KANSAS ASSOCIATION OF SCHOOL BOARDS
SUPERVISOR'S ACCIDENT INVESTIGATION REPORT

This report is to be filled out as soon as the accident is reported by the injured person. This form and the "EMPLOYER’S
REPORT OF ACCIDENT" form must be sent to the Safety Coordinator ASAP and Jorwarded to the Gallagher Woodsmall

claims department.

Name of person injured: Age:

Department: Employment status: (3 Full-time O Part-time 0 Volunteer
Job Title: Hours into shift: How long employed:

Date of accident/injury: Time of accident/injury: - a.m./p.m. Date reported:

Type of injury/iliness: Body part affected:

Exact location of accident:

Specific activity when accident occurred: Was accident site reviewed by supervisor? { Yes [ No

Did supervisor interview injured person? [ Yes U No Did supervisor interview eyewitnesses? O Yes {J No

Exactly how did accidentoccur? Describe persons, action, equipment, conditions, efc.

Was employee using required safety equipment, materials, or chemicals? O Yes 0} No O NA

What could have been utilized to prevent this accident? Is it available? 1 Yes [ No

Briefly explain how each of the areas listed below can be improved to help prevent similar accidents.

Training:

Communications:

Policies/procedures:

Inspections:




Supervisor’s Accident Report: (continued)
Report of injured employee attached? £J Yes O No ‘ Reports of eyewitnesses attached? O Yes [ No
Was first aid administered on the scene? [ Yes [J No

Was employee taken to the hospital/clinic? O Yes {J No If so, by whom?

Who authorized medical treatment?

What immediate action has been taken to prevent cccurrence of a similar accident?

Upon completion of this investigation, sign and turn in to the person in your facility who is responsible for filing workers’
compensation claims.

Supervisor signature Date
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Department Head (if different than supervisor) comments:
Department Head signature Date
Safety Committee Chairperson comments:
Safety Committee Chairperson signature Date

Superintendent comments:

Superintendent signature Date



REPORT BY INJURED EMPLOYEE

Employer:

Your Name:

Your Home Address:

Your Home Phone Number: Age:

Social Security Number:

Date of Accident: Time of Accident:

In your own words, please describe what happened:

What physical problems do you relate to this injury?

Did you report this injury to your supervisor? If not, why not?

Date Reported: Supervisor’s Name:

Were you working at your regular job at the time of the injury? If not, please explain:

Were there any witnesses? If yes, who?

Any additional comments:
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NOTE: Due to liability regulations, do not issue this Temporary Prescription Services ID form 1o employer locations or employees located in OH, The injured employee
will receive a permanent prescription card and pharmacy-benefit packet from Express Scripts once the claim is deemed compensable by Client.

*  On your first visit, please give this notice to any pharmacy listed below to exedite the pressmg of your approv workers
compensation prescriptions. {Based on the established parameters by your employer.)
*  Questions or need assistance locating a participating pharmacy: Cail the Express Scripts Contact Center at 888.786.96440.

Atencion Trabajador Lesionade:
*  Este formulario de Identificacidn para Servicios Temporales de Prescripcion de Recetas por Compensacion del Trabajador
DEBERA SER PRESENTADO a su farmacéutico al surtir su(s) receta(s) inicial(es).
= Si tiene cualquier duda o necesita localizar una farmacia participante, por favor contacte al drea de Atencidn a Clientes de
Express Scripts, en el teléfono 888.786.9640.

Express Seripis

Employee Information

TD #: SSN to be presented to the pharmacy at the time prescription is filled Foet M Last

Pate of Injury: ___ / Mailing Address
MMDDICCYY i

Group #: G6HA

Street Address or PO Box

City State Zip
Employee Date of Birth: ___/ __/

MM/DDICCYY

Employer’s Name

*  Express Scripts administers this workers” compensation prescription program. Follow the steps below fo submit a claim.

Step 1 Enter bin number 003858

Step 2 Enter processor control A4

Step 3 Enter the group number as it appears above

Step 4 Enter the injured worker’s 9 digit ID#

Step 5 Enter first name & last name

Step 61 Enter the injured worker’s date of injury (enter in PA field in the format ecyymmdd)

A&P Coborn's Food City Major Value Rite Aid Texas Oncology Services
Acme Pharmacy Costeo Food Lion Marsh Drugs Rosauers The Pharm
Albertson’s Cub Fred's Medic Discount Rx Bxpress Thrifty White
Albertson’s/Acme CVS Gemmel Medicap RXD Times
Albertson’s/Osco D&W Giant Medigtat Safeway Tom Thumb
Albertson’s/Sav-On Dahl's Giant Eagle Meijer Sam’s Club Tops
AmerisourceBergen Dietbergs Giant Foods Minyard Sav-On Ukrop's
Anchor Pharmacics Discount Drugmart Hannaford NCS HealthCare Save Mart United Drugs
Arrow Doc's Drugs Happy Harry's Neighborcare Schiucks United Supermarkets
Aurora Dominicks Harrig Tester Network Pharmaceuticals Scolari's Vons
Bartell Drugs Drug Emporiun H-E-B Northeast Pharmacy Services Sedano Waldbaums
Bigg's Drug Fair Hi-School Pharmacy Oseo Shaw's Walgreens
Bi-Lo Drug Town Hy-Vee P & C Food Markets Shop 'N Save Wal-Mart
Bi-Mart Drug World Jewel/Osco Pamida Shopko Wegmans
BJ's Wholesale Club Duane Reade Kash n Karzy Park Nicollet ShopRite Weis
Brooks Eckerd Keitsch Pathmark Snyder Winn Dixie
Brookshire Brothers Econofoeds Kemr Pavilions
Brookshire Grocery EPIC Pharmacy Kumart Price Chopper
Bruno Network
Carrs FamilyMeds Star Markets
Publix Stop & Shop
Kanight Drugs Quality Markets Sun Mart
Farm Fresh LeaderNet (PSAO) Raley's Super Fresh
Cash Wise Farmer Jack Longs Drug Store Randalls Target





