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Self-insured and Self-Administered

VL

 Claims are handled in-house by the Claims Office
* No third-party company handling claims
* We are U of | employees

» Coverage wherever a University employee is working — UIC,
UIUC, Extension Offices, Peoria and Rockford, worldwide




What is Workers’ Compensation?

Medical Benefits
* Doctor visits
* Prescriptions
* Physical Therapy

* Imaging studies

Wage Benefits

 Temporary total disability
pay (TTD)

« TTD =66-2/3% of average
weekly wage

Permanency Settlement

* Paid at the conclusion of a
claim = injury resulted in
permanent disability

 Approved by an arbitrator

* Permanent partial
disability (PPD)

UNIVERSITY OF ILLINOIS | SPRINGFIELD




llinois Workers’ Compensation Act

Pre-established “benefit schedule” for medical bills, TTD pay, and PPD
settlements

Allows employees two choices in medical care providers
Exclusive remedy

No-fault coverage for injured employees

UNIVERSITY OF ILLINOIS ‘SPRINGFIELD



LIFE CYCLE OF A CLAIM

Injury Reported-FROI Incident vs Claim Compensable Claim?

Employee and supervisor ' _ _

complete their sections — If benefits sought, incident Adjuster investigates and
supervisor sends to Claims becomes a claim and accepts/denies claim —
Office — adjuster assigned notifies employee

workcomp@uillinois.edu

Claim Updates Benefits Paid Out Claim Closure

Medical records, work
statuses updated after each Medical and wage benefits Once all benefits owed are

owed are paid paid and/or claim settled,

appointment — timesheets )
PP claim closed

sent to Claims Office

UNIVERSITY OF ILLINOIS | SPRINGFIELD



* Immediately report — complete FROI

e Seek medical attention and provide updated work status

« (Cooperate with accident investigation

* Adhere to restrictions at all times

« Participate in temporary transitional assignments as available

« Work with supervisor and payroll to get properly coded timesheets

EMPLOYEE RESPONSIBILITIES

UNIVERSITY OF ILLINOIS | SPRINGFIELD



« Complete Supervisor’s FROI and submit entire report to Claims Office

« Work with payroll to ensure timesheets are being submitted to Claims
Office

» Advise employee to submit work statuses to the department routinely

« Get employees back to work as soon as possible — restricted duty or
transitional assignments

« Refer to Office of Access and Equity when appropriate

DEPARTMENT REPSONSIBILITIES

UNIVERSITY OF ILLINOIS | SPRINGFIELD



FIRST REPORT OF INJURY

Employee Section

UNIVERSITY OF ILLINOIS
FIRST REPORT OF INJURY/ILLNESS
Submit via campus mail or electronically to WorkCompghuillinoiz.cdu
(To be completed by employee within 24 hours of incident)

EMPLOYEE INFORMATION i Requis
Name.

Home address Phone #.

City_ State,

Birth date. ‘Sex M1 F Marital Stabus: S M/ Sep IW/D # the age of 18,

*Applied for or| 2 ©¥escNo Ifyes, when

*Applied for o' ? oMo Ff yes, when
Job Classifieation: 0 Academic Professional © Faculty 0 Staff 0 Student o Extra Help
Job Title. Department.

Previous job title # Years in previous job
Work days scheduled per week: M TW R F $ S Work hours: cam opm 1o cam  opm Hours per week
(Cirse 0 tnat appiy)
{Attach additional sheets as needed)
Time. cam cpm  Day ofwesk
To

Hfon U of | property, include name of bulding / address | room &

Amount of training on the job prior to incident

Working overtime when accident happened? o Yes o1 No
Do you have asecond job? GiYes Mo Ifyes, where

Body partinjured Type of njury flness_

for prevention:
Witnesses (st names and

Did you receive medical freatment? Yes oNo I yes, where?.

Have you been placed outofwork over 3 days? oYes oNo  f yes, last day worked,
I this a recurmence or aggravation of a previcusly reported injury / liness? oYesciNo I yes, please explain

Number of incidents in past 3 years

EMPLOYEE AUTHORIZATION -
MG MUATion 1 e Lversny of (Anis

i

Dy i2ws reng 1o womkers
regard o fault |

Supervisor Section — P1

UNIVERSITY OF ILLINOIS

ail ically to

Employes's name.

Employes' Job fitle

‘Supervisor's name. ‘Supervisor's phone £

Is employee on university payroll? oYes oo Wage

Is employee currently working? iYes oo ¥ no, last day worked

Date of incident Time of incident Time began work

incident Incident location {street, bidg, room)
Witnesses to incident (include phone #)

What activity was the employee doing just before the incident occunred? (Attach additional sheets as needed )

‘What happened? (Explain in detail how the incident oceurred, attach additional sheets as needed)

apply)

Body Motion / Body Position [ Fall on same level [

Supervisor Section — P2

Caught in / under / between [ i tion O
i Shp i Twist [
Shp i Trip /Fall O

Where was the employee referred for medical care?

Drug screen performed? cYes oNo. Breath alcohol test performed? oYes oNo

Contributing conditions: Contributis I tive Acti isor will do:
[Duties or tasks not clear [issistve device not used [Develop I revise safely procedures.
[Equipment or tool defect / faiure OF = o
[Equipment or tool unavalable [Improper tool ! equipment used [DMantain tools / equipment.
[CErgonomic factors [inattenson to task [Fost safety signs

[Lack of 2 [Ferfom

[Procedure not followed [Frovide pratecson equipment
[fraining lacking r incomplete: [Fro R equipment
[Work area set-up | amangement [Fushing or humed [CSchedule safely training
[Unreconized hazand [unbalanced or poor pasition o motion  [J0ther
[Other [Other

What could the employee have dane to avoid the injury? (Attach additional sheets as needed)

List any other actions that wil be taken or control measures that will be put in place to prevent recurrence (Atiach
additional sheets as needed)_

Was discipiinary action issued for an unsafe act? cYes oNo  If yes, explain (Attsch additional sheets as nesded)

Are you concemed about the validity of this clsim? ciYes cNo I yes. explain (Attach additional sheets as needed)

Temparary Transitional | Modified Work - on  smporary basis. sllows the injured worker the opportunity to engage in
mesningful. i dy itati

D pr i : oYes oNo
Please explain answer

Department requests assistance in designing transitional imodified work:  cYes oNo

Please explain assistance needed

‘Supenvisor's Signature / Date

Rev 6/17




FROI - UNACCEPTABLE SUPERVISOR SECTION

UNIVERSITY OF ILLINOIS
FIRST REPORT OF INJURY/ILLNESS
Submit via campus mail or electronically to WorkComp@uillinois.edu
(To be completed by employee within 24 hours of incident)

EMPLOYEE INFORMATION (* Federal Jni ity Required i =
Name TN L ’—?cr('\l une 555
Home address_| L. $ M N Phone#_S555_

ciy_(Wmouign swe_ L\ 2 (g ]
Birth date_4~5—F 3 'Sex:m I(F)lamal Status(S)l M/ Sep / W/ D # Children under the age of 18_0.

“Applied for or been denied Social Security Disability Insurance (SSDI)? oYes DN/O If yes, when,

“Applied for or been s‘?d SURS benefits? oYes pilo If yes, when, *Currently on Medicare? © Yes M@

Job Cl W o Faculty o Staff o Student o Extra Help

Date of hre ’l! L1le sobite Claim S up Dep Risk

# Years in current job, ;L Previous job title _ (/{4 (A§ LS iot # Years in previous job _/ &

Work days scheduled per weekS S Work hours: ? n(n opm to 5 Dam :Jm( Hours per week. "/O

(Circle all that apply)

EMPLOYEE'S REPORT OF INJURY/ILLNESS (Attach additional sheets as needed)
Date of Injury/lness_(0/ 1 )| ¢ Time _{ [ EAS

Date Reported 14 // //7 To_ Do leine

Exactocation where acident occurred__AJDV PN §4arrmnel] w27 Y™ Flegy”
If on U of | property, include name of building / address / room # _j< P¥ B -n 3 rih Statrwell
Amount of training on the job prior to incident w,(>~('

opm  Day of week Jl

Working overtime when accident happened? 0 Yes ¢ yw/o

Do you have a second job? [iYes (Mo If yes, where

Body part injured__K{\@£ __Type of injury /WIIHESSQHM[%‘L
Describe in detail what happened:_\ \0.S \neado & YO 6 W\n‘h‘r\cj) owd | down

Pro  SYaicS = eAeNador WaS ndt WY Kina
Recommendation for prevention: | Y\GS) Uy 21NGID Y -

Witnesses (list names and phone numbx
Did you receive medical treatment? wWes :No/ yes, where?,
%s CNo I yes,lastdayworked L6 ] // g

Have you been placed out of work over 3 days?

Is this a recurrence or aggravation of a previously reported injury / illness? OYes woé If yes, please explain

Number of incidents in past 3 years, (Z

EMPLOYEE AUTHORIZATION - | attest that the abave information Is true and correct. | authorize my treating medical provider (o release appropriate
medcal information 1o the University of llinois Office of Workers' Compensation and Claims Management (U of I} in order to determine compensability of my
ciaim. | understand that pursuant to the Health Insurance Portability and Accountability Act {'HIPAA'), a covered entity may disclose protected health information as
authorized by izws relating to workers' compensation or similar programs, established by law, that provide benefits for werk-related injuries or ilinesses without
regard to faut | understand that the medical information relating to my workers’ compensation ciaim and received by U of | and ils legal representatives does not
constitute prolected health information. | understand that without the first report of injuryfiiness and pertinert medical information my claim may be dered. | further
understand itis unlawful 1o present a fraudulent ciam for workers' compensation benefils and doing so may result in disciplinary action

\M\An Pir 10/3]19
Signature of Employee i Y Date
Rev 6/17

|t Superviser Version

UNIVERSITY OF ILLINOIS
FIRST REPORT OF INJURY/ILLNESS
Submit via campus mail or electronically to WorkComp@uillinois.edu
(To be completed within 24 hours of incident by supervisor)

s name__ 2044 ?6WJ un#_555

E s RicY Job title Clod .G SV)UA alret

Supervisor's name. g{\U\ﬁ- Ei 0. 2Y”  Supervisor's phone # ﬁ 5 5 5 Campus location f}_ H (Eé A u C/
Is employee on university payroll? Gfes ONo  Wage account paid from on date of accident 55

Is employee currently working? OYes g0 If no, last day worked ID/I /l X

Date of incident lﬁ}ﬁlﬁ‘—— Time of incident || g Time began work &\ Time stopped work L] a.rn
Date employee reported incident Incident location (street, bldg, room) _/\J Stat rweld

Witnesses to incident (include phone #) = A/0 N€—

What activity was the employee doing just before the incident occurred? (Attach additional sheels as needed.)

Lwes headed 4o ¢ mhmg =

What happened? (Explain in detail how the incident occurred, attach additional sheels as needed)

_ﬁ’_bif,é»_(_mmg_\'lmsh%mu. J asa_w@gm_mmm_g_aﬁ_ e Al
S0\ e YD dnye e S

What object or substance directly harmed the employee?

S rv\)(p\{j

Body part(s) affected: (Check all that apply)

Abdomen [] Elbow [JR L Hand (R L Neck (]

Ankle CR L Eye[R[L Head O Shoulder TR [JL
Arm R (L Face O Hip R L Toes O

Back [ Finger (R (L Knee (R [¥ Wiist (R OL
Chest [] Foot (R (L Leg CR L

Ear[RCL Groin [ Lungs [J Other

Type of Injury: (Check all that apply)

Absorption [] Fracture (] Laceration (]
Amputation [] Inflammation O Qver-exertion ]

Bruise [J Ingestion (] Over-exposure []

Bum [] Inhalation [ Puncture (]

Foreign Body (1] Iritation [ Strain / Sprain m/
Type of event: (Check all that apply)

Body Motion / Body Position [J  Fall on same level [J Temperature extreme ] Unknown ]

Rev 6/17

Caught in / under / between [ Repetitive mation (] Vehicle Accident [
Electrical contact [J Slip / Twist (] Struck by [ struck against (]
Explosion [ Slip / Trip / Fall Fall from elevation (]

Where was the employee referred for medical care? ({1((2 occ }’VLLO[

Drug screen performed? oYes o Breath alcohol test performed? oYes L\N(

Contributing condition: Contributing behaviors: Preventative Action - Supervisor will do:
[JDuties or tasks not clear [JAssistive device not used [Develop ! revise safety procedures
[JEqujpment or tool defect / failure [Failure to get assistance [OMaintain good housekeeping
m@;‘:mem ortool unavailable ¢|¢y/(if0Y" Clmproper tool / equipment used [OMaintain tools / equipment
[CJErgonomic factors [Jinattention to task [JPost safety signs

[OLighting / temperature / ventilation [ack of communication [OPerform job hazard analysis
[Procedure lacking or unclear [DProcedure not followed
[OTraining lacking or incomplete g’yeclwe equipment not worn [JRemove defective equipment

[Work area set-up / arrangement ushing or hurried [JSchedule safety training

[OProvide protection equipment

[Unrecognized hazard [Wnbalanced or poor position or motion ~ [JOther
[Other [JOther

What could the employee have done to avoid the injury? (Attach additional sheets as needed)

e

List any other actions that will be taken or control measures that will be put in place to prevent recurrence (Attach
additional sheets as needed) .,ﬂ‘ X elevarsy/

Was disciplinary action issued for an unsafe act? cYes :u)é If yes, explain (Attach additional sheets as needed)

Are you concerned about the validity of this claim? oYes o If yes, explain (Attach additional sheets as needed)

Temporary Transitional / Modified Work - on a temporary basis, allows the injured worker the opportunity to engage in

meaningful, appropriate work duties based on medlcalj\?itahcns.
Department will provide transitional /modified work

Please explain answer DCP(; nd S an. MS]"YICh an S

dified work: nYes of(o

D requests assi in

Please explain assistance needed

b~ (0)4!)%

Supervisor's Signature / Date

Rev 6/17




FROI — ACCEPTABLE SUPERVISOR SECTION

UNIVERSITY OF ILLINOIS
FIRST REPORT OF INJURY/ILLNESS
Submit via campus mail or electronically to WorkComp@uillinois.edu
(To be completed by employee within 24 hours of incident)

EMPLOYEE INFORMATION (* Federal Iniversity Required i -
Name 2V 0UAA | ?@r\"\l ung 555
Home address_| L. $ M N Phone#_S555_

aty_() V\&MAOAA&;M State__ o\ z2P_o) g2 |
Birth date_4~5—F 3 'Sex:m I(F)lariml Status(S)l M/ Sep / W/ D # Children under the age of 18_0.

“Applied for or been denied Social Security Disability Insurance (SSDI)? oYes DN/O If yes, when,

“Applied for or been s‘?d SURS benefits? oYes pilo If yes, when, *Currently on Medicare? © Yes M@

Job Cl W o Faculty o Staff o Student o Extra Help

Date of hire, 'l{ ) ,H o JobTite Claim S up Depariment Risk

# Years in current job_x__ Previous job title (4| AlM.S (16S0C . # Years in previous job _| 2

Work days scheduled perweekSSWorknourg f’ m{n Cpm to 5 Dam :Jom/Hours per week "/O

(Circle all that apply)

EMPLOYEE'S REPORT OF INJURY/ILLNESS (Attach additional sheets as needed)
Date of Injury/lliness_{ 0 / | /[Y Time _{/ 13.4s cpm  Day of week ]
Date Reported 14 // //7 To_ Do leine

Exact location where accident occurred __ AR Y. Stacewed) oul 277¢ 4™ Flesy”
If on U of | property, include name of building / address / room # _j< P¥ B - north Stairwell
Amount of training on the job prior to incident \M,(x(

Working overtime when accident happened? 0 Yes 5%
Do you have a second job? [iYes (Mo If yes, where
Body part injured__K\@L __Typeofinjury filness_Strain/ S Er‘@ N

Describe in detail what happened:_\ \WO.S neadod YO 6 W\n‘h\\cj) and | down

Pro  SYaiCS = eANGIOC WAS not Wi KIng
Recommendation for prevention: | Y\GS) iU 6\/&\160\1 (-
Witnesses (list names and phone numbs TN —
Did you receive medical treatment? wWes :Nov/yes‘ where?,

es CNo  Ifyes, last day worked /5//// g

Have you been placed out of work over 3 days?

Is this a recurrence or aggravation of a previously reported injury / illness? OYes uné If yes, please explain

Number of incidents in past 3 years, {Z

EMPLOYEE AUTHORIZATION - | attest that the abave information Is true and correct. | authorize my treating medical provider (o release appropriate
medcal information 1o the University of llinois Office of Workers' Compensation and Claims Management (U of I} in order to determine compensability of my
ciaim. | understand that pursuant to the Health Insurance Portability and Accountability Act {'HIPAA'), a covered entity may disclose protected health information as
authorized by izws relating to workers' compensation or similar programs, established by law, that provide benefits for werk-related injuries or ilinesses without
regard to faut | understand that the medical information relating to my workers’ compensation ciaim and received by U of | and ils legal representatives does not
constitute prolected health information. | understand that without the first report of injuryfiiness and pertinert medical information my claim may be dered. | further
understand itis unlawful 1o present a fraudulent ciam for workers' compensation benefils and doing so may result in disciplinary action

\ 70N 10/3)19

Signature of Employee ) Date
Rev 6/17

nd SMpUNSIY Version

UNIVERSITY OF ILLINOIS
FIRST REPORT OF INJURY/ILLNESS

Submit via campus mail or electronically to WorkComp@uillinois.edu
(To be completed within 24 hours of incident by supervisor)

Employee’s name_E5RIAN DY PE ﬂR\( UN# 555

Employee's 24 Jobtite_CLALM S SPELIALIST

Supervisor's name, M N F ?_.ﬁl R Supervisor's phone # 555 S Campus locatior,, . 2~ (JIVC,
Is employee on university payroll? :V(es oNo  Wage account paid from on date of accident 55 E"

Is employee currently working? OYes @io I no, last day worked __j & /I // q

Dale of incident ID’ | /I ¢ Timeofincident _{ [_& v Time began work & 4 Time stopped work _u_u)Q’T\O
Date employee reponed‘ incident _{O/] /) § _Incident location (street, bldg, room) Af. Stairpset L

Witnesses to incident (include phone #)_Alp AV, TH W lvm AWBEL O0F

What activity was the employee doing just before the incident occurred? (Attach additional sheets as needed.)

GOING TD GET LUNCH REFORE A MEETING

What happened? (Explain in detail how the incident occurred, attach additional sheets as needed)

THE EMOLOYEE TB.D mpg SHE wWAS TEXTIVG AND FELL
DowN THE STAIRS .

What object or substance directly harmed the employee?

HER ynee WIT THE 21LooR

Body part(s) affected: (Check all that apply)

Abdomen (] Elbow [R (L Hand CR (L Neck []

Ankle (R L Eye(R[OL Head OJ Shoulder R (L
Am CROL Face (] Hp (ROL Toes

Back [0 Finger (R (L Knee [R Wrist (R CL
Chest 0 Foot (R Leg CRCIL

Ear[R[OL Groin O] Lungs O Other

Type of Injury: (Check all that apply)

Absorption [J Fracture [J Laceration [J
Amputation [ Inflammation [} Over-exertion []

Bruise [J Ingestion (] Over-exposure []
Burn [J Inhalation (] Puncture (] E}/
Foreign Body (] Irritation (] Strain / Sprain

Type of event: (Check all that apply)

Body Motion / Body Position (]~ Fall on seme level (] Temperature extreme [] Unknown [
Rev 6/17

Caught in / under / between []  Repetitive motion (] Vehicle Accident [
Electrical contact [ Slip  Tvist [ El/ Struck by / struck against (]

Explosion [ Slip / Trip / Fall Fall from elevation (]

Where was the employee referred for medical care? 3&2 '&EN 10 _¢A @i/ oce m E D

Drug screen performed? cYes q[)/

Breath alcohol test performed? oYes uNS

Contributing conditions: Contributing P ive Action — Supervisor will do:
[IDuties or tasks not clear [Assistive device not used [Develop / revise safety procedures

CJEquipment or tool defect / failure [Failure to get assistance [Maintain good housekeeping
[@Equipment or ool unavailable

c\_wax-m( No+ Wy
[OErgonomic faclors

[ighting / temperalure / ventilation [Jack of communication

[Jimproper tool / equipment used [CMaintain tools / equipment
@é‘:nuon 10 task €K 'nY\ﬁ [CIPost safety signs

[Periorm job hazard analysis
[OProcedure lacking or unclear [Procedure not followed [CProvide protection equipment
[Training lacking or incomplele [Protective equipment not worn [ORemove defective equipment
OWork area set-up / arrangement ushing or hurried [OSchedule safety training
[OUnrecognized hazard [Unbzlanced or poor position or motion  [JOther

[Iother [I0ther

What could the employee have done to avoid the injury? (Attach additional sheets as needed)

PhD FTTENTION TO WHERE SHE WHS Goln(s~ INSTEAD
OF TEXTING ON STAIRS

List any other actions that will be taken or control measures that will be put in place to prevent recurrence (Attach

additional sheets as needed)_zmwmww
SURRaUNDINGS

Was disciplinary action issued for an unsafe act? oYes d\{ If yes, explain (Attach additional sheets as needed)

Are you concerned about the validity of this claim? w(es oNo  If yes, explain (Attach additional sheets as needed)

Temporary Transitional | Modified Work - on a temporary basis, allows the injured worker the opportunity to engage in
meaningful, appropriate work duties based on medicaljl?)ilalions
Department will provide transitional /modified work: ‘es cNo

Please explain answer ’)wa,w i /)N %@U/ m$

Imodified work:  cYes \y(

D requests assi in

Please explain i needed

/& )
TYAA A LEL-
L . Supervisor's Signalure / Date

Rev 6/17
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If in doubt, fill it out!




Why does all of this matter?

« Safety of all employees matters
* Department productivity

« TTD and PPD benetfits = 49% chargeback

IT MATTERS!

UNIVERSITY OF ILLINOIS | SPRINGFIELD



HOW DO WE BRING COSTS DOWN?

« The First Report of Injury needs to be filled out timely,
accurately, and completely and submitted to our office as
soon as possible.

 Limit the time on TTD/bring people back to work

#1 contributor to indemnity costs
UNIVERSITY OF

1LLI NO | S » The longer the TTD, the higher the settlements

SPRINGFIELD

« Address safety issues through discipline



CONTACT US

Office of Workers" Compensation and Claims Management
449 Henry Administration Building, MC-300

506 S. Wright Street, Urbana, IL 61801

(217) 333-1080; fax (217) 244-5752

Email: WorkComp @uillinois.edu

UNIVERSITY OF ILLINOIS | SPRINGFIELD


mailto:WorkComp@uillinois.edu

Claims Management Adjusters

VL

« Darlene Norton-Frazier — Senior Associate Director
* Brandi Clemens — Assistant Director

* Courtney Montgomery — Claims Analyst

« Scott Livengood, Claims Analyst

« Courtney Beasley, Claims Specialist

* Mclain Engel, Claims Specialist



THANK YOU!

VL

o SN
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