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Policy for Reporting Work Related Injuries
When any injury occurs, please complete the DecisionHR Workers’ Compensation Claim form in its entirety and email to claimreporting@decisionhr.com or fax to 855 204-4169, or go to decisionhr.com – forms & click on link to complete electronically. If the injury is severe, notify DecisionHR immediately at 888-828-5511, then complete the DecisionHR Workers’ Compensation Claim form.  For CA claims a DWC-1 (Workers’ Compensation Claim Form) needs to be completed within one day of your knowledge of the injury/illness. Keep the employers’ copy of the DWC-1, provide injured employee a copy and fax or email a copy to DecisionHR. provide the employee with a California Primary Medical Provider Network Booklet.  
All injuries are to be reported to DecisionHR within 24 hours of occurrence.  Failure to report timely may jeopardize employee benefits and subject employer to penalties imposed by the Division of Workers’ Compensation.

OSHA Reporting
OSHA must be notified within 8 hours of any employee fatality, work related hospitalization, amputation, or loss of an eye. 
California clients must notify CA/OSHA -- https://www.dir.ca.gov/dosh/report-accident-or-injury.html
All other states must call OSHA’s 24-Hour Hotline at 800-321-6742. 

If an injury is life threatening
Dial 911 or seek transport to the nearest hospital. Then, notify DecisionHR immediately at 888-828-5511.

For injuries requiring treatment
Direct the injured worker to one of the approved treatment facilities found in the DecisionHR Client Packet or visit www.talispoint.com/aig/com. On this site you can locate a provider and create a medical card for the employee.  For assistance contact DecisionHR at 888-828-5511.

Post-accident drug screening
Post-accident drug screens will only be administered when there is reasonable suspicion that drugs or alcohol were the direct cause of the accident/injury.  Please contact DecisionHR prior to requesting a post-accident drug screen.
After hours injury reporting
If an injury occurs after hours, please call 888-828-5511 and leave a message for the workers’ compensation department. Please include the injury details, company name, contact person and phone number.  Send the employee for any necessary medical care and email or fax the claim form to DecisionHR.  If you need immediate assistance after hours, please call 727-512-0139.



	
First report of Incident/Injury
Date and time of injury:   _____-_____-_____	_____: _______        _______
                                             Month      Day        Year           Hour      Minutes                AM/PM

Date injury reported to employer:  _____-_____-_____
                                                                             Month    Day         Year

Client Information:  _________________________________________       __________________
		        Client Company Name					     DHR Client Number

		        ____________________________________________________________________________________
		         Street Address
			
		        _______________________________________      ___________         ___________________________
		         City			             		            State	        Zip Code

		        ___________________________________               __________________________________________
		          Phone Number			             Email address


Employee Information:  ______________________________      ________________________________
		                 First Name                                             		Last Name			
			______________      ___________________    _________________________
                                              Last Four of SSN              Date of Birth                                Date of Hire

			_______________________________       ______________________________________________
                                                      Telephone number	                 		     Email Address

                                                     ________________________________________________________________________________
                                                      Street Address
                                               
                                                     __________________________________     ____________     ________________
			City                                                  	         State                      Zip
		              _____________________________________          _________________
			Job Title                                                                        	        -             WC Class Code


			
Employee preferred language:  ___________________________________________________________

Employee shift begin and end time on date of incident/injury:  _________________________________

Employee routine work schedule:  _________________________________________________________





Incident/Injury Information
Incident Location:      ___________________________________________________________________
		              Accident Street Address
		          ___________________________    ___________   ___________
			City                                               	  State                        Zip Code
Detailed description of Accident/Incident:  __________________________________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Was employee paid in full for the date of injury:  Yes:  _____  No:  _____

Last day employee worked:  ______________ 	First day of lost time:  ______________

Has employee returned to work at this time:  Yes:  ____  No:  ______ 

Date of Return:  __________________________________________

Has the employee returned to work full duty or modified duty:  ________________________________

If employee has not returned to work is there an expected return to work date?  __________________

Was any other person or machinery involved or a probable cause of the incident/injury:                        Yes:  ____  No:  ____

If yes, please explain in detail:   ___________________________________________________________

_____________________________________________________________________________________

If a machine was in use was the machine found to be defective?  ________________________________

Was Personal Protective Equipment (PPE) required:  Yes: ____   No:  _____

If required was PPE properly in use at time of incident/injury:  Yes:  _____  No:  ____

Type of PPE used:  ______________________________________________________________________

Was Incident/injury witnessed:    Yes: ____   No:  ____

Witness Information:    ______________________________     ________________________________
                                           Name				            Phone number
			
		                ______________________________     ________________________________
                                           Name				            Phone number

             ______________________________     ________________________________
                                           Name				            Phone number


Questions/Concerns regarding the incident/accident:  ________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Medical Treatment information: 
			           
	Treatment sought:       Yes:  ____ 	No:  _____

	Medical Provider:  _______________________________________________________________
	Clinic/Hospital Name

	                                  _______________________________________________________________
			     Address

			      ___________________________________    _____________     ________________
		                        City                                                                 	State                         Zip Code

Was employee hospitalized longer than 24 hours:   Yes:  _____   No:  ______


All Employers are required to notify OSHA within 8 hours to report an employee fatality on the job or suffers a work-related hospitalization, amputation, or loss of an eye. Call OSHA’s 24-Hour Hotline 1-800-321-6742.



	
Form completed by:           ________________________________      _____________________________
                                                 Name                                                                                 Phone Number



Employee signature if seeking treatment:  __________________________________________________


Employee signature if declining treatment:   _________________________________________________
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