided on the form is insufficient, attach additional sheets. Please be as specific
and complete as possible.

Distribution:
Fax a copy or mail the original to: State Office of Risk Management
Retain a copy for your file.

Notice: With few exceptions, an individual is entitled, upon request, to be informed about the information
a state governmental body collects about the individual. Under Sections 552.021 and 552.023 of the
Government Code the individual is entitled to receive and review the information and under Section
559.004 of the Government Code, the individual is entitled to have the state governmental body correct
any information about the individual that is incorrect.
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Injured Employee Name:

SORM Claim Number:

Witness Name:

SGORM

State Office of Risk Management
WITNESS STATEME

MUST BE TYPED OR PRINTED

Date of Injury:

Statement Taken By:

Witness Email Address:

Residence Address:

Primary Telephone:

Secondary Telephone:

Witness Employer:

On

(date), at about (time) in the |:| am./ D p-m., | was in or at

when an accident involving the above employee is reported to have occurred.

SELECT CHOICE A, B, OR C BELOW:

Check only ane box:

A. D I saw the incident. The accident occurred.in the following manner:

Other pertinent information and source:

B. D | did not see the incident. Information giventa me by (name of person):

Indicate how it occurred:

Other pertinent information and source:

C. I:l | know nothing whatsoever about the incident.

Signature

Date

44



Supplemental Report of Injury (DWC-6)
A

Login to RMIS to complete the DWC-6

Required:
The DWC-6 should be completed immediately when the employee:
e Has returned to work;
e Has additional day(s) of disability;
e Has a change in weekly earnings after the injury (increase or decrease); or
e |sterminated or resigns.

Not Required:
e The DWC-6 should NOT be completed when the employee:
e Has reached MMI; or
e Has disability after termination or resignation.

Filing Deadline:

For each of the required situations listed above that the DWC-6 must be filed, the following are the
corresponding filing deadlines:

Not later than the 3rd calendar day after the employee returns to work;

Not later than the 3rd calendar day after the additional day of disability occurs;

Not later than the 3rd calendar day after the change in earnings has taken place; and

Not later than the 3rd calendar day after the employee resigns or is terminated.

Completed by:
The claims coordinator.

Instructions:
1. Check the appropriate boxes that show the reason for filing a Supplemental Report of Injury and
complete only the blocks indicated.
2. Inblock 7 give actual wages. Please do not estimate wages.

Distribution:

Submit online to: State Office of Risk Management
Mail a copy to the claimant.

Retain a copy for your file.

45


https://www.sorm.state.tx.us/sorm/pages/SORMLogin.html
https://www.sorm.state.tx.us/sorm/pages/SORMLogin.html
https://www.sorm.state.tx.us/claims-operations/claims-coordinator-overview/forms-and-checklists/the-supplemental-report-of-injury-dwc-6

% A i
il | AWAVA R
by AV VYA AR

§. Doss the employer have retum to week (RTW) oppartunitias avaiiabin basad on i iniumd worker's cumsnt canabiities? yes gmg
¥ 50, identify contact person and phone #

6. Has the insurance camier provided RTW coordination services witiin e past 12 montha? wes [] Date, m ]
7. Has the emgioyer requested RTW training from DWC cor $he imsurance carmier? ves [ ]
o preverti@Rrvices i ot ~E

~[]

Part Il INJURED WORKER INFORMATION

11 Inpred worker rame 7Z SSN (last 4 daits) 13. DOl
WOO-XE-

14 Inpured worker malng address and phone &

15 First cay of lost sme or reduced
wages for thes injury (mmiddlyyyy)

17, Has the injured worker experienced 8 rve ¢ - >3 T yes [ Jno ]
If yes. = date of the 8 day (mm/dd

T

16. First day of addmonal lost sme
OF Necus !

18. Date of most recent RTW

[ Fuil duty, full pay : i date of death
] Limited duty, reduced pay ! 196, Was the injured worker on lrmasd duty when terminsed? ves e[
20. Hours the injured worker was working during the pay period of 21. Weakly'hourly eamings for the pay period of
L) - hours perweek | 1o :$ woekly o $

Indicated hours are: Indicated wages are:
[ ircresse from pre-inury [ increase om preinjury wage
[] same s pre-injury jury wage
TDis form [0 bé Nied with: The ; 5 iny the Gmoframe a5 notod in Part .

22. Tothe best of my knowledge the i refied upon for evaluston of eiigibiity for benefits.

Subenisad by: [ far the amployor whors injury occumsd.)
Sonature and Titke of person completing ths form Date
OWC FORME [Rev. 10/05) Page | DMVISION OF WORKERS' COMPENSATION

46



DWC FORM-6
Supplemental Report of Injury
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DWC-6 Violation Rule
DWC-6, Supplemental Report of injury
Texas Labor Code §409.005 and DWC Rule 120.3

The DWC-6 is required to be filed under a variety of conditions including: when an employee returns to
work, when he/she experiences additional days of disability when there is a change in earnings, and when
the employee is terminated or resigns. Other than the filings required for termination or resignation,
the DWC-6 is required for every change in disability status; whether total or partial.

Often employees have returned to work at light duty with fluctuating wages or have intermittent periods
of lost time (disability). Itis important to understand that each change in disability status described above
must be reported via a DWC-6 form. The purpose of these requirements is to ensure that the carrier has
the information necessary to make adjustments to its payments of temporary income benefits so that the
employee timely receives the compensation they are is entitled to - no more, no less.

Failure to timely, accurately, and completely file a DWC-6 as required may be subject to a penalty not to
exceed $25,000 per day of occurrence. Texas Labor Code §415.021.
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Authorization for Release of Information (SORM-16)

A

Download the SORM-16

Required:

Immediately after sustaining a work-related injury, the claimant should fill out this release form. This
enables SORM to obtain from providers copies of relevant medical documents that will assist in the
handling of the claim.

Filing Deadline:
The form must be received by SORM not later than the 5th calendar day after the Employer’s First Report
of Injury or lliness (DWC-18S) is filed with SORM.

Completed by:

The employee must complete this form. If the employee is incapacitated, the spouse, child, or legal
guardian can sign the form. THE FORM MUST BE SIGNED AND DATED. The claims coordinator should
make this form available.

Instructions:
1. The claimant must clearly print his or her name on the patient line.
2. The claimant must clearly print his or her name on the second line.
3. The claimant must date and sign the form.

Distribution:

Fax a copy or mail the original to: State Office of Risk Management
The claimant should retain a personal copy.
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SGRM

State Office of Risk Management

AUTHORIZATION FOR RELEASE OF INFORMATION

Patient:

TO WHOM IT MAY CONCERN:

You are hereby expressly authorized to release and furnish to the State Office of Risk Management (SORM),
and/or any associate, assistant, representative, agent, or employee thereof, any and all desired information
(including, but not limited to, officesrecords; medical reports, memes; hospital records, laboratory reports,
including results of any and all tests including alcohol and/or drug tests, X-rays, X- ray reports, including copies
thereof) pertaining to the physical and/or mental condition which is the basis of my workers' compensation
claim. This includes not only all current andfor future information, but also all past medical information which
is related to the injury or injuries which form the basis of my claim.

(Print name)_

SIGMNED; DATED:

Copies of this signed autharization will be considered just as valid as the ariginal. | This is not a release of claims for domages.

PLEASE 5I1GN THE ABOVE MEDICAL AUTHORIZATION AMD RETURN IT, 50 WE MAY SECURE RELEASE OF YOUR
MEDICAL RECORDS.

THANK YOU.
State Office of Risk Management
PO Box 13777
Austin, TX 78711-3777

(512) 475-1440
Fax: (512) 370-9025
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Notification of Additional Information (SORM-90)
A

Login to RMIS to Complete the SORM-90

Required:

When an injured employee is granted extended sick leave, pooled sick leave or has child support payroll
deductions, the employing agency must immediately notify SORM of that fact, by completing and
submitting the SORM-90 form.

Filing Deadline:
The form must be received by SORM not later than the next working day after the change occurs.

Completed by:
The claims coordinator.

Instructions:
Be sure to fill in the claim number, if known.

4. All other blanks should be filled out as indicated or, if not applicable, mark N/A.
5. The claims coordinator should sign the form.

6. If child supportis being deducted from the employee’s payroll, include a copy of the child support
order.

Please note: If the leave that is granted affects the state health contribution, an amended DWC-3 must
also be filed.

Distribution:

Fax a copy or mail the original to: State Office of Risk Management
The claimant should retain a personal copy.
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SBRM

State Office of Risk Management

NOTIFICATION OF ADDITIONAL INFORMATION
(SORM-90)

Date: Claim Number: Date of Injury:

Employee Name: SSN:

Child Support
|:| Employee has child support payroll deductions. Copy of Child Support Order attached.
Change in Information: Employee has had:

|:| Name change. New Name:
|:] Address change. New Address:

[] Phone number/contact number change./New Number: ( ) -

[] Marital status change:

[] other change:

Additional Leave Granted: Employee has been granted:

D Extended Sick Leave Hours: Effective Date:
[ sick Leave Pool Hours: Effective Date:
|:| Emergency Leave Hours: Effective Date:

Leave Expiration Information
D The Employee’s elected leave/additionally granted leave will expire on: if
he/she does not return to work.

|:| The Employee was granted Family Medical Leave Act (FMLA) on:

D This will extend the state paid portion of insurance through:
|:| The Employee’s FMLA leave expired on:

The first month the state will not pay insurance is:

Claims Coordinator: (Print)

(Sign)

Phone Number Agency

Rev. May 2020
Please fax this document to the State Office of Risk Management within 24 hours of the change.
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Notification of Additional Information

Purpose of Form: The SORM 90 provides a mechanism whereby the claims coordinator shall provide
additional information to the adjuster pertaining to four'elements of the claim.

¢/ Child Support

e Change in employee’s personal information, i.e., home address, name change pursuant
to change in marital status or legal proceeding, etc.

e Additional Leave Granted

e leave Expiration Information

Filing Deadline: The form must be received by SORM not later than the next working day after the
event/change occurs.

Completed by: The claims coordinator.

Instructions: Complete the identifying information at the top of the form

Child Support
If the claimant is having Child Support withdrawn from their paycheck, attach a copy of the order
to the form. This is necessary so that the claimant receives the correct amount of income benefits.

Change in Information
Enter the revised data.

Additional Leave Granted
When an agency grants a claimant extended sick leave, sick leave pool hours, or emergency leave,
the adjuster must factor in these additional hours with regard to initiation of income benefits.

Leave Expiration Information

This information is essential for ensuring that income benefits are paid timely and in the correct
amount. Claimants often use intermittent leave for purposes other than their workers'
compensation injury and as a result, elected leave may not extend to the projected date of
expiration.

Distribution: The claims coordinator will fax the document to the State Office of Risk Management and
retain the original for the agency file.
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Request for Travel Reimbursements (DWC-48)
A

Download the DWC-48

DWC Rule 134.110

When to file/provide to injured employee:

If the injured employee incurs travel costs for medical treatments or exams that are more than 30 miles
one-way if there is no medical treatment reasonably available within 30 miles of their home location or

for required medical exams more than 30 miles.

Filing Deadline:
The form must be filed with SORM within one year of when the travel costs were incurred.

Completed by:
The employee must complete this form. The claims coordinator should make this form available.

Instructions:
1. The claimant must clearly complete the form with applicable information.

2. Receipts for costs incurred must be attached and submitted with the form.
3. The claimant must date and sign the form.
Distribution:

Fax a copy or mail the original to: State Office of Risk Management
Retain a copy for your file.
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DWC048

Texas DEPARTMENT OF INSURANCE Complete if known:

Division of Workers’ Compensation (MS-94)
7551 Metro Center Drive, Suite 100, Austin, Texas 78744-1645
(800) 252-7031 | F: (512) 804-4378 | TDl.texas.gov | @TexasTDI

DWC Claim #

Carrier Claim #

Request to Get Reimbursed for Travel Costs

Este formulario esta disponible en ‘espafiol en el sitio web.dé la Division en
http Jhwwwetdi texas gov/forms/dwc/dwe04 8trvireims . pdf.
Para obtener asistencia en espaniol, llame a la Division al 800-252-7031.

Injured Employee: Fill out Sections A-C and send it to the insurance carrier. If you need a fax number for the insurance carrier,
call us at (800) 252-7031. See page 2 for details.

A. Information about Injured Employee, Employer, and Insurance Carrier »
1. Emplovee Name (First. Middle, Last) 2. Date of Iniurv (mm/dd/vvyy)

3. Emplovee Mailing Address (Street or PO Box, City; State. ZIP Code)

4. Employer (at time of injury) 5. Employvee Phone Number

6. Insurance Carrier Name 7. Insurance Carrier Fax #

B. Information about Travel
8. Trips for medical treatment and exams more than 30 miles one way.

Date Travel From Travel To Miles Driven
(street address) (health care provider's name and street (round trip)
address)
| —_—
t 1 e

To estimate amount: total miles X state mileage rate = amount reimbursed
Go to https://fmx.cpa.state.tx.us/fm/travel/travelrates.php for the state mileage rate or call us at (800) 252-7031.

9. Overnight stays and meals. Send receipts for these costs.

Date Location Meals* Hotel/Lodging*
$ $
$ IE
$ IE
| $ IE

* The amount reimbursed cannot be more than the rates for state employees. To get those rates, go to
https://fmx.cpa.state.tx.us/fm/travel/travelrates.php or call us at (800) 252-7031.

C. Injured Employee’s Statement

|I certify the above information is correct and is for travel for treatment or an exam for my work-related injury.
[10. sign here: [11. Date:

A

DWCD048 Rev. 02/17 Page 1 of 2
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DWC048
Insurance Carrier: You must provide a plain language explanation of any partial payment or denial under 28 Texas
Administrative Code (TAC) §134.110(f). You may complete Section D or use your own form and send a copy to the injured
employee and the injured employee’s representative, if any.

D. Insurance Carrier's Response.to Injured Employee’s Request to Get Reimbursed for Travel Costs

12. Response 13. Reason

Requested amount is: K A IVI F L t
[0 Approved

[] Denied

[] Partially Denied

14. Adjuster Name: |15. License Number: 16. Date:

Injured Employee: If your request was denied or partially denied, you may appeal by asking for a benefit review conference.
Call (800) 252-7031 or go to www tdi.texas. rm c/ 045brc. to complete DWC Form-045.

Things to Know

If you have a work-related injury, you can get reimbursed for travel costs for some medical treatments or exams more than 30
miles one way if:

* Medical treatment is not reasonably available within 30 miles of where you live; or
* Required medical exams, designated doctor exams, and post-designated doctor treating or referral exams are more
than 30 miles one way.

Mileage: If you travel from your home or work.place.to the health.care provider's office, you can get reimbursed for mileage
using the shortest reasonable route. Some things to know:

e If you left from a place other than your home or work place, mileage will be based on the distance from the health care
provider’s office to your home, work place, or actual point of departure, whichever is closest.
e The amount reimbursed will be based on the tra\_lfel rate for state employees. To get those rates, go to

Hotel and meals: If your travel reasonably includes an overnight stay, you can get reimbursed for the cost of a hotel or other
lodging and meals related to your trip. Some things to know:

e You must send a copy of receipts for an overnight stay and your meals with this form.
e The amount reimbursed cannot be more than the rates for state employees. Those rates are posted at
https://fmx.cpa.state. tx us/fm/travel/travelrates.php or call us at (800) 252-7031.

How to file this form: Complete and sign the form. Send it to the insurance carrier within 1 year of when you incurred (charged)
these costs. Keep a copy of the completed form and receipts. If you need help, call us at (800) 252-7031.

What happens next: Within 45 days of getting your form, the insurance carrier must reimburse your request for travel costs or
deny your request by completing Section D or using its ewn form explaining why it won’t pay for the travel.

You can ask for a benefit review conference if the insurance carrier won't reimburse all or part of your travel costs. At the
conference, someone from the Division of Workers’ Compensation will listen to you and the insurance carrier and try to help you
reach an agreement. An injured employee who is not represented by an attorney may also receive assistance by contacting the
Office of Injured Employee Counsel at (866) 393-6432.

More information: See 28 TAC §134.110 about reimbursement of travel expenses; Labor Code §408.004(c)(2) and 28 TAC
§126.6(1) about required medical exams; Labor Code §408.0041(h)(2) and 28 TAC §126.17(c) about post-designated doctor
treating or referral doctor exams.

NOTE: With few exceptions, upon your request, you are entitled to be informed about the information TDI-DWC collects about
you; get and review the information (Government Code, §§552.021 and 552.023); and have TDI-DWC correct information that is
incorrect (Government Code, §559.004). For more information, contact agencycounsel@tdi.texas.gov or you may refer to the

Corrections Procedure section at www tdi.texas.gov.

DWC048 Rev. 02/17 Page 2 of 2

56




Employer’s Record of Injuries
Texas Labor Code §409.006, DWC Rule §120.1

An employer shall keep a record of all injuries and fatal injuries to employees as reported to an employer,
or otherwise made known to an employer. The record shall include:

1.

6.

The name, address, date of birth, sex, wage, length of service, Social Security number, and
occupation of the employee;

The reported cause of nature of the injury, the part of the body affected, and a description of any
equipment involved;

The date, time, and location where the injury occurred;
The name of the employee’s immediate supervisor;
The names of any witnesses (if known); and

The name and address of the treating health care provider, if known.

These records shall be available to the division at reasonable times and under conditions prescribed by
the commissioner.

The employer shall retain a record of an injury until the expiration of five years from the last day of the
year in which the injury occurred or the period of time required by Occupational Safety and Health
Administration standards and regulations, whichever is greater.
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Network Acknowledgement Form

Download the Network Acknowledgement

CareWorks Managed Care Services

10535 Boyer Blvd., Ste 100

Austin, TX 78758 {
P: 800.580.1314

F: 800.580.3123

B Compkey@gareworks mcs.com

» Workers
Compensation Network
Acknowledgement

| have received information that tells me how to get health care under workers’

compensation insurance.
I1f1am hurt on the job and live in the service area described in this information, | understand that:

1. Imust choose a treating doctor from the list of doctors in the netwark.
| may ask my HMO primary care physician to agree to serve as my treating doctor.

3. I must go to my treating doctor for all health care for my injury. If | need a specialist, my
treating doctor will refer me. If | need emergency care, | may go anywhere.
The insurance carrier will pay the treating doctor and other network providers.

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

Signature Date

Printed name

Street Address

City State Zip code County

Name of employer

CAREWORKS HCN

Name of network

Behind every good outcome CAREWORKS.C
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