FIRST REPORT OF INJURY A
P’N N I\co L To report a claim call your service team:
A Small Business Services Team at 303-361-4000 or 1-800-873-7242 SBS

ASSURANCE Or Fax to 303-361-5000 or 1-888-329-2251

Or, go to www.pinnacol.com

Early reporting can save you money. Report all injuries immediately! PLEASE PRINT CLEARLY
The information below allows Pinnacol Assurance’s customer service representatives to quickly and accurately process your claim. Use the completed form as a guide when
reporting by phone or online to save you time. Don’t wait to report if you don’t have all the answers.

POLICY INFORMATION

Policy Number: &4 |\ 8H0 Company Name:

Address or Location (if different than mailing address): . B

Prepared by: ( fale¥ Title: P.Cf :\' M%ﬁ‘
Please Print

E-mail: t\ﬂ&. @OYY\Q \C)b. Com Fax: ( )

Phone: 1505 ) QQ_O - \‘:\3'15- Date Completed: b / \ \ / QO\‘:\

INJURED WORKER INFORMATION

Injured Worker’s Social Security Number: ‘I ?)O - S € - i S 80 Date of Injury: (O / \O / QC') \6

First Name:  Maaue.\ ML LastName: YA Si\\aS

Home/Mailing Address: 17185 MQ,Ck_d@ NS \QQ‘SA(W\'\Y\S\C( CO BOoXD Phone: (120 ) B29 -3IR92
City State Zip Code

Date of Birth: 6 / 60 / \O(—( 2 X/Male [] Female Martial Status:

Language: [ 1English [ ] Spanish [] Other: E-mail:

Occupation: Date Hired: / /

Employee Status: /ﬁ Full-time [ ]Part-time [ ] Seasonal [ |Volunteer [ ] Independent Contractor

Days Worked per Week: H = 1 ) Hours Worked per Day: 25

Pay Rate: \Q\ . e ‘ﬁ Hourly [] Weekly [] Monthly [] Annually [ ]| Other:
ACCIDENT / INJURY INFORMATION

Fatal Injury: [] Yes No IfFatal Injury: Date of Death / /
Time of Injury: [Jam [Jpm Time Work Began: Last Day Worked: / /
Full Pay on Date of Injury: [ ] Yes [] No
Accident Occurred on Employers Premises: [ ] Yes [] No If Applicable: Location Code: Dept Code:
Accident Location:
City State Zip Code

Name of Employer Representative Notified: T&E{\Q Date Notified: (Q / \ \ / ZO \S
Witnesses:

Name(s) and Phone Number(s)
How Did the Injury Occur: ino Wi [ i matt.

Attach Additional Information if Necessary
Specific Activity the Employee Was Engaged In: mz A e QK,‘na oud o cowr  What Equipment Was Being Used: Ay / !
Body Part(s) Injured: [of'f Kper [JRight PdLeft []Not Applicable
Type of Injury Sustained: ‘PC// on_his Knee

[] Safety Equipment Provided [] Safety Equipment Used [ ] Possible Drug/Alcohol Involved [] Employer Questioning Liability

RETURN TO WORK INFORMATION
Has the Injured Worker Returned to Work? []Yes [ ]No

Date Returned to Work: / / Estimated Return to Work Date: / /

Is this a lost time Claim? [ ]Yes []No (Claim is lost time if there is a loss of more than three scheduled work days due to the injury).

MEDICAL PROVIDER INFORMATION: Where Was Your Employee Treated?
[[1No Medical Treatment [] Treated by Employer []911 Called [] Walk-In Clinic

[]Emergency Room [ ] Hospitalized > 24 hrs/Overnight [] Possible Surgery

Medical Provider Name Street Address City State Zip Code Phone



Manuel called at 8:30 a.m. on 6/11/2015 and notified Irene Rival of an injury he sustained last night at
work. Manuel stated that he was leaving the facility and tripped over some mats. Manuel told Irene that
his leg hurt before the incident, but hurt worse after.



COLORADQ DEPARTMENT OF LABOR AND EMPLOYMENT To X_ray Time In:
DIVISION OF WORKERS' COMPENSATION  Back From X ray Time Oui:

PHYSICIAN'S REPORT OF WORKER'S COMPENSATION INJURY

LIMITATIONS/RESTRICTIONS T

[ Lifting {maximem weight in pounds) bs.
[ Repetitive lifiing . Ibs.
{1 Carrying o Ibs.
[} Pushing/ Putling fhs.

(1 Pinching / Gripping
[3 Reachiny over head
] Reaching away {rom body

A COPY-OF THIS REPORT MUST BE SENT TO THE INJURED WORKER AND THE INSURER.
1. REPORTTYPE Initiul [ Progress [0 Closing
2. CASE CONFORMATION
Date of Injury & B Workers' Comp #
tjured Worker's Name i g ogey oy _ Inswrer Clyim #
Soctal Security # Insurer Name s ,{q 5 Ao B -rm,::t':y'-
Date of Birth 5}#,% AL W . Imsurer Phone/Fax
Exam Date Ly ,lf' i Employer Name !Q_ob l }’) &
Aget # Employer Phonerfax 4 £ /6/ 75 RS ) T b
3. INITIAL VISIT (only) ‘ /
Enfured worker's description of aceident/injuty 7’)’? Rl YT Sil 7 ?’,{ [;;‘d’fr' ,C‘ Ol W o~ il S ,"' f dr/ (7/,:"‘ A ]
/-1’
Are your objective findings consistent with history and/or work refated mechunism of injury/ilingss 7 mc\ M No
4. CURRENT WORK STATUS Is Working £ Not Working
WORK RELATED MEDICAL DIAGNOSIS (ES)
PLAN OF CARE
TREATMENT PLAN
B’ID;'FMnOS!ic twirlts/tests tff"f\u-’l"ﬂ)»/\u 1:{\ ‘‘‘‘‘‘‘‘‘‘
@’ﬁiﬂum :’ (f.. Vg ‘? L,
[] Therapy d
FrMedications A&, _ ~ . PN
HSupplies i ‘t_e._,,& YT ¥ TN SN VS TV N
[FOmmer 2l @ e CATee N A G
b. WORK STATUS 1 '
[1 Able to return to full duty on [] Unable to wenk from 10
Able to retumn to modified duty from to : Able to return ta patt time work on for __ hrs per day

Femporary Restrictions [} Pormanent Restrictions

[3-Wilking - % hours per day
[-Stahding i - éd houns per day

hours per day
hours per day
hours per day
hours per day
hours per day

L] sini

B Coveiing
E’}E’M ing
B’gﬁing
G imb

timbing

[3-Repetitive Motion Restrictions 15 g;wﬁ.* Py 1(—7 A f{::f;\ Wy
o]
[0 Other
P 5v‘}nm
7. FOLLOW UP CARE AND REFERRALS . do- Q“/ /o U“fm b
u, et Appointinent Date d"if\ B %W&ﬂﬁn o~ (r\h«_g\ // “}:_
b, [ Referral for - [ Tmitmml(spcuty) Ef Evaluation (speeity) ( (—'/ M 5 i B W
i

{1 impaitmen Rating

. 1 Other (specity)

Referral Appointment to he made by I jured Worker

Reforted Provider's Nume and Address

L} Refetring r;hysiuan 5 affice
Phone Number

..........

o. [ Discharged from care (explain) [ Discharged for non compliance

8 MAXIMUM MEDICAL IMPROVEMENT (MMD)

] injured Worker has reached MM] Bate

Maintenance care after MMI required? [ No [ Yes Ifyes, specify care
WWQ:M[‘ s not ol MM, but is antivipated 1o he mt MMIinjon
M1 date ynknown at this time

9. PERMANENT MEDICAL IMPAIRMENT

[} No permanent impairment £ Permanent impaivment (attach requited worksheets and nareative)

O Anticipate permunent impaitiment 3 Needs referrat to Levet H physiciun for i unpmrmcm sating {see 7 b above)
10. PHYSICIAN'S $IGNATLRE 4 rrrrr - (C Date of Report LiV'hYy

Print Name  Dr. JEFFREY HAWKE, DR, FRED SCHERR Licenise pumber 23004 H:‘\WK%/ 32600 SCHERR

9195 Grant # 100 Thomton, CO §0229 ‘Telephone Number  303.292-0034

Address

W MI64 11400




Corporate Management Group

>> Designated Provider List Notification Letter
For An Injured Worker

To complete this letter, fill in the gray fields and print on your organization’s letterhead. Then hand-deliver or mail
the letter to your employee when you are notified of the injury.

To: Manuel Pasillas

From: Corporate Management Group

Date: 6/11/2015

Subject: Designated Provider List Notification Letter for an Injured Worker

| am sorry to learn that you have been injured. To make sure you receive the care you need, we are filing a claim with
our workers’ compensation insurance carrier, Pinnacol Assurance. Pinnacol will contact you with your claim number
and additional information. In the meantime, you should see one of the medical providers we have selected to treat
our injured employees. These medical providers specialize in on-the-job injuries, and | want you to have the best
possible care.

1. Name: OCCMED CO - Thornton 1033192 2. Name: SCL Physicians - Broomfield
Address: 550 E Thornton Pkw Ste 110 Address: 12169 Sheridan Blvd

City, State & Zip: Thornton, CO 80229 City, State & Zip: Broomfield, CO 80020
Phone: 720-872-0399 Phone: 303-603-9400

3. Name: Concentra Medical Centers 4. Name: HealthOne Occupational Medical
Address: 3300 28" Street Address: 9195 Grant Street Ste 100

City, State & Zip: Boulder, CO 80301 City, State & Zip: Thornton, CO 80229
Phone: 303-541-9090 Phone: 303-292-0034

Please contact one of these medical providers to be seen as soon as possible. After your first appointment, please
follow up with me so we can review your medical status and work capabilities.

The respondent’s representative is our workers’ compensation insurance company, Pinnacol Assurance. Please see
the contact information below.

Pinnacol Assurance

7501 E. Lowry Blvd.

Denver, CO 80230-7006
303.361.4000 or 800.873.7242

If you have questions, please contact me. My goal is to ensure that you get the care you need to recover quickly and
return to work as soon as possible.

Organization Name and Phone: Corporate Management Group 303-920-1425
Address: 12000 N Washington St #350
City, State & Zip: Thornton, CO 80241

Employer’s Representative for Workers’ Compensation:
Name: Tina
Phone: 303-920-1425

Zﬁ-land-delivered on: b /I / ! 45
[] Mailed to injured worker on:

P e 7
Employer’s signatu
/7

Employee’s signature Date

-
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Template Provid




