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ro Oh i o gureau of Workers' First Report of an Injury,
ompensation
- P Occupational Disease or Death
¢ By signing this farm, & : WARNING:
aQ * Elect ta anly racaive compensation ancor benedits that are provided for in this claim under Ofia workars' compensation laws; Any person whe obtaing compansation from
[ Wa@? and refense rlgyriqm.u receive mpemaﬂm mmw«mmw compensation laws of anather siate foe BWC or selfinsuring employers by krowingly
tha m||lvntoccmanom}d_sem,‘ o death resuting from 50 injury or occupational disease, for which | am fifing diks claim: migrapresenting or concealing facts, making false
* Ngros that | have ot and will not file 3 claim in ancthor st fo the injury or oecupational disaase ar death resulting from an- statoments oraceeptingcompansationtowhichhe
inpury wmupmauldma.saiwwhwhlamﬁlmgmnhg i or sha is not entitled, s subject to falony eriminal
* Canfinn that{ have not recaived compensation and/or beneties undsr the workery compensation laws of another state fur tiis claim, prosscution for fraud,
;mdmulwuimﬁmwc:mmadmmmcaivhguwcmmmwhmmmmmfnrmhnhh : ‘ (A.C. 2913.49)
B Last nama, first name, muddle mival ‘ Social Security aumber Marital status {Oate of birth N
. O Single
Hame mailing address ‘ Sax O Mamed  {Nimbar of depandents
] ' O Mala O Female |3 Divorced '
City : State  [3-digit ZIF code | Country 7 differert from USA] [ Separated Department name
: O widowad :
Wage rate (3 Hour O3 Month  LJ Week What days of the wesk do you usually worky Regular waork hours
$ Per: QYo Bother_______  |fisun ElMen OTues £ Wed CIThur [JFn £]Sat Frome—_ . To _____

B Have you been oifered or do YOU axpact 1o receive payiment of wades for this claim from anyaone other than the Ohio Bureal Occupation of job title
Lof Workers' Compansation? [Yes o If yas, pleasa explain.

Employer name

Mailing address (number and sireat, éiw or town, stata, 7IP cnds and county)

Lacation, :f different from mailing adgress

Was the plaf:a of accident or exposure on emgloyer's premisea? I¥Yes [ No
{H no, give accident locatian, street address, city, state-and ZIP coda)

ization (MCO} or toe your local BWC customer service off

Date of injury/disease Tirme of injury If fatal, give data of death | Timg empinve'e- Date last wirked | Date returned ta wark
_ — Oam, Op.m. began wark Ja.m. Op.m,

! Diate hired ' State whers hirad Date employer notified Stata whare supervisad
Description of accident (Desciibe the sequancs of events that diractly Type of injury/disease and part(s) of hody affected

injurad the employes, of caused the disease ar death.) C- . [Fer example; spraift of lower left back}

Injared worker and injur /disease/death i

W Benefit application/madical reatease - [am applying far & ciaim under the Ohio Workers” Compensation Act for work-rekilad injuries that { did nat purposely fnfiict. ] affiem that ] atect to receive compensation and
henetits werder thy Ghin woukors' compensatian kaws ior my wlaim, and | waiva acd talease my right o e for and fecaive compantsation and banefits umfer iha laws of any othar state far this claim, 1 e oSt paymant for
Lempensation anil'or medical bonalits as atlowable, and authariz dirget Dayment to iy medical providors. | permit and authorize any grovider wha attonds, (teats ar oxaminos me, and the (hio Rebabilitation Servicos

Commission fwhera rlavant] to refeass melical, psyehialogical, Hiatri iohal of secial infatmation hat is causatly or DNistorically rafated o my physical or mental injurigs ralgvant to issugs recessary for the |

admiaistration of iny claim ta: B WL thie industrial Commissin of Ohio, the ammployer it tfis claim, the smplayer’s GWE MEQ and anp autharized faptasariativas,

Injured worker signature Date E-mail address Telephone number Wark numbar

' i 1 Y,
Health-care provider namae : Telephane aumber Fax number Initiaf treatment date
: | )

Straet address ) . . City State |9-cigit ZIP code

Diagnosis(ask: Includs ICD codals)

Treatment info,

Will tha incidant cause the injured worker to . ) o
miss eight ar more days of wark? O¥Yes £ No Is the Injury causally related to the Industrial ingident? O Yes £ Mo

Health-care provider signature 'll-digit BWC pravider number Data

J

[ Ervpioyer palicy aurmbar i ‘T Employer is self-lnsuring ) . !
. . f Olnjured workar 15 ownerfartnerimember of fiem

Telephona number Fax rurnber : E-mail address Federal 1D number © ¢ Manual numnber
S ) ( }

Was @mployee Ireated in an emergency room? (] Yes [ Mo Was employee hospitalized ovamight as an npatient? 0 ‘es [ Mo

TTTTTIT nTmeas sew wunspSisu UL TO YOUF @Mployer's anaged care organi

if treatment was given away from work site, provide ths facility name, strest address, city, state and ZIP code

] Contification - The ernployer O Aejaction - The omplayer Foi--s‘el-'insurin(j employers only: .
eurtifies that the facts in this r3jects tha validity of this claim for {J Clarification - Ihe employer clanfies-
applicanon are correct and vaiid, the raasonls) listad below: and allaws the claim for the condition(s) below:
[J Medicat only [ Lost tima
Employer sigpature and ttle Date DSHA case nusmber
BWC-1101 {Rev. 3/26/2009) This form mants OSHA 301 FRIUNBIMEBNTS

FROI-1 (Combines C-1, C-2, C-3, C-6, C-50, OD-1, OD-1-22)



Medical
Management
Information

- FAX Medical Information:
e 1-800-334-4229

'MAIL Medical Information:
» CHS
PO Box 1040
Pbublin, OH 43017 -

Prior Authorization:
« Fax C-9 form to
1-800-334-4229

Medical
Biil Payment
Information

MAIL Medical Bills:
« CHS .
PO Box 1040
Dublin, OH 43017

Billing Questions:

« Call CHS
Custormer Service
toll-free 1-888-247-7799

Other
Important
Information

Prescriptions:

. » For questions regarding .

prescriptions, contact SXC

Health Solutions, toll-free at

1-800-OHIOBWC, press zero
~ (0), select option three (3)

Provider Search & Injury

Reporting:

» Visit www.chsmco.com for
online injury reporting and
provider searches

PO Box 1040, Dublin OH 43017 } 7731 E. Kemper Rd., CIncinnati OH 45249 | 5700 Lombarde Center Drive,

Toll-free phone: 1-888-247-779% | www.chsmce.com

Ste 150, Saven Hills OH 44131 § 3454 Oak Alley Court, Ste 500 Toledo, OH 43606




