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HOCKING COLLEGE SAFETY POLICY

It is the policy of Hocking College to provide a safe environment for
all employees, students and visitors; and to promote continuing vital
SAFETY AWARENESS.

Hocking College recognizes its responsibility to furnish an
environment which shall be safe for all; to provide safety devices and
mechanical safeguards to promote the use of methods and
processes to protect the life, health, safety and welfare of employees,
students, and visitors; and to maintain and enforce a program to fulfill
this responsibility.

Therefore, it shall be each employee's responsibility not only to
assure his or her personal safety, but to develop a concern for the
safety of all College constituents.

The acceptance of employment at Hocking College obligates a
person to follow the safety policies and procedures established by the
College.

Any unsafe or hazardous action(s) knowingly performed by a College
employee is/are subject to a disciplinary process.

Hocking College has established an Employee Safety Program to
provide safe working conditions for all its employees. The program
shall promote this goal by stressing safety awareness, employee
education, periodic facility inspections, evaluations of work practices
and accident review. Guidelines for the Employee Safety Programs
are contained in the Hocking College Employee Safety Manual and
the Hocking College Bloodborne Pathogen Compliance Manual.



Hocking College
Injury On The Job Claim Procedures

EMPLOYER AND BWC POLICY #: YOUR WC COORDDINA TOR:

Name:

Address:

Hocking Technical College

3301 Hocking Parkway

Name: Sheree Cunningham

Title: Human Resources

City/State/Zip: Nelsonville, OH 45764

BWC Policy #: 30007021

Phone: 740-753-7040

IF YOU EXPERIENCE AN "ON THE JOB INJURY"

• Report the injury/incident to your supervisor and complete all necessary paperwork
within twenty-four (24) hours of the injury/incident. Your supervisor will give you
additional instructions as needed

• Give the Managed Care Organization (MCO) information (listed below) to the
medical provider to ensure all bills and necessary documents are sent to the correct
add ress

• Notify your supervisor/employer of your medical condition and keep your employer
informed of the status of your injury

SEE YOUR SUPERVISOR OR WC COORDINATOR FOR ALL NECESSARY FORMS

MANAGED CARE ORGANIZATION:

CompManagement Health Systems, Inc.

PO Box 1040
Dublin, Ohio 43017
On-Line Reporting: www.chsmco.com

Fax: 1-800-334-4229
Customer Service: 1-888-247-7799

Injury Reporting: 1-888-247-4800



Hocking College Accident I Health Incident Report
(Please complete all sections and send all copies to Human Resources within 24 hours of the accident. Copies of this report may be sent to
the person's Direct Supervisor, the Department Director, the Campus Safety, the Fiscal Office & Student Affairs Administrator)

Date of Accident:
Name: Last

FirstM
Time of Accident:

[lAM [I PM
Location of Accident: Status: [ I Student [ I Student Employee, Dept:Local Address

CityStateZip [ I Staff. Dept.:

[ I Visitor, Activity:
Permanent Address

Phone
Environmental Conditions:[ I Rain [I Snow [ I Ice

Other, specify:
City

StateZip

Sex: [ I Male

Name of Instructor/Supervisor in Charge and Department:

[ I Female
Date of Birth

Employee/Student ID# Nature of Injury

Please describe the incidenUinjury in detail. Include how or why the

[ I Abrasion

[ I Fracture[ I Scratches injury occurred and specify the injury that resulted. Please print.

[ I Amputation

[ I Illness[ I Seizure
Attach other sheets if needed.

[ ] Bruise

[ I Inhalation[ ] Sting-Insect
[ ] Burn

[ I Laceration[ ] Sprain
[ ] Cut

[ I Puncture

Injured Body Part

[ I Right[ I Left
[ ] Ankle

[ I Face[ ] Knee
[ I Arm

[ I Finger[ I Leg
[ I Back

[ I Foot[ I Nose
[ I Elbow

[ I Hand[ I Scalp
[ I Eye

[ I Head[ I Tooth
[ IWristOther:
Circumstances / Conditions
[ I Fall

[ I Inadequate Guards / Protection
[ I Weather

[ I Inadequate Ventilation
[ I Improper Lifting

[ I Inadequate Illumination
[ I Horseplay

[ I Participation in Athletics
[ I Struck by Object

[ I Using Equipment Improperly
[ I Alcohol/Drug Use

Other:Treatment: What Immediate Action Was Taken?Did the person require medical treatment?

[ I Yes [I No

Was the person sent home?

[ I Yes [I No

Was the person referred to a physician?

[ I Yes [ I No

Name of Physician: Was First Aid treatment provided:

[ I Yes [ I NoSignature of Person Completing Report:

If yes, by whom? Did person go to a hospital?

[ I Yes [ I NoIncident / Injured Persons Signature:
If yes, where Who transported?

Did the person refuse recommended medical treatment?
[ ] Yes [ ] No

Copies Routed to: Oriainals to Human Resource for distribution

Reviewed by: _
Date: _



First Report of an

Injury, Occupational
Disease or Death

WARNING:
Any person who obblns compensation frocn
awc or self-Insuring emptoyers by:

knowingly misrepresenting or conceaUngfacts. ma1clngfalse statements. or

accepting compensation to which he/she 1$not entitled. Is subject to felony criminal
prosecution for fraud.

(R.C. 2913.48)

To

DYES 0 NO

IIIte rdumed to wort

DYES oNO

OSHAClst number

wort number

This form met!! OSHA JOt requ;rtmen!!

Stlte I!HIigit DP code

Number of deptndents

Date

FIX number

( )

Telephone number

( )

Type of Injury/disuse and pirt(s) of bO\Iy I
For exampl!: sp11IIlnof lower left bldr. etc.

Is the Injuty ClUSIIlyrelat~ to the industrilt Incident?

l1-digit awc provider number

Telephone number

L)
City

Sex

o Mllif 0 fctMle

CountJy if different hom USA

Social Security number

o ItEJECTlON· The emptoyerrejects the .,Iidity of this claim for
the following r'lSon(s) below:

State where hired

DYES 0 NO

FIX number

( )

Emp~r slgiUtult Ind tiUe

WiS emplO)'ti! trerted In In emergency room? 0 YESUNO IWas employee hospitiliud OYtmlght as In in.pltient?

If trtltment was given IWI)' hom workslte, provide the fldlity name. ~ Iddress. dty, stat~ nP code

'-1ft Appl/(otiort/lfukRllfitlHu -10m tIpp¥ng/Df ncogni6otltl/ mydai", un«! the Oh•• WC>lkm'ClI/IIpensatilln Ad/ot 1fIHk-<tlat.dinjuria that! did not purpQSt/y injlict.1 ~uestpoy~
/ot COffIPensMio~ ond/Df nrtdicol expenm 1$ oi{tlwol>lt. DiM ptI)'ffI.nt(s} f(j the "lI'IidtfS o/any medico{ stMca alt authorizu. 1 understond that 1 CIJIIc/1(I';/If any p-wht wbo ottfJIQ to.

mots «examines me to ttltose aU mtdicol. psychlIlDgicDI. ond/tN psychiGtric infr>rmDtkHI that is Itlllted CDUSally ()I1t1storictI1/y to physicol ()I menlollnjuries rtltvGnt to Is1I1t$ MCUS<IIY to eM
odmitIistnltion of my wtritn' annptnSDtlon dai", to the Ohio 8_0 of WlI/tm' CDmpensnticn. eM Industriol (Dnnnission oJ Ohio. tho .mployer listed in this dilim. thot ~ nranogtd COIO

DfJonizotion. an4 ony outhl>liztd ~tivts.1 /vttMr allfhDrize eM Ohio RtIIObilitDtWn s-ica CtlQlmissiolllo tth~ infr>rmation .bout my physical. m.ntDl, ~ GIld S«Io{ CIIIIditioas
thot is /tlaled cowoltyan4 historicol/y to physicoi or mental injuries It/evant III is1ues necUS01Y /ot the odnlinistrotion qf my -u.s' compensation claim to the o~ PtIrtits.

Us! Mm~ fim _ middle in~

WiS pbce of mldent or expoSUlt 011 employer's premises? DYES 0 NO
If no. gM KCidenlloution. street Jddrm. city. sUte Ind DP code)

om of Injury/distlSt ITime of Injury Ilf fmI. give dlte of delth
__ DAM oPM

-- 0 CEmFlCAnON - The employer
certifles tmt the flets In this
Ippliution Ire correct Ind "lid.

aWC·HOl (Rev. 7/23/2002)

FROI-1 (Combines C-l, (·2, C·3, C-6. C-50, 00-1. 00·1.22)



me IHSTRurnoNS:
• Physician must complete this form when the injured worlceris

under work restrictions Of is temporarily totaUy diSilbled.
• A copy of the completed form must be sent/faxed to the MCO

and a copy given to the injured worker at time of exam.
• AIryother physkian·generated document may be used provided

that the substitute document contilins. at a minimum, the
data elements on the MEDCo-14.

• If injured worker is employed by a self-insuring employer
comptete this formand mail or faxto the self-insuring employer.

Physician's Report of
WORK ABILITY

/FAX NOTE: ""

ITo

Fro••

Toll-""t phOM number

Phon. number

Toll·fr•• fax number

Faxnumber
'\.

bljured worker name

Employer name

SSN If claim number unknown

/

o May RTWwith no restrictions on

Work/Non-Work Capabilities

None at aU

OccasionalfrequentContinuous
% of Workday (8hr)

0%1-33"1.34-66·'"67-100%

o May RTWwith restrictions

Repetitions per hr4-66-12>12

from

to li ft/Ca rry
(complete work/non-work capabilities on the.right).

Up to 10 lbs •.......•..•....• 0000
Work restrictions apply to work and non-work

11-20 lbs ..................... 0000
activity. If restrictions cannot be met at work. then

21-50 lbs ...••................ 0000
51-100 lbs .•••.........•..•.. 0 000

injured worker is recommended to be off work. Bending ........•......•....... 0
000

The restrictions are 0permanent 0 temporary? If

Twist/turn .....•.•.••••..•...• 0000
Reach below knee ........• 0 000

~
temporary. how long? Push/pull ..................... 00'00

>
Squatjkneel. ...•..•..•....... 0000

j:: o Is totally disabled from work
Stand/walk ..................• 0000u Sit ............•.........•.•....• 0000<

:.:
from to

0:: Please explain in the space provided below why theHand restrictions 0 left 0 RightNo use of 0 lefto Right0 3: injured worker is unable to work. due to work-related
D Must wear splint

DArm
D No lifting ,reater than ___ lbs

D Hand
injury/disease. list ICD-9 codes for the allowed

D No repetitwe activities
B Finger ---conditions being treated which prevent return to

o No work with hot or cold substancesOther

work. OChange positions every OWork activity as splintjbandage permits

Estimated RTWdate

OAvoid driving OKeep wound clean/dry 0 limit working to __ Hrs.jOay

Physician's further explanation of work abilities or why the injured worker is unable to perform any warl<'

HiS the work-relilted injury(s) 0( occupational disease reached a treatment plateall at which no fundamental functional or physiological change an

"'1 be expected despite continuing medical or rehabilitative intervention (maximum medical improvement): DYes 0No~ ~ Note: Periodic medical treatment may still be requested and provided.
If YES,give date .1f ND, please explain (attach additional sheet If necessary)

[j0 Check if vocational rehabilitation return to work services are indicated.

Physidan name and address (please print. type or stamp)

ate of this exam Follow-up appointment
Date ITime

I certify that 1M ~bowtnfOfJNdo •• Is COtTtctto ~ h<1t of"" t••••••ctg •• I ••.••• 111 tbl't M'1 person wh. knowfntly ••••.•• I f.ls. sht •••.••nt,. II\hrtpftu •••.,Ufo •• COftCeJlIMftt of hd Winy other
ad of frH. to o~Ufn plJ"'Cllt as ~. br awe ••.who •.......mgt, KUPU ~1'M"t te whka. ""at penoft ts not .ndtted.. b s••itjKi to f.lo", ui.~ prot«utioa an4 •• ~ ."teI' ••••.• ptbte
ai.fu\ provision•••• ,.....1104 ~ • n ••• l.pri •••••••1..Of ~.th.

I'hysidan si!lnature(mandatory)

/ / / /

IDate / /
BWC-3914 (08/28/01)
MEDCQ-14

Distribution: Whlte-Pbysidan Fax a copy ta MCD Yellow-Injured worker



OHIO BUREAU OF WORKERS' COMPENSATION

REQUIRED POSTING

Code requir.
presumption
the presump
prescribed b
reason) of th

The burden

THIS LANGUAGE MUST BE CONSPICUOUSLY POSTED


