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SANTA MONICA COLLEGE EMPLOYEES

IN CASE OF WORK INJURY OR ILLNESS
O
O

O
REPORT TO YOUR SUPERVISOR

O
OBTAIN REFERRAL FORM FROM
SUPERVISOR FOR
BRENTVIEW MEDICAL OR
MIDWAY INDUSTRIAL HEALTH CARE
SERVICES
OR
O
GO TO HEALTH SERVICES
-Business Hours-
Monday-Thursday
8:00 a.m. - 7:30 p.m.
Friday
8:00 a.m. —2:30 p.m.




If Health Services is closed, Campus Police will provide
the authorization/referral form for medical treatment and
work injury claim forms.

MEDICAL TREATMENT
Brentview Medical
11611 San Vicente Blvd.
Los Angeles, CA 90049
(310) 820-0013

BUSINESS HOURS:
Monday — Friday
8:00 a.m. —8:00 p.m.
Saturday & Sunday
9:00 a.m.-4:00 p.m.

After Office Hours:
Please call (310) 820-0013 to have physician paged or go to
nearest ER. FOLLOW-UP at Brentview Medical

Parking will be validated for work related injuries only
See additional parking instructions on Treatment Authorization form.

Emergencies-call Campus Police at Ext. 4300

PLEASE DO NOT GO TO YOUR PRIMARY CARE PHYSICIAN FOR WORK INJURIES UNLESS
YOU AND YOUR PRIMARY CARE PHYSICIAN HAVE COMPLETED AND RETURNED THE
WORKERS’ COMPENSATION PRE-DESIGNATION OF PERSONAL PHYSICIAN FORM PRIOR TO
AN INJURY
(SEE PAGE 6 - TREATING PHYSICIAN).




MEDICAL TREATMENT
Midway Industrial Health Care Services (IHCS)
5901 W. Olympic Blvd., Suite 203
Los Angeles, CA 90036
(323) 930-1331

BUSINESS HOURS:
Monday — Friday
8:30 a.m. — 5:00 p.m.

After Office Hours:
Please call (310) 202-4745 and go to Southern California
Hospital at Culver City Emergency Room-3828 Delmas
Terrace, Culver City, CA., or (323) 932-5104 and go to
Olympia Medical Center-5900 W. Olympic Blvd.,
Los Angeles, CA.
FOLLOW-UP at Midway IHCS

See parking instructions on Treatment Authorization form.
(Employee will get reimbursed for parking charges)

Emergencies-call Campus Police at Ext. 4300

PLEASE DO NOT GO TO YOUR PRIMARY CARE PHYSICIAN FOR WORK INJURIES UNLESS
YOU AND YOUR PRIMARY CARE PHYSICIAN HAVE COMPLETED AND RETURNED THE
WORKERS’ COMPENSATION PRE-DESIGNATION OF PERSONAL PHYSICIAN FORM PRIOR TO
AN INJURY
(SEE PAGE 6 - TREATING PHYSICIAN).




Introduction

Santa Monica College Workers’ Compensation Insurance provides benefits to those employees who suffer
injury/illnesses which are determined to have originated in the workplace. Department Supervisors/Managers are
responsible for providing Risk Management with appropriate documentation when such injuries/illnesses are
reported. This manual is to provide useful information regarding workers’ compensation procedures.

Reporting an Injury/llIness:

Any occurrence, which results in injury, illness, exposure or death arising out of or in the course of
employment, should be reported to the supervisor immediately to make sure that he/she receives appropriate care.

Claim Forms:

Several Workers’ Compensation Claim forms will need to be completed during the duration of the
workers’ compensation claim. Timely submission of all forms is required by law and should be submitted to
Risk Management immediately.

During normal business hours the supervisor will give the employee the (DWC-1) Workers’
Compensation Claim form (Sample 1); SMCCD Report of Work Injury/lliness form (Sample 2) and PRIME
Advantage MPN Employee Notification (Sample 3). The employee must fill out the top portion of both forms
(questions 1 through 8 on the claim form (DWC-1), keep the green copy (employee’s temporary receipt), and
Part | on the SMCCD Report of Injury form). The supervisor must complete the bottom portion of the Claim
form (questions 9 through 13) and the bottom portion of the SMCCD Report of Injury form, retain the yellow
copy and send the remaining copies to Risk Management. Risk Management will complete the bottom portion of
the claim form (questions 14 through 18) and will send a completed copy to the employee. If the injury does not
occur during normal business hours, the employee should report to the Campus Police Office to pick up the
required forms. It is also important for the employee to receive and review the MPN information/Covered
Employee Notification of Rights Material (sign, date and return top page to Risk Management).

Medical Treatment:

If immediate, non-emergency medical treatment is needed, the employee will be referred to either
Brentview Medical or Midway Industrial Health Care Services. The employee is entitled choose preferred
medical clinic. Treatment Referral forms (Sample 4 & 5) should be completed and signed by Risk Management,
authorized Supervisor, Health Office, Campus Police, or Human Resources (V.P., Dean, or Director). Employee
MUST take the completed Referral form to Brentview Medical or Midway IHCS for medical treatment. After
normal business hours, contact Campus Police to report the injury and to obtain a Treatment Referral and
additional work injury forms.

Employee should also be given a copy of the myMatrixx/PRIME-Rx (Sample 6) prior to going to the medical
facility. The Express Scripts is a temporary prescription card that can be used for any medication prescribed by
the physician.



Treating Physician:

The employee will be referred to Santa Monica College’s Frontline Provider treating physicians
(Brentview Medical or Midway IHCS), unless he/she has pre-designated his/her personal physician by submitting
the Workers’ Compensation: Pre-Designation of Personal Physician form (Sample 7). The pre-designation
form must be on file in the District’s Risk Management office prior to an injury/illness. (“Personal Physician” is
defined as the employee’s regular physician and/or surgeon, who have previously directed the medical treatment
of the employee, who retains the employee’s medical records, including his or her medical history, and has
agreed to treat the employee in the event of an industrial accident).

Change in Medical Status:

Any change in the injured employee’s status should be reported to the supervisor, Risk Management and
Human Resources. If the injured employee has not been cleared to return to work, he/she will need to be cleared
to return to work with or without restrictions by the treating physician.

IMPORTANT! INJURED EMPLOYEE MUST NOT TAKE TIME OFF FROM WORK UNLESS THE
AUTHORIZED TREATING PHYSICIAN CERTIFY ON THE WORK STATUS REPORT THAT THE
EMPLOYEE IS UNABLE TO RETURN TO WORK FOR A WORK-RELATED INJURY. OTHERWISE,
LOSS TIME WILL BE TAKEN FROM AVAILABLE SICK LEAVE.

Employee will not receive any reimbursement for certified work injury absence until the workers’ compensation
claim has been accepted by the Insurance Administrator. Copies of all documentation must be sent to Risk
Management, including the “Release to Return to Work”. The “Release to Return to Work™ should state
with/without restrictions. Restrictions must get cleared with the immediate supervisor and Human Resources to
ensure they are compatible with the employee’s assigned duties. Employees may be asked to perform different
duties within their job classification that are more appropriate for the restrictions, on a temporary basis.

Early Return To Work

Departments are obligated to attempt, in good faith, to provide meaningful temporary work to those
employees who are placed on restricted duties by their physician. The objective of the Early Return to Work
Program (RTW) is to return Santa Monica College employees to safe and productive work as soon as medically
possible following an injury or illness. Please contact Risk Management or Human Resources for additional
information on Early RTW.

Declination of Workers’ Compensation Benefits

You have the right to decline from filing a workers’ compensation claim. This means, no further
treatment is needed and you have no desire to proceed with filing a claim. If you wish not to proceed, please
complete the Declination of Workers” Compensation Benefits form and return it to Risk Management
immediately (Sample 8).



Please contact Risk Management at Ext. 4102, if you have any additional questions regarding
workers’ compensation procedures or if you need to request workers’ compensation claim forms.
Forms are also available outside the Risk Management Office.

IN AN EMERGENCY, PLEASE FOLLOW THE EMERGENCY PROCEDURES POSTED IN
YOUR DEPARTMENT OR CALL CAMPUS POLICE AT EXTENSION 4300.

FLOWCHART & SAMPLE ATTACHMENTS

FC-Employee Workers’ Compensation Claim Process

Workers” Compensation Claim Form (DWC 1)

Report of Work Injury/lliness

PRIME Advantage MPN-Employee Notification

Brentview Medical Treatment Authorization Form

Midway Industrial Health Care Services

PRIME Workers” Compensation Temporary Prescription Services ID
Workers” Compensation: Pre-Designation of Personal Physician
Declination of Workers” Compensation Benefits
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EMPLOYEE WORKERS’ COMPENSATION CLAIM PROCESS

Injury or illness
Occurs at work

Immediately report
injury to your
supervisof/manager

Supervisor/manager authorizes
medical treatment/referral to
Brentview Medical or Midway
IHCS.

Employee retumns copy of
medical work status note to
supervisor.

Supervisor/manager sends
copy of work status note to
Risk Management.

receipt.

Supervisor/manager gives employee claim forms
to complete. Employee returns forms to
supervisor/manager. Empioyee keeps temporary

Supervisor completes their section of claim forms and
forward to Risk Management for claim processing.

further review,

Within 14 days, the insurance administrator shouid
send employee one of three notices letting you know
the status of your claim. The notice will inform you

if your claim is accepted, denied or delayed for

administrator.

First Aid injuries do not qualify for
workers’ compensation benefits and are
not processed through the insurance




State of California
Department of Industrinl Relations
DIVISION OF WORKLRS' COMPENSATION

WORKERS' COMPENSATION CLAIM FORM (DWC 1)

Employee: Complete the “Employee™ section and give the form to your
employer. Keep a copy and mark it “Employee’s Temporary Receipt” until
you recerve the signed and dated copy from your employer. You may call the
Division of Workers' Compensation and hear recorded information at (800}
736-7401. An cxplanation of workers' compensation benefits is included in
the Notice of Poteniol Eligibihty, which is the cover sheet of this form,
Detach and save this notice [or fulure reference

You should also have received a pamphlet from your employer describing
workers' compensation benefils and the procedures to obtain them. You may
receive written notices from your employer or its claims administrator about
your claim. If your claims administrator offers to send you notices
clectronically, and you ngree to reccive these notices only by email, please
provide your email address below and check the appropriate box. I you later
decide you want 1o receive the notices by mail, you must inform your
employer in writing

Aon persen sl makes or earses to e made any huowinaly false or
frandulent muaterind statement or neterial represestation far the

purpose of aheaining or denviog sorkers” compensation benelis or
payments is auilty of o felons.

SAMPLE - 1

Estado de California
Departamenio de Relaciones Industriales
DIVISION DE COMPENSACION AL TRABAJADOR

PETITION DEL EMPLEADQ PARA DE COMPENSACION DEL
TRABAJADOR (DWC 1}

Empleade: Complete la seccion “Empleado”™ y entregue la forma a su
empleador. Quédese con la copia designada “Reciba Temporal del
Empleado” hasta que Ud. reciba la copia firmada y fechada de su empleador.
Ud. puede tlamar a la Division de Compensacicn al Trabajador af (800) 736-
7401 para oir informacion gravada, Una explicacion de los beneficios de
compensacidn de trabajadores estd incluido en la Nouficacion de Posible
Elegibilidad. que es la hoja de portada de esta forma. Separe y guarde esta
notificacidn come referencia para el futuro,

Ud. también deberia haber recibido de su empleador un folleto describiendo
los benficios de compensacidn al trabajador lesionado y los procedimienios
para obtenerlos. Es posible que reciba notificaciones escritas de su
empleador o de su administrador de reclamos sobre su reclomo. Si su
administrador de reclamos ofrece enviarle notificaciones electrénicamente, y
usted acepla recibir estas notificaciones solo por correo electrdnico, por
favor proporcione su direccion de correo efectronico abajo y marque la caja
apropiada. Si usted decide después que quiere recibir las notificaciones por
correo, usted debe de informar a su empleador por escrito.

Toda aquelbi persona gue a propesito laga o cause que se produses
cialguive decliracian o vepresentacion material falsa o frasdalenta con

el fin de obtenier o negar beneficios o pagos de compensacion a
teabajisdores lesionados ex cutpable de nn cvimen nssoe “lfelonin™,

Employee—complete this section and see note above
t. Name. Nombre.

2. Home Address. Direccidn Residencial.

Empleado—complete esta seccidn y nose la notacién arriba.
Today’s Date. Fecha de Hoy.

3. City. Ciudad,
4 Date of Injury. Fecha de la fesidn faccidente).

State. Estado.

Zip. Cadigo Postal.

Time of Injury. Hora en que ocurric. am, p.m.

5. Address and description of where injury happened. Direccidn/lugar donde occurio el accidente.

6. Describe injury and pan of body affectcd. Describa la lesidn y parte del cuerpo afectada,

7. Social Security Number. Niimero de Seguro Social del Empleado.

8. O check if you agree (o receive notices abot your claim by email only. a Marque si usted acepa recibir notificaciones sobre su reclamo solo por correo

electronico. Employce's e-mail,

Correo electrénico del empleado.

You will receive benefit notices by regular mail if you do not choose, or your claims administrator does not offer, an electronic service option.  Ussed recibird
noiificaciones de beneficios por correo ordinario si usted no escoge, o su adminisirador de reclamos no le ofrece, una opcion de servicio electronico,

9, Signature of employee. Firma del empleado,

Employer—complete this scction and sce note below, Empleador—complete esta seccidn y note Ia notacion abajo.

10. Name of employer. Nombre def empleador.

11. Address. Direccion.

12 Date employer first knew of injury. Fecha en que el empleador supo por primera vez de la lesion o accidente.
13 Date claim form was provided lo employee. Fecha en que se le eniregd al empleado la peticion.
14. Date empleyer received claim form, Fecha en que ef empleado devolvid la peticion al empleador.
15. Name and address of insurance carricr or adjusting agency. Nombre y direccion de la compaiiia de seguros o agencia adminstradora de seguros

16. Insurance Policy Number. Ef mimero de la péliza de Segura

17, Signature of employer representative. Firma de! represeniante del empleador,
19. Telephone. Teléfono.

18. Title. Titulo.

Employer: You are required to date this form and provide copies to your insurer Empleador: Se requiere que Ud. feche esta forma y que provéa copias a su
of claims administrator and to the employce, dependent or representative who compaiiia de seguros. administrador de reclamos, o dependientefrepresentante de
filed the claim within ane working day of receipt of the form from the employce. | reclamos y al empleado que hayan presentado esta peticion dentro del plazo de

i } i ibida k .
SIGNING THIS FORM IS NOT AN ADMISSION OF LIABILITY it dig hdbil desde ¢l momento de haber sido recibida la forma def empleado
EL FIRMAR ESTA FORMA NO SIGNIFICA ADMISION DE RESPONSABILIDAD

D Employer copy/Cepia del Empleador DEmpIuyc: copy ' Copra del Empleadn DCIaims Admenistrator Administrador de Reclamos DTcmpomy Receipt/Recibo del Empleadn

Rev 1/172016



SAMPLE -2

SANTA MONICA COMMUNITY COLLEGE DISTRICT
REPORT OF WORK INJURY/ILLNESS

Part I (Employee to complete)

Employee’s Name Date of Birth
{Last) (First)

Home Address Phone Number

(Street) (City) (Zip)
Date of accident (M/D/Y) Time am/pm. Location injury occurred
Sex Occupation Dept.
Certificated Classified Full-time Part-time Temp Hourly
Did employee remain on the job? Was employee taken/referred to a doctor? Yes No

Name and address of Doctor/Hospital

Describe injury, e.g. strain, cut, etc. Part of body affected, e.g. wrist, back, etc.

What was employee doing when injured? (Please be specific. Identify tools, equipment or material being used.)

How did the accident happen? (Tell where, what and how it happened)

Employee signature Date

hRkhRr kR ke hk ke ke h Rk ke kA kA AR AR AR AR R AR kRN IR dAdkha kR dkdedodkdddohddridd s dededor dr o dedede de vk e e de e deodr e s e e e dee ke

Part II (Supervisor to complete)

Comments

What machine, tool, substance or object was most closely connected with accident?

Was injury due to a contributory act of the employee? /an overt act by another employee/Student?
Witnesses
Was injury caused by unsafe conditions? If yes, has unsafe conditions been corrected?

How can a recurrence be prevented?

Cause can be corrected by: Employce Supervision Maintenance

Signed by supervisor Date

Forward original to RISK MANAGEMENT WITHIN 24 HOURS OF ACCIDENT
Supervisor to retain yellow copy

Rev. 2020



SAMPLE - 3

P PRIME

A Keenan Solution

Important Information about Medical Care
if you have a Work-Related Injury or lliness

Complete Written Employee Natification regarding Medical Provider Netwaork
(Title B, California Code of Regulations Section 9767 12)

California law requires your employer to provide and pay for medical treatment if you are injured at work. Your
employer has chosen to provide this medical care by using a Workers' Compensation physician network called a
Medical Provider Network (MPN). This MPN is administered by Harbor Health Systems.

This notification tells you what you need to know about the MPN program and describes your rights in choosing
medical care for work-related injuries and illnesses.

What happens if | get injured at work?
In case of an emergency, you should call 911 or go to the closest emergency room.

If you are injured at work, notify your employer as soon as possible. Your employer will provide you with a claim
form. When you notify your employer that you have had a work-related injury, your employer or insurer will make
an initial appoiniment with a doctor in the MPN.

What is an MPN?

A Medical Provider Network (MPN) is a group of health care providers (physicians and other medical providers)
used by YOUR EMPLOYER to treat workers injured on the job. MPNs must allow employees to have a choice of
provider(s). Each MPN must include a mix of doctors specializing in work-related injuries and doctors with
expertise in general areas of medicine.

What MPN is used by my employer?

Your employer is using the PRIME Advantage MPN Powered by Harbor Health Systems MPN with the
identification number 2358. You must refer to the MPN name and the MPN identification number whenever you
have questions or requests about the MPN.

Who can | contact if | have questions about my MPN?

The MPN Contact listed in this notification will be able to answer your questions about the use of the MPN and
will address any complaints regarding the MPN,

The contact for your MPN is:

Name: Harbor Health Systems MPN Contact
Title: MPN Contact

Address: PO Box 54770, Irvine, CA 92619-4770
Telephone Number; (888) 626-1737

Email address: MPNcontact@harborsys.com
General information regarding the MPN can also be found at the following website: www.harborsys.com/Keenan

What if | need help finding and making an appointment with a doctor?

The MPN's Medical Access Assistant will help you find available MPN physicians of your choice and can assist
you with scheduling and confirming physician appointments. The Medical Access Assistant is available to assist
you Monday through Saturday from 7am-8pm (Pacific) and schedule medical appointments during doctors’
normal business hours. Assistance is available in English and in Spanish



Complete Written Employee Notification

The contact information for the Medical Access Assistant is:

Toll Free Telephone Number: (855) 521-7080
Fax Number: (703) 673-0181
Email Address: MPNMAA@harborsys.com

¢ How do | find out which doctors are in my MPN?

You can get a regional list of all MPN providers in your aréa by calling the MPN Contact or by going to our
website at: www.harborsys.com/Keenan. At minimum, the regional list must include a list of all MPN providers
within 15 mites of your workplace and/or residence or a list of all MPN providers within the county where you live
and/or work. You may choose which list you wish to receive. You also have the right to obtain a list of all the
MPN providers upon request.

You can access the roster of all treating physicians in the MPN by going to the website at
www harborsys.com/Keenan.

¢+ How do | choose a provider?

Your employer or the insurer for your employer will arrange the initial medical evaluation with an MPN physician.
After the first medical visit, you may continue to be treated by that doctor, or you may choose another doctor
from the MPN. You may continue to choose doctors within the MPN for all of your medical care far this injury.

If appropriate, you may choose a specialist or ask your treating doctor for a referral to a specialist. Some
specialists will only accept appointments with a referral from the treating doctor. Such specialist might be listed
as “by referral only" in your MPN directory.

If you need help in finding a doctor or scheduling a medical appointment, you may call the Medical Access
Assistant.

* Can | change providers?

Yes. You can change providers within the MPN for any reasen, but the providers you choose should be
appropriate to treat your injury. Contact the MPN Contact or your claims adjuster if you want to change your
treating physician.

+« What standards does the MPN have to meet?
The MPN has providers for the entire State of California.

The MPN must give you access to a regional list of providers that includes at least three physicians in each
specialty commonly used to treat work injuriesflinesses in your industry. The MPN must provide access to
primary treating physicians within 30 minutes or 15 miles and specialists within 60 minutes or 30 miles of where
you work or live,

If you live in a rural area or an area where there is a health care shortage, there may be a different standard.

After you have notified your employer of your injury, the MPN must provide initial treatment within 3 business
days. If treatment with a specialist has been authorized, the appointment with the specialist must be provided to
you within 20 business days of your request.

If you have trouble getting an appointment with a provider in the MPN, contact the Medical Access Assistant.

If there are no MPN providers in the appropriate specialty available to treat your injury within the distance and
timeframe requirements, then you will be allowed to seek the necessary treatment outside of the MPN.

»  What if there are no MPN providers where | am located?

If you are a current employee living in a rural area or temporarily working or living outside the MPN service area,
or you are a former employee permanently living outside the MPN service area, the MPN or your treating doctor
will give you a list of at least three physicians who can treat you. The MPN may also allow you to choose your

PRIME Advantage MPN 2



Complete Written Employee Notification

own doctor outside of the MPN network. Contact your MPN Contact for assistance in finding a physician or for
additional information.

o What if | need a specialist that is not available in the MPN?

If you need to see a type of specialist that is not available in the MPN, you have the right to see a specialist
outside of the MPN.

« What if | disagree with my doctor about medical treatment?

If you disagree with your doctor or wish to change your doctor for any reason, you may choose another doctor
within the MPN.

If you disagree with either the diagnosis or treatment prescribed by your doctor, you may ask for a second
opinion from another doctor within the MPN. If you want a second opinion, you must contact the MPN contact or
your claims adjuster and tell them you want a second opinion. The MPN should give you at least a regional or
full MPN provider list from which you can choose a second opinion doctor. To get a second opinion, you must
choose a doctor from the MPN list and make an appointment within 60 days. You must tell the MPN Contact of
your appointment date, and the MPN will send the doctor a copy of your medical records. You can request a
copy of your medical records that wilf be sent to the doctor.

If you do not make an appointment within 60 days of receiving the regional provider list, you will not be allowed to
have a second or third opinion with regard to this disputed diagnosis or treatment of this treating physician.

If the second opinion doctor feels that your injury is outside of the type of injury he or she normally treats, the
doctor's office will notify your employer or insurer and you. You will get another list of MPN doctors or specialists
50 you can make another selection.

If you disagree with the second opinion, you may ask for a third opinion. If you request a third opinion, you will
go through the same process you went through for the second opinion.

Remember that if you do not make an appointment within 60 days of obtaining another MPN provider list, then
you will not be allowed to have a third opinion with regard to this disputed diagnosis or treatment of this treating
physician.

If you disagree with the third-opinion doctor, you may ask for an MPN Independent Medical Review {(IMR). Your
employer or MPN Contact will give you information on requesting an Independent Medical Review and a form at
the time you select a third-opinion physician,

If either the second or third-opinion doctor or Independent Medical Reviewer agrees with your need for a
treatment or test, you may be allowed to receive that medical service from a provider within the MPN, or if the
MPN does not contain a physician who can provide the recommended treatment, you may choose a physician
outside the MPN within a reasonable geographic area.

« What if | am already being treated for a work-related injury before the MPN begins?

Your employer or insurer has a “Transfer of Care” policy which will determine if you can continue being
temporarily treated for an existing work-related injury by a physician outside of the MPN before your care is
transferred into the MPN.,

If your current doctor is not or does not become a member of the MPN, then you may be required to see a MPN
physician. However, if you have properly predesignated a primary treating physician, you cannot be transferred
into the MPN. {If you have questions about predesignation, ask your supervisor.)

If your employer decides to transfer you into the MPN, you and your primary treating physician must receive a
letter notifying you of the transfer.

i you meet certain conditions, you may qualify to continue treating with a non-MPN physician for up to a year
before you are transferred into the MPN. The qualifying conditions to postpone the transfer of your care into the
MPN are set forth in the box below.

PRIME Advantage MPN 3



Complete Written Employeae Notification

Can | Continue Being Treated By My Doctor?

You may qualify for continuing treatment with your non-MPN provider (through transfer of care or continuity of
care) for up to a year if your injury or illness meets any of the following conditions:

* (Acute) The treatment for your injury or iliness will be completed in less than 90 days;

e (Serious or Chronic) Your injury or iliness is one that is serious and continues for at least 80 days
without full cure or worsens and requires ongoing treatment. You may be allowed to be treated by
your current treating doctor for up to one year, until a safe transfer of care can be made.

+ (Terminal) You have an incurable iliness or irreversible condition that is likely to cause death within
one year or less.

» (Pending Surgery) You already have a surgery or other procedure that has been authorized by your
employer or insurer that will occur within 180 days of the MPN effective date, or the termination of
contract date between the MPN and your doctor.

You can disagree with your employer's decision to transfer your care into the MPN. If you don't want to be
transferred into the MPN, ask your primary treating physician for a medical report on whether you have one of
the four conditions stated above to qualify for a postponement of your transfer into the MPN.

Your primary treating physician has 20 days from the date of your request to give you a copy of his/her report on
your condition. If your primary treating physician does not give you the report within 20 days of your request, the
employer can transfer your care into the MPN and you will be required to use an MPN physician.

You will need to give a copy of the report to your employer if you wish to postpone the transfer of your care. If
you or your employer disagrees with your doctor’s report on your condition, you or your employer can dispute it.
See the complete Transfer of Care policy for more details on the dispute resolution process.

For a copy of the Transfer of Care policy, in English or Spanish, ask your MPN Contact.
 What if | am being treated by a MPN doctor who decides to leave the MPN?

Your employer or insurer has a written *Continuity of Care” policy that will determine whether you can temporarily
continue treatment for an existing work injury with your doctor if your doctor is no longer participating in the MPN.

If your employer decides that you do not qualify to continue your care with the non-MPN provider, you and your
primary treating physician must receive a letter notifying you of this decision.

If you meet certain conditions, you may qualify to continue treating with this doctor for up to a year before you
must choose a MPN physician, These conditions are set forth in the, “Can I Continue Being Treated By My
Doctor?” box above,

You can disagree with your employer's decision to deny you Continuity of Care with the terminated MPN
provider. If you want to continue treating with the terminated doctor, ask your primary treating physician for a
medical report on whether you have one of the four conditions stated in the box above to see if you qualify to
continue treating with your current doctor temporarily,

Your primary treating physician has 20 days from the date of your request to give you a copy of histher medical
report on your condition. If your primary treating physician does not give you the report within 20 days of your
request, your employer's decision to deny you Continuity of Care with your doctor who is no longer participating
in the MPN will 2pply, and you will be required to choose a2 MPN physician.

You will need to give a copy of the report to your employer if you wish to postpone the selection of an MPN
doctor treatment. If you or your employer disagrees with your doctor's report on your condition, you or your
employer can dispute it. See the complete Continuity of Care policy for more details on the dispute resolution
process.

For a copy of the Continuity of Care policy, in English or Spanish, ask your MPN Contact.

PRIME Advantage MPN 4



Complete Written Employee Notification

What if | have questions or need help?

MPN Contact: You may always contact the MPN Contact if you have questions about the use of the MPN
and to address any complaints regarding the MPN.

Medical Access Assistants: You can contact the Medical Access Assistant if you need help finding MPN
physicians and scheduling and confirming appointments.

Division of Workers’ Compensation (DWC): If you have concerns, complaints or questions regarding the
MPN, the notification process, or your medical treaiment after a work-related injury or illness, you can call
the DWC's Information and Assistance office at 1-800-736-7401. You can also go o the DWC's website at
www.dir.ca.gov/dwe and click on “medical provider networks” for more information about MPNs.

Independent Medical Review: If you have questions about the MPN Independent Medical Review process
contact the Division of Workers' Campensation’s Medical Unit at:

DWC Medical Unit

P.O. Box 71010

Oakland, CA 94612

(510) 2B6-3700 or (800) 794-6200

Keep this information in case you have a work-related injury or illness.

PRIME Advantage MPN 5




SAMPLE - 4

*2|u))> 9y} Buipunouns
paib |pyuspisal sy uj 8 Bulp|ing ayy pulyaqg
Aljoaip pajpooj Bupjind aayy s) a1yl :ONINIY

LZZZ-759-€T€ d | ZTTTT-TTS-£TE :d

(p6aua|D DY j0 4503 D120IY 7) *9AY J9dIDY :133¥1S SSOUD

. 990046 YO ‘AOOMATION 1S3IM
‘A8 VOINOW VINVS b9

QOOMATIOH 1S3IM = 1VIIA3IW MIIAININE (O]

VT Ul S’PAJg S{USJA UDS Z 1D 319Y[ 310N

13214 In0A dwinys am ains 3pw

PUD |3JDA 3} UM IDD INCA 9ADI ("aAy UoiBulIDg
810jaq ADMBAIP puZ YL O] jUBP wWIny) “PAIg
3juad|A ups 22911 (Buipling agym Aiojs g) sueping
PoCMjuaIg O} §S3M X4D0[Q | SAUQ *ATNO saunfuj
P31 J10m 10} Buppind aiopyIDA 9M (ONINYVA

0£92-20Z-01¢ '3 | £100-028-01€ °d

(uotGuping jo is0e D01 Z) "aAY WLYBupg :13341S SSO¥D
44004 VD ‘SI1IONV SO1
40074 ANNOYD “AAIS ALNIDIA NVS LLoLL

QOOOMININE - TvDIaawW MaIAINTNE ()

WO DI WMBIAIUSIaDIIDR
IOWS 10 €100-028-01€ {02 9508|d ¢SUOKSIND

"8I dn MOJ|0} ||D 104 [DDIPSIN MBIAJUDIG
0} jusiod 18ja1 3sD3Id WO ADNIOIIWS TV1IdSOH OL

:(Agaads) sayio O
(uoyopodsuniy jo “jdaq) [p21sAud *1'0'a O

Buuesiog Brug (J isay uoyouny Aipuowing/Ayswonds O
woxa yiom of wngsy O IDdIsAyd juswaspid-ai4
Isal ssays/oN3 Ainfu] pajpjal d1oMm 10) JuaLypaly (]

‘q31s3NOIY ADIAYIS

18Vd AQOE QIZINOHINY

#A01N0d

AWAVD dWOD SEINIOM

JANIVNOIS

:(31))4 2 sWDU) Aq AIZNOHLNY

‘(suoyd '3 ssa1ppp) ¥IAOTdWI

{(awpu Aundwoed) 33A014W3

A1vd

(xoq sy} Bupioays Aq uoypso] YoM Joojas aspna|d)

NOILVZIJOHLNY INIWLVY3IAL

ANIDIGIW TYNOILYdNDDO ? 34V INIDUN

VOIAIW MIAIAINTG 2



(153M 58000 7)

"UATHE ZLNADIA NVS GNY NOLONITEVA 20 WANWGD THE Iv
FAVO ATEL TVEOD IV LTTVA TRL HIIM YUVA ASVILS

"SITANINT GALVTIE TMOM TTV 804 ONTTHVS JIVATTIVA 3M

™

/ s §_..r.!§...!a N

WOoO TEIPIMITAIIIET MMM
0£9T-LOZ(0TE) X8 £100-0Z8 (01¢) :onondapy, _
6¥006 VO 'S0V 5077 Yool punoln “parg amuesia wes 11971
[eOIPIJAl MatAtuarg




-3

SAMPLE

S34DIAd4S FHVOHLIVIH TVIHLSNANI AVMAIW

13)UD)) [EJIPIW ULLIT0Ig AliBtio
W09 KIBAIND-HIS MMM (sapua) jeatpapy 8 41 4}

000.-9¢8 (01€) 1y]1dSOH EEE
9089-26206 ¥2 ‘A3 18And  WINYOLITYD @
aoenal sewipa gzee  NIIHLNOS @
uoISUaIX3 { ) 1Bqtunp auoLi4
aneubig
‘A9 G3A0HddV

{ ) J2quIny euoyd

Ssalppy

JBLIED) JO BWEN

FONVHNSNI NOILVSNIdWWOO SHINHOM

Jaquinp AJunoag [e100S

uuig Jo ajeq ( )squnn suoud

sseippy

safodw3 jo swepN

F3IA0TdW3

( ) JBquunp suoyd

Ssauppy

S >CNQEOO

ANYdNOD

NOI1LVZIHOHL1NY LNIN1VIHL TVvOId3aN

A)9 19AINY) e jejdSOH eludojljes ulayjnosg e
wooy Acuakbiawg :alen SINoH JOUY

wd go:g 0} we Qg8 :SINOH

3 M

aAI8 YONIDYY

: A S0P
—_—

"OATE JHIHS UM

QA8 ATHIA3E

.
g
5

z
:
A

AAY ISOUTIN

1E

SLy-20¢ (01€) :sinoy Jayy « 1££1-0E6 (£2€)
9£006 V9 ‘safe|buy s07

€02 3UNng “paig 21dwA|0 "M 1065

S3IIIAIBS 3aled yljesH

jerysnpu| Aempiiy



\

e o NIRRT

To the Injured Worker:

On your first visit, please give this notice to any

pharmacy listed on the back side to speed processing your
approved workers’ compensation prescriptions (based on
the guldelines established by your employer).

Questions or need assistance locating a participating retail
network pharmacy? Call the Express Scripts Patient Care
Contact Center at 877.595.3665.

Atencién Trabajador Lesionado:

En su primera visita, por favor entregue esta notificacién a
cualquier farmacia enumerada al reverso para acelerar el
procesamiento de sus recetas aprobadas de compensacién
para trabajadores {seglin las pautas establecidas por su
empleador).

Si tiene cualquier duda o necesita ayuda para localizar una
farmacia de venta al por menor participante de la red, por
favor llame al Centro de Contacto para Atencién a Clientes
de Express Scripts, al 877.595.3665.

To the Pharmacist:

Express Scripts administers this workers’ compensation
prescription program. Please follow the steps below to
submit a claim. Standard first fill shall not exceed a 14-day
supply or a cost of $500, This form is valid for up to 30 days
from date of injury (DOI}. Limitations may vary. For
assistance, call Express Scripts at 877.595.3665.

Pharmacy Processing Steps
Step 1. Enter bin number 003858

Step 2: Enter processor control WC

Step 3: Enter the group number as it appears above
Step 4: Enter the injured worker’s nine-digit ID number
Step 5: Enter the injured worker’s first and last name

Step 6: Enter the injured worker’s date of injury

£ 2017 Matnix Healtheare Services, Inc |
An Express Scnpts Company. All Rights Reserved.

\pensationiliemporndnyalsresuhiptia

- D)
Your 55N is your temporary [D number; present to the pharmacy at the time

o

SAMPLE - 6

L

myMatrixx

An Expurss Seripts Lompany

Express Scripts

prescription is filled. You will receive a new ID number shortly.

Date of Injury: / /
MM/DD/YYYY

Group #: KEENAN1

Employee Date of Birth: / /

Please Note: Call Express Scripts with questions at
877.595,3665

Thank you for using a participating retail network

pharmacy. Even though there is no direct cost to you, it's
important that we all do our part to help control the rising
cost of healthcare.

Please see other side for a list of participating retaif

network pharmacies. j

-

To the Supervisor: Please fill in the
information requested for the injured worker.

Employee Information

First M Last

Street Address ar PO Box

City State 2P

Employer Name

JPRIME Rx



A&P

Acme Pharmacy
Albertson’s
Albertson’s/Acme
Albertson’s/Osco
Albertson’s/Sav-On
Amerisource Bergen
Anchor Pharmacies
Arrow

Aurora

Bartell Drugs
Bigg's

Bi-Lo

Bi-Mart

BJ's Wholesale Club
Brooks

Brookshire Brothers
Brookshire Grocery
Bruno

Carrs

Cash Wise
Coborn's

Costco

Cub

CVs

Da&w

Dahl's

Dierbergs

Discount Drugmart
Doc's Drugs
Dominicks

© 2017 Matnix Healthcare Services, Iinc,
An Express Scripts Company  All Rights Reserved

--. > -""'.'._"\.:' S Yomes |
® Participating Retail'Network Pha

Brug Emporium
Drug Fair

Drug Town
Drug World
Eckerd
Econofoods
EPIC Pharmacy
Network
FamilyMeds
Farm Fresh
Farmer Jack
Food City

Food Lion
Fred's

Gemmel

Giant

Giant Eagle
Giant Foods
Hannaford
Harris Teeter
H-E-B
Hi-School Pharmacy
Hy-Vee
Jewel/Osco
Kash n Karry
Keltsch

Kerr

Kmart

Knight Drugs
Kroger
LeaderNet (PSAO)

Longs Drug Store
Major Value
Marsh Drugs
Medic Discount
Medicap
Medistat

Meijer

Minyard

NCS HealthCare
Neighborcare
Network
Pharmaceuticals
Northeast Pharmacy
Services

Osco

P & C Food Markets
Pamida

Park Nicollet
Pathmark
Pavilions

Price Chopper
Publix

Quality Markets
Raley's
Randalls

Rite Aid
Rosauers

Rx Express
RXD

Safeway

Sam's Club

™

myMat.r?xx

An Express Scripts Company

Sav-On
Save Mart
Schnucks
Scolari's
Sedano
Shaw's

Shop ‘N Save
Shopko
ShopRite
Snyder

Stop & Shop
Sun Mart
Super Fresh
Super Rx
Target
Texas Oncology Srvs
The Pharm
Thrifty White
Times

Tom Thumb
Tops
Ukrop’s
United Drugs
United Supermarkets
Vons
Waldbaums
Walgreens
Wal-Mart
Wegmans
Weis

Winn Dixie
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Form032014

SANTA MONICA COLLEGE
workers' com pensation: Pre-Designation of Personal Physician

If you have health insurance and you are injured on the job you have the right to be treated immediately by your personal physician {M.D., D.0), or
medical group, if you notify your employer, in writing, prior to the injury. Per Labor Code 4600 to qualify as the your predesignated, personal
physician, the physician must agree, in writing, to treat you for a work related injury, must have previously directed your medical care and
must retain your medical history and records. Your predesignated physician must be a family practitioner, general praclitioner, board certified or
board eligible intemist, obstelrician-gynecologist or pedialrician. Your “personal physician” may be a medical group if it is a single corporation or
partnership composed of licensed dactors or medicine or osteopathy, which operates an inlegrated multi-specialty medical group providing
comprehensive medical services predominantly for non-occupational illnesses and injuries.

This is an optional form that can be used o notify your employer of your personal physician. You may cheose to use another form, as long as you
notify your employer, in_writing, prior to being injured on the job and provide written verification that your personal physician meets the above
requirements and agrees to be predesignated. Ofherwise, you will be treated by one of your employers' designated workers’ compensation medical
providers,

EMPLOYEE NAME & ADDRESS:

U [ acknowledge receipt of this form and elect nat to predesignate my personal physician at this time. | understand that | will receive
medical treatment from my employers’ medical provider. | understand that, at any time in the future, | can change my mind and
provide written notification of my personal physician. | understand that the written notification must be on file prior fo an industrial
injury.

Employee Signature: Date:

Q If I am injured on the job, | wish to be treated by my personal physician*:

Name of Physician or Medical Group Phone Number

Address

*This physician is my personal primary care physician who has previously directed my medical care and retains my medical history and
records.

Name of Insurance Company, Plan, or Fund providing health coverage for non-occupational injuries or ilinesses:

Employee Signature: Date:

A Personal Physician must be willing to be predesignated and treat you for a workers’ compensation injury.
The remainder of this form is to be completed by your physician and returned to your Employer.

PERSONAL PHYSICIAN ACKNOWLEDGEMENT

Per Labor Code 4600 fo qualify you must meet the criteria cutlined above. You are not required to sign this form, however, if you or your designated
employee, does not sign, other documentation of the physicians’ agreement to be predesignated will be required pursuant lo Title 8, California Code of
Regulations, section 9780.1{a)(3).

PERSONAL PHYSICIAN OR MEDICAL GROUP NAME: ____

O }agree to treat the above named employee in the event of an industrial accident or injury. | meet the criteria outlined above. | agree lo
adhere to the Administrative Direclor's Rules and Regulations, Section 3785, regarding the dulies of the employee-designated physician.

{Physician or Designated Employee of the Physician or Medical Group) Date

Please return completed form to:

Risk Management, 1900 Pico Blvd., Santa Monica, CA 90405 - Fax: (310) 434-3602
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SANTA MONICA COLLEGE
RISK MANAGEMENT DEPARTMENT

DECLINATION OF WORKERS’ COMPENSATION BENEFITS

RE: EMPLOYER: Santa Monica College
EMPLOYEE:
DATE OF INJURY:
CLAIM NO:
OUR FILE NO:

I HAVE BEEN ADVISED OF, AND UNDERSTAND, MY RIGHT TO WORKERS
COMPENSATION BENEFITS, WHICH INCLUDE TEMPORARY DISABILITY,
PERMANENT DISABILITY AND MEDICAL TREATMENT.

I AM NOT PURSUING WORKERS COMPENSATION BENEFITS FOR THE
INCIDENT WHICH OCCURRED ON

(DATE OF INCIDENT)

I HAVE BEEN OFFERED AN EMPLOYEE'S CLAIM FORM AND I HAVE
DECLINED A MEDICAL EVALUATION AND AM HEREBY WAIVING ANY
RIGHTS T MAY HAVE TO WORKERS" COMPENSATION BENEFITS FOR THE
ABOVE-STATED DATE OF INCIDENT.

Print Name

Signature Date



