IRVINGTON TOWNSHIP
WORKERS’ COMPENSATION PROCEDURE

WORKERS COMPENSATION CLAIMS

CONCENTRA MEDICAL CENTER: 37§ McCarter Highway
Newark, NJ 07114
(973) 643-8601
M-F 7:00 am to 7:00 pm
--~(various additional locations)

EMERGENCY ROOM

Please follow the kaers Compensahon Procedures that follow when reportmg to an

Emergency Room due to 1njury Please repozt to the closest Emergency Room
NOTE‘ Employees must notlfy thelr Department Head and the Ofﬁce of

_the Business Administrator within 24 hours of an Emergency Room visit

- (or the first day the Township is open for business folowing a Frlday or

' weekend injury). A follow-up appomtment must be scheduled with

Concentra.

AILURE TO FOLLOW THE ABOVE PROCEDURES MAY RESULT
IN A REJECTION OF 4 WORKER 'S COMPENSATION CLAIM.

WORKER’S COMPENSATION PR()TOCOL

The followmg procedures must be used for workﬂrelated 1n_]ur1es

The employee should report the mc1dent/m3ury to hls/her lmmed:ate supervisor,

2. The employee should complete’ the Township Employee Accident Reporting Form and

ensure a completed copy of same is faxed to D&H at (973)940-1852.

The employee should thereafter receive a referral form to present to the treating faelllty

4.  If the injury requires immediate-médical attention and there is no supervisor avallable, the
employee should contact the Office of the Business Admmlstrator to report the issue at
(973)399-6682 (durmg workmg hours). ;

5. Employees working on the evening shift or weekends should report to his/h r immediate
supervisor. In the event the supervisor is absent from work or otherwise unavailable, via
telephone, the employee should report directly to the nearest emergency room and leave a
voice mail message for his/her: dmmediate supervisor regarding the injury. A return call
will be made to verify information on the next working day.

6.  After the employee has been treated for the medical emergency, further treatment must be

authorized by Concentra. Each work related injury will be evaluated to assure that the

employee receives optimum care. If the employee needs to see a specialist, a referral will be

made by Concentra upon completion of the evaluation,

=

w

All employees must follow the above procedures concerning the treatment for a work-related
injury, in order to qualify for workers compensation benefits. If these procedures are not
followed, all medical treatment and lost time can be denied. Thank you.




e

Date of Hire: Position: e ETEE :7,',i'WQrk'QL0eth:i_on::

IRVINGTON TOWNSHIP
EMPLOYEE ACCIDENT INJURY REPORT

This form MUST be completed as close to the accident/infury occurrence as possible.

Date of Injury: Time of Injury:  AM__ PM __ Location of Injury:
Name Home Address:

City: State: Zip: Home Phone No.:
Cell No.: Date of Birth: Social Security No.:

Witnesses to the Injury (attach w_r.iﬁ'eﬁ'etatements for each witness): © o

Witness Name: Position: " PhongNo.:
Witness Name: o Position: T ~ Phene No.: .
Witness Name: Position: o " PhoneNo o

Exact Location of Accident/Tnj urS(:

Duties Being__I{érformed When Injured:

I hereby cert:fy that the information I pr ovu]ed above is true and accur afe, and I understand that fals1fv1ng this
report may result i dlselplmal y action, which could mciude termmat:on and possible prosecution for: theft

Further, 1 agt ee to sign a Medical Release Fm m so that my medlcal hlstory can be reviewed in accor dance with
HIPPA Law., : : s '

Employee’s Si.gilaull'e:

IN THE E VENT EMPLOYEE IS UNABLE T0

The employee clalmmg the injury must complete this fGl m. In the event he/she is unabie, the pe: son completing the
form must sign the below statement stating he/she was authorized by the employee to complete the form on his/her
behalf and indicate why the employee caunot complete ‘ .

Name and Title of Indwldual Completmg this F oun

Reason(s) Injured Party Cannot Complete tIusFolm harnT el .

Do Not Write Below This Line, Continue to Page 3




D & H Alternative Risk Solutions

Worker's Compensation Claims

Ph: (973} 940-1851 Fax: (973) 940-1852
Contact Person: Kathleen Guze - Ext, 238

WITNESS REPORT

Name of Witness: Department;
Address of Witness: Phone number;
Name of Injured: Department;
Date of Accident: Time:

In your own wourds, please describe in full detail how the accident occurred:

Witness’ Signature Date




IRVINGTON TOWNSHIP
EMPLOYEE ACCIDENT INJURY REPORT

SUPERVISOR’S REPORT
Date Injury Reported: By Whom: . (Name and Title)

Employee’s Regular Hours: Time: o AM aoPM Injury Date: Time: o AM o PM

Nature and Extent of Injury:

Safety Equipment Required for Actwlty :EI“.Y;:S o No  Safety Equipment__ip_ Use VW}V‘IKCiI}LI_Iljlll'y Occurred o Yes o No

MedicalTreatmentProvid_gd:'r T L

Any Concerns Re_lf;téd to t_his__Claim t!lfélf*Warrant Investigation: o Yes 0 No. Expléin:

Supewisor’S:;':Séignature: wl e T o - Date:
- Director’s Sigﬁature (if not Supervisor). - - " Date:




IRVINGTON TOWNSHIP
EMPLOYEE ACCIDENT INJURY REPORT

Describe in Detail What Happened and Your Injury (use additional paper if necessary):

T hereby certify thatthe above informationis frue.and accurate. : >

Employee Signature: _ o _ Date:

If Employee was unable to complete thls form I cer t;fy that I was authm lzed by the;n;u: ed employee to execute
this statement regarding the clalmed anul'y and the remainder of this form

Name (print}): Signature: Date:

Witness Name (print) Signature: Date:




IRVINGTON TOWNSHIP
EMPLOYEE ACCIDENT INJURY REPORT

Indicate what area(s) of your body was/were injured (circle the area and initial where you circled):

N ) . % 1
: : RS
o

Right . 1 [ Len

Employee: Signature: Date:

If signing on employee’s behalf: Date:




TOWNSHIP OF IRVINGTON

? pr—— DEPARTMENT OF ADMINISTRATION \
Q I MUNICIPAL BUILDING - CIVIC SQUARE
e IRVINGTON, NJ 07111

Berleiainlpeny by

Tel. (973) 399-6621
Tony Vauss Fax: (973) 399-6766
Mayor Email: www.irvington.net

Musa A. Malik
Business Administrator

Administrative Directive No. 9

ADA/NJLAD Reasonable Accommodation

Effective immediately, the attached form sets forth the procedure for requesting a reasonable
accommodation due to a claimed disability/impairment. Musa A. Malik, Business Administrator, is
hereby designated the Township 504 Accommodation Officer, and the 504 Accommodation Committee
will consist of the Business Administrator and an administrator from the Department of Health and an
attorney from the Legal Department.

BA Approw -

Effective 08/11/14

Cc: Tony Vauss, Mayor




