WC-1 EMPLOYER’S FIRST REPORT OF INJURY OR OCCUPATIONAL DISEASE

GEORGIA STATE BOARD OF WORKERS' COMPENSATION

EMPLOYER’S FIRST REPORT OF INJURY OR OCCUPATIONAL DISEASE

NOTE: FAILURE TO SUBMIT THIS REPORT TO INSURER IMMEDIATELY MAY RESULT IN PENALTY. MUST BE TYPED OR PRINTED IN BLACK INK.

Board Claim No. Employee Last Name Employee First Name M.L. SSN or Board Tracking # Date of Injury
A. IDENTIFYING INFORMATION
Q Male Birthdate "Phone Number Employee E-mail
EMPLOYEE pRR e
O Female .
Address . City State | ZipCode
Name NAICS Caode Nature of Business (Trade, Transport, Mfg., etc.)
EMPLOYER ; 4 &
Address Phone Number Employer FEIN _
City State Zip Code Employer E-mail ;
INSURER / Name ) Insurer/Self-Insurer FEIN Insurer/ Self-Insurer File #
SELF-INSURER '
Name Claims Office FEIN # Claims Office Phone Claims Office E-mail
CLAIMS OFFICE - ‘
SBWC ID# (five digit no.) Address - City l State ~ Zip Code
] Date Hired by Employer | Job Classified Code No. Number of Days Worked Per Week Wage rate at time of O perHour
EMPLOYMENT/WAGE _ Injury:sf: Disgase: QO perDay
O perWeek
Insurer Type Code List Normally Scheduled Days Off
Month
O -Insurer O S-Self-insurer O Group Fund _ ek (EERMES
Date Employer had knowledge of Enter First Date Employee Failed to Work
INJURY/ILLNESS | Time ofinjury Comy ey Injury aFull Day
& MEDICAL a am
Q pm
Did Employee Receive Full Did Injury/liness Occur . Type of Injury/liiness Body Part Affected
Pay on Date of Injury? on Emplayer's premises? B
Q Yes Q No Q  Yes Q No
How Injury or lliness / Abnormal Health Condition Occurred 3
ici: i iven: Treati d
Treating Physician (Name and Address) gﬁal TLz:t:mm Given: Hospital / Treating Facilty (Name and Address) If Retumead to Work Give Date:
a Minor: By Employer ) -
0o Minar: CiinicalHospltal Retumned at what wage per Week
Q  Emergency Room i Fatal, Enter Complete
a Hospitalized > 24hrs Date of Death
Report Prepared By (Print or Type) . Telephone Number Date of Report
Q B. INCOME BENEFITS Form WC-6 must be filed if weekly benefit is less than maximum
Previously Medical Qnly N Date of disability:
O Yes 0O No | Average Weekly Wage: § Weekly benefit: $
Date of first Payment Compensation paid: $ or Date salary paid: Penalty paid: $
BENEFITS ARE PAYABLE FROM FOR:
O  Temporary total disability Q  Temporary partial disability QO  Permanent partial disability of % to for weeks.
UNTIL WHEN THE EMPLOYEE ACTUALLY RETURNED TO WORK WITHOUT RESTRICTIONS. ALL OTHER SUSPENSIONS REQUIRE
THE FILING OF FORM WC-2 WITH THE STATE BOARD OF WORKERS' COMPENSATION AND THE EMPLOYEE.
a C. NOTICE TO CONTROVERT PAYMENT OF COMPENSATION
Benefits will not be paid because: ’
I_D D. MEDICAL ONLY O No disability paid or controverted
Insurer / Self-Insurer: Type or Print Name of Person Filing Form Signature Date
Phone and Ext. E-mail

IF YOU HAVE QUESTIONS PLEASE CONTACT THE STATE BOARD OF WORKERS' COMPENSATION AT 404-656-3818 OR 1-800-533-0682 OR VISIT http:/iwww.shwec.geargia.gov

© WILLFULLY MAKING A FALSE STATEMENT FOR THE PURPOSE OF OBTAINING OR DENYING BENEFITS IS A CRIME SUBJECT TQ PENALTIES OF UP TO $10,000.00 PER VIOLATION (0.C.G.A. §34-3-18 AND §34-3-19),
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WC-1 EMPLOYER'’S FIRST REPORT OF INJURY OR OCCUPATIONAL DISEASE

GEORGIA STATE BOARD OF WORKERS' COMPENSATION

NOTICE TO EMPLOYER

1. Provide prompt medical attention; allow the employee to select a physician from your posted panel, and explain the panel
to the employee. .

.2. Complete Section A of this form immediately upon your knowledge of an injury and send the WC-1 to your insurance
company or self-insurer claims office. FAILURE TO DO SO MAY RESULT IN A PENALTY.
‘Do not send this form to the State Board of Workers' Compensation.

3. If you need additional help, call your insurance company or self-<insurer claims office.

4. Report serious injuries immediately by telephone to your insurer's claims department, then file this form with your
insurance company or self-insurer claims office.

NOTICE TO INSURER / SELF-INSURER

1. Complete Section B, C, or D. : :
This form must be filed with the State Board of Warkers' Compensation. A copy of both sides of this form must be sent to
the claimant(s) and all counsel of record. Form W-6 must be filed if weekly benefits are less than the maximum. -

| NOTICE TO EMPLOYEE
1. This form is provided for your information only.

If Section B is completed, you will receive income benefits on a weekly basis and the employer will pay medical expenses
from approved doctors. If you do not receive payment of benefits, or medical bills are not paid, call your employer or your
employer's insurance company or self-insurer claims office. :

If Section C is completed, your claim of injury has been denied by the employer/insurer. If you disagree with this denial,
you must file a form WC-14, Notice of Claim, within one year of the accident with the State Board of Workers'
Compensation, 270 Peachtree Street N.W,, Atlanta, Georgia 30303-1299.

For Information or Assistance, contact:

STATE BOARD OF WORKERS' COMPENSATION

Toll Free Telephone: 1-800-533-0682
In Atlanta: (404) 656-3818

http:/Awww.sbwc.georgia.gov

IF YOU HAVE QUESTIONS PLEASE CONTACT, THE STATE BOARD OF WORKERS' COMPENSATION AT 404-656-3818 OR 1-800-533-0682 OR VISIT hitp:/iwww.sbwc.geargia.gov

WILLFULLY MAKING A FALSE STATEMENT FOR THE PURPOSE OF OBTAINING OR DENYING BENEFITS IS A CRIME SUBJECT TO PENALTIES OF UP TO §10,000.00 PER VIOLATION (0.C.G.A. §34-3-18 AND §34-5-19).

EMPLOYER'S FIRST REPORT OF INJURY
WC-1 REVISION . 07/2011 1 OR OCCUPATIONAL DISEASE
20F 2



GEORGIA POSTING NOTICE --
PANEL OF PHYSICIANS

| R D e et 0 A T e 0 i, S N S S s S R AR B el AT i e [

Code Section 34-9-201(b) of the Georgia Workers’” Compensation law requires the employer to maintain
a list of "panel of physicians" for their employees. The panel of physicians must include at least four
physicians, professional associations or corporations of physicians. At least one of the physicians must
practice the specialty of orthopedic surgery, and no more than two of the physicians listed can be
industrial clinics.

A posting notice, WC-7755p, has been developed to assist the employer in complying with this law. The
notice is included with each new and renewal Warkers’ Compensation palicy.

The employer is responsible for posting the notice in a prominent place on the business premises and
for taking all reasonable measures to insure that their employees:

1. Understand the function of the physician panel. An employee must choose a physician from the list.
The employer is not responsible for medical services furnished by a physician not on the panel;

2. Understand their right to select a physician from the panel in case of an on-the-job injury and to
make one change. If desired, the employee may make one change, but must select another
physician on the list. If because of an emergency, an employee is unable to use the panel, they
may seek treatment elsewhere.

3. Are given appropriate assistance in contacting panel members, when necessary.
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GuideOne’

Insurance

Injured Worker’s First Fill Prescription Form

Administered by CorVel (800) 563-8438

Injured Worker’s Name:

SS#: Date of Injury:

INJURED WORKER INSTRUCTIONS:

On your first Pharmacy visit, please give this notice to any pharmacy listed on this insert to expedite the processing of
your approved Workers’ Compensation prescriptions, based on the parameters established by GUIDE ONE. With the
CorVel pharmacy program, you do not need to complete any paperwork or claim forms. Simply present this CorVel First
Fill Prescription Information Sheet to the pharmacy. You should not incur any costs or co-pays at the pharmacy and you

will be allowed up to a 14 day supply of medications.

PHARMACIST INSTRUCTIONS:

Please use the BIN, PCN, and RxGroup number below to process an online/electronic claim to CorVel:

CORVEL

BIN:

PCN:
RxGroup:
Member ID:

CcVs
CAREMARK

004336

ADV

RXFFWC491

See below to generate ID

To Generate Member ID: The Injured Worker’s nine digit Social Security Number plus 8 digit Date of Injury will be used

as their 17 digit Member Identification number when processing their First Fill Prescription: XXXXXXXXXMMDDYYYY

***Please contact CorVel Pharmacy Solutions at (800) 563-8438 for assistance with claims processing***

There are over 70,000 Participating Pharmacies in the CorVel Network. Below is a sample listing. Call (800)563-8438 ta

locate a Pharmacy near you.

CostCo Pharmacy H.E.B. Pharmacies
CVs Hy-Vee Pharmacy
Dominick’s Finer Foods Ingles Pharmacy
Drug Mart Kroger Pharmacy
Fred’s Pharmacy Longs Drug Store
Giant Eagle Pharmacy Marc’s Pharmacy
Giant Food Stores, LLC Medicine Shoppe

Meijer Pharmacy
Publix Pharmacy
Raley’s Drug Center
Rite Aid Pharmacy
Safeway Pharmacy
Sav-0On Drug Store
Shoprite Supermarkets

Smith’s Food & Drug Centers
Target Pharmacy

Von’s Pharmacy

Wal-Mart Pharmacy
Walgreens Pharmacy
Wegman Pharmacy

Winn Dixie Pharmacy

CORVEL




