DEPARTMENT OF SOCIAL SERVICES EFFECTIVE DATE: | POLICY NO.:
AND HOUSING FEB 7 1986 493.01.10

CORRECTIONS DIVISION . CHAPTER NO.: SUPERSEDES NO. : T
POLICIES § PROCEDURES MANUAL DarE-Accidents

ACCIDENTS AND WORKER'S COMPENSATION CLAIMS

1.0 PURPOSE

To delineate procedures which shall be followed in the reporting of
accidents and the filing of worker's compensation claims.

2.0 REFERENCES.AND DEFINITIONS

+1 References
a. Comptroller's Memorandum, 1985-21
b. DSSH, Director's ICF dated, 7-9-85

c. DSSH Policies and Procedures, 5.6.0.02, Accidents involving State
Motor Vehicles

.2 Definitions

i o a. "Work Period” shall mean the normal eight hour shift or watch
E ‘ period to which an employee is assigned, plus any overtime
required on that same shift or watch.

3.0 PoLICY

All employees of the Corrections Division shall maintain and operate
equipment and facilities in safe conditions at all time in order to
.prevent the occurrence of accidents. In the event of accidents,
reporting shall be done in a timely and efficient manner.

.1 State employees on Oahu injured in any way while performing
assigned duties shall:

a. Complete and sign four (4) copies of Form WC-5, "Employee's
Claim for Compensation,"” as soon as possible after the
injury.

b. The employee's supervisor shall complete and submit four (4)
copies of WC-1, "Employer's Report of Industrial Injury,"
during the work period involved.

c. In the event the employee needs the services of a physician,

four (4) copies of Form WC-2," Attending Physician's First
Report," shall be completed and submitted.
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d. All copies of the required forms shall be forwarded immediately
to the Corrections Division Office.

ACCIDENTS AND WORKER'S COMPENSATION CLAIMS

State employees on the Neighbor Islands shall:

a. Prepare the same number of copies, within the same time periods,
as stated above in .1 a-d.

b. Send the original of Form WC-5, "Employee's Claim for Compensa-~
~ tion," Form WC-1, "Employer's Report of Industrial Injury,”" and
For, WC-2, "Attending Physician's First Report,”" to the Worker's
Compensation Office on their respective island.

¢. Forward the remaining three (3) carbon copies to the Corrections
Division Office.

d. Carrier's Case Report, Form WC-3, shall be completed by the
Department's Fiscal Office after all of the necessary papers
have been completed, determination made and award received.
The Corrections Division Office will then send a completed
set of papers to the employee involved.

.If employees do not require the services of a physician, they

shall complete four (4) copies of WC-5, "Employee's Claim for
Compensation,”" and the supervisor shall complete four (4) copies

of Form WC-1, "Employer's Report of Industrial Injury," indicating
at the top left-hand corner of the forms "FOR RECORDS ONLY" to close
the case. On Oahu forward four (4) copies to the Corrections Divi-
sion ‘office. On Hawaii, Kauai, and Maui send the original to the
Worker's Compensation office of the respective island and forward
the remaining three (3) copies to the Corrections Division office.

Supervisor Accident Report, Form DSSH 0124, (10/84), shall be com-

Other procedures not withstanding, the Departmental Safety Officer
requires 24 hours notification on all employee injuries in order

to expedite that office%;processing of the case. Where necessary
reports are expected to be delayed beyond that time limit, telephone
notification is needed.

Any inmate, ward or juvenile parolee under the jurisdiction of the
Corrections Division who becomes injured shall have completed for
them two (2) copies of Form DSSH 3821 (12/85), "Inmate or Parolee
Injury Report,” within 24 hours after the injury. The original
shall be filed in the active file of the inmate or parolee and the
remaining copy shall be forwarded to the Corrections Division office.
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-7 Any collision, upset or property damage resulting from the operation
of any State-owned vehicle shall be reported on ASC 309 R 22, "Auto-
mobile Accident Report,” within the work period involved.

a.

Three (3) complete copies shall be forwarded immediately to
the Corrections Division office. (Refer to ADS/FIS on insurance
carrier instructions.)

Any incident that results in death, major injury or major property
damage shall be reported immediately to the Corrections Divigion
Administrator and

Alexsis Risk Management, Inc.
1221 Kapiolani Blvd., Suite 901
Honolulu, Hawaii 96814

Phone (808) 531-2011 or 544-1397

In case of an accident on Oshu, the driver and his supervisor
should be guided by the following procedure:

1) Driver should use the accident report card, fill out the
details of the accident at the scene and give it to his
supervisor or business office as soon as possible during
the work period. He should report personal injury or serious
property damage to his supervisor at once by phone.

2) It is the supervisor or business office's (whichever is noti-
fied) responsibility to report the accident immediately by
phone to the claims department of Alexsis Risk Management, Inc.

3) A written report must follow within five (5) working days
using standard accident forms, ACORD-Automobile Loss Notice,
furnished by the insurance company. Send the original and
two (2) copies to ADS/FIS.

4) State employees using DAGS, Motor Pool Vehicles are requested
to follow Section 17c¢, "Accident Reports" of DAGS, Central
Motor Pool Rules and Regualtions in reporting accidents
instead of the procedure outlined above.

For accidents occurring on the Neighbor Islands employees should
be guided by the following procedure:

1) Driver should use the accident report card to fill in the
details of the accident at the scene and submit it to his
supervisor or business office as soon as possible during
the work period. He should report personal injury or

49 0 )
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serious property damage to his supervisor at once by phone. The
supervisor shall inform Alexsis Risk Management, Inc. immediatelx
by phone of the accident and personal injury.

2) For minor accidents without injury, submit the original and
two (2) copies of the accident report (standard forms) by
mail to ADS/FIS. The claims representative may contact you
by phone to give instructions and inform the claimant of
their approved repair shop on your island.

3) PFor all major accidents (especially where injury is incurred)
call Alexsis Risk Management, Inc. claims department by phone.
Tell the operator to reverse the toll charge. Your completed
accident report must follow by mail within five (5) working

dazs.

On week-ends have the operator advise the answering service
that it is an emergency and that you are representing the
State of Hawaii. (Excerpt from Comptroller memo of

June 26, 1985)

e: If necessary, a claim adjuster may be sent from Honolulu. The
limits of liability of the State's Auto Fleet Self-Insured Liabi-
lity Program are:

N
a. Bodily Injury Liability -
$300,000 on each person
b. Property damage - $50,000 limit each accident
4.0 SCOPE
This policy applies to all Corrections Division personnel.
Approved 4{/ /%
DiVision Administrator
2/3 gL
/" " Date
ApprovedM 7//%"4«-/
o Diregtor
2-7-§6
\.\,___ Date
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STATE OF HAWAIIL
DEPARTMENT OF SOCIAL SERVICES AND HOUSING

CORRECTIONS DIVISION
Office Use

Non-Disabling
Disabling (lost-time) ]

INMATE OR PAROLEE INJURY REPORT

NAME OF INJURED SEX AGE
OCCUPATION . SOCIAL SECURITY NO.
DEPARTMENT DIVISION BRANCH UNIT

LOCATION : DATE AND TIME OF INJURY

NATURE OF INJURY

Description of Accident

l. What job was inmate doing including tools, machine and materials used?
(Example: 1lifting a heavy casting onto a four-wheel truck.)

2. How was inmate injured? (Example: The casting slipped from his grasp and fell
on his toes.) '

3. What did inmate do unsafely? (Example: Tried to lift too heavy a load.)

4. What was defective, in unsafe condition, or wrong with method? (Example:
Should have had help.)

5. What safeguards should be used? (Example: Wear safety shoes.)

6. What steps were takenm to prevent similar injuries? (Example: Instructed men
to assist each other in lifting heavy loads.)

7. What other steps should be taken to prevent a recurrence? (Example: Provide
mechanical handling equipment for this work.) :

8. This contains information necessary to explain in detail the accident and/or
injury and medical aid administered and by whom.

SIGNATURE OF WARD OR INMATE SIGNATURE OF SUPERVISING EMPLOYEE

DSSH-3821(12/85)



STATE OF HAWAZZ
Dapartnent of Social Services and Housing

SUPSRVISCR ACCIDENT REPORT

Injured Employee's Name : Social Security No.
Occupation/Position Length of Service yTs.
Data/Time of Injuzy / (prasent postica

Nature of Injury

(] Disabling (Time Lost) {1 Non=Disabling
[ ] Medical Expenses Involved [] No Medieal Expensas Involved
{1 Pizst-aid only [] Cther

Descripsion of Accidens

1. HBow or why did acsident eccur?
2. How was exployee injured?
3. w_!uz msafa condisions/aces contributad o the accident?

4. What staps ware takan =5 FrTovent a recurTance of the acsidens?

S. Were thars witnesses to the accident? 12 g, Please lise sheir fames, and attach their stacew

zents.
4., Was employee using proper safsty equisment? Yas ¥o
7. vas safety equipment available as the vorksite? Yes No

Supervisor's signature cats

- Separtnent/Oivision/Arsa

CSsH 0124 (10/34)
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SIATE OF HAWAII a‘s’\‘,‘“m‘g’
DEPARTMENT OF LABOR AND INDUSTRIAL RELATIONS i

DISABILITY COMPENSATION DIVISION
EMPLOYEE'S CLAIM FOR WORKERS’ COMPENSATION BENEFITS

"~\JURED  Name .
- ZASON Address

Occupation,
Phone No Social Security No._

EMPLOYER Name
Address. Phone No.

Nature of Business

INSURANCE Nams

CARRIER Address
INJURY Date of Accident : Time, Date Disability Began
If not on employer's premises, place where accident occurred
How did accident occur
'\>~ ' ) Reason for filing: . O Employer has not filed WC-1

Insurance carrier has not paid benefits
Reopening of oid claim
L] others. specity:

WITNESS Name

Address

NOTICE Did you give employer notice of injury? D Yes D No
If s0, when: How.  [Jora = [ written
To whom:__

ATTENDING Name
PHYSICIAN Address

| hereby present my claim for compensation for disability resuiting from the foregoing injury arising out of
and in the course of my empioyment and not caused by my intoxication nor by my wilful intention to injure

myself or another.
"~ hereby authorize any physician and/or hospital to release any information related to any treatment

I .ered me.

Represented By

DATE SIGNATURE OF CLAIMANT

Address Date



SR tenen wE GUTPCISOILTIERL L0i UV JRYS. 1 dec. $8neYs, H.R.3. NOTIFY

) ) THE DIVISION IMMEDIATELY [F
| IN DEATH.)

INJURY RESULTS |
EVERY QUESTION MUST BE ANSWERED FULLY TO AVOID FURTHER CORRESPONDENCE i

e | |

turcush the injured emplnyée 4 copy
of this report.

1

| WC-1 EMPLOYER'S REPORT OF INDUSTRIAL INJURY i CASE nomseR ‘
! IDENTIFICATION SECTION | {NOTE: 00 NOT WRITE IN SHADED BLOCKS) |
EMPLOYEE NAME . LAST Fiast MiT 1SOC SEC NO DATE OF AT . Skx waw1Msidius DATE RECEIVED 1
~ l : . [ wae | MARRIED LD
. A
/-) ) ' " wo /[ oar / va | cemae D ' — SN E w0 / Oav / n
s 1 AQOITIONAL ADORESS iNFORMATION [y STATE | 419 GO0
I; }
T i , 9 9¢ v ¥ PARTMENT ?
FHONE OCCURATION ] HED igwssg&gml & CEPARTMEN PAYROLL COMP CLASS COOE © GCC. COOE
EMPLOYER NAME ACORESS I cty STATE i P COGE
— —— . ___ l |
PHONE NATURE OF BUSINESS QATE INJUAY (LLNESS REPCATED QATE OF INJUAY ILLNESS PAEFA OCUNCM ARA ]
) / gAY / 2 MO ,/ Dav / a D wC-2 O wes
DETAILS OF IMJURY/ILLNESS
‘ME OF INJURY ILLNESS TIME OF 14 CODE | PLACE OF 1.1 1F QIFFEREMT FROM EMIM OYERS MAILING ADDRESS tCITY

A M

2 N

=OW 0I0 THIS ACCIDENT OCCUR? (Please descride fully the avenrs mhat resuImg

IMUrY OF OCCLOANONA Cisease TeN what Nappened
Pesse use se0Mate sNeet it necessary )

HAT WAS EMPLOYEE DOING WHEN INJURED? (Please DO 308C:iHe identity 1o

TASK ACTIVITY  |ACCIOENT FAGCTOR

i

KCT OR SUBSTANGE THAT DIRECTLY INJURED EMMOYER (0 5. ("0 mechwie emowves
. e chemcal INel wntaes he

JESCABE 1N OETAN, THE NATURE OF Thg INJURY

e
YES NG| NATUR PART GF BOOV
LNESS ANO PAAT OF THE BODY AFFECTED 0 T R
OISFIGUREMENT|
SURNS g Q
TIME LOST INFORMATION i )
§ DISABRITY BEGAM WAS EMMLOYES FURMISMED | avg waiv-warst | 1% GMPLOVEE 1§ BACK 1O #Ai0 1N ' EMALOYEE OED GivE DATE TNt gy
| IEEm e | s v [ ORES S :mz.?gl?u‘.‘&bm HOURLY wack J NPT Shafy S AKED X | wEIGrnd
i . ANE: ; .
v Say /vn ,' DVES T ! ' ]\Q /DAV /v! DYESD"’ | w0 /OAV /,. : i
GIVE NAME AND ADDRESS OF SURVIVORS Or BACK ’
TREATMENT | OBTAIN NAME.OF TREATING PHYSICIAN FROM EMPLOYEE
€ QF PaYSICIAN ACORESS TSNS Co5E
_ i
EOF ~0S2ITAL .1F =OSPITALIZED: AQORESS

INSURANCE | j

.
| OF WC INSURANCE COMPANY i NAME OF (INSURANGE AGENCY £ LABILITY QENIED - winv ~
!
i
I

TS L ABIL TV SENEGS
.

. {
P wdves Une g
I

-;9/_.\. POLCY PEMOO AGENT CODE CamA CasE NO.
- s
——,
GMATURE |
L TITLE




Camins R T G i W PRI piumiuY 3 A Musuemenner punishable by i f"“ ';"‘h““"f“"‘:d e T"‘P“‘Y" ©Q
100 fine or imprisonment for 90 days. (See. 386-03. H.R.S. NOTIFY THE DIVISION IMMEDIATELY I INJURY RESULTS uraish the inured empioyee o copy
1IN DEATH.) EVERY QUESTION MUST BE ANSWERED FULLY TQ AYOID FURTHER CORRESPONDENCE.

i of this repoer.
1
WC-1 EMPLOYER'S REPORT OF INOUSTRIAL INJURY i CASE ouLBER .

| IDENTIFICATION SECTION | [HOTE: 0O NOT WRITE IN SKAOED BLOCKS) .

;

SMPALOVEE NAME - LAST FIAST M1 150C S€C NO | OATE OF BIRTH O X wamTAL STATOS OATE AECENED
’ <3 i | & wace_ ‘ wasaren
I {/"’ o I wo / oav / va | semael L TURE B / oar / v
4 H ,‘ODITIONAL AQCRESS INFORMATION ’ Ciry ! STaTE o

= T v LONG v ] AR T ¢ 3
l FONE T OCCUPATION l W, O £ GYED B 0 Rl CEPARTMEN PAYROLL COMP CLASS COOE | OCC, COOE
TEMPLOYER NAME ADORESS - roTi iz - 57T ”W
PHONE NATURE OF BUSINESS GATE AGURY ILLNESS REPGRTED | DATE OF "elUAY TTLNESS ) ~PREFA

PREFAD - L NU A

wy /on /vn w /o /vll Jwea O wes

QETAILS OF INJURY/ILLNESS |

TME OF INJURY/ILLNESS TIME OF 48 CODE | PLACE OF .1 1F QIFFERENT FROM EMPLOYERS MAILING ACDRESS airy | STATE N,Eh‘wsin.‘gégﬁ's
. ) 1
AM P [ l l\ ) | T ves I no
HOW DID THIS ACCICENT OCCUR? (Piease descrine fully e events Mar resuind 1 iury or oecusanonel Asess0 Ted what nacpensd ] .
Please usa 3604rMe sheet i NeCeasary |
YHAT WAS EMPLOYES DOING WHEN INJURED? [Please be soecine identity toots. or the vee was uung | TASK ACTIVITY  |ACCIOENT FACTOR
,,..\l ‘ .
NECT OR SUBSTANCE TWAT OIREGTLY INJURED EMPLOYEE (0 g 1RO MECHE SITOIOVOD ATULK IGNTET O WhhCh SN e, 0 VACD! Of DORION KVKI OF DRENCWEd.
o PR CROTRCE! (NSt rNGIS Mg Son. nanummmomn-mmmn
DESCRHBE 1N OETAIL THE NATURE OF THE INJURY i eSS NO m:wﬁvcr PART OFf 8OOV
HLNESS AMO PART OF Thg S0DY AFFECTED
: oisscurevent(] [
BURNS g g

TIME LOST INFORMATION | .

E DISABIUTY BEGAN

WAS EMPLOYEE FURNISNED | aAvG wa( v wang | IF EMPLOYEE 13 BACK 1O WAS EMPLOYEE PAKD 1N 5 EMIROYEE OIED GIVE DATE
WEALS OR LOOGING? 2 b WORK GiVE DATE P o A e ey

AT | Oves Two : 0 /oAv /vn M Tves Owo NO /DAV / m ! |

§ |

HOURLY WAGE ! VORTILY SAARY 'm m.!n\-'w‘t‘ %“O“RQ

mmwmsmwmmw }

TREATMENT j OBTAIN NAME OF TREATING PHYSICIAN FROM EMPLOYEE
A€ OF PHYSICIAN AQDAESS PHYSICIANY D CODE
W€ OF mOSPITAL ¢ mOSPITALIZED) AQORESS
. :
'
INSURANCE | !

€ OF WC INSURANCE COMPANY I NAME OF INSURANCE AGENCY 1iF CABILITY DENIED - Wiy (18 GABILLTY D8ag Rl
| T ves T owo
{
o POUCY PERCO AGENT COOE CAAR. CASE NO. !
ay !

A ———
UGNATURE |

ITITLE

we 2av ' va



WiE U1 NOT WRITE IN SHADED BLOCKS) L ] ) ‘ l , ’ l \\J’

.

EMPLOYER NAME AND ADORESS » CARRIER'S NAME AND ADDRESS

PATIENT NAME AND ADDRESS _ YOUR NAME, ADDRESS AND TELEPHONE

PATIENT SOCIAL SECURITY NO, | OATE FIRST TREATMENT | DATE OF INJURYALLNESS PHYSICIAN'S 1D, | IF PATIENT DIED, GIVE DATE

mfe'rﬂ‘fénspoéraséavm
SN
MO I.DAY' / YR

YES NO

1. ARE YOU THE ATTEND.
ING PHYSICIAN? D D

2. HAS THE PATIENT BEEN
BURNED? O

3. ISTHERE A POSSIBILITY -
OF OTHER DISFIGURE- D D
MENT? :

4. DO YOUTHINK PHYSICAL
REHABILITATION WILL D [:]
BE NECESSARY?

S. DO YOU THINK MEDICAL

REHABIUTATION wiLL
BE NECESSARY? D D

MO. / DAY / YR, MO. / DAY / YR, MO. / DAY / YR.

STATE IN PATIENT'S OWN WORDS WHERE AND HOW ACCIDENT OCCURRED:

GIVE ACCURATE DESCRIPTION AND EXTENT OF INJURY: SPECIFY ALL PARTS OF BODY INVOLVED AND STATE OBJECTIVE FINDINGS.

f",'.i:CIDENT MENTIONED ABOVE THE ONLY CAUSE OF PATIENT'S CONDITION? [J yes [ NQ; STATE CONTRIBUTING CAUSES.

VHO ENGAGED YOUR SERVICES?

S FURTHER TREATMENT REQUIRED? [ NO- O ves; How LoNG?

VERE X-RAYS TAKEN? [J No [J ves BY WHOM? DATE(S)

-RAY DIAGNOSIS:

VAS PATIENT TREATED BY ANYONE ELSE? (] NOo [J YES. BY WHOM? DATE(S)

VAS PATIENT HOSPITALIZED? [ NO [J ves DATE OF ADMISSION: DATE OF DISCHARGE:

IAME AND ADDRESS OF HOSPITAL:

~

SCRIBE SUBSEQUENT TREATMENT BY YOU:

0y

D ACCIDENT RESULT IN DISABILITY FOR work? [ vyes [ No DATE DISABIUITY BEGAN:

MENT [J was (] wiLL BE ABLE TO RESUME [ LIGHT WORK J REGULAR WORK ON:
T'=NT STOPPED TREATMENT WITHOUT ORDERS ON PATIENT DISCHARGED AS CURED ON:
.. wBE ANY PERMANENT DEFECT OR DISFIGUREMENT (INCLUDE SCARS, DISCOLORATIONS, DEFORMITIES, ETC,) O None

AL DIAGNOSIS:

PHYSICIAN SiGNATURE

DATE !



