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Summary of Changes

The changes noted herein are only those changes of significance or which effect ongoing operations.
Changes in terminology, organization or other routine matters are not reflected.

OHMR Regulation 600-10

This regulation is a completely new document. It replaces the interim OHMR Policy 99-
05 of the same title. The policy was adopted as regulation without changes.
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Summary. This regulation provides the procedure
and requirements to be followed for reporting acci-
dents and filing Workers Compensation claims.

Supersedes. This regulation supersedes OHMR
Policy 99-05 of the same name.

Applicability. This regulation applies to all personnel
of the Ohio Military Reserve.

Supplementation. Supplementation of this regula-
tion and establishment of command and local policies
is strictly prohibited.

Suggested Improvements. Suggested improve-
ments which may be considered for this regulation
should be forwarded in writing to the proponent
agency of this regulation, the Office of the Staff Judge
Advocate, OHMR-SJA, Camp Perry Training Site,
1000 Lawrence Avenue, Port Clinton, Ohio, 43452-
9578.
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1. Purpose. soon as reasonably possible) reported to the individ-

This policy provides the procedures and re-
quirements to be followed by personnel of the Ohio
Military Reserve when involved in an injury to a per-
son and/or when such injury may involve the filing of
a workers' compensation claim.

2. Responsibility.

This regulation will be applied by all com-
manders and will be administered by the Corps Staff
Judge Advocate.

3. General.
a) Whenever an injury to a person has oc-
curred, such incident shall be immediately (or as

ual's unit commander.

b) The unit commander shall be primarily
responsible for preparing an Injury Accident Incident
Report, OHMR Form 1101 (see Appendix A). If such
form is not available, the report must include, at a
minimum, the following:

1) full name of individual; with home
address, home telephone number, business tele-
phone number, and social security number.

2) rank, unit and duty assignment.

3) date, time and place of accident.

4) description of accident, including
treatment if applicable.

5) names, addresses and, to the
extant possible, statements of witnesses.



6) copies of applicable orders.

c) In the event the accident occurs at An-
nual Training, the incident should be reported to the
Provost Marshal's Office and that office will be pri-
marily responsible for preparing the incident report as
outlined in paragraph 2b above.

d) The incident report will be forwarded to
the respective Brigade Commander for approval en-
dorsement. If HHD individual is involved, the report is
forwarded to the HHD DC (A&S) or commander’s
delegate.

e) After approval endorsement, copies of
the report are distributed as follows:

1) one copy is returned for retain-
ment at the unit level,

2) one copy retained by the endors-
ing authority,

3) one copy forwarded to OHMR-
G1 for retainment,

4) one copy forwarded to OHMR-
SJA for retainment.

f) As soon as reasonably practicable, the
injured individual will complete a Bureau of Workers’
Compensation Form FROI-1 (BWC-1101, see sample

OHMR Regulation 600-10

at Appendix B). After completion, the original Form
FROI-1 will be forwarded to OHMR-SJA. Do not mail
the form directly to the Bureau of Workers’ Compen-
sation as directed on the form; this may delay or
jeopardize processing. Any questions pertaining to
the completion of Form FROI-1 should be directed to
OHMR-SJA. A copy of Form FROI-1 shall be re-
tained in the individual’s local Military Personnel Re-
cords Jacket (MPRJ).

g) OHMR-SJA will be responsible for proc-
essing the individual's Form FROI-1, and such other
documents as the SJA deems necessary, to the Adju-
tant General's Department, Columbus, Ohio for ap-
propriate processing with the Bureau of Workers’
Compensation.

3. Exceptions. Any deviation from compliance with
paragraphs 2a through 2g must be approved by the
Corps Commander, Deputy Commander (A&S) or
Corps SJA.

4. Questions. Any questions regarding implementa-
tion of this policy are to be directed to OHMR-SJA.



APPENDIX A (OHMR Form 1101, Injury Accident Incident Report) to OHMR Regulation 600-10

INJURY ACCIDENT INCIDENT REPORT

DATE OF REPORT:

PERSON INJURED (complete separate form for each person injured)

NAME: (last, first, MI) RANK/GRADE: UNIT/DUTY ASSIGNMENT:
HOME ADDRESS: SSN: DATE OF BIRTH:
HOME PHONE: BUSINESS PHONE:

DESCRIPTION OF INJURY ACCIDENT

LINE OF DUTY: (circle one) FATAL: (circle one)
YES NO YES

(this box must be initialed by endorser)

NO

DATE OF INJURY ACCIDENT: TIME OF INJURY ACCIDENT:

PLACE WHERE INJURY ACCIDENT OCCURRED:

DESCRIPTION OF INJURY ACCIDENT, INCLUDING TREATMENT, IF APPLICABLE: (may be continued on back)

WITNESS #1 WITNESS #2

NAME: NAME:

ADDRESS: ADDRESS:

HOME PHONE: BUSINESS PHONE: HOME PHONE: BUSINESS PHONE:

STATEMENT: (may be continued on back)

STATEMENT: (may be continued on back)

PERSON COMPLETING REPORT

NAME: RANK/GRADE: UNIT/DUTY ASSIGNMENT:
CONTACT ADDRESS: HOME PHONE:
WORK PHONE:
SIGNATURE:
ENDORSEMENT _(line of duty box above must also be initialed by endorser to indicate approval)
NAME: RANK/GRADE: | UNIT/DUTY ASSIGNMENT: DATE:

INSTRUCTIONS:

one copy to OHMR-SJA.

1. Whenever an injury accident has occurred, such incident shall be immediately (or as soon as reasonably possible) reported to the individual’s unit
commander. The commander shall be primarily responsible for preparing this report promptly. Copies of applicable orders must be attached.

2. The completed report will be forwarded to the respective Brigade Commander for approval endorsement. Line of duty box must be initialed by endorser.

3. After approval endorsement, one copy is retained at unit level, one copy retained by the endorsing authority, one copy forwarded to OHMR-G1 and

OHMR FORM 1101 01 May 99




APPENDIX B (Bureau of Workers’ Compensation Form FROI -1) to OHMR Regulation 600-10

jAttachment B to OHA-AR Policy 99-05 |

" . WARNING:
mc First Report of an Any person who obrins compensation from
; BWC or seffsinsuring employers by.

Better Workers” Compensati

Injury, Occupational
Disease or Death

Kknowingly misrepresenting or concealing facts,
making false statements, or accepting compensation
o which he/she is not entited, is subject to felony

Jor faster service criminal prosecution for fraud.
Complete as much of all four secuons of this form as possible.Type or print in black or blue ink. (RC.291348)
Last Name, First Name, Middle Initial Social Security Number Marital Status | Date of Birth
O Single
Home Mailing Address Sex O Married Number of Dependencs
QO Male QO Female | O Divorced
City State 9.digit ZIP Code Country ff difflerent than USA.] O Separated [Department Name
O Widowed
Wage Rate COHour Month L) Week What days of the week do you usually work? Regutar Work Hours'
Per: (] Year [ Other Osun OMon OTues OWed TOThur QFfri TSat! from Yo

Have you been offered or do you expect to receive payment for this claim from anyone

Occupation or job Title
other than the Ohio Bureau of Workers' Compensation or the emplayec?

O YES [OONO

Benefit Application/Medical Release

{ am applying for recognition of my claim under the Ohio

Workars’ Compensation Act for work-related injuries that { did

nat purposely inflict. | request payment for campeasation andlae

medical expenses as allowable. Direct payment(s) o the providers

of any medlcaf services are aut.hortzed { understand (hac {am
wh

Injured Worker Info,

to release all medical, psychological, andior psychiatric information
ther is related to my workers’ compensation claim to the Ohio
Bureau of Warkers’ Compensation, the industrial Commission

Telephone Number Work Number

of Ohio, the employer listed in this claim, that employer's
managed care organizotion, ond ony outhorized representatives.

Injured Worker Signature

Date J

Date of Injury/Oisease

JTime of Injury

If facal, give date of death
0OAM  OfM

Date Last Worked Date Retumed m‘VVoFl\

Accident Location (street address)

Date Hired

State Where Hired Dace Employer Notified

Cley

State

Was place of accident or exposure
on employer's premises! DYES COINO

Description of Accident (Describe the sequerice of events that
directly injured the employee, or caused the disease or deach)

Type of lnjury/Disease and Part(s} of Body Affectad
(For axample: sprain of lower left back, etc.)

Treatment Info,

Physician/Health—Care Provider Name Telephone Number Fax Number Inidal Trutment‘bac“
( ]

Street Address Cliey TS:ate 9-digit &I Code

Diagnosis(es): Include ICD-9 Code(s)

Provider Signature J BWC Provider Number ] Date )

Employer Name

Policy Number

ED Employer is Self-lnsuring

O lajured Worker is Qwner/Partnar/Member of Firm

(O CERTIFICATION - The empioyer
certifies that the facts in this
application are correct and valid,

En

S ailing Address (Number and Street, City or Town, State, and ZIP Code) Coungy
=
E=l Locadon, if difierent from mailing address Manual Nurrber
> —

S elephone Number IFax Number ! Federal 1D number

£ IS ) ( )

>

O

(J REIECTION - The employer
rejects the validity of this claim
for the following reason(s) below:

FOR SELF-INSURING EMPLOYERS ONLY:

{1 CLARIFICATION - The employer clarifies
and allows the claim for the condition(s) below:

Employer Signature and Title

"‘Date

JOSNA Case Number

_/

FROLL (Cambinas Tt C2 C CL6 CL50 C-51. OD-1. OD-1.22)

BWC-1101 (Rev. 1107

This form meets OSHA 101 requirements.

B-1




APPENDIX B (Bureau of Workers’ Compensation Form FROI -1) to OHMR Regulation 600-10

Completion

Instructions Better Workers' Compensation | -
. IBuilt with you in mind.
(e~ ~tinued)

Lasc Name, Firsc Name. Middle Inital Social Security Number Marital Status | Dace of Birth
O Single
Home Maiting Address Sex O Married Number of Dependents
O Divorced
Cry Is:m I‘)d:gi( ZIP Code O Separated | Department Name
QO Widowed
Wage Rate OHour 0O Month O you usualty work? [ReguhrWork Hours o
$_____ Per: OYear Sat | From To

Have you been offered or do you expect to receive anyone Occupation or Job Title

Injured Worker Info.

Bureou of Workers’ Compensation, the Industrial Commission
of Obio, the employer histed in this claim, that employer’s
managed core organization, and any authorized representatives.

Work Number
Injured Worker Signature

Date ‘
[ J

0 Home Address: Enter the home address where the injured worker lives. 0 What days of the week do you usually work? / Regular Work Hours:

of any medical services are authonzed. | understand that | am
ollowing ony provider wha atiends to, tredts o7 exgmines me

R Include the apartment number, if applicable. Enter the days and hours the injured worker normally works.

Q.O. « If the post office does not deliver mail to the home address, « If the days worked vary from week to week, list the number of hours worked
-E list the mailing address instead of the home address. in an average week.
$

[ 9 Department Name: Enter the injured worker's department or area name, 9 Occupation or Job Title: Enter the injured worker's type of occupation
é where he/she normally reports for work: or actual job title at the time of injury, occupational disease, or death.
<

2 9 Wage Rate: Enter the injured worker's rate of pay and then select how 0 Injured Worker Signature (Injured Workers Only): Please read the
_3_ often it is received. Benefit Application/Medical Release information before signing and dating
_E (if the pay rate being reported is not hourly, report the GROSS amount.) this form.

« If eight or more days of work will be missed, BWC will need wage
information for the 52 weeks prior to the date of injury. Submit wage
information by: employer payroll reports, wage statement
(BWC form C-94-A), W-2s, etc. . /

te of Injury/Disease Time of injury Hf fatal, give date of death Date Last Worked te Retuned o Vi
OAM  (OPM ¢.
Accident Location (street address) Date Hired 5(: Where Hired &Employer Notified
Ciy Stace ‘Was place of accident or exposure
on employer's premises! OYes ONO

Type of Injury/Disease and Part(s) of Body Aflected

Description of Acdident (Describe the sequence of events that
0 (For example: sprain of lower left back, ecc.) o

directy injured the empiloyee, or caused the disease or death)

Injury/Disease/Death Info.

J 1

‘9_. 0 Date of Injury/Disease: Enter the date the injured worker was injured. O State Where Hired: Enter the state where the injured worker was hired
-E D by the employer listed on this application.
5 if the injured worker contracted an occupational disease,
s determine which of the following happened first: 6 Date Employer Notified: Enter the date the employer was notified of
8 * The occupational disease was diagnosed by a medical provider; this injury, occupational disease, or death.
E + The first medical treatment; or = —
8 «The injured worker first quit work due to the occupational disease. 0 Description of Accident: Describe in detail the events that caused the
o Enter this as the date of occupational disease. injury, occupational disease, or death. Attach additional sheets, if necessary.
o]
Q Date Last Worked: Enter the last day worked as a result of this injury, Type of Injury/Disease and Part of Body Affected: Describe the
occupational disease or death. 0 nature of the injury, occupational disease, or death.
Indicate the part(s) of body injured, affected, or that caused the death, —1
9 Date Returned to Work: Enter the date the injured worker returned to « For Example: Laceration of first toe, left foot; Sprain of lower right back; etc) senss,

work after the injury or occupational disease.

B-2



APPENDIX B (Bureau of Workers’ Compensation Form FROI -1) to OHMR Regulation 600-10

Completion

Instructions
(c~ntinued)

Physician/Heatth-Care Provider Name

Treatment Info.

Tetephone Number Fax Number Inial Treatment Date

( )
Street Address Gi lSu:e J-digit ZIP Code
Diagnosis(es). Include ICD-9 Code(s)
Provider Signature IDam /

0 BWC Provider Number: Enter the physician's or health-
care provider's | {-digit, BW<C-assigned provider number.

Treatment Info.

If you have any questions

:> regarding the BWC provider number,
please call 1-800-OHIOBWC
(1-800-644-6292), and press 42.

Employer Name

O Employer ts Seff-insuring
O injured Worker is Owner/Partner/Member of

Mailing Address (Number and Street, City or Town, State, and ZIP Code)

IPOoncy Number E

Location, K different from mailing address

Fax Number

( )

(] CERTIFICATION - The employer
certifies that the facts in this
application are correct and valid.

Telephone Number
( )

Employment Info.

[CJREJECTION - The employer
‘Pefects the validity of this dlaim
for the following reason(s) below:

anualNumb«

FOR SELF-INSURING EMPLOYERS ONLY:

[J CLARIFICATION -The employer clarifies
and allows the claim for the condition(s) below:

Employer Signature and Tide

lDzu |OSHA Case Number

0 Employer Name: Enter the name of the injured worker's employer at
the time of injury, occupational disease, or death.

Mailing Address: Enter the employer's address where BWC should send

all workers’ compensation correspondence.

Policy Number: Enter the employer's BWC-assigned policy number, which
is located on the BWC certificate of coverage.

Manual Number: Enter the four-digit code that indicates the injured

9
o
o

worker's job classification, located on the semiannual payrolt report.

Employment Info.

« If you do not know the injured worker's manual number,
call1-800-OHIOBWC (1-800-644-6292), and press 21.
e Certification: If certification is selected and the claim is allowed, it will be
promptly paid. Employers certifying a claim waive both the notice of receipt
and notice of first order of compensation.

T

o Rejection of a Claim: If rejection is selected, use the space provided to
list the reasons for rejection. Attach additional sheets, if necessary.

0 Clarification of a Claim (Self-Insuring Employers Only): Self-insuring

employers choosing to clarify certification may use the space provided.

Attach additional sheets, if necessary.

0 OSHA Case Number: If this is an OSHA-reportable injury, include the
case number assigned by the employer. This form meets OSHA (01
requirements outlined on Jan. 1, 987, and may be used in lieu of the OSHA

101 when reporting recordable injuries and ilinesses to the federal government.

Note:
If your employee misses eight or more days of work, BWC will need wage

information for the 52 weeks prior to the date of injury. Submit wage information
by: employer payroll reports, wage statement (BWC form C-94-A), W-2s, etc.

_/

DATE MCO RECEIVED CLAIM

. THIS SPACE FOR BWC/MCO USE ONLY

Will this incident cause the injured worker

to miss eight or more days of workl— O Yes ONo

DATE BWC RECEIVED CLAIM

BWC CLAIM NUMBER




