e
v |
UNITED FEDERATION OF TEACHERS
UFT SAFETY AND HEALTH DEPARTMENT

FACT SHEET FOR REPORTING AND FILING FOR WORKERS
COMPENSATION BENEFITS

if you are a Paraprofessional, a School Nurse or an Occupational/Physical
Therapist it is important that (when you have an accident, incident, injury or
assault) you file for workers’ compensation. Reporting the accident or incident
to the administration does not meet the requirements for filing for Workers
Compensation.

You do not have to miss any days from work in order to file. Filing protects
your short and long term benefits that you will not get if you do not follow the
procedure. Filing for Workers' Compensation is often frustrating and many times
our members do not want to bother. This is a mistake!

The Union has devoted resources {o assist you with the process, We have a
dedicated telephone help line for Workers' Compensation and we have trained
and supportive staff that can discuss your situation with you and walk you
through the process.

School Forms
if you are injured, please be sure that the following internal school forms have
been completed:
« Comprehensive Injury Report (Complete this as soon as possible)
« WCD-23 Employee s Notice of Injury
« OP 188 Application for Excuse of Absence for Personal lilness
(Completed with your doctor and/or submit doctor’s note to get first 5 days
reimbursed to sick bank)
« * Leave of Absence form (This is needed only after using all sick days,
this will protect seniority and keep medical benefits active.)

The following Workers Comp forms must also be filed:
¢« C.2 (You DO NOT fill out or sign, this is form is completed by the school.
Double check to be sure school secretary has filed this form.
e C-3 (Call UFT to get a copy of this form)
s C-4 (Your Workers' Comp doctor has this form in his/her office. Double
check to be sure doctor's office has filed this form.)
¢ G257 (Optional: Out of Pocket Reimbursement form.)

If you need have any questions or if you need a referral to a Workers’ Comp
doctor or attorney, we can be contacted at the UFT Health & Safety Department
Workers' Comp Para Project: (212) 510-8460. Please call, we are here to assist
you.

As a reminder, it is always important to keep capies of all your correspondence
and forms as well as telephone contacts and doctors visits. Also, complete and
send the forms out as soon as possible because of time limits. The sooner the
forms are completed and sent out the sooner your Workers’ Comp case can be
processed.



STATE OF NEW YORK - WORKERS' COMPENSATION BOARD
EMPLOYER'S REPORT OF WORK-RELATED ACCIDENT/OCCUPATIONAL DISEASE

Send this notice directly to the Chair, Workers' Compensation Board at the address shown on the reverse side within ten (10) days after
an accident occurs. ANSWER ALL QUESTIONS FULLY. A copy should alse be provided 10 or ratained by your workers' compensation

insurance carrier.

Any employer who falls o timely file Form C-2, as required by Section 110 of the Workers' Compensation Law, is subject to a fine of
not more than $1,000. In addition, the Board or Chair may impose a penalty of up o $2,500.
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INSTRUCTIONS TO EMPLOYERS: reports should be sent directly to the district offices at these addresses:

ALBANY 12241 . 180 Broadway, Menands. (518) 474-6674 For alt accidents in following counties: Albany, Clinton, Columbia, Dutchess, Essex, Franklin,
Fulton, Greene, Hamiiton, Montgorery, Rensselaer, Saratoga, Stheneciady, Schoharie, Ulster, Warren, Washington,

BINGHAMTON 13001 - State Office Building, 44 Hawley Street. {607} 721-8356 For all accidents in foilowing counties: Broome, Chemung, Chenango,
Cortland, Delaware, Otsego, Schuyler, Sullivan, Tioga, Tompking.

BUFFALD 14202 - Statler Towers, 107 Dalaware Ave. (716) B42-2186 For all accidents in following counties: Cattaraugus, Chautaugus, Erie, Nizgara,
ROCHESTER 14614 - 130 Main Street West. {585} 238-8300 For ajl accidents in foliowing counties: Allegany, Genesee, Livingslon, Monroe, Ontario,
Orleans, Seneca, Steuben, Wayne, Wyoming, Yaies.

SYRACUSE 13202 - 935 James Street. {315) 423-2932 For all accidents in following counties: Cayuga, Herkimer, Jefferson, Lewis, Madison, Oneida,
Onondaga, OGswego, St. Lawrence.

DOWNSTATE CENTRALIZED MAILING {for New York City, Hempstead, Hauppauge & Peekskll district offices) - PO Box 28017, Brooklyn, NY
11202-9017.  NYC (800) 877-1373 Hemp. (518} 560-7700 Haup. (831} 952-6600 Peeck. (914) 788-5778 For all accidents in following

counties: Bronx, Kings, Nassau, New York, Orange, Putnam, Queens, Richmond, Rockland, Suffulk, Westchester.

WORKERS' COMPENSATION LAW

Section 13 Treatment and care of injured employees. , .

{a} "Tha emﬁloyer shall promptly grovide for an injured employee such medical, surgical, oplometric or other attendance or
treatment, nurse and hospital service, madicine, optometric services, crutches, eye-glasses, false teeth, artificial eyes, orthotics, functional
zssistive and adaptive devices and apparatus for such period as the nature of infury or the process of recovery may requize. ™"

Section 13 Injury to employee's prosthesis, . . N _ )
{a) "Darmaga fo or loss of a prosthetic device shall be deemed an injury except that no disabiiity benefits shall be payable with
respect to suich injury under section fiteen of this article. ™"

Section 25 Effect of failure to file reports, . )

3. (e} "if the employer or its insurance carrer fails to file a notice or report requested or required by the board or chair or
otherwise required within the specified time period or within ten days if no time period is specified, the beard may impose a penaity in the
amount of fifty doliars ="

Section 51 Posting of notice regarding compensation. . . )

"Every employer who has complied wih section fifty of this chapter shall post and maintain in a conspicuous place or piaces in
and about his place of lolaces of business typewritten or printed notices in form prescribed by the chairman, statm? the fact that he has
complied with ail the rules and regulations of the chairman and the board and that he has secured the payment of compensation to his
smployees and their dependents in accordance with the provisions of this chapter, but failure to post such notice as herein provided shal
not in any way affect the exclusiveness of the remedy provided for by section eleven of this chapter.

Section 52 Effect of failure to secure compensation.
1. (a) "Failure o secure the payment of compensation shall constitute a misdemeanor, punishable by z fine of not less than five

hundred nor mere than two thousand five hundred doilars or imprisonment for not more than one year, or both. ) i

{b) Where any person has previously been convicted of a failure to secure the payment of compensation within the preceding
five vears, upon conviction for a secoend violation such person shall be fined not less than one theusand nor more than five thousand
doliars in addition to any other penaities induding fines otherwise provided by law, and ugon conviction for a third or subseguent viclation
g{z(l:h person may be fined up 1o seven thousand five hundred doliars in addition to any other penaities including fines otherwise provided

y law,

{c) Where the employer is a corporation, the president, secretary and treasurer thereof shall be fiable for fallure to secure the

payment of compensation under this section.™*"

Section 110 Record and report of injuries by employers.

1. An employer, or a third parly designated by the emplayer, shall record any injury or jliness incurred by one of its employees in
the course of employment using the form prescribed by the chair for reporting injuries under subdivision two of this section. Such form, a
copy of which shall be provided 1o the injured employee upon request, shall be maintained by the employer, or a third party des%gnateci by
the employer, for at least eighteen years, and shall be subject to review by the chair at any time. Such form need not be filed with the
chalr unless the status of such injury or illness changes resulting in a loss of time from reguiar duties or in medical treatment which would
require reporting in accordance with subdivision two of this section,

2. An employer, or a third party designated by the employer, shali file with the chair of the workers' compensation board and with
the carrier If the employer is insured, upon a form prescribed by the chair, a report of any accident resulting in persona! injury which has
caused or wili cause a loss of time from regular duties of one day beyond the working day or shift on which the accident acelrred, or which
has required or will require medical treatment beyond ordinary first aid or mora than two treatments by a person rendering first aid. Such
report shall state the name and nature of the business of the employer, the location of its establishment or place of work, the name,
address and occupation of the injured employee, the time, nature and cause of the injury and such other information as may be required
by the chair. Such report shail be filed within ten days after the oocurrence of the accident.  An employer shall furnish a report of an
cccupationa] disease incurred by an employee in the course of his or her employment, to the chair of the workers' compensation board,
and to the carrier if the employer is insured, upon the same form.  The camrier, within fourteen days of receipt of the report or
accompartying the initial check forwarded fo the employee, whichever is earlier, or a self-insured employer, within fourteen days of
transmitting the report to the chair or accompanying the Initial check forwarded to the employee, whichever is earlier, shall provide the
injured employee or, in the case of death, his or her dependents with a written statement of their fights under this chapter, in a form
prescribed by the chair. An employer shall file a report of any other accident resulting in personal injury incurred by its employee in the
course of employment, upon the same form, whenever directed by the chair.

3. Any injury or Hiness which is not required to be reporfed in accordance with subdivision two of this section, shall nof be used as
a basis for determining experience modification rates, provided the employer pays in the first instance or reimburses the employer's
insurer for the treatment rendered to the employee.

4. An employer who refuses or neqlects to make a report or to keep records as required by this section shall be guilty of a
misdemeanor, punishable by a fine of not more than one thousand dollars. The board or chair may impese a penatty of not more than two
thousand five hundred doliars upon an employer who refuses or nieglects to make such report.

5. The chair shall be autharized to promulgate reguiations necessary to cairy out the provisions of this section.

THE WORKERS COMPENGATION GOARD EMPLOYE AND GERVES PEOPLE WITH DISABILITES WITHOUT DIGCRIMINATION
C-2 {7-02) Reverse : www. web. state.ny.us



WCD-23(R84)

THE CITY OF NEW YORK

EMPLOYEE’S NOTICE OF INJURY
(PURSUANT TO 818 OF WORKERS' COMPENSATION LAW)
PORWARD TO: LAW DEPARTMENT, WORKERS' COMPENSATION DIVISION
350 JAY STREET, BROOKLYN, NY 11201-9"F FLOOR

(TOGETHER WITH C-2 WHEN POSSIBLE)

1

ANSWER ALL QUESTIONS FULLY. THIS IS YOUR NOTICE TO YOUR EMPLOYER TO INJURY
ON THE JOB. PRINT OR WRITE LEGIBLEY.

1.

2.

. Name of Employeer CITY OF NEW YORK DEPARTMENT OF

. Exact location where accident happened

Full name of injured parson

(First) ' (Middle) (Last)
Address

Home Tel. No. Business Tei, No.

Enﬁpioyee’s 5.8, No. Date of Birth

. Date of Accident Hour AM PM

. How did accident happen? {describe fully)

. Nature and extent of injury

. Did you inform your supervisor of this accident? Date

. Names and address of witness

Dated

Sign Here

THIS IS NOT A CLAIM FORM. A CLAIM FORM MAY BE SECURED AT ANY OFFICE OF THE STATE
WORKERS® COMPENSATION BOARD.



