
0 

 
 
 
 
 
 
 

 
 
 
 
HEALTHCARE WORKERS’ 

COMPENSATION FUND 
HANDBOOK 

 
 
 



 

 
 

 

1 

HEALTHCARE WORKERS’ COMPENSATION FUND HANDBOOK 
 TABLE OF CONTENTS 

 
INTRODUCTION 
 

2 

FUND CLAIMS MANAGEMENT 
 

3 

CONTACTS 
 

4 

DEFINITIONS 
 

5 

CLAIM PROCEDURES 
 

9 

TIME REQUIREMENTS 
 

12 

PAYING COMPENSATION 
 

14 

MEDICAL BENEFITS 
 

16 

PHYSICIANS 
 

17 

GROUNDS FOR DENIAL AND BURDEN OF PROOF 
 

19 

POLICIES 20 
 

EMPLOYER INVOLVEMENT 22 
 

NOTIFICATION OF RETURN TO WORK 24 
 

COMPENSATION CHECKS 24 
 

LAWSUIT PROCEDURES 26 
 

FRAUD 27 
 

VARIOUS SAMPLE FORMS, INSTUCTION SHEETS AND 
LETTERS 

APPENDIX 

 
 
 
Revised  -  January 2017



 

 
 

 

2 

INTRODUCTION 
 
 
  The purpose of this Healthcare Workers’ Compensation Fund Handbook is to 
provide you, the members, with information, initiate procedures, and clarify existing 
policies which will enable us to more effectively handle your workers’ compensation 
claims. We hope this will be a useful resource when processing workers’ compensation 
claims for your facility. 
 
 Included in this packet are definitions of workers’ compensation terms, policies 
and claim procedures.  While many of you have experience in the workers’ compensation 
process, we hope that this information will answer many questions you may have, as well 
as serve as a reference guide.  Also enclosed is a sample First Report of Injury and a set 
of instructions for correctly completing these forms.  A wage statement is also included 
which will serve as a reference for computing the average weekly wage of an injured 
employee in accordance with the State of Alabama Workers’ Compensation Statute. 
 
 One procedure which we strongly believe should be initiated is the use of the 
Medical Authorization/Return to Work Form.  We request that injured employees take 
these forms with them when referred to a physician.  The first sample is for use when 
utilizing a physician gatekeeper initially following an injury.  The second sample is to be 
used when the injured employee has already been seen in your emergency room or by a 
company physician and is now being referred outside your system.  The physician should 
complete and return the bottom portion of this form indicating the date when the 
employee is medically able to return to work.  Enclosed are sample forms for your 
implementation. 
 
 We hope that this reference guide will contain the answers to many questions 
which may arise; but we will, of course, be happy to answer any questions you may have 
on specific claims.  A current contact list is included which should provide direction in 
reaching the appropriate claims representative to assist you with specific problems. 
 
 There are certain questions that are frequently asked and are in a “gray area” 
concerning coverage.  We have attempted to establish policies regarding these questions 
and have included a list of these policies.  Please understand, however, that the judicial 
system interprets the statute and their decisions become case law.  Determinations on 
future claims will be governed by these continually changing decisions. 
  
 Thank you for your cooperation in fully and accurately reporting all on-the-job 
injuries and in following these procedures.  Your compliance will facilitate prompt 
processing of benefits for your employees.  We would welcome any comments or 
suggestions that might enable us to better serve you. 
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FUND CLAIMS MANAGEMENT 

 
 
 
 The Healthcare Workers’ Compensation Fund (HWCF) is administered by 
Inspirien Holding Company (IHC).  The claims department seeks to maintain a mutually 
beneficial relationship with our members by providing a resource for information on 
workers’ compensation coverage and a cost-effective claims management program. 
 
 The IHC claims staff assigned to HWCF consists of a team of dedicated and 
experienced claims professionals.  Each Fund member will be assigned a specific claims 
representative to service workers’ compensation claims for their facility and to be 
available for consultations. 
 
 Fund claims management incorporates claims investigation, research of Statute 
and case law, medical management, monitoring of benefits, assessment of settlement 
potential, and litigation management to provide a comprehensive cost-efficient program. 
 
 Educational programs and materials that are related to workers’ compensation 
issues are made available to Fund members.  In addition, the Fund claims department 
monitors current legal trends and attempts to address potential problems in order to 
minimize claim costs. 
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CONTACT LIST 
 
 The following list of Inspirien personnel is provided as a reference guide to facilitate 
communications on workers’ compensation claims filed with HWCF. 
 
Doug Hughes: Chief Operating Officer – Administrative functions over claims, risk 
management, legal, regulatory and compliance. Email-Dhughes@inspirien.org  
Direct Line – 334-323-4108. Toll Free – 1-800-821-9605 ext. 4108. 
 
Dawn W. Adams: Senior Vice President, Operations – Administrative functions, overall 
supervision of workers’ compensation claims department including coverage questions, 
mediation, litigation process and on-site investigations.  E-mail address: Dadams@hwcf.net 
Direct Line - 334-323-4131. Toll Free - 1-800-821-9605 ext. 4131. 
 
Shannon Cole:  Director of Operations - Supervision of workers’ compensation claims 
department, settlement and coverage questions, statistical reporting, specific loss data reporting, 
and assistance with administrative functions.  E-mail address: Scole@hwcf.net                       
Direct Line - 334-323-4124. Toll Free - 1-800-821-9605 ext. 4124. 
 
Debbie Moser:  Workers’ Compensation Claims Supervisor – Daily supervision of claims 
adjusters, lost time claims, litigation claims, settlement and coverage questions.  E-mail address: 
Dmoser@hwcf.net  Direct Line - 334-323-4133.  Toll Free - 1-800-821-9605 ext. 4133 
 
Tiffany Weaver:  Workers’ Compensation Claims Adjuster – Medical only claims, lost time 
claims, litigation claims, settlements and coverage questions.  E-mail address: Tabbey@hwcf.net 
Direct Line - 334-323-9134.  Toll Free - 1-800-821-9605 ext. 8134. 
 
J.C. Minter:  Workers’ Compensation Claims Adjuster – Medical only claims, lost time claims, 
litigation claims, settlement and coverage questions.  E-mail address: Jminter@hwcf.net                                   
Direct Line - 334-323-4125.  Toll Free - 1-800-821-9605 ext. 4125. 
 
Carol Seamon:  Workers’ Compensation Claims Adjuster – Medical only claims, lost time 
claims, litigation claims, settlements and coverage questions.  E-mail address: 
Cseamon@hwcf.net Direct Line - 334-323-4109.  Toll Free - 1-800-821-9605 ext. 4109. 
 
Jessica Culverhouse: Workers’ Compensation Claims Adjuster – Lost time claims, litigation 
claims, settlement and coverage questions.  E-mail address: Jculverhouse@hwcf.net                               
Direct Line - 334-323-4115.  Toll Free - 1-800-821-9605 ext. 4115 
 
Felicia Hardman: Workers’ Compensation Claims Coordinator – Administrative and clerical 
support for workers’ compensation claims.  E-mail address: Fhardman@hwcf.net                  
Direct Line – 334-323-9136.  Toll Free – 1-800-821-9605 ext. 4137 
 
Teresa Fields:  Risk Management/Loss Control Consultant – Classes, surveys and loss control 
assistance.  E-mail address: Tfields@inspirien.net    Direct Line-334-323-4118.                               
Toll Free-1-800-821-9605 ext. 4118. 
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DEFINITIONS 
 
 
 There are several definitions used in workers’ compensation that we would like to 
call to your attention.  These definitions are found in Article I, The General Provisions, 
Section 25-5-1 of the Alabama Workers’ Compensation Statute. 
 
A. Accident.  The law provides a broad definition of the term accident.  The key 

words are: 
 

1. unexpected or unforeseen event, 
 
2. happening suddenly and violently, 

 
3. with or without human fault, 

 
4. producing at the time injury to the physical structure of the body or 

damage to an artificial member of the body by accidental means. 
 
 

B. Authorized Treating Physician - The physician and subsequent referral 
physicians selected by the employer to provide treatment to the injured worker or 
the physician the employee selects from a panel of four physicians.  

C. Average Weekly Wage - An employee’s average weekly wage is based on a 
gross average of the employee’s wages for the 52 week period prior to the date of 
injury. 
 

D. Compensation. Compensation, also known as indemnity, means the money paid 
for an on-the-job injury or death.  This is payable in various forms: 

 
1. Temporary Total Disability, 
 
2. Temporary Partial Disability, 

 
3. Permanent Partial Disability, 

 
4. Permanent Total Disability, and 

 
5. Death Benefits. 

 
These will be covered in more detail later. 
 

E. Date Employer Notified - The first day that the employer (supervisor, manager, 
etc.) was notified either orally or in writing that an on-the-job injury/illness 
occurred. 
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F. Date of Disability – The first day that the employee lost time without pay due to 
an injury/illness. 

G. Date of Injury - The date that the alleged injury occurred.  The date of injury for 
cumulative trauma injuries and occupational disease shall be the date of last 
injurious exposure to the activity alleged to have caused the injury/occupational 
disease. 

H. Defendant – The party who is named in a lawsuit or required to answer a 
complaint in litigation. 

I. Dependent - The employee’s surviving spouse or dependent children. 

J. Dependent Children - An unmarried child under the age of 18 years or one over 
that age who is physically or mentally incapacitated from earning. 

 
K. Employee or Worker.  These terms include every person in the service of 

another under any contract of hire, express or implied, oral or written, including 
aliens and minors who are legally permitted to work under the laws of the State. 
In 1977, an Alabama Court of Civil Appeals case set out a test to determine 
whether the job caused the injury.  The test is: 
 
“If in the performance of his job, he has to exert or strain himself or is exposed to 
conditions of risk or hazard and he would not have strained or exerted himself or 
been exposed to such conditions had he not been performing his job and the 
exertion or strain or the exposure to the conditions was, in fact, a contributing 
cause to his injury or death, the test whether the job caused the injury or death is 
satisfied.” 

 
L. Employer.  Includes any person, corporation, co-partnership, association, or 

group who employs five or more people (Section 25-5-50) to perform a service 
for hire and pays wages directly to these people.  If the employer is insured, such 
insurer shall be entitled to the employer’s rights, immunities, and remedies under 
the workers’ compensation law.  This term also includes a service company for a 
self-insurer. 
 

M. Employer’s First Report of Injury Form - The method used by employers to 
report worker related injuries/illness. 

N. Fund Member - Any employer who is a member of a group self-insured fund.  
Each fund member is assigned a group self-insured number by the Department of 
Labor. 

O. Injury.  Injury or personal injury shall mean only injury by accident “arising out 
of and in the course of employment”.  Injury shall include physical injury caused 
either by carpal tunnel syndrome disorder or by other cumulative trauma disorder 
if either disorder ‘arises out of and in the course of the employment”, and 
breakage or damage to eyeglasses, hearing aides, dentures, or other prosthetic 
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devices which function as part of the body, when injury to them is incidental to an 
on-the-job injury to the body. 

 
Changes in the Alabama Workers’ Compensation Statute in 1992 clarify – 
“Injury does not include a mental disorder or mental injury that has neither 
been produced nor been proximately caused by some physical injury to the 
body.” 
 
The key phrases “arising out of” and “in the course of employment” have led to 
numerous court decisions.  One thing that the courts have agreed upon is that both 
terms must be satisfied in order for compensation to be paid.  The courts have 
recognized that while an accident can “arise out of employment”, it is not 
necessarily true that it occurs “in the course of employment”.  The phrase “arising 
out of” involves the idea of a causal relationship between the employment and the 
injury, and refers to employment as the source and cause of the accident.  The 
phrase “in the course of employment” generally refers to time, place, and 
circumstances of accident. 

 
P. Jurisdiction - This is the Circuit Court in the county in which the claim occurred, 

where the injured employee resides, or where the employee regularly conducts 
business. 

Q. Lawsuit - A court action by an injured worker or their legal representative against 
a member. 

R. Mediation - A voluntary attempt to bring about a peaceful settlement between 
parties through the non-bidding intervention by a neutral party.  Mediations may 
be conducted by a State of Alabama Ombudsman or a paid mediator. 

S. Occupational Disease - A disease arising out of and in the course of employment 
which is due to hazards in excess of those ordinarily incident to employment in 
general and is peculiar to the occupation in which the employee is engaged. 

T. Ombudsman.  An individual who assists injured or disabled employees, persons 
claiming death benefits, employers, and other persons in protecting their rights 
and obtaining information available under the Workers’ Compensation Statute. 

U. Plaintiff– The party who files the lawsuit to obtain a remedy for a dispute or the 
complaining party in litigation. 

V. Providers - A medical clinic, pharmacist, dentist, chiropractor, psychologist, 
podiatrist, physical therapist, pharmaceutical supply company, rehabilitation 
service, or other person or entity providing treatment, service, or equipment, or 
person or entity providing facilities at which the employee receives treatment. 

W. Statute of Limitations - A law which sets out the maximum time that parties 
have to initiate legal proceedings from the date of an alleged offense.  All claims 
for compensation shall be barred unless within two years from the date of the 
accident a verified complaint is filed in the courts. Where payments of 
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compensation have been made, such complaint must be filed within two years 
from the date of the last compensation payment. 

X. Subrogation - The right for an insurer to pursue a third party that caused an 
insurance loss to the insured. This is done as a means of recovering the amount of 
the claim paid to the insured for the loss.  The workers’ compensation statute 
allows for subrogation of compensation and medical payment only. 

Y. Wages or Weekly Wages - The terms shall in all cases be construed to mean 
"average weekly earnings", based on those earnings subject to federal income 
taxation and reportable on the Federal W-2 tax form which shall include voluntary 
contributions made by the employee to a tax-qualified retirement program, 
voluntary contributions to a Section 125 cafeteria program, and fringe benefits as 
defined herein. Average weekly earnings shall not include fringe benefits if and 
only if the employer continues the benefits during the period of time for which 
compensation is paid. "Fringe benefits" shall mean only the employer's portion of 
health, life, and disability insurance premiums. 

Z. Waiting Period - There is a three (3) day waiting period following all accidents.  
The injured employee will not be compensated for these days until the worker has 
been disabled for 21 days. 
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CLAIM PROCEDURES 
 
A. Prompt reporting will help to insure control over a claim.  This will also allow for 

a timely investigation as to the compensability of the claim and will avoid a time 
lag in which facts may be changed.  Likewise, it will limit the likelihood of 
attorney involvement. 

 
B. An employee must have authorization before obtaining medical treatment.  We 

encourage you to use the enclosed sample form or to adapt a similar form for this 
purpose.  If the employee is aware that he/she will need authorization before 
receiving medical treatment, the employee is more likely to report the injury.  The 
use of this form is very important when an employee is claiming a back injury.  
Too often an employee with a back injury is either referred to or allowed to go to 
his family physician.  In most cases, it is best to refer him/her to a specialist who 
is trained to deal with back injuries.  If an employer does not direct an employee 
for treatment, then the physician chosen by the employee will become the 
authorized physician. 

 
C. When selecting or authorizing a physician to provide medical attention, consider 

the following: 
 

1. Is the doctor cooperative? 
 
2. Will he/she furnish timely medical reports? 

 
3. Will he/she talk to claims adjusters, medical case managers and 

rehabilitation specialist? 
 

4. Is the physician willing to release the employee to return to work 
when there are no objective findings to warrant continued 
disability? 

 
5. Is he/she willing to review surveillance activity? 

 
D. In accordance with State of Alabama Workers’ Compensation Statute, Article 3, 

Section 25-5-77, if the employee is dissatisfied with the initial treating physician, 
he/she is entitled to select from a panel of four (4) physicians selected by the 
employer.  In the event surgery is required and the employee is dissatisfied with 
the designated surgeon, he/she may select a second surgeon from a list of four (4) 
surgeons selected by the employer. 

 
E. An on-the-job injury should only be reported one initial time.  This can be 

accomplished by either completing and submitting the WCC-2, Employers’ First 
Report of Injury or electronically filing a claim through the HWCF Portal at 
www.HWCF.net.  After the injury has been reported, all medical bills should be 
submitted to our office upon receipt.  In accordance with the Alabama 
Department of Labor Administrative Code, 480-5-5-22, all bills must be 
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submitted on the appropriate form and include a report of treatment rendered 
before we can apply benefits.  Copies of all medical reports, hospital records, and 
work excuses should be forwarded to the Fund without delay. 

 
F. There is a three (3) day waiting period for all accidents.  On the day of the injury, 

if the employer pays the employee in full, then we do not consider that day.  If, 
however, the employer does not pay him/her for the day of the accident, then we 
would count that day as the first day of the waiting period. 

 
G. After the injured employee is disabled for twenty-one (21) days, then the initial 

three (3) day waiting period will be payable on the next installment after the 
expiration of the twenty-one (21) days 

 
H. Temporary Total Disability benefits begin after the waiting period and cease 

when the physician states that the employee is capable of returning to his/her 
employment or that the employee has reached maximum medical improvement. 

 
I. Opening notification letters are sent to the employee and employer by HWCF on 

all lost time claims.  A sample of these letters is included in the back of the 
handbook. 

 
J. Compensation benefits are 66 2/3% of the employee’s average weekly wage; 

however, these benefits are subject to a maximum and minimum.  If their average 
weekly wage is less than the minimum weekly benefit, then the weekly 
compensation rate shall be their average weekly wage.  The minimum and 
maximum rates are changed by the Department of Labor annually on July 1st.  A 
copy of current and past maximum and minimum rates is included the back of the 
handbook. 

 
K. An employee’s average weekly wage is based on a gross average of the 

employee’s wages for the 52 week period prior to the date of injury.  The 
Alabama Workers’ Compensation Statute provides that the average weekly wage 
is to be based on earnings subject to federal income taxation and reportable on the 
Federal W-2 form, these wages are to include certain fringe benefits.  These 
benefits should include the employer’s portion of health, life and disability 
insurance premiums only if they are not continued during the period of disability.  
A sample of the wage statement is included in the back of the handbook. 

 
L. Effective January 1, 1993, Section 37, 38 and 39 of the Alabama Workers’ 

Compensation Statute provides for an alternative to the courts by providing a 
mediation program to settle disputes on claims that may arise between the 
employer and employee in the handling of a workers’ compensation claim.  
Mediators who are called “Ombudsmen” conduct benefit review conferences to 
mediate disputes.  These are Merit System State employees.  They are trained in 
mediation and workers’ compensation law. Mediation is not mandatory.  
Settlements reached under this process are not required to be court approved but 
may be taken by either party to the court for final approval.  The telephone 



 

 
 

 

11 

number for contacting an Ombudsman is 1-800-528-5166.  The Fund has found 
this process to be very beneficial in the resolution of disputes and in the 
settlement of claims. 

 
M. When the injured employee returns to employment, either light duty or normal 

duty, please contact our office and advise us. Whenever an employee returns to 
work, it is very important that we know the exact date the doctor released him/her 
as medically able to return to work, as well as the exact date they return. We also 
need to know if the release is with restrictions and whether the employee is 
returning to work at his/her pre-injury rate of pay. 
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TIME REQUIREMENTS 

  
INDEMNITY 

 
 
A. The Alabama Workers’ Compensation Statute, Article 3, Section 25-5-78, states 

that an employee has only five (5) days to submit written notice of such accident.  
Written notice by the employee is not required if the employer had actual notice 
of such accident.  Written notice within five (5) days is generally not required 
provided the employee promptly reports the injury.  Hence, the employer would 
have knowledge of the injury and would provide medical treatment.  The Courts 
have made no distinction between verbal notice and actual knowledge, but, if the 
employee does not report the injury and does not have authorization for 
medical treatment, he/she will be responsible for the expense of the 
treatment.  However, no compensation will be payable unless written notice 
is given within ninety (90) days after the occurrence of an accident or where 
death results, within ninety (90) days after the death.  Please request that your 
department heads and supervisors report all accidents without delay. 

 
B. Immediately after notice of an injury, the employer should complete (answering 

all questions) an Employer’s First Report of Injury or electronically submit a 
claim through the HWCF Portal at www.HWCF.net.  By law, Article 1, Section 
25-5-4, all injuries must be reported to the Department of Labor, Workers’ 
Compensation Division, within 15 days of injury or notice of injury.  In order to 
comply with this requirement, we ask that all employee injuries be reported to the 
Healthcare Workers’ Compensation Fund as soon as possible after you have 
knowledge of an injury.  Do not wait on medical records before filing a claim.  
 

C. In order to comply with this filing requirement, employers should have policies 
and procedures in place for reporting of accidents.  Many of our member facilities 
require reporting during the shift in which the incident occurs or within 24–48 
hours. 

 
D. Prompt reporting by the employer also allows greater control in the areas of 

physician management, claims investigation, and also reduces the likelihood of 
attorney involvement or lawsuits. 

 
E. Once we receive the claim it will be reviewed for compensability.  Opening letters 

are sent to the employer and the injured employee within 24 hours of receipt for 
all lost time claims.  These letters acknowledge that we have received notice of 
the injury and instruct the employee to contact us regarding their claim.  The 
employee is also asked to sign a medical records release form and provide a list of 
all physicians that have rendered treatment to them in the past five (5) years.  
Recorded statements are required on all lost time claims.  This enables us to 
confirm the information we have received regarding the injury along with other 
pertinent details from the employee that may assist in our investigation. A 
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statement from the employee is needed before we can initiate indemnity 
benefits.  Most statements are taken by phone, but there may be occasions where 
we will need to take the statements in person. We will make every effort to 
accommodate an employee in obtaining this information. If the employee does not 
contact us within two (2) weeks of the opening letter, we will send another letter 
by certified mail to the employee advising them that if they do not contact us 
within two (2) weeks their claim will be denied.  If within that two (2) week 
period the employee fails to contact us, we will send a denial letter to you, the 
employer, and a copy of this letter to the employee denying their claim.  The same 
procedure applies to questionable medical only claims.  A sample of these letters 
is included in the back of the handbook. 

 
F. An employee’s indemnity check will not necessarily coincide with your payroll.  

If an employee has already returned to work when we receive notice of the claim, 
there should be no additional delay in his/her payment.  If, however, an employee 
is still off work, his/her benefit check will not be due until the 17th day of 
authorized disability. 

 
G. State of Alabama Workers’ Compensation Statute, Article 3, Section 25-5-59, 

provides a penalty for overdue compensation payments.  This section states if any 
installment of compensation payable is not paid without good cause within 
thirty (30) days after it becomes due, an additional ten (10) percent should be 
added and paid at the same time. 

 
I. Workers’ compensation indemnity benefits are also subject to a Statute of 

Limitations. Article 3, Section 25-5-80, Alabama Workers’ Compensation Statute, 
states that all claims for compensation will be forever barred unless within 
two (2) years from injury, parties shall have agreed upon compensation 
payable or shall have filed a verified complaint.  If indemnity has been paid, 
the Statute of Limitations tolls two years from the time of last payment.  The 
Alabama Workers’ Compensation Statute, Section 25-5-52, provides for a two 
year Statute of Limitations for occupational disease cases to conform with the 
Statute of Limitations in injury cases. 
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PAYING COMPENSATION 

 
 
 After an investigation reveals a claim to be compensable, the injured employee 
will receive compensation which is due in accordance with the Workers’ Compensation 
Statute. 
 
A. Temporary Total Disability (TTD):  The most common form of compensation 

is Temporary Total Disability (TTD), which is paid at the rate of 66 2/3 percent of 
the employee’s average weekly wage which is based on the past 52 weeks of 
earnings.  This is payable when an employee is unable to work due to a 
compensable injury.  There is a three (3) day waiting period. Temporary total 
disability payments will start on the fourth (4) day of authorized disability.  If the 
disability exists for twenty-one (21) days, then the three (3) day waiting period 
will be paid.  TTD is subject to a maximum and minimum weekly benefit as 
determined by the state every July 1st.  TTD benefits will cease when the 
employee returns to work or when he/she reaches maximum medical 
improvement (MMI).  There is no limit on the number of weeks TTD benefits 
may be paid. 

 
B. Temporary Partial Disability (TPD):  Temporary Partial Disability is payable 

when the employee, due to injury, is restricted to light duty or limited work which 
results in lower wages.  When this occurs, the employee will receive 66 2/3 
percent of the lost earnings, or the difference between what he can earn in his 
partially disabled condition and what he was making prior to the injury.  TPD 
benefits are also subject to the same maximum weekly compensation and shall not 
be paid beyond 300 weeks. 

 
C. Permanent Partial Disability (PPD):  Permanent Partial Disability is payable if 

an injury results in the loss of use of a member of the body or the body itself.  An 
impairment rating will be assigned by the treating physician.  PPD benefits are 
paid for a maximum of 300 weeks in total benefits.  PPD for injuries, other than 
for injuries to the body as a whole, are paid in accordance with a schedule of 
benefits set out in Section 25-5-57 (3) of the law.  Scheduled injuries occurring on 
or after February 1985 are subject to maximum and minimum weekly benefits for 
PPD benefits.  The minimum amount is determined in accordance with the 
average weekly wage of the state which is determined every July 1st and the 
maximum is the lesser of $220.00 and the employee’s average weekly wage. 

 
PPD benefits for unscheduled or body as a whole injuries are to be based on 
actual loss of earnings, vocational ratings, compromise basis or awarded by the 
Court.  Unscheduled injuries are subject to a maximum weekly benefit of the 
lesser of $220.00 and the average weekly wage of the employee. 
The Alabama Workers’ Compensation Statute states that for injuries occurring on 
or after August 1, 1992, if an injured worker returns to work after reaching 
maximum medical improvement at a wage equal to or greater than his/her pre-
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injury wages, he/she is entitled to a Permanent Partial Disability rating equal to 
his or her physical impairment.  It further states that the court shall not consider 
any evidence of vocational disability.  However, if the employee loses his/her job 
through no fault of his/her own within 300 weeks from date of injury, he/she may 
petition for vocational disability. 
 

D. Permanent Total Disability (PTD):  The revised definition of Permanent Total 
Disability, as defined in the State of Alabama Workers’ Compensation Statute, 
provides that total and permanent loss of sight of both eyes or the loss of both 
arms at the shoulder or any physical injury or mental impairment resulting from 
an accident, which injury or impairment permanently and totally incapacitates the 
employee from working at and being retrained for gainful employment shall 
constitute prima facie evidence of PTD but shall not constitute the sole basis on 
which an award of PTD may be based.  Various courts have ruled that Permanent 
Total Disability does not mean absolute helplessness, but means the inability to 
perform the work of one’s trade or the inability to obtain reasonable gainful 
employment.  The courts have also considered the employee’s loss of ability to 
earn or his/her earnings capacity.  The revised definition of PTD further states that 
“Any employee whose disability results from an injury or impairment and who 
shall have refused to undergo physical or vocational rehabilitation or to accept 
reasonable accommodation shall not be deemed permanently and totally 
disabled”.  Permanent Total Disability benefits will be payable as long as the 
disability exists as defined by the Workers’ Compensation Statute.  There is no 
limit as to time but benefits are subject to a maximum and minimum as 
determined every July 1st. 

 
E. Death Following Disability:  If an injury results in death and there are 

dependants, either a surviving spouse and/or children will receive benefits as 
follows: 

1. One dependant – 50% of deceased employee’s average weekly 
wage for 500 weeks. 

 
2. Two or more dependants – a total of 66 2/3% of deceased 

employee’s average weekly wage for 500 weeks. 
 
As in both examples, the amount payable will be subject to a maximum and 
minimum compensation rate that would be in effect at the time of the accident.  In 
addition to the benefits paid to the dependants of the deceased employee, the 
expense of the burial, not exceeding $3,000.00 for all claims with dates of injury 
prior to July 1, 2014 and $6,500 for all claims with dates of injury after this date, 
will also be paid. 
 
Effective May 19, 1992 a payment of $7,500.00 is to be made to the estate of a 
deceased worker who had no dependants. 

MEDICAL BENEFITS 
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A. The Workers’ Compensation Statute Section 25-5-77 provides that all 
undisputed medical bills shall be paid within 25 working days of 
receipt of claims on the approved form and, if not paid, a 10% penalty 
shall be added to the amount.  An administrative penalty may be assessed 
as well, if the employer or insurer responsible for payment fails to add the 
additional 10%. This penalty is not to exceed $500.00. 

 
B. In accordance with the Alabama Department of Labor, Administrative 

Code Rule 480-5-5-.33 “all authorized workers’ compensation claims 
shall be filed to allow processing and reimbursement within twelve (12) 
months from the date of service.  All actions against an authorized claim 
cease when the said twelve (12) month time limitation has expired” 

 
C. This makes it extremely important that bills be forwarded to the Fund 

immediately upon receipt to allow ample time to review and investigate 
charges and process for payment.  Equian currently provides bill review 
and repricing for HWCF.  We receive the benefit of PPO deductions from 
their membership with AlaMed.  This service is used on all medical bills 
subject to the State of Alabama Fee Schedule excluding pharmacy 
charges.  All pharmacy services are assigned to our Pharmacy Benefit 
Manager (PBM), Carlisle Medical.  We attempt to enroll all employees in 
this program once a claim is received.  This program has proven to be 
more cost beneficial than the repricing allowed by the State of Alabama 
Fee Schedule. 

 
D. Effective August 1, 1992 an employer shall pay an injured worker mileage 

cost for travel to and from a health care provider at the State of Alabama 
mileage rate.  It will be the employee’s responsibility to file for mileage 
reimbursement.  A sample form is included in the back of the handbook. 

 
E. The Fund will be responsible for providing written notification to medical 

providers of any disputed claims and any delay in processing of payments. 
 

F. There is no statute of limitations on medical expenses under workers’      
                        compensation. 
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PHYSICIANS 
 
 
 The process of selecting authorized treating physicians for injured 
employees is more important than ever.  Escalating medical costs associated with 
the workers’ compensation industry nationwide are forcing us to exercise greater 
control over medical treatment. 
 

A. Initial Treating Physician:  As previously stated, you, as the employer, have the 
initial choice of physician.  An employee must have medical authorization for 
treatment.  We, therefore, strongly encourage the use of a medical authorization 
form; such as, the examples in the back of this handbook. 
 

Once a physician has been authorized, the employer cannot discontinue an 
employee’s treatment with that physician unless the employee elects to do 
so.  For this reason, we must make smarter and more discriminating 
choices at the onset of the claim.  This process usually takes place prior to 
our receiving notice of the injury. We would, however, like to encourage 
your cooperation in providing us with a list of physicians you will be 
recommending for workers’ compensation employees.  We would like to 
discuss any concerns regarding potential problems in advance. 
 
Once we have been notified of the initial authorized physician, it is our 
procedure on all lost time claims to correspond with the physician to 
explain our requirements concerning medical reports, referrals, and 
equipment orders.  A sample of our standard physician letter is included in 
the back of this handbook. 

 
B. Physician Referrals:  As indicated above, we will notify the authorized physician 

that we must give prior approval to any physician for outside treatment referral 
before we will be responsible for payment of services. The injured employee will 
receive a copy of this letter.  We would appreciate your assistance in this matter.  
Please make sure your employees know that they must have prior approval.  We 
would again recommend the use of medical authorization forms.  We need to be 
notified when you are contacted regarding referrals.  Ideally, we would like to be 
included in the approval process, especially if the new physician is not on your 
list.  This allows us to send a similar letter to this physician. 
 

C. Independent Medical Examinations:  While we cannot discontinue treatment 
with an approved physician, we may require injured employees to submit for 
independent medical examinations (IME).  We frequently exercise this option 
when an approved physician does not release a patient who has no objective 
findings.  Article 3, Section 25-5-77, states that if the employee refuses to comply 
with any reasonable request for examination or refuses to accept the medical 
service which the employer elects to furnish, employee’s right to compensation 
can be suspended and no compensation will be payable for the period of refusal.  
There is no stated limit on the number of medical evaluations that the employer 
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can request.  An IME does not usually carry the same weight as the opinion of the 
authorized treating physician.  An IME report may be provided to the authorized 
physician to consider relative to their opinion or recommendations. 

 
D. Second Surgical Opinions:  One of the areas where there has been a significant 

cost increase is in the surgical procedures that are performed following on-the-job 
injuries.  We have witnessed too many surgeries that have resulted in repeat 
surgical procedures and have had negative results.  In the interest of controlling 
cost and in the well-being of the injured employees, we reserve the right to 
require second opinions on all surgeries that are not emergencies.  The 
physician for the second surgical opinion will be our choice.  We will have to 
receive and review reports from the original physician and the second opinion 
before authorization may be given. 

 
Even in the case of emergency surgery, we should be notified immediately since 
pre-certification is required on certain procedures. 

 
E. Employee’s Choice of Physician: As previously mentioned, in accordance with 

State of Alabama Workers’ Compensation Statute, if an injured employee is 
dissatisfied with the initial treating physician he/she may choose from a list of 
four (4) physicians.  This panel of physicians must be provided only once.  When 
an employee makes his/her selection, this will be his/her only authorized treating 
physician for the duration of the claim.  HWCF personnel will document this fact 
by letter to the employee, employer, the new physician, and previous authorized 
physicians.  An example of this letter is located at the back of this handbook.  We 
will work with you in preparing a list of four (4) physicians or surgeons from 
which the injured employee may select a new treating physician.  
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GROUNDS FOR DENIAL AND BURDEN OF PROOF 
 
 

 Section 25-5-51, gives the employee the right to compensation without regard to 
the employee’s negligence.  It also gives the grounds for denial of compensation.  They 
are as follows: 
 

A. Willful misconduct of the employee; 
 
B. The employee’s intention to bring about the injury or death of himself or 

another; 
 

C. Employee’s own intoxication/drugs; 
 

D. Employee’s willful failure or willful refusal to use safety appliances provided 
by the employer; and 

 
E. The willful refusal or willful neglect of the employee to perform a statutory 

duty. 
 

Section 25-5-36 and Section 25-5-51 provide that where the employer defends 
on any of these grounds, he has the burden of proving such a defense.  In the area of 
willful misconduct and burden of proof, the key to a successful defense is documentation 
by you, the employer.  A suggested means to accomplish proper documentation is to have 
a training plan to indoctrinate employees to the company’s rules and regulations and a 
company policy to ensure compliance of rules and regulations.  When a regulation is 
violated, a company policy should be in effect for warnings, documentation in the 
employee’s personnel file, and disciplinary action. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
 

 

20 

POLICIES 
 
 
The following are policies of the Healthcare Workers’ Compensation Fund based 
on our understanding of the Alabama Worker’ Compensation Law at the present 
time.  However, changes occur frequently in case law.  We have established these 
policies for the following recurring situations.  It is our practice, however, to 
investigate each claim on an individual basis and to monitor current legal trends.  
In circumstances where coverage is questionable, we occasionally file a Motion 
for Declaratory Judgment to ask the court for guidance.  These policies are subject 
to change. 
 
A. Injuries Sustained While Playing Sports or Games.  We do not pay for 

injuries sustained while an employee is playing for a hospital team.  
However, if the hospital sponsors a team to the degree that they provide 
equipment, uniforms, etc., we may have to consider payment of claims 
made for injuries incurred by employees.  These claims will have to be 
investigated on a case-by-case basis. 

 
B. Outside Hospital Functions.  We will not be responsible for injuries 

sustained while employees are attending hospital-sponsored functions 
such as parties, picnics, etc., unless employees are required to attend. 

 
C. Idiopathic Falls.  Injuries resulting from falls caused by purely personal 

conditions are not compensable.  There must be some causal connection 
between the fall and the employment environment. 

 
D. Chicken Pox and Communicable Diseases.  For a disease to be 

compensable, it must be caused solely by a hazard recognized as peculiar 
to a particular trade, process, occupation or employment, which occurs as 
a direct result of exposure over a period of time to normal working 
conditions.  We, therefore, do not pay for claims for chicken pox, viruses, 
etc., which are common to the population in general.  An exception for 
chicken pox might be when an employee works on a pediatric floor and 
there is a documented exposure.  This would only be in the case where the 
employee has actually contracted chicken pox and not for precautionary 
leave due to employee’s potential to be contagious.  Again, claims will 
have to be investigated on an individual basis. 

 
E. Injuries Occurring During Lunch/Breaks.  Under normal 

circumstances, injuries occurring during an employee’s lunch break would 
not be covered under workers’ compensation.  However, as is the case in 
most hospitals, if your employees only have a 30-minute break for lunch 
and are required to remain in the building, we will consider payment of 
claims for injuries occurring in the hospital cafeteria. 
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Likewise, injuries occurring during employer sanctioned breaks in 
authorized area of the workplace will have to be considered for payment 
of compensation.  These claims will be carefully reviewed on an 
individual basis. 

 
F. Needlesticks.  The Healthcare Workers’ Compensation Fund does not 

cover the cost of drawing blood from a source patient when an exposure 
occurs. 

 
G. Exposures to the unborn.  We are not responsible for any indirect 

exposure or damage to the unborn since workers’ compensation is only for 
injuries to the employee. 

 
H. Family Members.  Likewise, we are not responsible for treatment of 

family members exposed by employees who have contracted an 
occupational disease. 

 
I. Cumulative Trauma/Repetitive Motion Disorders.  It is the policy of 

HWCF to thoroughly investigate each claim for cumulative 
trauma/repetitive motion disorder.  These claims have a higher standard of 
proof of “clear and convincing evidence” that the injury “arose out of and 
in the course of employment”.  According to Alabama Statute, 25-5-81 
(c), proof by “clear and convincing evidence” requires a level of proof 
greater than a “preponderance of evidence” or the substantial weight of the 
evidence, but less than “beyond a reasonable doubt”.  We will be sending 
a letter/questionnaire to you, the employer, to complete when we receive 
notice of a cumulative trauma claim.  A copy of this letter is included in 
the appendix.  The date of injury for repetitive motion injuries is the date 
of last exposure. 

 
J. Latex/Occupational Exposure/Allergies.  If you have an employee with 

an occupational exposure claim which requires referral for treatment, 
please contact your claims representative for a list of suggested 
physicians. 
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EMPLOYER INVOLVEMENT 
 
 

 The Healthcare Workers’ Compensation Fund belongs to the members 
participating in the Fund.  Money that is saved by controlling the cost of claims 
administration benefits you, the member, and not an insurance company.  We ask for and 
encourage your involvement in the administration of claims.  There are several items of 
information that you have available which may be important in claims administration, 
some of which are not required when the claim is initially reported.  Examples of this 
information are: 
 

A. Length of Employment.  An employee’s past medical/injury history becomes 
extremely important on recent hires.  Likewise, serious injuries to long term 
employees can have significant impact on the ultimate value of a claim. 

 
B. Witnesses.  This will be very important in questionable claims since we have 

the burden of proof in the denial of a claim.  Names of witnesses, as well as 
written statements, will be very helpful. 

 
C. Video Monitoring.  If your facility monitors areas by video camera where an 

injury occurred, please obtain and secure a copy for use in our investigation 
process. 

 
D. Suspicious Claims.  You, as the employer, may have access to details about a 

reported accident which may appear suspicious or questionable such as late 
reporting; no witnesses; or claims occurring early into shift, following a 
holiday or weekend, etc. which would be beneficial to our claims 
investigation. 

 
E. Prior Problems.  Please bring to our attention any knowledge you may have 

that an individual has had previous injuries or pre-existing medical problems 
that may be related to the injury now being reported. 

 
F. Choice of Physician.  You, the employer, have the choice of physician.  As 

discussed earlier, this is most important. 
 

G. Drug Testing.  Effective August 1, 1992, drug testing may be performed on 
an employee who has filed a report for an on-the-job injury.  This drug test 
must be performed in accordance with the Department of Transportation 
regulation 49 C.F.R. Part 40.  No compensation shall be allowed if the 
employee refuses to submit to the drug test, this does not include medical 
benefits.  Before this action may be taken, all employees must be notified 
that refusal to submit to a drug test will forfeit the employee’s right to 
recover compensation benefits.  Section 25-5-51, has been clarified to 
disqualify a claim if an accident was caused by the employee being impaired 
by illegal drugs, as well as alcohol.  The employer still must be able to prove 
that the accident was due to the impairment. 
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H. Misrepresentation on Application.  Effective August 1, 1992, the Alabama 

Workers’ Compensation Statute provides that no compensation shall be 
allowed if an employee knowingly and falsely misrepresents his or her 
physical or mental condition and that condition is aggravated or re-injured. 
This does not include medical benefits.  It will be important for each member 
to bring any misrepresentation to our attention.  Caution is advised in this area 
due to ADA restrictions.  Also, the employer has a responsibility to provide 
the employee with a written warning in bold print at the time the offer of 
employment is made or when conditions previously placed on a conditional 
offer of employment are removed.  This warning should state 
“Misrepresentations as to pre-existing physical or mental conditions may 
void your workers’ compensation benefits.”  We request a copy of the 
employee’s health screening and employment application on all lost time 
claims.  This request is made in our opening letters to you, the member.  A 
copy of this letter is enclosed in the back of this handbook. 

 
I. Set-Off For Other Recoveries.  Effective August 1, 1992, Section 25-5-7 (6) 

(c), allows for a set-off to compensation benefits paid to an injured worker if 
they receive other forms of payment such as employer paid disability plan, 
retirement plan, or sick pay plan.  It will be the responsibility of the 
employer to monitor this situation and make us aware of any payments 
the employee is receiving for employer paid plans.  This may be negated 
due to language in the disability policy. 

 
J. Subrogation.  Effective August 1, 1992, Section 25-5-11 (2), extends an 

employer’s subrogation rights to include medical and vocational benefits, as 
well as compensation benefits.  It will be important to report any third party 
involvement so we may investigate and pursue our rights under this section.  
This includes any companies contracted in your facility to perform work. 

 
K. Surveillance.  We often obtain surveillance on employees who are out of 

work because of alleged on-the-job injuries.  We believe surveillance may be 
very beneficial in reducing claim costs either by allowing the treating 
physician to observe the employee’s actual functioning ability or for use in 
impeaching the plaintiff’s testimony in litigation cases.  The employer can be 
extremely helpful in this process by providing tips when there are concerns 
about a claimant, providing information about known activities/employment, 
providing descriptions/photographs, and verifying identification of employee.  
Once HWCF is contacted, we will be responsible for making the assignment 
to the surveillance company. 

 
We ask that any information you have regarding these issues be submitted to 

us in writing when you report a claim. This will make us aware of any concerns or 
suspicions you may have on a claim so that an appropriate investigation may be 
conducted. 
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NOTIFICATION OF RETURN TO WORK 
 
 
 An employee is occasionally released to return to work on light duty.  This release 
does not mean that you have to return them to their previous job, making allowances 
for their restrictions.  You may return them to other areas or departments where you 
may have openings within their limitations.  If this results in a reduction in the pre-
injury earnings, we will supplement this income with Temporary Partial Disability 
benefits.  This will reduce the cost of the claim and many times will actually result in 
the employee returning to his/her regular employment ahead of schedule. 
 
 
 
 
 
 
 

COMPENSATION CHECKS 
 
 
 It is our policy to mail employee’s benefit checks to the employer.  We request 
that you have the employee personally pick up their check unless they are medically 
prevented from doing so, or other arrangements have been agreed upon by HWCF 
and the employer.  The reason we encourage this policy is that it will enable you to 
maintain personal contact with these individuals. 
 
 If health problems necessitate benefit check being released to family members, we 
recommend that you have a signed request from the employee.  We also recommend 
that you require identification from the person obtaining the check. 
 
 When an employee is represented by an attorney, the attorney frequently instructs 
us to mail the checks to their law office or directly to the employee.  We will notify 
you if this occurs. 
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COMMUNICATIONS 

 
 

A. Electronic Submission.  Claims must be electronically filed with the 
State of Alabama Department of Labor.  HWCF offers electronic 
submission of claims through our member’s portal.  The portal may be 
accessed through the HWCF website, www.hwcf.net.  This service is 
offered at no additional cost to our members.  If you are unable to utilize 
this process, please contact your claims representative for other filing 
options. 

 
B. E-Mail.  All claims staff e-mail addresses have been provided in the 

contact section of this manual.  Please feel free to contact us in this 
manner.  We will make every effort to respond to you in a timely manner. 

 
C. Written Correspondence.  When we receive inquiries by mail, we will 

make every effort to respond promptly.  However, please allow the 
previously addressed turnaround time before follow up.  To help keep you 
informed on claim files, all correspondence initiated by HWCF will be 
copied to member facilities.  We will also advise you of any settlement 
negotiations or court findings. 

 
D. Telephone Calls.  We receive many calls and make every effort to return 

your important telephone messages in a timely manner.  We are here to 
serve you, but we represent many facilities and process a high volume of 
claims and payments each day.  In order to allow us to more efficiently 
handle your claims, we would request that you leave a detailed message 
outlining the nature of your call.  Your understanding will be appreciated. 

 
E. Facsimile Telephone Communication.  Please do not FAX First Reports 

of Injury unless we have specifically requested that you do so.  We request 
that you do not FAX important legal documents unless they are followed 
up by the original document through the mail. 

 
F. Member’s Portal. HWCF members have the capability to submit claims 

and view claims data which includes financial transactions, adjuster notes 
and loss run reports.  Members may access the portal at www.hwcf.net 
and clicking on the Members Resource tab. 

 
 
 
 
 
 
 
 

http://www.hwcf.net/
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LAWSUIT PROCEDURES 
 
 
 CAUTION!!! “SUMMONS AND COMPLAINT’ are words that you 
should pay close attention to.  Anytime you see a document with either or both of 
these words captioned on it, please bring that document to the attention of your 
administration immediately.  You may be served several ways including certified 
mail or by a representative from the Sheriff’s Department. 
 
 When your facility is served with a Summons and Complaint, you only 
have a certain number of days in which to respond (30 days for workers’ 
compensation cases filed in Circuit Court).  If a complaint is not answered in the 
time allowed by Statute, then the plaintiff can ask for a default judgment, 
regardless of the facts surrounding the file. 
 
 If your facility is served with suit papers and HWCF is not notified within 
an appropriate time so that legal representation may be obtained and an answer 
timely filed, your rights may be waived and your coverage with HWCF may be 
voided. 
 
 This is a serious matter and could have far-reaching implications if not 
properly handled.  Please talk with the appropriate personnel at your facility and 
take all steps necessary to notify HWCF immediately upon service of a Summons 
and Complaint.  We recommend that your facility have a policy which addresses 
who may accept service of a lawsuit. Your cooperation will be appreciated. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 



 

 
 

 

27 

FRAUD 
 
 
 On April 28, 1994, Governor Folsom signed into law Statute 13A-11-124.  
This Act provides that any person who makes or causes to be made any 
knowingly false or fraudulent material statement or material representation for the 
purpose of obtaining compensation as defined in Section 25-5-1 (1), Code of 
Alabama 1975, as amended, for himself or herself or any other person is guilty of 
a Class C felony.  Conviction of a Class C felony carries a sentence of one (1) to 
ten (10) years in prison. 
 
 As providers of your workers’ compensation coverage, it is the policy of 
the Healthcare Workers’ Compensation Fund to review any possible violation 
whenever there is suspicion of fraud in obtaining workers’ compensation benefits. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

SAMPLE FORMS AND INSTRUCTIONS 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



I 
 
 
 

 
 

APPENDIX TABLE OF CONTENTS 
 
 
 

INSTRUCTIONS FOR COMPLETION OF THE EMPLOYER’S 
FIRST REPORT OF INJURY 
 

PAGE   II 

SAMPLE FIRST REPORT OF INJURY 
 

PAGE   IV 

LIST OF CODES FOR FIRST REPORT OF INJURY 
 

PAGE   V 

DESCRIPTION OF CODES 
 

PAGE   VI 

SAMPLE MEDICAL AUTHORIZATION FORM 1 
 

PAGE   XX 

SAMPLE MEDICAL AUTHORIZATION FORM 2 
 

PAGE   XXI 

STATE’S SCHEDULE OF MAXIMUM AND MINIMUM WAGES 
 

PAGE   XXII 

STATE’S SCHEDULE OF MILEAGE REIMBURSEMENT RATE 
 

PAGE   XXIII 

SAMPLE WAGE STATEMENT 
 

PAGE   XXIV 

SAMPLE OPENING LETTER TO EMPLOYER 
 

PAGE   XXV 

SAMPLE OPENING LETTER TO EMPLOYEE 
 

PAGE   XXVI 

SAMPLE AUTHORIZATION FOR RELEASE OF RECORDS 
 

PAGE   XXVII 

SAMPLE PHYSICIAN LISTING 
 

PAGE   XXVIII 

SAMPLE TWO WEEKS WARNING LETTER TO EMPLOYEE 
 

PAGE   XXIX 

SAMPLE DENIAL LETTER TO EMPLOYER FOR “NO 
STATEMENT’ 
 

PAGE   XXX 

SAMPLE PHYSICIAN’S LETTER 
 

PAGE   XXXI 

SAMPLE CHANGE OF PHYSICIAN LETTER 
 

PAGE   XXXII 

SAMPLE MILEAGE REIMBURSEMENT FORM 
 

PAGE   XXXIV 

SAMPLE REPETITIVE MOTION DISORDER QUESTIONNAIRE 
 

PAGE   XXXV 

SAMPLE POST-OFFER PRE-EMPLOYMENT 
QUESTIONNAIRE 

PAGE   XXXVII 

 
 



II 
 
 
 

 
 
 

INSTRUCTIONS FOR COMPLETION 
OF THE 

STATE OF ALABAMA EMPLOYER’S FIRST REPORT OF INJURY 
 
 
HWCF offers electronic reporting of claims through our member’s portal.  You 
may access the portal at the HWCF website, www.hwcf.net .  If you are unable to 
utilize this process, please contact your claims representative for alternative filing 
options.  If you need to complete a First Report of Injury, the following is 
instructions for completing the State of Alabama Employer’s First Report of 
Injury.  The State of Alabama Department of Labor requires that this form be 
completed in full prior to submission.  Therefore, all incomplete forms will be 
returned for completion. 
 
Line 1-2. Leave blank. 
Line 3. Case number from log maintained for OSHA. 
Line 4. Employer’s name.  
Line 5-9. Employer’s physical address. 
Line 10-14. Employer’s mailing address and telephone number. 
Line 15. Employer’s Federal ID number. 
Line 16. Employer’s U.C. account number.  This is the employer’s 

unemployment compensation account number.  This number can 
be obtained from your payroll department since it is used in 
various reports to the State as it applies to unemployment 
compensation. 

Line 17. May leave blank. 
Line 18. Healthcare Workers’ Compensation Fund. 
Line 19. HWCF Federal I.D. number is 87-0693453. 
Line 20. Group Fund should be indicated.  Members of HWCF have 

individually assigned numbers from the State of Alabama.  This 
number is located on your current Fund Coverage Agreement.  It 
should appear as G-08______.  If you are unable to locate this 
number, please contact your claims representative. 

Line 21-27. HWCF mailing address-P.O. Box 211359 Montgomery, Alabama 
36121.  Telephone number is 334-271-5515. 

Line 28-43. Employee information. 
Line 44. Employee’s date of hire. 
Line 45. Occupation description.  Please write out job title.  No 

abbreviations. 
Line 46. Number of days the employee works per week. 
Line 47. Wages of the employee.  HWCF prefers you to provide wages on a 

weekly basis if possible. 
Line 48. This indicates how wages are represented. 
Line 49. Advise if employee received full pay for the date of injury. 
 
 

 
 

http://www.hwcf.net/
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Line 50. Indicate if employee’s wages continued. 
Line 51. Date the employee’s injury occurred. 
Line 52. Time injury occurred. 
Line 53. Time employee began work on the date of injury 
Line 54. The first day that the employee lost time due to this injury. 
Line 55. Date of death 
Line 56-60. Please include exact description of location within facility or off-

site location, as well as complete address. 
Line 61. Indicate if the injury occurred on your premises. 
Line 62. The first day that the employer (supervisor, manager, etc.) was 

notified either orally or in writing that an on-the-job injury 
occurred. 

Line 63. This should include details of how the injury occurred, what the 
employee was doing at the time of the injury, and specific body 
part injured (i.e., right arm, left leg). 

Line 64. Nature of injury code.  A list of codes and descriptions are 
provided. 

Line 65. Part of body code.  A list of codes and descriptions are provided. 
Line 66. Cause of injury code.  A list of codes and descriptions are 

provided. 
Line 67. Indicate type of treatment employee received at the time of injury. 
Line 68-72. Name and address of facility that provided treatment for injured 

employee. 
Line 73. Name of physician that rendered treatment to employee. 
Line 74-76. Advise if employee has returned to work along with date/time. 
Line 77. Date First Report of Injury was completed. 
Line 78-81. Name, title and telephone number of person completing form (not 

the injured employee). 
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MEDICAL AUTHORIZATION FORM 1 
 
 
To:    Dr._________________________________ 
Employee:   ____________________________________ 
Date of Occurrence:  ____________________________________ 
Nature of Illness/Injury: ____________________________________ 
 
This employee has reported an on-the-job injury/illness and is being referred for an initial 
evaluation.  Please consider this form, if signed by the employer, authorization to obtain a 
urine drug screen, perform evaluation including necessary diagnostic procedures and 
provide emergency medical treatment in accordance with the provisions of and under 
conditions prescribed by the State of Alabama Workers’ Compensation Statute. 
 
A report of this injury/illness is being forwarded to our workers’ compensation carrier 
 
  Healthcare Workers’ Compensation Fund 
  P.O. Box 211359 
  Montgomery, Alabama  36121-1359 
  1-800-821-9605 
 
for investigation and handling.  Any requests for further treatment should be directed to 
our carrier.  Unless prior approval is given for hospital admission, referral to another 
physician or outpatient facility, or equipment rental/purchase; the patient will be 
responsible for payment of charges.  Chart notes must be attached to all bills submitted 
for payment.   
 
____________________________          ______________________ __________ 
Signature           Title    Date 
 
________________________________________________________________________ 
 

CERTIFICATE TO RETURN TO WORK 
 
___________________________ has been under my care from _____________ to 
(patient’s name)                                                                                                               (date) 
_________________ and is able to return to work on _______________. 
(date)                                                                                                         (date) 
 
Diagnosis:__________________________________________________________ 
Return to Regular Duty _____________  Return to Alternate Duty_____________ 
Limitations, if any, ___________________________________________________ 
___________________________________________________________________ 
 
Signature:_______________________________  Date:_______________________ 
Name:     Dr._____________________________ 
Address: ________________________________ 
               ________________________________ 
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MEDICAL AUTHORIZATION FORM 2 
 
 
To:    Dr._________________________________ 
Employee:   ____________________________________ 
Date of Occurrence:  ____________________________________ 
Nature of Illness/Injury: ____________________________________ 
 
This employee has reported an on-the-job injury/illness and is being referred for 
evaluation/treatment.  The employee has already received an initial evaluation, drug 
screen and emergency treatment. Employee’s medical records are attached.  Please 
consider this form, if signed by the employer, authorization to perform additional 
evaluation including necessary diagnostic procedures and provide medical treatment in 
accordance with the provisions of and under conditions prescribed by the State of 
Alabama Workers’ Compensation Statute. 
 
A report of this injury/illness is being forwarded to our workers’ compensation carrier 
 
  Healthcare Workers’ Compensation Fund 
  P.O. Box 211359 
  Montgomery, Alabama  36121-1359 
  1-800-821-9605 
 
for investigation and handling.  Any requests for further treatment should be directed to 
our carrier.  Unless prior approval is given for hospital admission, referral to another 
physician or outpatient facility, or equipment rental/purchase; the patient will be 
responsible for payment of charges.  Chart notes must be attached to all bills submitted 
for payment.   
 
____________________________          ______________________ __________ 
Signature           Title    Date 
 
________________________________________________________________________ 
 

CERTIFICATE TO RETURN TO WORK 
 
___________________________ has been under my care from _____________ to 
(patient’s name)                                                                                                               (date) 
_________________ and is able to return to work on _______________. 
(date)                                                                                                         (date) 
 
Diagnosis:__________________________________________________________ 
Return to Regular Duty _____________  Return to Alternate Duty_____________ 
Limitations, if any, ___________________________________________________ 
___________________________________________________________________ 
 
Signature:_______________________________  Date:_______________________ 
Name:     Dr._____________________________ 
Address: ________________________________ 
               ________________________________ 
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Wage Statement 
 

HEALTHCARE WORKERS’ COMPENSATION FUND 

Employer:  Date Employed:  
Employee:  Date Disability Began:  
Date of Injury:    
Claim Number:    
Please complete this Wage Statement form and return to us as soon as possible.  This should include the employee’s 
gross wages for the 52 week period prior to the date of injury. 

SCHEDULE OF WEEKLY EARNINGS 

Week 
No. 

Week 
From              To 
Date               Date 

Amount 
Paid 

Number of 
Days 

Worked * 

   

Week 
No. 

Week 
From               To 
Date              Date 

Amount 
Paid 

Number 
of Days 
Worked * 

1      *    27      * 
2          28       
3          29       
4          30       
5          31       
6          32       
7          33       
8          34       
9          35       

10          36       
11          37       
12          38       
13          39       
14          40       
15          41       
16          42       
17          43       
18          44       
19          45       
20          46       
21          47       
22          48       
23          49       
24          50       
25          51       
26          52       

TOTAL  
CARRIED FORWARD 

     
GRAND TOTAL 

   

*Please indicate by placing an “X” in this column if the employee lost more than seven consecutive days during this 
pay period.  If employee was paid on other than weekly basis explain fully. 

Benefits Monthly Amount Paid by 
Employer 

Are Payments to be continued During Disability? 

Health Insurance  Yes          No Date Discontinued 

Life Insurance  Yes         No  

Disability Insurance  Yes         No  

Other:   Yes         No  

I certify that the above is a true copy of payroll record of the Employee’s earnings as shown on Employer’s records. 

Signed  
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Opening Letter to Employer 
 

 
 
 
 
 
RE:   Claim Number:  
         Employee:  
         Date of Alleged        
         Injury/Illness: 

 

         Report Date:  
         Date Received by HWCF:  
         Adjuster Assigned to File:  
 
 
Dear  
 
The above workers’ compensation claim file has been opened with the Healthcare 
Workers’ Compensation Fund.  We will be immediately investigating this alleged 
injury/illness. 
 
To assist us in this process, please promptly forward the Employee’s pre-employment 
health screening, employment application, photo I.D, all medical records and bills related 
to treatment of this injury/illness to the above address.  We have enclosed a wage 
statement that will need to be completed and returned to us as soon as possible.  This 
should include the Employee’s gross wages for the 52 week period prior to the date of 
injury. 
 
Any additional facts which may be important to the investigation of this accident, 
including potential third party involvement, should also be ascertained and forwarded as 
soon as possible.  We welcome your involvement and appreciate your assistance in this 
process.  Thank you. 
 
Sincerely, 
 
 
 
<Manual Fill In> 
Workers’ Compensation 
<Manual Fill In> 
Encl. - Wage Statement 
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Opening Letter to Employee 
 
 
 
 
 
 
 
RE:  Claim Number:  
        Employer:  
        Date of Alleged Injury/Illness:  
 
Dear  
 
The above workers’ compensation claim has been submitted by your employer to the 
Healthcare Workers’ Compensation Fund.  We will be conducting an investigation into 
the compensability of your claim.  Please contact me at your earliest convenience to 
schedule a recorded statement. 
 
Enclosed is a medical records release form and a physician listing.  Please complete, sign, 
and return these forms to the below address. This information is necessary to complete 
our investigation into your claim for workers’ compensation benefits. 
 
If your claim is determined to be compensable, and benefits are paid by the Healthcare 
Workers’ Compensation Fund, please be advised that we have subrogation rights for the 
amount paid for medical and/or indemnity.  Should you receive payment from a third 
party for liability associated with this injury, we would be entitled to reimbursement. 
 
Your prompt response will be beneficial in expediting your claim.  Should you have any 
questions or need assistance, please contact us. 
 
Sincerely, 
 
 
 
<Manual Fill In> 
Workers’ Compensation  
<Manual Fill In> 
 
cc:  <Contact> 
      «InsuredCompanyName» 
 
Encls 
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MEDICAL AUTHORIZATION/RELEASE 

 
RE:  
 

Please make available to Healthcare Workers’ Compensation Self-Insurance Fund 
(HWCF), or any of their agents, any and all information they request concerning any 
hospitalization and treatment including, but not limited to, my entire medical records, hospital 
records, reports, charts, x-rays, health screenings, etc., concerning any diagnosis and/or treatment 
of myself at any time whatsoever, for their use in the investigation of my workers’ compensation 
claim.  I recognize that the disclosure of such information may include disclosure to Employees of 
Healthcare Workers’ Compensation Self-Insurance Fund (HWCF), their attorneys, agents, experts 
retained by or on behalf of the firm and other individuals and entities in the ordinary course of this 
investigation, and I consent to such disclosure.   You are further authorized and requested to 
discuss with them any history or findings you have regarding me or my condition and I do hereby 
expressly waive any right I may have of privilege as your patient. 

This authorization, waiver of privilege and release is made voluntarily and is extended not 
only to the Healthcare Workers’ Compensation Self-Insurance Fund (HWCF), but also to any of 
their agents. 

  This authorization, waiver of privilege and release is made with knowledge of my rights 
pursuant to the Health Insurance Portability and Accountability Act of 1996 (HIPAA), 45 C.F.R. § 
160 and 164, et seq., and I further waive any and all claims against Healthcare Workers’ 
Compensation Self-Insurance Fund (HWCF), their attorneys, agents, experts retained by or on 
behalf of Healthcare Workers’ Compensation Self-Insurance Fund (HWCF) and other individuals 
and entities in the ordinary course of this investigation, as well as  you, your Employer, Employees 
and agents, associated with the disclosure of the requested records and information as described 
herein. 

This authorization, waiver of privilege and release expires upon the final disposition of this 
claim for workers’ compensation benefits.  I am aware that I may revoke this authorization, waiver 
of privilege and release at any time, in writing; however, such revocation does not have any effect 
upon disclosures made pursuant to this authorization, waiver of privilege and release, prior to such 
revocation.   

 
Date:____________ Signature________________________  Date of Birth ___________ 
                                             
 
Witness: _______________________________  
 
                                                     GINA DISCLAIMER 
 The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits Employers and other 
entities covered by GINA Title II from requesting or requiring genetic information of an individual 
or family member of the individual, except as specifically allowed by this law. To comply with this 
law, we are asking that you not provide any genetic information when responding to this request 
for medical information. "Genetic Information" as defined by GINA includes an individual's 
family medical history, the results of an individual's or family member's genetic tests, the fact that 
an individual or an individual's family member sought or received genetic services, and genetic 
information of a fetus carried by an individual or an individual's family member or an embryo 
lawfully held by an individual or family member receiving assistive reproductive services.   
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Physician Listing 
 
 
 
 
 

Please list all the physicians who have rendered treatment to you within the last five 
years and any physicians that you have ever seen for similar complaints to your 

alleged on the job injury. 
 

1. Name________________________________Phone_________________ 
Speciality __________________________________________________ 

      Address____________________________________________________ 
2. Name________________________________Phone_________________ 

Speciality __________________________________________________ 
      Address____________________________________________________ 

3. Name________________________________Phone_________________ 
Speciality __________________________________________________ 

      Address____________________________________________________ 
4. Name________________________________Phone_________________ 

Speciality __________________________________________________ 
      Address____________________________________________________ 

5. Name________________________________Phone_________________ 
Speciality __________________________________________________ 

      Address____________________________________________________ 
6. Name________________________________Phone_________________ 

Speciality __________________________________________________ 
      Address____________________________________________________ 

7. Name________________________________Phone_________________ 
Speciality __________________________________________________ 

      Address____________________________________________________ 
8.   Name________________________________Phone_________________ 
      Speciality ___________________________________________________ 
      Address____________________________________________________ 

 
Please attach a separate sheet of paper if more space is needed. 

 
 

Claimant’s Name:   
 

Claim Number:  
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                               Claimant Two Week Warning Letter 
 
 
 
 
 
 
 
 
 
RE: Employer:  
       Date of Injury:  
       Claim Number:  
 
Dear: 
 
We are the workers’ compensation carrier for your employer.  We have been unsuccessful in our 
attempts to contact you regarding your workers’ compensation claim.  Please contact me at        1-
800-821-9605 so that I may obtain a recorded statement from you regarding this matter.  Please 
be advised that without this information we cannot complete our investigation into your claim and 
no benefits will be paid. 
 
If we do not hear from you within two weeks from the date of this letter, we will assume that you 
do not wish to pursue this claim.  In which case, the State of Alabama Department of Labor 
Workers’ Compensation Division will be notified that your claim is being denied based on our 
inability to adequately investigate this claim.  Your claim file will be closed at that time. 
 
I look forward to hearing from you in the near future.  Should you have a problem complying 
with our request, please contact us or your employer as soon as possible. 
 
Sincerely, 
 
 
 
<Manual Fill In> 
Workers’ Compensation 
<Manual Fill In> 
 
cc: <Manual Fill In> 
     «InsuredCompanyName» 
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Denial Letter to Employer 
 
 
 
 
 
 
 
 
 
 
RE: Employee:  
       Date of Alleged Injury:  
       Claim Number:  
 
Dear <Contact-Manual Fill In>: 
 
We have received an Employer’s First Report of Injury Form on the above Employee and 
have been unable to contact them at the address provided.  We must deny payment of this 
claim until the Employee can be contacted and a statement taken regarding the alleged 
injury.  If the Employee should contact you regarding this claim, please have them 
contact us so that we may complete our investigation.  Should you have any questions, 
please feel free to contact me. 
 
Sincerely, 
 
 
 
<Manual Fill In> 
Workers’ Compensation  
<Manual Fill In> 
 
cc: Claimant 
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Opening Letter to Physician 
 
 
 
 
RE: Employer:  
       Employee:  
       Claim Number:  
       Date of Injury:  
       Adjuster:  
 
Dear Manual Fill In: 
 
We are the workers’ compensation carrier for the above patient’s employer.  In order to 
evaluate this claim, it is essential that we receive a narrative medical report on your 
treatment of this patient. 
 
Since this is a workers’ compensation claim, we will need to be updated periodically if 
treatment is to continue.  These reports will need to include a statement, as to your 
opinion, of the employee’s ability to work.  We would also appreciate prompt written 
notification if this patient has reached maximum medical improvement, has been released 
to return to work, or has sustained any permanent partial impairment as a result of this 
on-the-job injury. 
 
If this patient requires testing, hospital admission, treatment by any outside facility, 
physician referral, equipment rental or purchase, we will need to be contacted for 
authorization in advance.  Healthcare Workers’ Compensation Fund will not be 
responsible for payment of unauthorized services.  If prior approval is not given, the 
patient will be responsible for payment of these charges.  We also reserve the right to 
obtain a second opinion if surgery is recommended. 
  
If you will forward your bill for services to date, it will receive prompt attention.  Your 
cooperation is greatly appreciated. 
 
Sincerely, 
 
 
 
<Manual Fill In> 
Workers’ Compensation 
<Manual Fill In> 
 
cc:<Manual Fill In> 
     «InsuredMailName»  
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     Claimant 
 
 
 
 

Change of Physician Letter 
 
 
 
 
 
 
RE:  Claim Number :  
 Claimant :  
 Insured :  
 Date of Injury :  
 
Dear  
 
You have expressed dissatisfaction with your current authorized treating physician, Dr.                             
and have requested to see another physician.  We are providing you with the below 
panel of four physicians from which you may choose another physician.   
 

1. Dr.  
2. Dr.  
3. Dr.  
4. Dr.  

 
 

Please be advised that the physician you choose from this panel will be your authorized 
treating physician for the remainder of this claim.   If testing, hospital admission, 
treatment by an outside facility or physician referral is required, please contact 
Healthcare Workers’ Compensation Fund for prior approval.  
 
Please confirm your choice by completing the attached form and returning it to my 
attention as promptly as possible.     Should you have any questions, please do not 
hesitate to contact me at 334-323-       . 
 
Sincerely,  
 
 
 
 
Claims Adjuster  
HWCF 
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Claim Number :  
Claimant :  
Insured :  
Date of injury : 
 
 
I,                        , choose Dr.   ________________________, to be my authorized treating 
physician from the panel of four physicians provided to me by Healthcare Workers 
Compensation Fund. 
 
I understand that this physician will be my authorized treating physician for the 
remainder of this claim. Unless prior approval is given, the chosen physician is the only 
doctor authorized to treat me for this on-the-job injury. If testing, hospital admission, 
treatment by an outside facility or physician referral is required; I understand 
Healthcare Workers’ Compensation Fund will need to be contacted for prior approval.  
 
You may send this form to me by the following options: 
 
Mailing Address 
P.O. Box 211359  
Montgomery, AL 36121 
 
Fax - 334-386-4529 
Email –  
   
 
  
 
Sign:  _____________________________           ______________________________ 
   Print            Signature 
 
Date:  ______________________________ 
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   MILEAGE REIMBURSEMENT FORM 

 
 
Employee:   
 
Employer:    
 
Date of Injury: 
 
 
 
Date of Destination  From       Purpose of  Round Trip 
Service_    ________________     ____________    _____Trip_____       Mileage_ 
 
_______    ________________     _____________     _______________     ________ 
 
_______    ________________     _____________     _______________     ________ 
 
_______    ________________     _____________     _______________     ________ 
 
_______    ________________     _____________     _______________     ________ 
 
_______    ________________     _____________     _______________     ________ 
 
_______    ________________     _____________     _______________     ________ 
 
_______    ________________     _____________     _______________     ________ 
 
_______    ________________     _____________     _______________     ________ 
 
 
I certify that the above form reflects an accurate account of authorized medical visits and 
the correct mileage traveled. 
 
__________________________________ 
 Signature 
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Repetitive Motion Disorder Questionnaire 
 
 

 
 
 
 
RE: Employee:  
       Date of Alleged Injury:  
       Claim Number:  
 
Dear <Contact-Manual Fill In>: 
 
We have received a workers’ compensation claim on the above employee for a repetitive motion 
disorder.  The following questions must be answered to help us determine the compensability of the 
submitted claim.  Please feel free to return the requested information on this form in the space 
provided. 
 
1. How long has the above employee been performing this job? 
 
2. What functions, if any, of the employee’s job might possibly contribute to this repetitive motion 

disorder? 
 
3. How many hours per day does the employee perform these tasks? 
 
4. Have any other employees, performing the same duties, been affected by a similar repetitive 

motion disorder? 
 
5. If yes, please list these employees and provide lengths of employment and number of hours duties are 

performed daily. 
 
6. Please investigate as to the employee’s hobbies/extracurricular activities and provide us with a 

list. 
 
7. Please attach a copy of the employee’s employment application and job description. 
 
8. Has the employee ever had a similar condition or complaint?  If so, please describe in detail. 
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Please be advised that no benefits will be paid until this investigation has been completed.  Once we 
have received and reviewed the above information, we will make a determination as to whether the 
repetitive motion disorder meets the standard of proof to be a compensable injury. 
 
Thank you for your assistance in this matter.  If you have any questions, please contact me. 
 
Sincerely, 
 
 
 
<Manual Fill In> 
Workers’ Compensation 
<Manual Fill In> 
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POST-OFFER, PRE-PLACEMENT HEALTH QUESTIONNAIRE 
 

NAME: ______________________________ DATE: ___________________________ 
 
SSN: ________________ ADDRESS: _________________________________________ 
 
PHONE: __________________ DOB: ______________ SEX: ________________ 
 
DEPARTMENT: ____________________ SUPERVISOR: __________________________ 
 
POSITION: __________________ PERSONAL PHYSICIAN: _______________________ 
 
PHYSICIAN’S PHONE: ______________ DATE OF LAST EXAM: ______________ 

Have you ever had or do you have any of the following?  If Yes, please explain under 
remarks and indicate when each occurred? 
 
1. Skin problems or chronic rash  Yes  No  34.  Tendonitis   Yes  No 
2. Shoulder/elbow/hand pain           Yes  No  35.  Broken bones  Yes  No 
3. Carpal tunnel syndrome  Yes  No  36.  Bone or joint problems Yes  No 
4. Numbness or tingling in arms/    37.  Neck pain/injury  Yes  No 

hands    Yes  No  38.  Back pain/injury  Yes  No 
5. Numbness, tingling or cramps    39.  Knee injury   Yes  No 

in legs/feet    Yes  No  40.  Foot problems  Yes  No 
6.   Hearing loss/ear trouble  Yes  No  41.  Paralysis   Yes  No 
7.   Asthma, hay fever, sinus trouble Yes  No  42.  Dislocation of joints  Yes  No 
8.   Severe tooth or gum trouble  Yes  No  43.  Sciatica or disc problem Yes  No 
9.   Kidney trouble/bladder infection Yes  No  44.  Arthritis/gout  Yes  No 
10. Gall stones, gall bladder trouble  Yes  No  45.  Rheumatism   Yes  No 
11.  Ear, nose or throat trouble   Yes  No  46.  Anemia   Yes  No 
12.  Eye problems   Yes  No  47.  Blood disease  Yes  No 
13.  Wear glasses/contacts   Yes  No  48.  Epilepsy/seizures  Yes  No 
14.  Color blindness   Yes  No  49.  Immune suppression  Yes  No     
15.  Heart trouble/attack   Yes  No  50.  Diphtheria   Yes  No 
16.  Palpitations    Yes  No  51.  Chicken pox   Yes  No 
17.  Chest pain    Yes  No  52.  Measles/Rubella  Yes  No 
18.  High blood pressure   Yes  No  53.  Mumps   Yes  No 
19.  Low blood pressure   Yes  No  54.  Rheumatic fever  Yes  No 
20.  Yellow jaundice   Yes  No  55.  Prostate problems  Yes  No 
21.  Liver trouble/hepatitis   Yes  No  56.  Tuberculosis   Yes  No 
22.  Bruising of unknown cause  Yes  No  57.  Chronic cough  Yes  No 
23.  Latex sensitivity    Yes  No  58.  Allergies   Yes  No 
24.  Sensitivity to powder in gloves  Yes  No  59.  Chronic/frequent colds Yes  No 
25.  Severe weakness or tiredness  Yes  No  60.  Shortness of breath  Yes  No     
26.  Frequent trouble sleeping  Yes  No  61.  Stroke   Yes  No     
27.  Hernia or rupture   Yes  No  62.  Diabetes   Yes  No                      
28.  Frequent/severe/unusual                  63.  Low blood sugar  Yes  No 
       headaches    Yes  No  64.  Alcohol/drug problem  Yes  No 
29.  Dizziness or fainting spells  Yes  No   65.  Depression or anxiety  Yes  No 
30.  Thyroid trouble or goiter  Yes  No  66.  Emotional or nervous 
31.  Recent weight gain or loss  Yes  No         problems   Yes  No        
32.  Duodenal ulcer/stomach trouble Yes  No  67.  Frequent indigestion  Yes  No 
33.  Pneumonia/lung problems  Yes  No 
     
Remarks:___________________________________________________________________ 
               ___________________________________________________________________ 
Do you have any symptoms, conditions, and/or diseases not listed above?     Yes  No 
If yes, please explain:  ________________________________________________________ 
__________________________________________________________________________ 
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Please answer the following questions.  If you answer yes, please explain (beside the 
question). 
 
 1.  Have you ever had an accident resulting in injury?                  Yes  No __________ 
 2.  Are you presently drawing disability benefits from the government or 

 an insurance company?        Yes  No  _________ 
 3.  Have you ever had: 

a.  Needlesticks/blood or body fluid exposures?      Yes  No __________ 
b.  Rash or symptoms related to glove use?      Yes  No __________ 
c.  Pain, numbness or tingling related to hand/wrist/back motions?    Yes  No __________ 

 4.  Are you presently under a health provider’s care for any condition?    Yes  No __________ 
      (Please list date and reason for your last visit with provider)   
 5.   Have you ever had a reaction, allergy and/or sensitivity to drugs, food,  
       plants, animals, latex gloves, or other substance?      Yes  No __________ 
 6.  Do you presently have any condition requiring medication or treatment?   Yes  No __________ 
 7.  Have you ever been addicted to any substances or admitted for rehabilitation? Yes  No __________ 
 8.  Do you have any allergies?        Yes  No __________ 
 
Please answer the following questions: 
 
1. List all medications that you regularly or frequently take and explain reason prescribed? 

________________________________________________________________________ 
 2.  Do you exercise regularly?          Yes  No     
      If yes,  what type of exercise and how often? 

________________________________________________________________________ 
3.   Do you smoke or use tobacco?          Yes  No 
      If yes, for how long?  ____________ How many packs per day?  _________________ 
4.   Do you drink alcohol?         Yes  No 
      If yes, please indicate how many glasses each per week of wine _____, beer _____, and/or 
      liquor ______. 
5.   Do you have a drug dependency?  If yes, please explain:  __________________________     
        ________________________________________________________________________ 
6. Are you able to perform your job duties with or without reasonable accommodations?             Yes  No 

 
If you need reasonable accommodations, please include additional information 
regarding your request.  If it is determined at any time that reasonable accommodations 
are needed in order to allow you to fulfill your job duties, please contact the appropriate 
supervisor as soon as possible. 
 
This employer does not discriminate against any person for any reason prohibited by 
applicable law, including because of genetic information; and bases all employment 
decisions solely on the employee’s current ability to work.   
 
The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers 
and other entities covered by GINA Title II from requesting or requiring genetic 
information of an individual or family member of the individual, except as specifically 
allowed by this law. To comply with this law, we are asking that you not provide any 
genetic information when responding to this request for medical information. "Genetic 
Information" as defined by GINA includes an individual's family medical history, the 
results of an individual's or family member's genetic tests, the fact that an individual or 
an individual's family member sought or received genetic services, and genetic 
information of a fetus carried by an individual or an individual's family member or an 
embryo lawfully held by an individual or family member receiving assistive 
reproductive services. 
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I hereby certify that the information contained in this health questionnaire for employment 
is true and correct and any omission or misrepresentation of facts will be a basis for 
immediate dismissal.  Misrepresentations as to preexisting physical or mental conditions 
may void your workers’ compensation benefits. 
 
 
 
Signature:  _____________________________   Date:  ________________ 
 
 
Height: ___________________  B/P:______________ 
Weight: ___________________  Pulse:______________ 
Temperature:___________________ Respirations:______________ 
 
Notes/remarks__________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
_____________ 
 
 
 
Clinician/employer signature:  ________________________ Date:  ________________ 
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