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Workers’ Compensation

For ALL NCC employees




Workers’

Compensation

Workers’ Compensation is an insurance
program for employees who are injured or
become ill as the result of something that
occurred while on-the-job.

State law mandates that certain steps be
taken by the employee’s supervisor almost
immediately when the supervisor learns of a

work injury or illness. v
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What you

should know:

- If treated for a work related illness/injury —

Do not use your personal health insurance
card when being treated.

* Report your work injury or illness to your

supervisor immediately. HR may be who
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The
employers’

role:

(this could be you)

Please follow these steps when an employee
reports a workplace injury/illness:

1. DWCa1

Give the employee an Employee’s Claim for
Workers’ Compensation Benefits form (Form
DWC 1) within 24 hours of notification of the
work injury/illness. Instruct them to

complete, sign and return the Employee
Section of the form ASAP. A
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DWC1Form

(Sample

Estado de C.
tamento de Relacion
IMPENSACION AL TM:UAIN)R

State of California
Department of Incustrial Relations
DIVISION OF WORKERS® COMPENSATION

Dep
DIVISION DE ¢

PETITION DEL EMPLEADO PARA DE COMPENSACION DEL
TRABAJADOR (DWCT)

WORKERS' COMPENSATION CLAIM FORM (DWC 1)

Emplovee: Complete the “Employee™ section and give the form to Empleado: Compiete la secciin “Empleado™ y entregue la forma a su

your ﬂl?_’\’)*_f- Keep a copy and mark it “Employee’s Temporary empleador, (Quédese con la copia designada “Recibo Temporal del

Receipt™ until you receive the signed and dated copy from yoar em- Empleado” hasta que Ud. reciba la copia firmada y fechada de su empleador.

plover. You muay call the Division of Workers' Compersation and Ud. puede liamar a la Division de

Tear recorded information at ($00) 736-7401. An explanation of work- ?JO.F i o

ers’ compensation benefits is included as the cover sheet of this form. Ped o
Sforma esta la explic

én de los benefi

i al trabajador.

You should also have received a pamphlet from your employer de-

scribing workers® compensation fits and the procedures to obtain Ud w'rb én deberia haber rec |b.do |l'¢ T em;‘w ador in folleto describiendo los
E 5" compe bene ooedures b . -

¥ los para

que se produzea
fraudulenta
aciin a trabajs

Employec—complete this section and see nole above  Empleado—complete esta seccidn y note la notacidn arriba.

1. Name, Nombre. Toxay's Date. Fecha de Hoy.
2.  Home Address, Dire

3. City. Cindad. State. Estado. Zip. Cédigo Postal.
4. Date of Injury. Fe.
5. Address and description of where injury happened. Direccidnlugar dénde occurid el accidente.

Time of Injury. Hora en que ocurrid. am. pam

6, Describe injury and pant of body affected. Describa la &

idn y parte del cuerpo afectada,

7. Social Security Number. Niimero de Seguro Social del Empleado.

of employee. Firma del empleado.

Employer—complete this section and see note below. Empleador—complete esta seccidn v note la notacién abajo.

9. Name of employer. Nombre del empleador.
10, Address. Direccidn.
11.
12. Date claim form was provided to employee. Fecha en que se le entregd

Date employer first knew of injury. Fecha en que el empleador sup

13. Date employer received claim form. Fecha en gue el empleado devolvid | idn al empleador.

14, Name and address of insurance carrier of adjusting agency. Nombre ¥ direccidn de la compariia de seguros o agencia adminstradora de seguros,

15. Insurance Policy Number. El nimero de la péliza de Seguro.

16. Signature of emg P
17. Tide. Tindo. 18. Telephone. ]

Firma del rey

Emplover: You are required to date this form and pmwck cupm o Empleador: Se requiere que Ud. feche esta formay que provéa copias a su com-

your insurer of claims and to the empl pavila de seguros, administrador de reclamos, o Je;m} ienteirepresentante de recla-
or representative who filed the claim within gne working rhy_nf mos y al empleads que i o de yn dig

receipt of (he form from the employee. Jrdbil desde el momento de

SIGNING THIS FORM IS NOT AN ADMISSION OF LIABILITY | EL FIRMAR ESTA FORMA NO SIGNIFICA ADMISION DE RESPONSABILIDAD

[ Bgployer copy/Copia del Empleader [ Employee copy/ Copia def Empleads [ Claims Administratoe/Adwinistrador de Reciamos ) Temgporary ReceiptRecibo del Emplasds

610 Rev.




The
employer’s

role:

(this could be you)

2. Once the DWCx is received back, complete
and sign the Employer’s Section of the form.

3. Report the claim to Sedgwick CMS by

calling 1-855-572-5966




* The completed DWCa form should be
submitted to HR.

; * Any treating physician reports should
HR's role: also be submitted to HR.

*HR works with the claims adjuster.




Keep in Mind

* If you will miss work due to a work injury,

inform your supervisor and provide a
copy of the physician’s instruction.

* You will be permitted back to work once

a doctor’s note is provided releasing you
to duty whether it be full or modified

work. VA
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