	Send the specified copies to your 

Workers' Compensation Insurance Carrier 

and the injured employee.  

*Employers - Do not send this form to the 

Texas Workers' Compensation Commission, 

unless the Commission specifically requests a direct filing.
	
	TWCC CLAIM #             


	
	
	

	
	
	CARRIER'S CLAIM #     

	


EMPLOYER'S FIRST REPORT OF INJURY OR ILLNESS

	1. Name (Last, First, M.I.)

                    
	2. Sex   

Female    ___     _                          

Male        __  ____
	
	15. Date of Injury (m-d-y)

      -    -   
	16. Time of Injury

:       am   pm


	17. Date Lost Time Began (m-d-y)

   -  -  

	3. Social Security Number

 -       -     
	4. Home Phone

()    
	5. Date of Birth (m-d-y)

   -       -    
	
	18. Nature of Injury*

      
	19. Part of Body Injured or Exposed*

          

	6. Does the Employee Speak English?     If No, Specify Language

       YES                 NO  ___   


	
	20. How and Why Injury/Illness Occurred*

                                   

	 7. Race            ADVANCE \d 4   White __                                   

            Black               Asian      ADVANCE \d 2     
	8. Ethnicity      ADVANCE \d 3  Hispanic  _____     
ADVANCE \u 1        

Native American          Other _____                 
	
	21. Was employee

      doing his      YES_ _        

      regular job?  NO _          
	22. Worksite Location of Injury (stairs, dock, etc.)*

Organ.#___                           

	9. Mailing Address     Street or P.O. Box

                 
	
	23. Address Where Injury or Exposure Occurred Name of business if incident 

ADVANCE \u 7      occurred on a business site     

      ADVANCE \r 1 Street or P.O. Box


         County     Bexar
                  

	 City                                              State                       Zip Code                 County

                                                 
	
	

	10. Marital Status

         ADVANCE \d 3  Married _  __ Widowed ____  Separated ___  Single___   Divorced____
	
	City                                                    State                   Zip Code

                                                         

	 11. Number of Dependent Children

                         
	 12. Spouse's Name

      
	
	24. Cause of Injury(fall, tool, machine, etc.)*

       

	13. Doctor's Name (FOR THIS INJURY ONLY)
                    
	
	25. List Witnesses

            

	14. Doctor's Mailing Address (Street or P.O.Box)

                               
	
	26. Return to work

   date/or expected

   (m-d-y)

 –    -   

   
	27. Did employee

      die?ADVANCE \d 5          

 ADVANCE \d 4.5 
YES__   NO  _ __
	28. Supervisor's 

       ADVANCE \r 1 NameADVANCE \d 5

ADVANCE \u 5
        
	29. Date Reported

       ADVANCE \u 5(m-d-y)ADVANCE \d 5
 -     -   

	City                                             State                        Zip Code

                                                      
	
	
	
	
	


	30. Date of Hire (m-d-y)

          -          -
	31. Was employee hired or recruited in Texas?

      YES  _X___           NO    ______
	32. Length of Service in Current Position

      Months                Years  ______             
	33. Length of Service in Occupation

      Months            Years  ____          

	34. Employee Payroll Classification Code

  
	35. Occupation of Injured Worker

              

	36. Rate of Pay at this Job

ADVANCE \d 4$   Hourly  $   Weekly
	37. Full Work Week is:

ADVANCE \d 4          Hours                   Days 
	38. Last Paycheck was:

ADVANCE \d 4 $     for     Hours   or      Days
	39. Is employee an Owner, Partner,

     ADVANCE \u 5 or Corporate Officer?

      YES ___         NO  _X__


	40. Name and Title of Person Completing Form                          Telephone #

                                                         
	41. Name of Business

North East Independent School District

	42. Business Mailing Address and Telephone Number

      ADVANCE \u 3Street or P.O. Box



Telephone

    8961 Tesoro Drive #209        (210) 804-7244
	43. Business Location (If different from mailing address)

      ADVANCE \u 3Number and StreetADVANCE \d 3

	    City                                                  State             Zip Code

    San Antonio          TX        78217
	    City                                               State               Zip Code    

	44. Federal Tax Identification Number

       74-6015301
	45. Primary Standard Industrial Classification (SIC) Code*

      ADVANCE \u 3(4 digit)ADVANCE \d 3                  8211
	46. Specific SIC Code*

      ADVANCE \u 3(4 digit)ADVANCE \d 3 8211            
	47. Texas Comptroller Taxpayer No.

1-74-6015301-2

	48. Workers' Compensation Insurance Company

    North East I.S.D. (Self-insured)
	49. Policy Number

	50. Did you request accident prevention services in past 12 months?

      YES ___             NO _ __                      If yes, did you receive them?          YES____          NO  ____

	51. Signature and Title (READ INSTRUCTIONS ON INSTRUCTION SHEET BEFORE SIGNING)

X  ADVANCE \d 3 

ADVANCE \u 1                                                                                                        ADVANCE \d 1      Date                                                           _ 2000___________________                                                                          , 200077782117/J7/777/25/00_________________________________                                                                                        


NORTH EAST INDEPENDENT SCHOOL DISTRICT
   Workers’ Compensation Notification Letter
      TO:  
       Employee                                    




 
 

 FROM:  
       Workers' Compensation Facility Coordinator                                                                      

 NEISD FACILITY:   

 DATE:    

 DATE OF INJURY:    
The following forms are attached for your records: 

· Employer's First Report of Injury 

· Employee Rights and Responsibilities under the Texas Workers' Compensation System

Please review the first report of injury for accuracy of the information and notify your Workers’ Compensation Facility Coordinator of any corrections.  In addition, the following information is provided to assist you with your workers' compensation claim:

MEDICAL TREATMENT
· NEISD has made arrangements with three clinics specializing in occupational medicine to treat injured employees.  These clinics provide quality service and are aware of the special needs of NEISD employees.  In addition, they have convenient locations and extended hours. Your workers' compensation facility coordinator, named above, has a list of these medical providers and will coordinate your office visit with the claims department.   You may seek treatment with the doctor of your choice, however prior to treatment you must verify that the provider will accept workers’ compensation patients.  Notify your facility coordinator of the name and address of the medical provider you have selected and request a copy of NEISD’s Work Status Form to take to your selected doctor.  
PAYMENT FOR MEDICAL SERVICES
· Do not use your health insurance or pay for any medical services, including prescriptions, for your injury.  Tell all health providers, including pharmacies, that this is a Workers' Compensation Claim and North East ISD is your employer and insurance carrier. 

     Billing information:  North East Independent School District

Risk Management/Workers' Compensation

   8961 Tesoro Drive, Suite 209

   San Antonio, TX 78217

  (210) 804-7243 or 804-7244

       Fax (210) 804-7236           

  RETURN TO WORK 

· Your treating doctor must complete a form after each visit indicating your work status.  This form must be submitted to your immediate supervisor and the workers' compensation facility coordinator. 

· Any physical restrictions outlined by your treating doctor must be reviewed with your supervisor in order to determine if accommodations can be made to allow you to return to work under NEISD's Transitional Duty Program.

· A Transitional Duty Form will be completed and signed by you and your supervisor

   APPOINTMENTS 
· After the initial treatment, doctor's appointments and physical therapy appointments should be scheduled around your work schedule.  If you are unable to do so, inform your supervisor so that scheduling arrangements can be made. You will not receive Workers’ Compensation income benefits for time missed from work due to appointments.  Per law, you are paid only for days that you are disabled from working.  Your treating doctor must certify in writing that you are disabled from working for specific dates in order to receive income benefits.   

   ASSISTANCE
· You are an important member of the NEISD team!  Please contact the workers’ compensation claims office at 804-7244 or 804-7243 for assistance with your claim.

TWCC 1 (Rev. 6/97)
                                                                                                                                                                                                                                            Rule 120.2


