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employer solutions staffing group.

Leveraging Resources in & Changing Market

7301 Ohms Lane Suite 405 Eding, MN 55439
Phone: 952) 767-0053  Fax, (952) 767-0740
Email Address: we@employersolutionsgroup.com

A e R A A

p of Accident o Injury |
NEED TO COMPLETE THIS FORM ASAP AFTER INJURY—FAX TO ESSG AT 952-767-0740

Last Name: First and Other Names
Kopacz Michael
DaleofBt  12/13/1088 Lengthoftime on tis assignment. weeks
SBK. \ o Social Securty # 106-88-4721 JobsT: pohard Park POSKOY Myteria! Handler
Employee's Phone; (Home) Empoyee's Phone (Celor Emergency Canlact 716.39].7863 Amanda Kopaca(vie)
Date of ncident 7124115 Time of incident 1733 s en
Nemels) ofWINeS: e Perce Mark Pason, i Laetner Winess Phone: ok 7166625003
Name of SUpervor. Mgk Passon Date and tie nalfied: 72415 12:33pm

Haow did the incident ocgur? ™8 lifing pales and the one i and e tred o catch it and twised hs bk

Cause of Injury/Source (please selsct ang)
Lifting and Lowering

Type of Injury/ingss please select one)

Select Applicable

DNO Physical Injury | _{Not Reported || Other specifc njury Sprin St Lumbar

Affacted Body Part {please select one)

(Head)  (Lowerextremities)  (Neck] (Trunk) (Upper extermifies)
D Insuficient info to properly identifyD Not Reported Other specific njury: lower back

Please et us know what shift does EE wark, Please select one; |st

What day of the weelwekends s the Employee scheduled o wark: ] onday: 1] Testay~ [f]Weestey /Tty
SRR AL TE s [ L samty Jomc
0 Can Site Location Accommodate, please select one:DYes No

0 Accommodating POSITION: [EX, FILING, OFFICE ASSISTANT, ETC,

o Ifyou are able to accommodate, what type of work s being offered? (Please select one)

o TS

0 IFyou are not able to Accommodate, Which date was the Employee last wor

INJURY DETAILS: {Include If it s a part of his Job duties and the object that cause it ex; welding fube, holst, packing carrots, elc,)
Description oF INJUTYS): ieq p th bar ook pallets nd a5 on i e i 1o et and vt i ok,

Hospital/ Clnic: (/{Yes | [No .
FYes, Name and AZcess o Hospitl Clini where taken forretment: Healttworks 1900 Rudge Road, West Seneca
Phone; 16-712-0670

Signed: Print Name & Positon; Phone;



Caitlin
Typewritten Text
12/13/1988

Caitlin
Typewritten Text
106-88-4721

Caitlin
Typewritten Text
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7167120674 healthyworks 14:15:26  07-24-2015 212
z@m%ﬂ- Work Status R it Treatment Date: 07/24/2015  [Time In: XI Work Injury
& ﬁ or alus hepo Dale of Injury: 07/24/2015 Time Out: 14:23 1 Return to Work
(3] HealthWorks Southtowns [ HealhWorks Ken-Ton
Patient Name Kopacz, Michael Voot SOEHOH | 10 R o e, e
' TR e
Patient Phone Number (716) 391-7863 Bx: - ax:
; [ HealthWorks Depew
Employer Lake Region Medical BL%%HE‘@@'% fodd
{Place Label Hera If Avallable) Phone: 716-206-0380
- _ — _ L Fax: _716-206-0394
Work Status / Restrictions @0 07 s

Diagnosls Sprain/Strain, Lumbar
Wark Restrittions
ORetum to regular work duties: Date:

Medicatlons toradol, tramadol

[x} Totally Disabled
LIReturm to work with the following rastrictions (Limited Duty):  Date:
Lifting, Pushing, Pulling Bending, Twisting, Stooping ~ Standing Walking Deqres of Partial Disability
["INo Restriction [CJNo restriction [ No rastriction [7] No restriction ] mitd
CJRestictto_ pounds,  [JLimit to occaslonal Oliumitto ___ % [Jlimitta __% [T Mitd to Moderate
"1 No overhead work L1 Avoid complstely of shift of Shijt [ Moderate
[ Avoid lifting with: O Moderats to Marked
EJRight Arm T Lett Arm [0 Marked
No use of: O Lerr O RIGHT OHand O Am DOFoot [ieg
Minimal use of: O teFr [ RIGHT ClHand 03 Arm [ Foot  Elleg
Is Patient Working?
Climbing: L1vYES
CINo Ladders OnNo
[No slaks, ramps [] Pending
Other Restrictions:

.Follow-Up / Referrals

Physical Therapy Specialist / Aeferral Special Tests
Return to HealthWorks: Monday Date: 07/27/2015

Time; 11:00 AM [ AsNseded
Patient Instructions - 0o i I T T R

| have received a copy of these instructions and | understand them clearly. | will provide a copy of this form
to my employer.

X Other Instructions:

ice, heat, gentle range of motion/ stretching

[0 X-Rays done ~ | understand that x-rays do not always show injury or disease. Fraclures may not be seen

on an initial x-ray. If my problem persists or worsens, | will contact HealthWorks or go to the nearest
Emergency Department,

Provider Signature: %@mﬂ_

Patient Signature: 17l G




—716-662-5772

7167120674

1711

01:35:47 p.m. 07-27-2015
healthywarks 11:50:51 07-27-2015
'th-]@' Work Status Report Treatment Date: 07/27/2015  [Time In: B Waork Injury
(53 EPOM Date of injury: 07i24/2015  [Time Out: [0 Return to Wark

(%] HealthWarks Seu!h!uwns [1HeallhWorks Ken-Ton

. . 1900 Hidge Road 2075 Sheridan Driva

Patient Name Kopacz, Michael West Seneca, NY 14224 Kenmore 293
Phone: 718-712-0670 Phone: 716-447-6474
Fax: = 716-712-0674 Fax: = 716-447-5433

Patient Phone Number (716) 391-7863

Employer Lake Reglon Medical

Diagnosis Thoraco-Lumbar Strain
Work Restricilons

3 Avold lifting with:
CIright Arm [ Left Arm

No use of:
Minlmal use of:

Climbing:
CINo Laddsts

[[1No stairs, ramps
Other Rastrictions:

{Place Label Hera If Avallable)
Work Status / Restrictions: .00

O Lterr O RIGHT
3 LeFT [ RIGHT

Follow-Up / Referralg: =777 e
Physical Tharapy

6199 Transh

Phone 718-
F 71

[J HealthWorks Depew

Huad

Depew, NY 14043

206-0380
-206-0394

Medications Cyclobenzaprine, Medrol as directed

ClReturn to ragular work dutles: Data:

[IReturn to work with the following restrictions (Limiled Duly):  Date:
Lifting, Pushing, Pulling Bending, Twisling, Stooping ~ Standing Walking
[[INo Restriction [INe restriction [JNo restriction [ No rastriction
ClRestictio_ pounds, [JLimit lo occaslonal Oumitto % OUmitto____%
[INo overhead work LJAvold completely of shlit ol Shitt

C1 am O Foot
O arm O Foot

[l Hand
I Hand

O Leg
Clleg

Specialist / Referral
Br. Davld Bagnall - Rehab NY

[X] Totally Disabled

Degree of Partlal Disabllity
3 mildt

[ Mild to Moderats
I Moderate

I Moderate to Marked
[ Marked

Is Patient Working?
O ves
CINO
[ Pending

Special Tests

HeallhWorks - W, Seneca Office

Friday, 7/34/2015 - 9:20 AM

Completa the information packet lor visit,

Return to HealthWorks:

Date: Time:

Patient Instructions :

on an initial x-ray.
Emergency Department.

Provider Signature:

oD Patient Signatura:

B As Needed

X 1 have received a copy of these instructions and | understand them c!early | will provide a copy of this form
to my employer.

Xl Other Instructions:

While taking Medrol, avold ali over the counter antl-inflammatory medicines (lbuprofen, Naproxen, Aspirin) and avoid
ALL Alcohol. Take this medicine with food. You MAY take Tylenol {Acetaminophen) if needed.

O X-Rays done - | understand that x-rays do not always show injury or disease. Fractures may not be seen
If my problem persists or worsens, | will contact HealthWorks or go to the nearest

fﬁ@ﬁlf éﬁ'/"""’q

”‘ﬁ___m

3/5




T16-662-5772

CRONFIRHokT/QbrEN, ERSHOR ILLNESS FORM SUBMITTED

1D # 4857

01:3:30p.m.  07-27-2015

Date and Time Reported:  7/24/2015 1233 PH

Was this a non-occupational

injury or illness?:

Orqanization; Lake Region Medical>Operations»Advanced Surgical>Orchard Park»OPK Support>

Report Type . Injury or llness
E REPORTED BY

First Name: Lisa

Last Name: Nichols

Job Title: HR

Phane:

Email Address:
B SUBJECT IDENTITY

First Name: Nichael

Last Name: Kopacz

Department: Supply Chain

B

Was employee working withinYes
the scape of the job when the
incident occurred:

DESCRIPTION

hitps:/fmy dakotasoft com/accellent/proactivity/dust review.asp

Date and Time of injury, ~ 7/24/20137:33 AN

onset of illness or incident:

Date and Time employee

began work:

Did the event occur offsitel: No

Place where incident Bar stock area

occurred (department or
physical location):

What was the employee  just signed in and ready to start his orders

doing before the incident
ecurred’:

Detailed descriptionof ~ lfted up the pallets and as the one slid he tried to catch it and twisted his back

incident and any relevant
circumstances & conditions

that preceeded incident;

Select imjury or typeof ~ Injury
iliness;

jury Category: Other
Other njury Category:  twisted back
Iiness Category: Other

Other liness Category:  n/z
Describe the injury or ifiness: lower back pain

What object or substance  lifting bar stock
directly harmed the

employee or impacted the

environment?:

Details of the injury - Type: Other

Details of the Injury - Other lower back
Type:

Details of the Injury - Body  Back

Part:

Details of the injury -~ back feels ke ts bumning and throbbing

Seventy:

1242015

415
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(ERPRAATION: IMURY ORLLNES FORM SUBHITED

itness 1 Comments: man

Would you like to add a
second witness?:

Was this a potentially
serious incident!:

hits:/fmy dakotasoft.com/accellentfproactivity/du’s! review.asp TIAI013





