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SUBJECT: INDUSTRIAL INJURY COMPENSATION AND RETURN TO WORK

PURPOSE:

To provide a policy for accepted Workers' Compensation claims that ensures
employees who suffer work-related injuries are provided medical treatment, industrial
injury leave, compensation, and return to work opportunities in compliance with State
law.

POLICY:

It is the intent of the City to ensure that all employees who suffer on-the-job injuries or
illnesses receive prompt medical attention and that they are afforded all rights and
benefits available to them through the Workers' Compensation system. The City will
make every effort to return injured employees to work if they are medically able to do
so.

1. Responsibility:

It is the responsibility of City employees to promptly report any job-related injury or
illness to their immediate supervisor or to the Workers' Compensation Division.
Supervisory personnel are responsible for ensuring that injured or ill employees receive
prompt medical attention by the City's State approved Medical Provider Network (MPN).
Supervisors must immediately report any incident to the Workers' Compensation
Division by completing the necessary State forms within 24 hours of notice of injury.

The employee's supervisor will place the injured employee on industrial accident leave
or modified duty when the authorized treating physician indicates the period of disability
or modified duty will extend beyond the day of the accident (see HR Policy VI-02,
Modified Duty Program). Appointments for treatment and therapy will be scheduled at
the discretion of management in consideration of City operations. Employees are
responsible for their own transportation to and from medical appointments, however
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mileage is reimbursed by the City. Employees must submit to their supervisor any
physician's medical status report as soon as it is received from the physician.

2. Compensation:

A benefitted non-sworn employee will receive the negotiated percentage of salary
continuance and the level of temporary disability payments required by Labor Code
4650. Local sworn safety personnel will receive full compensation according to Labor
Code 4850. Non-benefitted, non-sworn employees will receive the State mandated total
temporary disability rate of compensation.

Employees will continue to receive regular pay if the treating physician has stated that
he/she can return to modified duty, provided a modified duty position is available that
meets the employees work restrictions and physical limitations in accordance with the
City's Modified Duty Program.

Salary Continuance or Total Temporary Disability payments will be discontinued if an
employee refuses to participate in the Modified Duty Program or does not participate or
cooperate with the medical treatment prescribed by the treating physician.
Furthermore, any refusal to participate in the Modified Duty Program will result in the
employee remaining off work subject to departmental approval for time off and where
sick leave cannot be used under this circumstance per HR Policy VI-02. Salary
Continuance will also be discontinued if the employee retires, voluntarily or involuntarily
terminates employment, or is on industrial injury or illness leave for a period exceeding
one year. Where applicable, as per Labor Code 139.5, temporary disability payments
will be paid after one year of Salary Continuance has been paid.

3. Return To Work:

The Workers' Compensation Division will notify the immediate supervisor if the
employee is released to temporary modified duty by their treating physician. Temporary
modified duty assignments are made in accordance with HR Policy VI-02. If necessary,
the Worker's Compensation Division will arrange for any necessary medical treatment
and/or any request for a change of treating physician.

If the employee's condition is determined to be permanent and stationary by the treating
physician with no permanent work restrictions, they will return to their usual and
customary job duties. If the employee is deemed permanent and stationary and cannot
perform the usual and customary duties of his/her position and has been given a
permanent work restriction, they would be invited to the Reasonable Accommodation
Interactive Process under HR Policy VI-04.

Attachments:
1. Supervisor's First Report of Incident
2. State of California Claim Form
3. Instructions for State of California Claim Form
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SUPERVISOR'S FIRST REPORT OF INCIDENT I MISHAP

PLEASE PRINT - COMPI.Ere ALL /; EMS IF L)WC -; FORM $UtlMI {rED ro l''''OR'i\EP~~'C<':fI!F'- SUBMIT IMMEDIATELY
COMPLETE HIGHLIGHTED /TEMS TO DOCUMENT F/RST AID INCiDENT ONLY

I
,=mployee: DepUDiv Classification:

it\ddress CltylZlp. Home Phone.

"Mhdate I I Age' M F Date of Hire I I Shift Day Evening Night

pate of Incident I I Time of Incident AM PM Time reported to work Date I I Time AM PM

pate InCident Reported I I Reported to Whom?

ocation of Incident

Irype of InCident Injury Property Damage Equipment Damage Vehicle Collision Near-Miss

(1) Was employee given 1'" Aid Yes No (2) Was treatment refused by employee Yes No

Notify Workers' Compensation for "YES" answers to Items #3, #4 & #5

(3) Was employee sent to' Emergency Room Yes No Name of Hospital

Preferred Clinic Yes No Name of Clinic

Pre-deslgnated PhysIcian Yes No Name of PhysIcian

Other

(4) Was employee admitted to hospital Yes No (5) Fatality Yes No

~ Did employee wear protective equipment Yes No List equipment used

@
Part of Body type of Injury (check)=

~
No InjUry Reacllon to foreign sUbstance/obJect Contusion Fracture

Fill in Blank (be speCific) Puncture Burn Amputallon

~
Loss of Consciousness Sprain I Strain Laceration

~
Chemical Exposure OPIM Exposure
Other

g ncident Cause (check)

@ Fall from stairs I obstacle I elevallon Act or procedure InjUry from falling objects Back injury from lifting
Defecllve equipment Fall on floor I surface Improper use of equipment I instrument

@:i2) Horseplay Repetitive Motion

= Other

~ Witnesses
1)Name Dept/Address Phone

Q:!:!:!J 2)Name Dept/Address: Phone

B
2) City Vehicle Information: YearlMake/Model Type Vehicle Assel#
@:i2)

Headlights on Yes No Warning Lights on Yes No Turn Signals used Yes No Horn used Yes No

Seatbelts Worn' Driver Yes No Passenger Yes No Police Report # Reporting Agency

Other Vehicle Information (If applicable)

prlver Name. Address City Phone

Dnver's License # Vehicle Year/Make/Model Vehicle License #

nsurance Company & Policy #

Damages: List all damage to property, equipment and/or vehicles

lSelect conditions present at time of incident:
"'nwonment (Internal I External) EqUIpment I Materials

Sunny Rain Tire condition Lights Inoperalive Lubrication Corroded
Bright sun I glare Night Belt condition Insulation failure Belt adjustment Leaking hose I filling
Cloudy I fog Duskl dawn Improper adjustment Loose I missing hardware Guards defective I missing
Windy Other Incorrect tool Defective materials Incorrect matenals
Hot or Cold Improper deSign I type Other

~ Personnel
Layout of equipment Floors wet I uneven Fatigue InsuffiCient training Improper work praclrce PPE not used
Housekeepmg Ventilation Action of other(s) Other
Lighting Other

Form No 1210.041 (8/03)



SUPERVISOR'S FIRST REPORT OF INCIDENT I MISHAP

ATTACH ADDITIONAL SHEETS OF PAPER AS NEEDED FOR NARRATIVES

~ Employee statement on how incident occurred: check box If statement is attached
C§J

i
@/2)

I Employee statement on how recurrence could be prevented: check box If statement is attached

~

~
O:!J£]

Describe In detail what employee was doing at time of incident (what. how, why): check box if statement is attached

DescrIbe what act / condition(s) contributed to the incident (I e Improper use of equipment, wet noar, etc) check box if statement IS attached

~
@ Supervisors conclusions: check box If statement IS attached

I
@:i2)
g

i
~
2)

Supervisors recommendation(s) to prevent recurrence: (Type of trainmg, repair/replace equipment, etc) check box If statement IS attached@:i2)

Employee's Stgnature: Date: _

Supervisor's Signature: Date: _

Superintendent! Manager Signature: Date: _

Distribution: City Safety Officer (Original)
Department / DIvIsion (File copy)

Safety Officer will route copies as needed



Claim Form (DWe 1)

To be provided to the employee within 24 hours at the time Workers'
Compensation Benefits are being requested

(ie-medical treatment, time off work)

Employee- Needs to fill out sections # 1-8 completely.

EmployerlSupervisor- Needs to fill out sections #9-17 completely

(#11 - reflects the date the Supervisor is notified that medical treatment or
other benefits are being requested by the employee)

(#14 -- is always legally uninsured)

(#15 -leave blank)

** INCOMPLETE FORMS WILL BE RETURNED TO THE
DEPARTMENT.

Distribution: Original- Workers' Compensation, r copy-Department Division copy
Last two copies- To Employee

Treatment Facilities:

**Commullity Industrial Clinic - 4444 Magnolia Ave. (Urgent care side)
Riverside, CA (951)274-3498

**Inlalld Empire Occup. Clinic - 3579 Arlington Ave. #300 Riverside, CA
(951)341-9333

**Parkview Industrial Clinic- 9041 Magnolia ave. #107 Riverside, CA
(951)-353-1021

**Riverside Industrial Clillic- 2002 Iowa Ave. #104 Riverside, CA
(951)682-2222

**US Health Works - 1760 Chicago Ave. Ste. J3 Riverside, CA
(951) 781-2200

**Park Sierra Medical Clinic - 3660 Park Sierra Dr. #101 Riverside,CA
(951)359-7762

Please call Workers I Compensation Staffto report referrals to clinics

IN CASE OF EMERGENCY, PLEASE REPORT TO THE NEAREST
HOSPITAL EMERGENCY ROOM
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DIVISION OF WORKERS' COMPENSATION

WORKERS' COMPENSATION CL,\IM FORrtl(DWC 1)

Eswdo c/e C"lrjorJ/w
Depllrlllmemo ele Rdm iOlles Inell/strlales

DIVISION DE COMPENSACIOX tiL TRABAJADOR

PETITION DEL ElvlPLEADO PARA DE COMPPSSACIO.v DEL
TRABAJ.4DOR (DWC 1)

Employee: Complete the "Empluyee" section and give lhe form lU E11Ipleado: Complerc la secc/oll "E11Ipleado" y elllrC!ille la forma 1I SII

your employer. Keep a copy .md milr\.. It "Empluyee's TemJlorary I!/Ilpleador. Qucdcse ((In la COPIG dl!sigllada "Recibo Temporal del
Receipt" ulllil yuu recclve the signed and dated copy from your em- E11Ipleado" Iwsw ql/e Vel rCClha la copia/irmac/a yfeclwda de SII emplemlor
ployer. You may call the DI~'lsion of Workers' COlll~ru.atiOlt and Vel, pllede lIamar a la DIIISioll de Compellsucioll al TrabaJador ul (800) 736-
hcar r~corded inforlllJtlon at (800) 736-7401. An explanmion of work-

7401 para oir ill!ormacit;1l Rravadn. En la hOJu £'ulllcJ'la de estacrs' compensation bencfits b mduded as the cover sheet of this fllrm.
(orma erla la e.\plimri6n de los beneficioJ de campensacion al IrabJador

You should aho have rcceived a pdmphlet from your emplo~'er de·
Ud, tomhien deberia !laber reL'ibui" de slIl!mpleador IIIljollero descnbl~lIdo losscribing worker;' compemalion benefits and the procedure\ to obtain

them.
bt'njll/os d~ compCIISOCU)1l (il Imbajador Il!siollCldo y 10,\ pl'ocl!dll/llellfos para
obrellerlos.

~

QJ!I9 fll Ibm1n In ......""., "."" ti9 [jIi!!fIrrzi!!], , ,
., , '1

~ =, , . , ,. , - ,. I , " ,.
I , , I _u...

Empluyec--cumplete this section and see note aboYe Empleado--complete esta seccion J' note La llotacioll arriba.

I. Nmnc. Nombre, Today's Date. Fecha dl! Hoy. - --
~ Hume Address. DII'I!CClO/l Resldl!lldal.

3. ell). Cll/dad. Slate. Estado. ----- Zip. COc/l~1J PIJI((JI.

4. Date of Injury. F£'cha de la lesujn (1Il't'ldl'lIle) Time of Injury. Hora ell que oCllrnr). a.m. p,m.

S. Address and deSCription oh"here injury happened. Dirl!£'£'iolli/Ilgllr dlinde oC£,llnrl e/ acddl!lIfe

--
6, Describe injury amI pJrt of body atlected. Dc\('ribala lesion y parte d~1 l'uI'rpv afecwc/a. ---

_. -
7 S(lClul Secunty Number. N';J1Jl!rv dl' Sl'liuro Socwl del EII/pleado. -
H, SIgnature of emplo)ce. FIrIlla c/I!I empleado.

Employer-complete this sectiun and see note below. Empleador-complete esta seccion y note La lIotacioll abajo.

9. Namc of employer. Nomllfe del em/'/rador.

10, Address. Dirrl lIOIl.

II. Dale employer firl>! knC\~ of injury. Fee/wen que el empleador ,\llpO por prill/era ve;: de la lesion 0 a££ "it'll/e.

12. Dale clalln form \~a~ provided to cmplo)'cc. Fee/lCl ell qlle se Ie ell/regIi all!mpleado la PCI/L'iOIl,

13. D.He emplo}er recel~ed claIm form. FI'cbu ell que el 1'lIIplmdo dewlwi 10 Ile/lc"in al empleac/or. ---_...._-
14. Name mid addres\ of Insuran~"e carner or adJust,"g agenc). Nombn'.r dlrel£'lon de la I ul/lpwiia c/e .II!~lIros () agent l£l adlllll/,\Iruduru de S"~lIr,,1.

- ---------------------_._.
15. Insurdnce Policy Number, £1 I/l;mel'(} de la pc)lI;:a de Segura.

16. Signaturc of employer representdtive. F,rma dL'i rcpre.l'l!/lIWlte del cml'l~ador.

17. Tilic. Trw/o. 1M. Telephone. Teltfjvllo.

Emplo}er: Yuu are required to date thIS lorm dnd prOVide copies to Empleador: Se reqUlere que Ud. fel hI! eSlu jiJl"ma y que prol'/!tI COPlaS a ,III £'(Jm·
your lllsurer or claims admllllsUJ.tor and to lhe emplo)'ee. dependent paciia de se!:uras. adlllltllslmdor de /'edanw,\, 0 elel'l!lIdlellrefrepresenl£lllle de rei 1£1-
or rcpn:sem,tlive who tiled the clUlm \\<lthIl1l1ne wnrking day of mas y al empleadv que hayan preJe/lladtJ I!sla pe/lClCln del/rro del plo;:o ele un dia
recclpt ufthe furm from the employee. luihil deldc el IIIonrento dt' bahel' sl£lo reclblela la forma del tmpleado.

SIG:-.IING THIS FORM IS NOT AN ADMISSION OF LIABILITY EL FIRMAR ESTA FOUAfA .....0 SIGNIFICA ADA'!lSJON DE RESPONSAlJIUDAlJ

o Emplll}er l.upylL"Of'UI tiel £mJlJr,ll/tl/

7/1/04 Rev.



Workers' Compensation Claim Form (DWC 1) & Notice of Potential Eligibility .i

Forl1l111ario de Reclamo tie Compensacion pam Trahajadores (DWC 1))' Nolijicacion tie Posible E/egibilidm/ ,...~.

If )OU an~ injun:d or becllm~ ill. eith.:r ph)sicall) or m~ntall),

hecausc of) our job. including injuries re~ultillg from a \\orJ..place:
crim~. )OU rna) hc cntitkd to Ilorkers' compensation h~ne:fits.

.\llaehed b the form for liling a I\urk~r~' comp~nloation claim \Iith
)our cmploycr. You should read all of the information below.
Kcep thb lohcet and all other paper. for) our record•. You Illa) bc
~Iigibl~ for ~om~ or all of th~ bcndits liloted depending on th~ natun~

of )IlUr claim. If r~quir~d )OU l\ilI be noti1icd b) th~ claims
administrator. I\ho b respon~ible for handling )our claim. about) our
eligihilit) lor b~ncliL-..

1'0 tile a claim, complete the "cmplo) e:~" section IIfthc torm, I-eep
one copy and ghc thc rest to )OUI' ~mplo)~r. Your ~mplo)cr \\ill
th~n completl: the: "Emplo) er" ~eetion. gi\~ ) ou n dated COP). leep
one CUP) amI se:nd onc to the claim. adminilotrator. Benefits can't
~tart until th~ claims admini.trator I-nolls ofthc injul') .•o compkt~

the toI'm a••oon a.~ po.sible.

Medical Care: Your c1mm. admilll;.lrutllr "ill pa) all r~u.lmablc and
l1eccssar) medical ~,lre: for )our \\01'1- i1tiUI') or iIIne.~. !\:Iedical
benclit~ rna) include trclltmcnt b) a doctor. ho,pital sen ices,
ph).ical therap). lab tc.L~, '\-ra) •. ilnd medicines. Your claim.
adminilotralor 1\i11 pa) thc co,t, dir~ctl) so )OU should ne\cr loee a
hill ror il1iurks occurring on 01' aftcr I I 04, there: b a limit on
!>ome medical !>Cl'\ icc~.

The Primary Treating Pll)sician (PTP) i> the lloctor "ilh the
merall re!>pon.ibilit) tor treatm~nt of ) our injul') or illness.
Ge:nerall) )our e:mplo)er ,cle:cts Ihe rrp )oU "ill lo~e for the tir.t30
da)s, hOI\c\cr, in ~~eifi~d conditions. )OU ma) bc treat~d h) )our
predel>ignatcd doctor Il' a doctor loU). ) ou ,till need treatment after
3D days. )- ou may be ahlt: to s" itch to the doctor of )our choice.
'ipecial rules appl) if )our e:mplo)er ofli:rs a Health Care
()rgdni.1ation (IICO) or after I I 05, has a medical pro\ ider net"orl-.
Contact )oour emplo)cr for more information. If your ~mplo)er has
not put up u po.ter dc!>cribing ) our rights to \lurl-cn,' cOl1lpen~ation,

) Oll ma) dlOO.C ) our 0\1 n doctor immcdiate!).

Within olle \\orking da) ufter lin emplo)cc lile~ a claim limn. the
employcr shall authori.1e th~ provision of all trcatment. conloistent
\lith tht: applicable treating guideline•. for the alleg~d injury and
l>hall continuc to prO\ idc treatment until the date that Iiahilit) for the
claim b acccptcd 01' rejectcd. lrntil the date: the claim i~ aec~ptcd or
n:jected. Iiabilit) tor medical treatment .hall he limited to ten
thou.anJ dollars ($10,000).

Disclosure of Medical Records: Alter )OU make a claim for
Ilorkers' compensation henelits. )our medical records \I ill not hale
th~ same pri\acy that )OU u.uall) ~'\p~ct. If )OU don't agrce to
\oluntaril) relea.~e medical record., a \\orkers' compensation judge
mu) deCide \I hat recore.b \\i11 be released. If)ou request pri\ac), the
Judge ma) "~eal" (k~~p prhate) certain medical record•.

Pavment for Temporary Disability (l.ost Wages): If )OU can't
\lork IIhile yOU are reco\ering from a job injul') or ilInes;.. )OU will
n:ceive temporal') disabilit) Pu) menb. rhe~e pa) ments rna) change
or ~top I\hen your doctor ~a). )OU are able to return to \lor].". The,e
henetits are ta:\-fr~e. rempol'Ul') di~ahilit) pa)ments are: tllo-thinb of
)our a\el'Uge Ileel-I) pa). \\ithll1 minimuml> and ma'\imums .et h)
state la\l. Pa) ments are not made for the lir.t three da) s yuu arc off
the joh unles~ )OU ar~ ho.pitali.ted mernight or cannot 1\01'1- lor more
than 14 da) s.

Si l'd. s~ It:!>iona 0 !>e enfcnna, ) a loea fisica 0 mentalmente, debido a .u
trabajo, inclu) endo I~sionelo que resulten dc un crimen en ellugar de: Irahajo,
es posible que Ud. tenga derecho a beneficio~ de compcn.acion para
trabajadores. S~ adjunta el tOlIDulario para pre:sentar un l'I:clamo de
compen.aci6n para trabajador.:s con su cmpleador. Ud. debe leer loda la
informacion a continuacion. Guarde esla hoja ) todos 10. dermb
documentos para MIS archi\os. E:. pllsible que uMe:d rcuna 10. reqUlsito.
para todos los bcnclicios, 0 partc de c:.tolo, qu~ sc cnumeran. dependiendo de
la indule de su reclamo. Si.e rcquier.:, ella adminbtrador(a) de reclamos.
quien e. re:.ponsable del man~jo de su reclamo. Ie notificara a u~ted. lu
ref~re:nte a su elegibilidad para b~ncticios.

Para prcsentar un redamo. comple:te la ,cecien del formulario designada
para eI "bnpleado", guard.: una copia, ) dek cl rc,to a ~u emplcador.
fntollces, su empleador completara la seeci6n designada para el
"bnph:ador", Ie dani a Vd. una copia l<:ehada, guardan\ ulla copia,) en\iara
una al a la administrador(a) dc reclmno~. l.us benelicio~ nu pueden
comell7ar ha,ta, qu~ eI la admini,tmdor(a) de reclamos ~c entere: de la
I~sioll, a:,i que complcte cl formulario 10 anle~ pll.iblc.

Atencion Medica: Su administrador(a) de reclamo, pagara toda la atencilin
medica razonablc ) ne:ce~aria, para .u I~sion 0 cnfclmedad relaclOnada wn
el trahajo. Es po~ibl~ qu~ 10. benclicio. medicos inclu)an eI tratamicnto pOI'
parte de un mMico. los :.enicios de ho.pital, la terapia [hica. 10. amililoi. de
laborulorio ) las medicinas. Su administrador(a) de rcclamo. pagani
directament.: los eosto~. de manera que usted nunca \cni un cohw. Para
le,iones que ocurren cn 0 de.pucs de I I 04. hay un limite dc \bita. pam
ciertos .en icios medicos.

EI Medico Primario que Ie Atiende-Primarl' Treati/lf! Pllniciall PTP C~

el mcdico con toda la responsabilidad para dar eltratamicnto para .u ksioll
o enfennedad. Generalmente.lou empkador seleccionu alPTP que lid. \'erJ.
duranle los prim~ros 30 dias Sin embargo, en condiciones cspecilica•. e~

posible que usted puedn s~r tnttado pOI' su mcdico pre-designado Si d
doctor dice: que u,ted nun neceloita trdtamiento despues de 30 dias. es po~ibIc

que lid. pueda cambial' al medico de .u preferencia. Ha) r~glas e,pcciale.
que son aplicnbks cuando su cmplcador oll·cce una Organi7.aci6n tid
Cuidado Medico (!leo) 0 deput:s de 1!1/05 tiene un Sistema de PJ'(l\cedurc~

de Atencion Medica. Habk con su cmpleador para milS informaci6n Si.u
~mpleador no ha colocado un po.ter de:~cribiendo 'us derechos para III
compe:nsacion para trabajadores. Ud. pued~ ~eleccionar a .u propio medico
inmcdiatamente.

EI empkador aulorizani todo tratamiento mcdieo consistente con la.
dirccti\a. d~ tratamiento applicahle, a la (e.ion II enli:rmedad, durante d
primer dia Inboral despuc~ que cl emplcado eli:ctua un re:c1amo para
beneficio. d~ compensacion, y continuar{l pro\~)endo este tratamienlO hasta
la fe:cha en que el n:c1amo loca aceptado 0 rcchaLadu. lIasta la li:cha e:n que
el reclamo loca accptado 0 recha.tado. cl tratamiento medico sera limitado u
diel mil dol ares ($10.000).

Divulgllciim de Expedientes Medicos: De.pue. d~ que lid. pr~.ente UI1

reclamo para ben~licios de compcnsaciol1 para 10. tmbajadores. ~u.

e:\pediel1t~s medicos 110 tendnin la misma pri\acidad lJue ustcd normal mente
espera. Si Ud. no esta dc aCllerdu en dh ulgar \'oluntariamente: Ill~

eX[l(dientes mcdico~, uncal JUCl de comp~n~acion pam trahajaJore.
posiblemente decida que expedicntcs ,e revelanin. Si Ud. solicita
pri\acidad. cs posiblc que el.'la jucz ··sell~'· (mantenga pri\ados) ciertos
expcdientes medicos.

PlIgo pOI' Incllpacidad Temporal (Sueldo5 Perdidos): Si tid. no pllede:
tmbajaI', mie:ntrus se esta rccupcrando de una lesilll1 0 enfermedad
relacionada cun d trabajo, lid. rccibini pagos pur incapacidad temporal. b
po~ible que estos pagos cambien 0 paren. cuando su m':dico diga que Ud
estil en condiciones de r~grcsar a trabajar. Esto:. bcnelicios son libres de



Workers' Compensation Claim Form (DWC 1) & Notice of Potential Eligibility . .f:
Formu[llr;o de Reclamo de Compensllcion pilm Trabajadores (DWC 1) y Nofijicacio/1 de Pos;hle Elegihilitltul ,~:~~

Return to Work: 10 help iOU tu return to \~ork as soon as possible,
JOU should acthel: communicate \\ ith yuur treating doctor. claims
administrator. and emploier about the kinds of \\01'1- ) ou can do
\\hile reell\ering. 1he) ma: coordinate efforts to return illU to
modified duty or other \\orl- that i~ medicall~ appropriate. Thb
modi lied or other duty may be temporal') or ma) be e,-tended
depending on the nuturc Or)OUr injury or illness.

Payment for Permanent Disability: If a doctor sa) s your injul') or
illness results in a pennanent disabilit:. )OU may receive additional
p.ly ments. Ihe amount \\ ill depend on the t: pe of injul'). : our age.
occupation, and date or il\iur).

Vocational Rehabilitation (VR): If a doctor sa)·s your injur) llr
illness pre,ents )OU from returning to the same type ofjob and jour
emplo: er doesn't oftcr modilied or alternati\ e \\ 01'1-. : ou may
qualit)- for VR. If)ou qualil). jour claims administrator \\ill pay the
costs, up to a ma.\imum set by stale la\\. VR is a benelit for injuries
that uecurred prior to 200-t.

Supplemental ,Job Displacement Benefit (SJDB): If you do not
return to \~orl- \\ithin 60 dajs after jOur temporal') dbabilit) ends.
and jour employer docs not offer modified or alternathe "ork, you
may qualil) for a nontransferable \oucher pa)abh: to a school for
relraining anti. or sl-ill enhanc~ment. If you LJualil), the c1aim~

administrator \\ill pa~ the costs up to the ma\.imllm set b) state 11I\\
based on )Ollr percentage of permanent di~ahjlit). SlOB is a bell~nt

for injuries occlln"ing on or after I I 04.

Death Benefits: If the injul')' or illness eall~es death. pay.ments may
be mad~ to rclath e~ or household members \\hu \\ere Iinanciall)
Ikpcndent 011 the tkceased \\orl-cr.

It is illegal for your em plover to punish or lin: )Oll for ha,ing ajoh
injury or illness, for tiling a claim. or testify ing in another person's
\\orkers' compensation case (Labor Code 132al. If prll'en, )OU mu)
rccei\e 10Sl \\ ages, job reinstatem~nt. inm:ased benefits. and cosb
and e\.pen~es up to limits ~et by the state.

YOli ha\e the right to dbagree \I ith deeision~ affecting) our claim. If
) ou haH: a disagreement. eOlltm;t ) our claims administrator first to
see if you can resolve it. If you arc not recd,ing b~nclits. )OU rna)
be able to get State Disabllit) Insurance (SDI) bendits. Call State
Emplo) mcnl De,dopmcnt Depill·tment at (800)480-3287.

YOli can obtain free information from an information and assistance
omeer of the State Division of \\'orl-ers' Compensation. or )011 can
hear recorded inlormation and a list of local offiees b) calling (800)
736-740]. You rna) also go to th~ DWC \\eb site Ht www.dir.cn.gov.
I mk to Workers' Compensation.

You can consult with an attorneY. 1\.10st altorne)s otTer on~ free
consultation. If )OU decide to hire an attorne), his or her fcc \\ ill be
tak~n out of ~ome of ) our benefits. For names of \\ orkers'
comp~nsation atlorne)s. call the State Bar of Calilornia at (·H5) 538­
2120 or go to theIr \\eb ~it~ at ,\o\~w.cnliforniaspecialist.org.

impuestos. Los pagos pOI' ineapacidad temporal son dos tercios de Sll pago
semanal promedio, con calltidades minimas)' m~l.\.imas establecidas pOI' Ia.\
lejes estatales. Los pagos no sc hacen durante los primeros tres dins en que
tTd. no lrabaje. a mellos que Ud. sea hospitalizado(a) de noche, 0 110 pucda
trabajar durante mas de l-t dias.

Regreso al Trabajo: Para a) udarle a regresar a trabajar 10 antes posible,
Uti. debe comunicarse de manera acti, a con d medico que Ie atienda. ella
administrador(a) de reclamos ) el emplcador, con respecto a las c1ases de
trabajo que Ud. puede hacer mientras se recupera. Es posible que ellos
coordinen esfuerlos panll'egresnrle a un trnbajo modilicado. 0 a OlfO trabajo.
que ~ea apropiado desde c1 punto de "ista m~dicu. ESlc trab'\io modilicado.
u otm trabajo. podria extenderse tl no temporahnente. dependiendo de la
indole d~ su lesion 0 enfermedad.

PlIgo por Incapacidnd Permanente: Si el doctor dice que su lesit'ln 0

enfermedad resulta en una incopacidad permanente. es posible que lJd
rcciba pagos adicionales. La canlittad dcpendeni. de In dase de Icsi6n. sU

edad, su ocupacion) la fccha de la lesion.

RehnbilitadUn VQ£jldQp,,!: Si cI doctor dice que su lesion 0 enfermedad nn
Ie permite regrcsar n la misma c1ase de trabajo. ) su empleador no Ie ofrece
trnbajo modiI1cado 0 altemo. es posible que usted reuna los requisitos para
rehabililacion vocacional. Si lid. reime los requisitos, loU administrador(a)
de redamos pagani los coslos. hasta un maximo establccido pm las Ic) e~

estalales. Estc es un hendicio para lesiolles que ocurricron antes de 20U-t.

Beneficio Suplementario por Desplazamiento de Trabajo: Si Ud. no
vuehe al trabajo en un plazo de 60 dias despu':s que los pagos par
incapcidad temporal terminan, ) su cmpleador no ofrece un trabajo
modificado 0 altemo. es posible que ustcd reillle los rcqlli~ito~ para n:cibir
un ,ale no-tnulsferible pagadero a una eseuela para rccibir un nueHI
entrenamiento ) 0 mejorar su habilidad. Si Ud. rdllle los requisitios. el
administrador(a) de reclamos pagara los costos hasta un mu:\imo eslahlecidu
pur las le}cs estatales basado en su porcentaje del incapicidad p.:nnanente.
Este es un benelieio para Icsiones que ocurren en 0 despues de I I 04.

Beneficios n.ar Muerte: Si la lesion 0 enlcrmedad causa la mucrte. es
posihle qu~ los pagos se hagan a los parientes 0 a las personas que \ i, an cn
d hogar. que dependian economicamente del de la trabajador(a) difuntl1(aj.

Es ilegal que su empleador Ie castiguc 0 despida. pOl' suli'ir una lesion u
enfermcdad en el lrabajo. pOI' presentar un reclamo 0 pur at~stiguar en cl
caso de compensacion para trabajadorcs de otrd persona. (El Codigo Laboral
seecion 132a). Si es probado, puedc ser que listed n:ciba pagos pOl' perdida
Je sucldos, reposicion.del trabajo. aumento de bcnelicio~. j gastos hasta un
limite establccido pOI' el cstado.

tId. tiene derecho a ~star en dcsucuerdo con las decisiones quc
afeclen su rec1amo. Si tid. liene un desaeuerdo, primero comunique~e con
su administrador(a) de reclamos, para ,er si ush:d puede n;soherlo. Si usted
no estn recibiendo benelicios, es posiblc que tid. pueda obtener beneficios
de Seguro Estatal de Incapacidad (SOl). LIame al Departamento Estatal del
[)I..'sarrollo dd Empleo (EDD) al (800) 480-3287.

tid. puede obtencr informacion gratis, de un olicial de informaCIon
) asistencia. de In Division estatal de Compensaeion al frabajaJor rDivisiO/l
of H"orhel'S' Compe/lsatlOn DJfCJ, 0 puedc escuchar informadlin grabada.
as! como una Iista de: olicinas locaks. lIamando al (800) 736-7401. tid.
tambicll puede ir al sitio e1ectronieo en eI lnte:rnet de la DWl' en
www,dir.en.gov. Enhi.cese a la seccion de Compcnsacion para Trabajadllre~.

lid. puede consultar con un(a) abogado{a). La mayoria de los ahl1gados
ofrecen una consulta gratis Si tid. decide contrJtar a unla) abogado(aJ. su,
honorarios se tomaran de sus benelicios. Para obtener nombres de abogado~

d~ compensacion para trabajadores. lIame a la Asociaci6n Estat~1 de
Abogados de Calilornia (Stat£' Barl al (415) 538-2110, 0 ,u)a a su sitill
c1ectronico en ellntemet en www.californiaspecialist.org.


