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This claims kit provides managers and supervisors the instructions for completing the forms for reporting employees’ work-related injuries and illnesses.

What are Your Responsibilities?
If you’re a manager or supervisor, you are responsible for reporting a work-related injury or illness suffered by an employee.  These responsibilities include but are not limited to the following:

· Arrange transportation and designate a representative or personally accompany the employee to the physician’s office or hospital;

· Provide the employee with Workers’ Compensation Claim Form & Notice of Potential Eligibility form (SCIF 3301) within one working day of notice that a work-related injury or illness may have occurred;

· Complete an Employer’s Report of Occupational Injury or Illness form (SCIF 3067) for all injuries resulting in lost time beyond the date of injury or medical treatment beyond first aid; 

· Ensure that the SCIF 3301 and SCIF 3067 are forwarded to your department’s Return-to-Work Coordinator or designee within the required timeframes; and

· Maintain contact with your injured employee.

The following items are included in this package:
· Description of forms. 

· Summary of actions to take when an injury occurs. 

· Instructions for completing the Workers’ Compensation Claim Form & Notice of Potential Eligibility (SCIF 3301).

· Instructions for completing the Employer’s Report of Occupational Injury or Illness (SCIF 3067). 

· Attachments – SCIF 3301, SCIF 3067, Employee's Acknowledgment of Receipt of the SCIF 3301, Witness Contact Sheet, and Medical Status Report.

DESCRIPTION OF FORMS

Employee’s Claim for Workers’ Compensation Benefits (SCIF 3301)
You must provide the SCIF 3301 to your injured or ill employee within one working day of receiving notice that a work-related injury or illness has occurred.  The first page of the SCIF 3301 is the employee’s Notice of Potential Eligibility, it provides information regarding the workers’ compensation benefits to which the employee may be entitled.  We recommend that you or a departmental representative also provide the I’ve Just Been Injured on the Job, What Happens Now? brochure to the employee along with the SCIF 3301 (See PML 2001-038 for additional information regarding this brochure).  You should be able to obtain the SCIF 3301 and brochure from your departmental Health and Safety/Workers’ Compensation Unit. 

Provide the SCIF 3301 to your employee in the following situations:

· A work-related injury or illness has occurred that requires medical treatment beyond first aid or that results in lost time beyond the employee’s work shift at the time of injury;

· An employee informs you that he or she has suffered an injury or illness.  The claimed injury or illness does not have to be witnessed;

· An employee presents a doctor’s note stating that a work-related injury or illness may have occurred;

· An accident occurs on State property involving a State employee; or

· An accident occurs involving a State employee conducting State business whether on State property or not.

Providing the SCIF 3301 is not an admission of liability.  An employee uses the SCIF 3301 to report a work-related injury or illness and to describe how, when, and where the claim injury or illness occurred.

If you are unable to hand deliver the SCIF 3301 to the employee, it must be sent by first-class mail to the mailing address on file for the employee.  We also recommend that you send it via certified mail.
Employers’ Report of Occupational Injury or Illness (SCIF 3067)

The State Compensation Insurance Fund (SCIF) must receive the SCIF 3067 within five calendar days of the employer receiving notification that a work-related injury or illness has occurred.

You must complete the SCIF 3067 in the following situations:

· An employee reports a work-related injury or illness.  (It is not necessary for someone to have witnessed the injury or illness);

· A work-related injury results in lost time beyond the date of injury or medical treatment beyond first aid;

· An employee presents a doctor’s note stating that an injury or illness is or may be work related; or

· You receive your first notification that an injury or illness may have occurred via a SCIF 3301 sent by an attorney, employee, doctor, or SCIF office. 

Completion of the SCIF 3067 is not an admission of liability.  By filling it out, you simply document the facts or allegations regarding the injury or illness reported by the employee.  All injuries or illnesses also need to be reported to the Return-to-Work Coordinator or other person who is responsible for handling workers’ compensation issues within your department.  Notify the Return-to-Work Coordinator or other person immediately if an employee has reported a questionable injury or illness.

You do not need to submit the SCIF 3067 for injuries or illness that only require first aid or that don’t result in lost time beyond the date of incident.

Acknowledgement of Receipt of the SCIF 3301

This form is used to document that your department provided the employee with the SCIF 3301 within one working day of receiving notification of the work-related injury or illness.

Witness Contact Sheet

The Witness Contact Sheet is used to report the names and phone number of witnesses to a claimed injury or illness.  If you are the supervisor or manager, you must complete this form as soon as you or your department is notified of an alleged job-related injury or illness.  Submit this form with the competed SCIF 3067.  If you receive information after submitting the SCIF 3067, forward the Witness Contact Sheet to your departmental Health and Safety/Workers’ Compensation Unit.  

It’s important that you report witness information to SCIF as soon as possible.  Although we recommend using the attached Witness Contact Sheet, you may instead use memorandum, departmental letterhead, e-mail, or other forms of written documentation to relay this information to SCIF.

Medical Status Report

Provide the Medical Status Report to your injured employee when an injury or illness occurs that requires immediate medical attention.  The employee gives this form to his or her doctor to fill out with information regarding work restrictions and return-to-work instructions.  

Only request that employees have their doctor complete this form when a verified work-related injury or illness has occurred.  The only persons who may fill out this form are an occupational medical provider selected by your department or the employee’s pre-designated treating physician or chiropractor.  Instruct the employee to return the completed form to you or the departmental Return-to-Work Coordinator or other person.

SUMMARY OF ACTIONS TO TAKE WHEN AN INJURY OCCURS

	
	Responsible Person
	Action
	Timeframe

	Step 1
	Supervisor
	Give employee the SCIF 3301, complete with the Notice of Potential Eligibility.
	One working day from receiving notification

	Step 2
	Supervisor
	Have employee sign Acknowledgment of Receipt and forward to the Health and Safety/Workers’ Compensation Unit.
	Complete at the time the SCIF 3301 is provided

	Step 3
	Supervisor
	Complete the SCIF 3067 as soon as possible.  Route the form as indicated below.
	Complete at the time you are notified of injury or illness 

	Step 4
	Employee
	If pursuing claim, employee completes employee section of SCIF 3301 and returns it to supervisor.
	As soon as possible 

	Step 5
	Supervisor
	Give “Temporary Receipt” copy of SCIF 3301 to the employee.
	Immediately

	Step 6
	Supervisor
	Complete employer section of SCIF 3301 and route as indicated below.
	Upon Receipt 


The following chart suggests how you should route all other forms.

	ROUTING

	Form
	Copies
	To

	SCIF 3067
	Original

Copy

Copy
	SCIF

Health and Safety/Workers’ Compensation Unit

Reporting Unit File

	Witness Contact sheet
	Original

Copy
	SCIF

Health and Safety/Workers’ Compensation Unit

	Medical Status Report
	Original

Copy

Copy
	SCIF

Health and Safety/Workers’ Compensation Unit

Reporting Unit File

	SCIF 3301 
	Original

Employer’s copy

Employee’s copy and Employee’s Temporary Receipt
	SCIF

Health and Safety/Workers’ Compensation Unit

Employee

	Employee Acknowledgment Receipt of SCIF 3301
	Original

Copy
	Health and Safety/Workers’ Compensation Unit

Reporting Unit File


Preparing the SCIF 3301

The SCIF 3301 must be provided to an employee within one working day of receiving notice that an employee has sustained a work-related injury or illness.

Instructions for completing the SCIF 3301 are listed below. 

Employee’s Section

1. Name and today’s date - Employee’s name and the date the employee completed the form.

2. Home address - Place of residence.

3. City/State/Zip - Corresponding information to the employee’s home address.

4. Date of injury/time of injury - For a specific injury (e.g., slip and fall) the date and time of injury is when the event occurred.  For a cumulative trauma injury (e.g., carpal tunnel syndrome), the date and time of injury is the employee’s date of knowledge that an injury has occurred.

5. Address and description of where injury happened - The physical address and specific place where the injury or illness occurred.  (e.g., 1111 Injury Row, Hurt City, CA on the front step of the main entrance.)

6. Describe injury and part of body affected - Specific details regarding the injury and body part affected.  (e.g., right pinky finger sprain.)

7. Social Security Number (SSN) - Employee’s SSN is required.

8. Signature of employee - Employee’s signature.  If the employee is unable to sign, then it can be submitted with a representative’s signature or without signature.  The claim form serves to initiate the claim’s process and no signature is required.

Employer’s Section

9. Name of employer - Enter Department/Agency name.

10. Address - The department/agency address where the form was completed.

11. Date employer first knew of injury - The date the employer was notified that an injury or illness may have occurred.  Notification commonly comes directly from an employee, an employee representative, or doctor’s first report of injury.  

12. Date claim form was provided to employee - The date the employee was either handed or mailed the claim form.

13. Date employer received claim form - The date the employee returned the claim form with their section completed.

14. Name and address of insurance carrier or adjusting agency - The address of the State Compensation Insurance Fund office, administering the claim.  The SCIF office located closest to the employee’s home address administers the claim.

15. 
Insurance policy number - Department/Agency Code

16. Signature of employer representative - The person who competed the employer sections.

17. Title - Title of the employer representative completing the employer section.

18. Date - Date the employer representative completed the employer section.

19. Telephone - The contact number for the employer representative.

Preparing the SCIF 3067

This form must be completed and signed by a supervisor or manager based on the initial investigation.  Under no circumstances should the injured or ill employee complete the SCIF 3067.

Instructions for completing the SCIF 3067 are listed below.  Those items not listed are self-explanatory.

Top Section

OSHA case number - LEAVE BLANK

Employer’s Section

1.
Department - Enter Department Name/Unit Name.

1A.
Agency code or SCIF policy number - Enter Agency Code.

2.
Mailing address - Enter Mailing Address (Location of the Health and Safety/Workers’ Compensation Unit).

2A.
Phone number - Enter reporting Unit Phone Number (Include Area Code).

3.
Location, if different from mailing address - Enter Reporting Unit Office Address.

3A.
Division/Location code - Enter the division/location code.  It is important that the above division number be entered on the SCIF 3067 as it affects reports generated by SCIF.

4.
Nature of business - The employer’s function (e.g., accounting).

5.
State unemployment insurance account number - LEAVE BLANK.

6.
Type of employer - Check "State" box.

Employee’s Section

7.
Employee name/CSID# - Enter employee's full name & position number.  (Do Not Use Nicknames).

8-11
Enter employee's Social Security Number, date of birth, home address, phone number, and sex.
12.
Occupation/CBID# - Enter employee's Civil Service Classification, CBID# (Collective Bargaining Identification Number) as shown on attendance report.

13.
Date of hire - Enter date employee first appointed at department.

14.
Employee usually works - Enter employee's normal work schedule.  Total weekly hours should coincide with the employee’s attendance sheet.

14A.
Employment status - Enter employee's "current" employment status.  If employee has separated from State Service or has transferred to another agency, check "Other" and indicate status.

14B.
Under what class code of your policy were wages assigned - 


N/A.

15.
Gross wages/salary - Enter employee's monthly salary rate.  For intermittent employees, enter the hourly rate.

16.
Other payments not reported as wages/salary - LEAVE BLANK.

Injury or Illness

17.
Date of injury or onset of illness - Enter date injury or illness occurred, not the date reported to supervisor.  If date is unknown, enter UNKNOWN.

18.
Military time injury or illness occurred - Military time employee became ill/Injured.

19.
Military time employee began work - Military time employee started work on the date of the injury.  If unknown, leave blank.

20.
If employee died, date of death - If the employee died, then you must immediately notify the Workers' Compensation/Health & Safety unit by phone.

21.
Unable to work for at least one full day after date of injury - Enter "Yes" if it is known that there will be absences from work (other than the date of injury) with documentation.  Enter "No" if it appears that there will be no absences (other than the date of injury).

22.
Date last worked – The last date the employee worked.

23.
Date returned to work - Enter Date employee returned to work.

24.
If still off work, check this box - Mark this box if the employee has not returned to work.

25.
Paid full wages for day of injury or last day worked? - Enter "Yes" in most cases, as Administrative Time Off (ATO) is granted for the date of injury with documentation.

26.
Salary being continued? - Enter "Yes" if employee will continue to be paid past the date of injury.  (e.g., leave credits, returned-to-work, etc.)

27.
Date of employer's knowledge/notice of injury or illness - Enter date injury/ illness was reported to supervisor. 

28.
Date employee was provided Employee Claim for Workers’ Compensation Benefits - Enter the date the form was given or mailed to the employee.

29.
Specific injury or illness and part of body affected - Indicate the nature of the injury/ illness.  Use the following list to indicate exact part(s) of body injured.  Include left or right, upper or lower, etc.

	Ankle

Arm

Back

Chest

Circulatory

Ear

Elbow

Face

Finger

Gastrointestinal

Groin

Hand

Heel

Hip

Internal High

Jaw
	Knee

Leg

Lung

Multiple External

Multiple Internal

Neck

Other

Psyche

Ribs

Shoulder

Stomach

Throat

Thumb

Toe

Unknown

Wrist


30.
Location where event or exposure occurred - Enter address or location where incident occurred.

30A.
County - Enter the County where the incident occurred.

30B.
On employer's premises? - Enter "Yes" or "No" according to where incident happened.

31.
Department where event or exposure occurred - Indicate location where event or exposure occurred.  Use the following list to describe location.

	Annex

Basement

Building East

Building West

Cafeteria

Classroom

Docks

Elevator

Exercise Room 

Field Office

Grounds

Hallway
	Highway

Kitchen

Lobby

Office

Off Site

Other

Restrooms

Shop

Sidewalk

Stairs

Unknown

Warehouse


32.
Other workers injured or ill in this event? - Enter "Yes" or "No." 

33.
Equipment, materials, and chemicals the employee was using when event or exposure occurred - Provide specific information about the object or substance that directly injured the employee.  Use the following list:

	Animal

Insect

Boxes

Carpet

Cash Drawer

Chair

Computer

Curb

Desk 

Door

Drawer

Dumpster

Dust

File Cabinet

Floor 

Fork Lift

Furniture

Ground

Ladder
	Machinery

Other

Other Person

Scissors

Sharp Object

Shoes

Sinks

Smoke

Stapler/Remover

Steps

Telephone

Telephone Cord

Tool

Unknown

Vehicle

Wall

Work Station


34.
Specific activity the employee was performing when event or exposure occurred - Describe briefly what employee was doing when accident occurred.  Avoid use of form number and names.  If lifting caused the injury, include the approximate weight of item(s) being lifted.

35.
How injury or illness occurred.  Describe sequence of events, specify object or exposure that directly produced the injury or illness - Provide pertinent details regarding the accident.  Be specific.  Use the following terminology to describe events.  If the accident involved a motor vehicle and another person was responsible, then a copy of the police will need to be provided once it is received.   If available, list the names of any witness to the accident.  This may be done in a separate memo addressed to SCIF if needed.


Sample activities and results on the next page.


           Activity:
	Bending

Bump Into

Chemical Exposure

Cumulative Trauma

Disease

Electric Shock

Handling

Hazardous Materials

Heart Disease

Investigator Training

Lifting

Other

Pulling

Pushing

Reaching


	Exercise

Exposure Search

Responding to Emergency Slip/Fall

Sprain

Stress/Coworker

Stress/Job

Stress/Personal

Stress/Mgmt.

Struck

Training

Twisting

Unknown

Vehicle Entry/Exit

Vehicle Inspection

Vehicle Road Test

Ventilation

Washing





Results In:
	Abrasion

Amputation

Bite

Burn

Cardiac Hypertension

Death

Dizziness

Fainted

Fracture
	Inhalation

Irritation

Laceration

Other

Psychiatric

Puncture

Strain/Sprain

Ulcer

Unknown


36.
Name and address of physician - Enter the name and address of physician who treated the employee at the time of injury.  If a physician did not see the employee, enter nothing in this item. 


37.
If hospitalized as an inpatient, name and address of hospital - If the employee was hospitalized as an inpatient, enter the name and address of the hospital.

38.
Was another person responsible? - Check "Yes" or "No."  See information in Item 35.

39.
Public Employees’ Retirement System (PERS) or State Teachers’ Retirement System (STRS) members - Check "’Yes" if employee is a member of the PERS/STRS.

40.
Are leave credits available to be used in supplementing Industrial Disability Leave benefits? - Check "Yes" if employee has leave credits on date of injury.

Completed by, signature, title, and date - Person who completes form should sign at the bottom.  Provide the name, title, and date of the signer.

Reverse side of the SCIF 3067

As indicated on the form, do not hold up submission of the SCIF 3067 for completion of the reverse side.  Send in immediately upon completion.

Supervisor’s Review

The supervisor who conducted the investigation needs to complete this section.

Enter employee's name, unit and Social Security number. 

Check one of the three boxes - This is the investigating supervisor's opinion of whether the injury is clearly work related or needs to be investigated further.

Give the facts that justify the items checked - Provide concise information in this space to justify your opinion.  You may provide this information on a separate memo to SCIF. 

What corrective action is being taken to prevent similar accidents?  Have you taken these steps? - Indicate in the space provided any corrective action to be taken to prevent similar accidents and whether the action has been taken.

I do not have authority to take the following action but recommend - If the action recommended is not within the supervisor's authority to accomplish, enter comments in the space provided.

If injured employee is unable to perform full duty - Further information regarding modified duty is available in the "Return To Work/Early Intervention Package" provided by the Health and Safety/Workers' Compensation Unit.

Manager’s Review

Do you concur with first-line supervisor's review? - The manager reviews the immediate supervisor's remarks and indicates in the space provided whether he or she concurs with the report and comments.

The department is responsible for preserving all evidence related to the injury or illness (e.g., furniture, equipment).  If evidence cannot be preserved (e.g., wet floors, loose tiles), arrangements should be made to have the scene photographed.  If you have any questions about documenting the accident, please contact the Health and Safety/Workers' Compensation Unit.

Attachments

Attachment I – Workers’ Compensation Claim Form & Notice of Potential Eligibility   (SCIF 3301)

Attachment II – Employer’s Report of Occupational Injury or Illness (SCIF 3067)

Attachment III – Employee’s Acknowledgement of Receipt of SCIF 3301
Attachment IV – Witness Contact Sheet
Attachment V – Medical Status Report
Attachment I (Notice of Potential Eligibility)
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Name and addes of nsuance caser or adjusing agency. Nomvey dicceidn del cong

Inurunce Pl Number, £ e de o piiz de Segiro. _
Siaratue of cmplog epresentative. Fira del eprescantedel ampleador

Tie, Tt 15, Telphons. Tegire.

Employer: You ar equied t0 dae this fom and provide copics o
Sour inare orclims dminiSrstor s 10 e oy, dependent
o npresentativ bl the i within ape ok dav of
eceipof the o from te onpoyee.

Empleador: S requisre que U fche st orma y que provéa coplas a s om-
PR e sequros, adnisvador de reckanos, o dependnilepresentnie de rece-
mos 3 o ampieado g hayan peseniado st peiion donio el piaz de n dia
AL desde et momento de haver i eciid aform de enpiaado

SIGNING THIS FORM IS NOT AN ADMISSION OF LIABILITY | £L FIRMAR ESTA FORMA O SIGNIFICA ADMISION DE RESPONSABILIDAD.
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Attachment III
STATE OF CALIFORNIA
ACKNOWLEDGMENT OF RECEIPT

OF THE SCIF 3301

TO:
Departmental Employee
SUBJECT:
Acknowledgement of Receipt of the SCIF 3301, Workers’ Compensation Claim Form & Notice of Potential Eligibility

Attached is a Workers’ Compensation Claim Form & Notice of Potential Eligibility (SCIF 3301).  Your supervisor or manager is required to provide this form to you upon receiving notification of a work-related injury or illness.


When you receive the SCIF 3301, complete this form and return it to your supervisor or manager.

You must complete the SCIF 3301 if you want to pursue a claim for a work-related injury or illness.  Your insurance carrier is the State Compensation Insurance Fund (SCIF).  SCIF is responsible for making all liability determinations regarding your claim.  SCIF determines liability using available medical documentation and relevant facts. 

Supervisor’s Section: The supervisor must complete this section only if the injured or ill employee is unavailable.  Enter the date the SCIF 3301 was sent to the employee by certified mail.



When the employee returns this form, forward it to your departmental Health and Safety/Workers’ Compensation Unit.

	EMPLOYEE’S ACKNOWLEDGMENT OF RECEIPT

	This is to acknowledge that I have received a SCIF 3301, Workers’ Compensation Claim Form & Notice of Potential Eligibility.

I understand that if I want to pursue a claim for a work-related injury or illness, it is my responsibility to complete the SCIF 3301 and return it to my supervisor.



	EMPLOYEE NAME
	DATE OF INJURY OR ILLNESS

	DATE SCIF 3301 RECEIVED
	EMPLOYEE SIGNATURE(


	SUPERVISORS SECTION

	DATE SCIF 3301 SENT “CERTIFIED MAIL” 
	SUPERVISOR’S SIGNATURE(


Attachment IV
WITNESS CONTACT SHEET

	This sheet should be completed by the injured employee’s supervisor or other department designee.  Attach to the Employer’s Report of Occupational Injury or Illness (SCIF 3067).  If completed after the SCIF 3067 has been submitted, forward it to your departmental Health and Safety/Workers’ Compensation Unit. This information will be sent to the State Compensation Insurance Fund office adjusting this claim.

	INJURED EMPLOYEE

	DATE OF CLAIMED INJURY OR ILLNESS


	INJURED EMPLOYEE WORK LOCATION



	WITNESS, POTENTIAL WITNESSES, AND /OR KNOWLEDGEABLE PERSONS
The persons below have been identified as having witnessed, or having knowledge about, the claimed work-related injury or illness.  The persons listed may be asked to provide testimony surrounding the facts of the claim before the Workers’ Compensation Appeals Board.

(If more space is needed, use other side of this form.)



	TITLE
	NAME
	PHONE NUMBER

	PERSONNEL SERVICES SPECIALIST

(TIMEKEEPER)



	WORKERS’ COMPENSATION UNIT 

(RETURN TO WORK COORDINATOR)



	1ST LINE SUPERVISOR

	2ND LINE SUPERVISOR

	List other potential witnesses below:

	1.

	2.

	3.

	4.

	5.

	6.

	7.

	8.

	COMPLETED BY (Supervisor/Person in Charge)





DATE
(


Attachment V

MEDICAL STATUS REPORT

Patient Name: _____________________________ SSN: ________________________

Injury Date/Time: __________________________ Date of Exam: _________________

Employer: ________________________________ Time In: ______ Time Out: ______

Injury Type:
( Work-Related
( Not Work-Related

Body Part: ___________________________________________________________

Exam Type:
( First Aid Only
( Initial Evaluation/Treatment
( Follow-up

( Consultation Only     (Other

Job Description/Job Analysis Reviewed: ( Yes       ( No

Work Status:

( Return To Full Duty With No Restrictions On ___________________ (Date)

( Return To Work With Restrictions (see below) On _______________ (Date)

( Remain Off Duty Until _____________________________________ (Date)

Work Restrictions: Patient is restricted from or limited in performing the following functions:

Check activity and enter limitation (e.g., frequency, duration, weight, or other notation)

	( Keyboarding/Typing:

	( Squat/Kneel:

	( Sit:

	( Drive:

	( Stand:

	( Walk:

	( Bend:

	( Stoop:

	( Climb Ladders:

	( Climb Stairs:

	( Push/Pull:

	( Grip/Grasp:


Side 2 of Attachment V

Work Restrictions - Continued

	( Twist:

	( Reach Overhead:

	( Use Machinery:

	( Lift: ( 0-10 lbs     ( 11-25 lbs     ( 26-40 lbs     ( More than 40 lbs

	( Carry: ( 0-10 lbs     ( 11-25 lbs     ( 26-40 lbs     ( More than 40 lbs

	( Work Precautions:

 Work Precautions:

	( Assistive Device(s) Required:     Type:                                  Length of Time:

	( Environmental (Avoid dust, etc.):

	( Other:


Off Duty Restrictions: 
( Same as above
( Other: ______________________________________________

Further Treatment Needed: ( Yes     ( No     ( Per Needed Basis

Patient is Permanent and Stationary: ( Yes     ( No

Permanent Disability Expected: ( Yes     ( No     ( Unknown

(This opinion is not binding as the patient’s condition may improve or worsen in the future.)

Treatment: ( Physical Therapy     ( Hand Therapy      ( Other:________________________

Testing: ( CT Scan     ( MRI     ( EMG      ( X-Ray      ( Other: ______________________

Testing Date/Time : _______________________________________

Referred for Evaluation with: ___________________________ Clinic: _________________

Comments:

Next Appointment Date/Time: _________________________ Clinic: ___________________

I, the treating physician, have not violated Labor Code Section 139.3.  The contents of this report are true and correct to the best of my knowledge.  This statement is made under penalty of perjury.

Print Name: _______________________
Signature: _______________________________

Clinic: _________________________ Phone: _______________ Date: _____________
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