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TITLE: Workers’ Compensation Claims Reporting  ROUTING 

All Employees 

All Locations 

 

NUMBER: Ref-1279.1 

ISSUER: Enrique G. Boull’t, Chief Operating Officer 
Office of the Chief Operating Officer 
 

DATE: November 11, 2013 

 
PURPOSE: The purpose of this Reference Guide is to provide guidance and procedures 

when an employee reports a work related injury/illness.  
 

MAJOR CHANGES: 

 
INSTRUCTIONS: 
 

This Reference Guide replaces REF-1279, dated September 3, 2004. The 
content has been revised to reflect changes to procedures, contacts and forms. 

All required forms can be found in the attachments or at 
http://disabilitymanagement.lausd.net 

OVERVIEW: 
 
Workers’ Compensation is a state-mandated benefit for employees with work 
related injuries/illnesses. The Los Angeles Unified School District is self-
insured for these benefits.  Self-insurance means that the District, not an 
insurance company, pays the costs of the workers’ compensation claims. The 
District has contracted with Sedgwick, a third party administrator (TPA), for 
management of workers’ compensation claims. 
 
Workers’ compensation benefits include medical treatment, temporary 
disability benefits (percentage of salary) if the employee is unable to work 
during recovery, and permanent disability benefits if the injury results in 
permanent impairment. 
 
The California Education Code provides eligible employees up to 60 days of 
continued salary in lieu of temporary disability benefits.  If an employee 
remains temporarily disabled after 60 days of salary continuation, then the 
employee will receive the temporary disability benefits, supplemented by their 
accrued illness/vacation pay. 
 
The District has a state-approved Medical Provider Network (MPN).  This is a 
network of physicians that provide medical care for workers’ compensation 
injuries/illnesses.  In most cases, an injured employee must receive medical 
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care from a physician within the MPN. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 

 

 

 

 

 

 

 
 
 
 
 
 
 

ADMINISTRATOR/DESIGNEE  RESPONSIBILITIES: 
 

1. Assist the employee in obtaining medical care. 
Emergency medical situations: If emergency medical care is required, 
immediately call 911. 
  
Non-emergency medical situations: 
 
a) The District has a state-approved Medical Provider Network 

(MPN).  All non-emergency medical care must be obtained from a 
provider in the MPN.  An exception is allowable if the employee 
pre-designated their personal physician prior to the injury (see 
section on predesignation).   

 
b) The MPN Referral Panel is a partial list of first-care providers 

within the District’s geographical area. In order to expedite 
treatment, any medical provider from this list can be recommended 
to the injured employee. 
 
The referral panel is available at  
http://disabilitymanagement.lausd.net 
  
The full MPN  list can be accessed as follows: 
Go to www.coventrywcs.com 
Select Client Log In and Tools 
Select FOCUS/Coventry Login (GeoAccess Channeling Tools) 
Enter client ID “Sedgwickkaisercampn” 
 

c) Print and sign a Medical Authorization form (Attachment A) and 
give the signed form to the employee.  By signing this form, you are 
only authorizing the first visit.  Subsequent medical care must be 
authorized by Sedgwick, the TPA. 
 

d) Print and sign the Temporary Pharmacy Card (Attachment B) and 
provide the card to the employee.  The temporary pharmacy card, 
when presented to a participating pharmacy with a valid 
prescription, will allow the employee to receive the first fill of 
medication prescribed for a work related injury/illness. Sedgwick 
will mail to the employee a pharmacy card for subsequent 
prescriptions.   
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2. Provide the employee with the Workers’ Compensation Claim Form  
(State of California, DWC1) 
Providing the claim form (Attachment C) to the employee within 24 
hours’ notice of a work related injury/illness is a state requirement.   
a)   The employee must complete the top section of the form and return  
      the form to the work location 

            b)   The work location then must:  
1. Complete the lower section of the claim form  
2. Forward the original form to Sedgwick, at 

            P.O. Box 14623 
            Lexington, KY 40512-4623 

3. Provide a copy to the injured employee 
4. Retain a copy of the form 

If the employee is not available when notice of injury/illness is 
received, the claim form should be mailed to the employee’s address of 
record within 24 hours and a copy kept in the employee’s personnel file 
with the date mailed.  The claim form does not have to be mailed 
certified mail or return receipt. 

 
3. Investigate the injury. 

Investigate the injury, as soon as possible and complete the Injury/ 
Incident Investigation Report. The Injury/Incident Investigation Report 
is part of the ISTAR reporting system.  
 

4. Report the Injury/Illness to the District’s TPA 
It is not necessary to report incidents only requiring first aid.     

 
If the injury/illness results in lost time from work and/or medical 
treatment, the injury must be reported to Sedgwick.  It is important that 
injuries/illnesses are reported promptly in order to comply with state 
requirements.   
 
a) The Workers’ Compensation Injury Report Worksheet (Attachment 

D) lists the information required when reporting a claim to 
Sedgwick.  Completion of the worksheet prior to calling in the 
claim is not mandatory, but is recommended to ensure that the 
required information is available when the claim is reported.  

b) Call the Sedgwick National Intake Center at (800) 528-7392 (toll 
free).  Your call will be answered by a live operator who will 
request the information on the Injury Report Worksheet. At the 
conclusion of the call, the Intake Operator will provide a claim 
number for the injury.  The claim number should be recorded on the 
worksheet for future reference. 
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EMPLOYEE RESPONSIBILITIES: 
 

1. Immediately report all work related injuries/illnesses to a 
supervisor/manager. 

2. Comply with all District absence policies such as submitting Requests 
for Leave of Absence if absence extends beyond 20 days and notifying 
the work location of an absence.  

3. Complete Salary Continuation Benefit Verification Form (Attachment 
E), if applicable.  

a) Temporary disability benefits are not paid for the first three days 
of lost time or for partial days off due to doctor’s 
appointments. The District will, however, pay this time as 
workers’ compensation for up to 60 days as provided in the 
Education Code if the Salary Continuation Benefit Verification 
Form is received by Payroll Services. This form is available on 
the Workers’ Compensation Department’s website and is also 
sent to the injured employee by Sedgwick with their initial 
packet. 

b) The Salary Continuation Benefit Verification Form must be 
signed by the employee and the physician or therapist and then 
sent to Sedgwick at P.O. Box 14623, Lexington, KY 40512. 
The Sedgwick claims adjuster will authorize the time off if 
appropriate by signing the form and forwarding it to the 
Payroll Department. A copy of the form should also be 
provided to the worksite.  

 
PREDESIGNATION: 
 
Prior to an injury, an employee may pre-designate a personal physician to 
provide treatment for industrial injuries. An employee will be allowed to 
receive medical treatment outside of the District’s MPN if a completed form is 
on file prior to an injury.   
 
The completed Pre-designation of Physician Form (Attachment F) should be 
maintained at the work location for reference at the time of injury.  In the event 
of a transfer, the employee must provide a copy of the form to the new work 
location.   
 
TIME REPORTER RESPONSIBILITES: – Work Related (industrial) 
injury/illness leave 
 
 

1. Report the entire day of injury as regular time. 
2. When an employee is absent from work because of a work related 

injury or illness, any time lost after the day the injury occurred should 
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be reported as “FWC” for workers’ compensation if the absence has 
also been designated as FMLA. The “FWC” code should be used until 
the employee’s FMLA time is exhausted. 

3.  If the employee is not eligible for FMLA, or has exhausted their 
FMLA time, report time off as “WC”.  
The actual decision as to whether workers’ compensation time is paid 
is made by Sedgwick and communicated by Sedgwick directly to 
Payroll Services. If the time off is not authorized as temporary 
disability by Sedgwick, it will be charged against the employee’s 
illness time. 

4. Report time off for depositions as regular time. 
5. Report time off for court appearances as personal necessity. 

 
STAY AT WORK/RETURN TO WORK: 
 
The Stay at Work/Return to Work program in the Integrated Disability 
Management Branch is available to assist, if necessary, in identifying and 
providing modified or alternate duties or other accommodations.   The policies 
and procedures of the Stay at Work/Return to Work program are outlined in the 
Stay at Work/Return to Work Procedural manual available at 
http://disabilitymanagement.lausd.net 
  
REASONABLE ACCOMODATIONS: 
 
For information regarding employee accommodations refer to Bulletin 4569.0, 
Reasonable Accommodations for Individuals with Disabilities or contact the 
Disability Coordinator in the Integrated Disability Management Branch at 
(213) 241-7630.  
 
ACT OF VIOLENCE: 
 
Members of some bargaining units are entitled to an extension of full pay 
beyond the 60 days allowed under the Education Code, if the work-related 
injury was the result of an Act of Violence.  Refer to the appropriate bargaining 
agreement and BUL-5047.1, Act of Violence, for further information. 
 

FRAUD AND ABUSE: 
 
Suspected workers’ compensation fraud or abuse should be reported to the 
LAUSD Office of Inspector General Fraud hotline at (213) 241-7778 or the 
Sedgwick Special Investigation Unit, toll-free at (866) 247-2287, extension 
79271. 
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POSTING REQUIREMENTS: 
 
All schools and offices must comply with the state requirement to display the 
current version of the workers’ compensation poster entitled “Notice to 
Employees-Injuries Caused by Work”, California Department of Industrial 
Relations, Division of Workers’ Compensation (DWC 7), and rev.6/10.  For 
more information regarding mandatory employment posters, refer to BUL- 
4991.0, Posting of Regulatory Notices Relating to State and Federal Laws. 
 
 

RELATED 
RESOURCES: 

Act of Violence, BUL-5047.1, issued by the Office of the Chief Operating 
Officer and the Division of Risk Management and Insurance Services 
 
Family and Medical Leave Act/California Family Rights Act Policy , BUL-
1205.1,  issued by the Office of the Chief Operating Officer and the Division of 
Risk Management and Insurance Services 
 
Family and Medical Leave Act/California Family Rights Act – Supervisors’ 
Reference Guide, REF-6022.0 issued by the Office of the Chief Operating 
Officer and the  Division of Risk Management and Insurance Services 
 
Incident System Tracking Accountability Report, BUL-5269.0, issued by 
School Operations Division 
 
Reasonable Accommodations for Individuals with Disabilities, BUL-4569.0, 
issued by Office of the Chief Operating Officer and the Office of General 
Counsel 
 
Posting of Regulatory Notices Relating to State and Federal Employment 
Laws, BUL-4991.0, issued by the Office of the Chief Operating Officer  
 
Stay at Work Procedural  Manual, issued by  the Division of Risk Management 
and Insurance Services at  http://disabilitymanagement.lausd.net 
 
Accident Investigation and Reporting,  Safety Alert 04-14, issued by the Office 
of the Chief Operating Officer and Office of Environmental Health and Safety 
 
Injury and Illness Prevention Program Requirements, BUL-3772.2, issued by 
the Office of Environmental Health and Safety 
 
State of California, Department of Industrial Relations, Division of Workers’ 
Compensation at http://www.dir.ca.gov/dwc/dwc_home_page.htm 
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ASSISTANCE: 

 

ATTACHMENTS: 
 

Integrated Disability Management, Workers’ Compensation Program at 213 
241-3138 or visit our website at http://disabilitymanagement.lausd.net.  All 
bulletins, guides and forms can be found on the website.    
 
Attachment A – Medical Authorization Form 
Attachment B – Temporary Pharmacy Card 
Attachment C – Workers’ Compensation Claim Form (DWC-1) 
Attachment D – Injury Report Worksheet 
Attachment E – Salary Continuation Benefits Verification Form 
Attachment F – Pre-designation of Physician Form 
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Revised April 2013 

 

 

 

 

 

 

NOTICE TO INJURED EMPLOYEE TO BE TREATED WITHIN 

MEDICAL PROVIDER NETWORK (MPN) 

& 

MEDICAL AUTHORIZATION FORM 
To Employee: 

After the initial visit to the MPN provider listed below, you are entitled by law to be 

treated by a physician of your choice within the Sedgwick CMS’ Medical Provider 

Network.  This network can be accessed by following these instructions. 
1.      Go to  www.coventrywcs.com 

2.      Select Client Log In and Tools 

3.      Select the radial button for FOCUS/Coventry Login(GeoAccess Channeling Tools) 

4.      On the client ID screen, key in 

  a. Sedgwickkaisercampn 

Your Site Administrator may assist you with access to this website or you may 

contact Sedgwick CMS at (866) 247-2287 for further assistance.  

 

Injured Worker             

 

Work Location             

 

Date of Injury        Date of Referral     

 

Site Admin. Name (please print)        ____________  

 

Site Administrator Signature        ______ 

 

Site Administrators’ Phone Number         

 

To Clinic/Physician: 

This form when signed by an employer representative authorizes an initial visit by the 

employee named above to be evaluated and treated by the physician or clinic identified 

below within the Sedgwick CMS Medical Provider Network.  Additional treatment, if 

necessary, may be provided by the physician or clinic named if selected by the injured 

worker, or the injured worker may be directed to another physician within the Sedgwick 

CMS Medical Provider Network. Sedgwick CMS should be contacted at (866) 247-

2287 for authorization of treatment after the first visit. Providers are to provide 

evaluation and treatment under the guidelines of the Sedgwick CMS Medical Provider 

Network and Administrative Director as noted in Labor Code 4600. 4616, 4616.1-7. 

 

MPN Provider        Phone #    

 

Address              

 

Doctor – Please note the Los Angeles Unified School District requires that any work 

restrictions be outlined, as every effort will be made to provide modified work.  

http://www.coventrywcs.com/


Walgreens 

Rite Aid  

 

Walmart 

CVS 

 

Duane Reade 

Kroger 

 

Publix 

Safeway 

 

(To create a card for your wallet, cut along outer line and fold in half.) 

Employer: 

Print this page immediately upon receiving notice of injury, fill in the 
information below and give it to your employee. Include your signature below. 

 

Injured Employee: 

1. If you need a prescription filled for a work-related injury or illness, 
go to a Tmesys network pharmacy.  

2. Give this page to the pharmacist. 

3. The pharmacist will fill your prescription at no cost. 

Notice to Cardholder: This card should be presented to your pharmacy to receive 

medication for your work-related injury.  It is only valid within 30 days of your date of injury. 

For information regarding the program or to find nearby pharmacies call 866.599.5426. 
 

CARRIER 

Sedgwick 

EMPLOYER 

Los Angeles Unified School District 

INJURED WORKER NAME 

 

 

EMPLOYEE NUMBER 

 

DATE OF INJURY 

 

Prescription Card 

     NDC         Envoy             

RxBin  004261   or   002538 
RxPCN   CAL        or   Envoy Acct. # 

 

Tmesys Pharmacy 

Help Desk 800.964.2531 

First Fill  
Temporary Pharmacy Card 
Making it easy to get your workers’ compensation prescriptions filled. 

Pharmacist: 

1. Call the Tmesys Pharmacy Help Desk at 800.964.2531.  

2. Provide the information listed above. 

3. The Help Desk will provide an ID number for adjudication. 

Finding a Network Pharmacy 
   Use one of these easy methods to find a network pharmacy: 

■ Visit one of the following pharmacy chains: 
 

 

 

■ Use our pharmacy locator online: www.pmsionline.com/pharmacy-center.  

■ Call us: 866.599.5426  
 

 

© 2012 PMSI, Inc. All rights reserved. C1257C-1112-01-SCMS              . 

Attention Pharmacists: Call 800.964.2531 to establish First 

Fill benefit eligibility and obtain the ID# for online adjudication 
of approved benefits for the injured worker. 
LAUSD Issuer Name: _________________________________ 
 
Tmesys is the designated PBM for this patient. 
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Tmesys Retail Pharmacy Network* 
More than 60,000 pharmacies, including large chains and many neighborhood  
independent pharmacies, meaning that your prescription can be filled at most 
pharmacies nationwide.  

*List subject to change. This is a partial listing only. 
 

© 2012 PMSI, Inc. All rights reserved. C1257C-1112-01-SCMS 

Accredo Health Group 
Anchor Pharmacy 
Arrow Prescription  
    Center 
Aurora Pharmacy 
Baker’s Pharmacy 
Bartell Drugs 
Bashas’ United Drug 
Bel Air Pharmacy 
Big Y Pharmacy 
Biggs Pharmacy 
Bi-Lo 
Bi-Mart 
Bioscrip Pharmacy 
BJ’s Pharmacy 
Brookshire’s Pharmacy 
Bruno’s Pharmacy 
Buehler’s Pharmacy 
Caremark Pharmacy 
Carle Rx Express 
Carrs Quality Center 
City Market Pharmacy 
Clinic Pharmacy 
Coborn’s/Cash Wise 
Concord Drugs 
Costco Pharmacy 
Cub Pharmacy 
CVS Pharmacy 
D&W Pharmacy 
Dahl’s Pharmacy 
Dierbergs 
Dillon Pharmacy 
Discount Drug Mart 
Doc’s Drug 
Dominick’s Finer Foods 
Drug Emporium 
Drug Mart 
Drug Town 
Drug Warehouse 
Drugs For Less 
E. W. James Pharmacy 
Eagle Pharmacy 
Eaton Apothecary 
Econofoods Pharmacy 
Edwards Pharmacy 
Fagen Pharmacy 
Family Drug Store 
Family Fare Pharmacy 
Family Pharmacy 
Familymeds Pharmacy 
Farm Fresh Pharmacy 
Farmer Jack Pharmacy 

Food 4 Less Pharmacy 
Food City Pharmacy 
Food Lion Pharmacy 
Food Town Pharmacy 
Food World Pharmacy 
Fred Meyer Pharmacy 
Fred’s Pharmacy 
Fruth Pharmacy 
Fry’s Pharmacy 
Gemmel Pharmacy 
Gentiva Health Services 
Genuardi’s Pharmacy 
Gerbes Pharmacy 
Giant Eagle Pharmacy 
Giant Pharmacy 
Glen’s Pharmacy 
Good Day Pharmacy 
Grand Union Pharmacy 
Gristedes Pharmacy 
H-E-B Pharmacy 
Haggen Foods 
Hannaford 
Happy Harry’s 
Harmons Pharmacy 
Harps Pharmacy 
Harris Teeter 
Hartig Drug 
Harvest Foods Pharmacy 
Harveys Supermarket 
   Pharmacy 
Hen House Pharmacy 
Hi-School Pharmacy 
Homeland Pharmacy 
Hometown Pharmacy 
Hy-Vee Pharmacy 
Ingles Pharmacy 
Kmart Pharmacy 
Kerr Drug 
King Kullen Pharmacy 
King Soopers Pharmacy 
Kings Pharmacy 
Kinney Drugs 
Klingensmith’s 
Knight Drugs 
Kohl’s Pharmacy 
Kohll’s Pharmacy 
Kopp Drug 
Kroger Pharmacy 
Lewis Pharmacy 
Lifechek Drug 
Longs Drug 
Louis and Clark 

Lowes Marketplace 
Marc’s Pharmacy 
Marsh Drugs 
Martin’s Pharmacy 
May’s Drug Store 
Med-Fast Pharmacy 
Medical Arts Pharmacy 
Medicap Pharmacy 
Medicine Shoppe 
   Pharmacy (various) 
Med-X Drug 
Meijer Pharmacy 
Minyard Pharmacy 
Morton Pharmacy 
Mr. Discount Drugs 
Navarro Discount 
   Pharmacies 
NeighborCare Pharmacy 
No Frills Pharmacy 
Network Pharmacy 
Owens Pharmacy 
P&C Food & Pharmacy 
Pamida Pharmacy 
Park Nicollet Pharmacy 
Pathmark Pharmacy 
Pavilions Pharmacy 
PharmaCare Pharmacy 
Pharmacy Express 
Pharmacy Plus 
Pick ’N Save Pharmacy 
Piggly Wiggly 
PrairieStone Pharmacy 
Price Chopper Pharmacy 
Price Cutter Pharmacy 
Publix Pharmacy 
Q Pharmacy 
QFC Pharmacy 
Quality Markets 
   Pharmacy 
QuickChek Pharmacy 
QVL Pharmacy 
Rainbow Pharmacy 
Raley’s Drug Center 
Ralphs Pharmacy 
Randalls Pharmacy 
Reasors Pharmacy 
Red Cross Pharmacy 
Rite Aid Pharmacy 
Ritzman Natural Health 
Rosauers Pharmacy 
RXD Pharmacy 
Sack ’n Save Pharmacy 

Safeway Pharmacy 
Sam’s Pharmacy 
Save Mart Pharmacy 
Save-Rite Pharmacy 
Schnucks Pharmacy 
Scolaris Pharmacy 
Sedanos Pharmacy & 
   Discount 
Shaw’s Pharmacy 
Shaws/Osco Pharmacy 
Shop ’n Save Pharmacy 
Shopko Pharmacy 
Shoppers Pharmacy 
ShopRite Pharmacy 
Snyder Drug Emporium 
Southern Family Market 
Star Pharmacy 
Stop & Shop Pharmacy 
Sunscript Pharmacy 
Super 1 Pharmacy 
Super D 
Super G 
Super Foodmart  
Pharmacy 
Super Fresh Pharmacy 
Super Rx Pharmacy 
Sweetbay 
The Pharm 
Thriftway Drugs 
Thrifty White Drug 
Times Pharmacy 
Tom Thumb Pharmacy 
Tops Pharmacy 
U-Save Pharmacy 
Ukrops Pharmacy 
United Pharmacy 
USA Drug 
Vix Pharmacy 
Vons Pharmacy 
VG’s Pharmacy 
Waldbaum’s Pharmacy 
Walgreens 
Wal-Mart Pharmacy 
Wegman Pharmacy 
Weis Pharmacy 
White Drug 
Winn-Dixie 
Yokes Pharmacy 
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Division of Risk Management and Insurance Services/Integrated Disability Management Updated August 2013 

Los Angeles Unified School District 
Workers’ Compensation Injury Report Worksheet 

Call 1-800-LAUSDWC (1-800-528-7392) 
Employee’s Assigned Location        Location Code 
Date of Incident  Time of Incident    AM/ PM 
Time Employee began work                              AM/ PM  
Date Incident Reported to District Time Incident Reported to District  AM/ PM 
Name and Title of person to whom incident reported  Date an Employee Claim Form was provided to employee 

Caller’s Name/Title Caller’s Phone Number 
State Unemployment Insurance Account Number       942-5052 

  Claimant Information 
Employee Name Employee ID # 

Employee SS# Employee Title 
 

Work Phone 
 

Home Phone                             Cell Phone 
 

Home Address 
 
 

Date of Birth     ____________________ 
Date of Hire      ____________________ 
Date of Termination (If Any) 

Full Time  _______ Part Time ______ Gender  ______M      _______F 
Average number of hrs worked  per day 
____M ____T ____W _____Th ____F____ Sa ____ Su__ 

 
Wages : $____________Monthly___Weekly____Hourly___ 

Supervisor’s Name/Title  Supervisor’s Phone Number/e-mail address 
 

  Incident Information 
Description of Incident 
 
 
Cause of Incident (lifting, slip and fall, etc.) 
 

Primary Body Part Injured (lower back,left/right hand, etc.) 

Equipment, materials, and chemicals that the claimant was 
using when the incident or exposure occurred 

Specific activity the claimant was performing when the 
incident or exposure occurred 

Location where incident or exposure occurred (classroom, 
cafeteria, etc.)  

Were other employees injured/ill in this event? 

Safeguard/Safety equipment provided? Safeguard/Safety equipment used? 

Nature of Incident (strain, burn, fracture, etc.) 
 

Was Medical Treatment Received     _____Y   _____N 
Did employee go to the Emergency Room _____Y   _____N 

Was Accident Investigation Completed?  Yes/No                           ISTAR Control Number (if available) 
Name of Doctor                                                                 Name of Hospital/Clinic   
Address of Hospital/Clinic 
Phone Number 
Incident Location (If different from Employee’s Assigned Location) 
 
Witness Name/Phone Number Witness Name/Phone Number 

 
Last date worked: Paid for date of injury?  Yes/No 
Date returned to work:   Full Duty  Yes/No                       Modified Duty   Yes/No 

  Additional Information 
Was there medical treatment beyond First Aid? 
Did the employee lose consciousness? 
Did a health care professional diagnose a significant injury or illness? 
Did the injury or illness involve a needle stick from a contaminated needle? 
Was the employee hospitalized overnight as an in-patient? 
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Attachment E 

Salary Continuation Benefits 

Verification Form 

 
This form is required to be completed for the first three days of absence due to an industrial injury.  It is also to 

be completed if additional absences occur after the injured employee’s return to work from an industrial injury 

leave.  This document must be signed by the injured employee and by the physician or therapist providing 

treatment authorized by Sedgwick CMS.   Industrial accident pay can NOT be adjusted until this form has been 

completed, signed and returned to Sedgwick CMS. Please fax to Sedgwick CMS at 626- 397-9250 or mail to 

P.O. Box 14623, Lexington, KY 40512 

 

Employee’s Name______________________________ Employee #     

 

Classified____                 Certificated_____             School Police_____ 

 

Social Security Number____-___-_____     Occupation       

 

Date of Injury ___/___/___               Claim number      

 

Name of School or Office_________________    Payroll Location Code     

 

ADDITIONAL ABSENCES: 

 

Date of Absence  Number of Hours  Date returned to work 

 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

______________________________________________________     

_____________________________________________________________________ 

CERTIFICATION 

Under penalty of perjury the undersigned hereby acknowledges the statements made are true and 

factual. 

 

Signature of injured employee _______________________________  Date _______ 

 

Signature of physician or therapist ____________________________  Date _______ 

 

The periods of absence shown above are hereby certified to be occasioned by authorized appointments 

related to an active workers’ compensation claim. 

 

Signature of Claims Adjuster ________________________________  Date_______ 

 
NOTICE: Making a false or fraudulent workers' compensation claim is a felony subject to a maximum of 5 years in prison 
or a fine of up to $50,000 or double the value of the fraud, whichever is greater, or by both imprisonment and fine. 
 
 
Updated April 2013 

 



                                   Attachment F       

Los Angeles Unified School District 

Workers’ Compensation Program 

Pre-designation of Physician Form 
 

Revised April 2013  

 

 

In the event of a work related injury or illness, I request to be treated by my personal physician.  I 

understand this designation may only be made before the date of injury. I understand that I must 

have group health coverage for non-industrial injuries or illnesses in order to pre-designate. 

 

The physician I selected meets the following criteria:  

 Within a reasonable geographical area from my residence or work location. 

 A Licensed Physician pursuant to Chapter 5 of Division 2 of the Business and Professions 

Code. 

 Is my regular physician, who shall be either a physician who has limited his or her practice 

of medicine to general practice or who is a board-certified or board-eligible internist, 

pediatrician, obstetrician-gynecologist, or family practitioner, and has previously directed 

my medical treatment, and retains my medical records. 

 Agrees before the injury to be designated as my physician in the event an industrial injury 

occurs. 

 

 

 

 

 

If my personal physician is not qualified to treat the injury or declines to provide treatment, my 

employer will direct my treatment to an appropriate physician. 

 

Employee Name:  _________________________________ Employee Number: _________ 

 

Pre-designated Physician’s Name:  ____________________ Telephone No. _____________ 

 

Address:   _______________________________________________________________________ 

 

Employee Signature:  ______________________________  Date:   ____________________ 

 

Site Administrator Signature:  _______________________  Date:   ____________________ 

 

I, ________________________________________ am a physician and I have read and certify 

that I meet and will adhere to the requirements listed above as the pre-designated personal 

physician for __________________________________________. 

 

Physician’s Signature _____________________________ Date:   ____________________ 

The physician is not required to sign this form, however, if the physician or designated employee of 

the physician does not sign, other documentation of the physician’s agreement to be pre-designated 

will be required pursuant to Title 8, California Code of Regulations, section 9780.1 (a)(3) 

 

     

     This form must be maintained at the work location in the employee’s personnel file. 
                

Please Note:  The California Labor Code defines “Personal Physician” as a doctor of medicine, 

or a doctor of osteopathic medicine, who prior to the injury had directed the medical treatment of 

the employee and who retains the employee’s medical records and medical history. 
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