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Overview

Trigger(s):

An employee is injured (or nearly injured) at work requiring the supervisor or Workers’ Compensation Service Representative to complete the Workers’ Compensation Claim Form to report the injury.  

	Business Process Description Overview

	This is a Workers’ Compensation Claim Form accessed through Employee Self-Service and used to report work-related injuries and near misses.  Note:  Catastrophic and death claims should be reported by telephone immediately to the Workers’ Compensation Vendor and then later entered in SAP.


	Input
	Comments

	An employee is injured at work.  
	

	Steps
	Details

	1.  The injury data is entered.
	If the supervisor is not near a computer or does not have access to a computer, a paper form may be completed and entered when a computer is available or by a Workers’ Compensation Advisor or Workers’ Compensation Service Representative.  If the supervisor is not available to enter the claim, the person in charge can provide the data to a Workers’ Compensation Service Representative or Workers’ Compensation Advisor for entry to ESS.


	Output
	Comments

	The injury data is updated to the infotypes and the appropriate staff receives information about the injury.  
	

	Steps
	Details

	1.  The Safety Advisor and Workers’ Compensation Advisor receive information about the injury via workflow and the Workers’ Compensation vendor receives data via interface each night.
	The Workers’ Compensation vendor will receive the data whether or not the Workers’ Compensation Advisor has reviewed the claim in workflow.

	2. Time entered can be viewed by accessing the infotypes.
	


Tips and Tricks

· Data can only be entered into fields that are white in color.  Gray fields are display only.

· When entering times, use the military time format.

· Dates must be entered using the calendar icon [image: image1.bmp].

· If information under the Employee Information and/or Employer Information Sections is incorrect, the employee should update their personal information via Employee Self-Service (ESS) or by contacting the Human Resource Office.  If a change to the work address is necessary, it can be updated directly on the form. 

· If an injury was previously reported for the employee on the same date, the following message appears:  “The information already exists.  Do you want to continue?” will appear.  Press [image: image2.png]


 to enter a second injury on this date or press [image: image3.png]


 to exit the screen.

Procedure Steps

1.1 Access transaction by:

	Via Menus
	Role ESS(Supervisor Self-Service User(Time Management(Workers’ Compensation Claim Form

or 

Role ESS(Employee Self-Service(Workers’ Compensation Claim Form

	Via Transaction Code
	N/A
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1.2 On screen “COMMONWEALTH OF PENNSYLVANIA Workers’ Compensation Claim Form” enter information in the fields as specified in the below table.  After entering the selections, click the Go icon [image: image6.png]GO



.
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	Field Name
	Description
	R/O/D/N
	User Action and Values
	Comments

	Employee Number of Injured Employee
	Employee’s unique personnel number. 
	R
	Enter the personnel number of the employee.  
	

	Date of Injury
	Date employee experienced injury or near miss.
	R
	Click on the calendar icon to select date.  Note:  Dates must be entered through the calendar icon.
	

	Type of Claim
	Type of claim employee plans to use
	R
	Click on the drop down box to select the type of injury claim.
	Most are Injury Leave Type.  Contact Human Resources if you need assistance


R = Required, O = Optional, D = Display, N = Not Required

Note:  Employees cannot complete forms for their own injuries.  If an employee should attempt to complete the form, the following error message is displayed.
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Click the OK icon [image: image9.png]


 and have the Supervisor, Workers’ Compensation Service Representative, or Workers’ Compensation Advisor complete the form.
1.3 On screen “COMMONWEALTH OF PENNSYLVANIA Workers’ Compensation Claim Form” enter information in the fields as specified in the below table.  Note: The screens are listed separately by sections below, even though the form is on one screen.  All information is defaulted on the first two sections, so no data entry is required.  If any of the defaulted information is incorrect, the employee should change their personal data via Employee Self-Service or contact the Human Resources Office to have staff change it for him/her. 
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	Field Name
	Description
	R/O/D/N
	User Action and Values
	Comments

	Date of Report
	Today’s date.
	D
	
	

	Employee Number
	Employee’s unique personnel number.
	D
	
	

	Biweekly Salary at Injury
	Current biweekly salary.
	D
	
	

	Injury Type
	Type of special benefits employee is eligible to receive.
	D
	
	

	Employee Name
	Employee’s given name.
	D
	
	

	Social Security Number
	Social security number.
	D
	
	

	Employee Home Address
	Address on record for the employee.
	D
	
	

	Residence County
	County of residence on record for the employee.
	D
	
	

	Home Telephone Number
	Telephone number on record for the employee.
	D
	
	

	Date of Birth
	Employee’s date of birth.
	D
	
	

	Gender
	Employee’s gender.
	D
	
	

	Married
	Employee’s marital status.
	D
	
	

	Number of Dependents
	Employee’s number of dependents.
	D
	
	

	Employment status
	Employment status, FT = full time.
	D
	
	

	Date of Hire
	Employee’s date of hire.
	D
	
	


R = Required, O = Optional, D = Display, N = Not Required
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	Field Name
	Description
	R/O/D/N
	User Action and Values
	Comments

	Dept. Code
	Code for agency in which employee works.
	D
	
	

	Department name
	Name of agency in which employee works.
	D
	
	

	Job Classification Name
	Job class describing the work in which the employee performs.
	D
	
	

	Organization Code
	Code for organization in which employee works.
	D
	
	

	Organization Name
	Name of organization in which employee works.
	D
	
	

	Work Location Address
	Address of the organization where employee works.
	R
	
	

	County Name of Work Location
	County of organization where employee works.  
	D
	
	

	Work Telephone Number
	Telephone number where employee works.
	R
	
	


R = Required, O = Optional, D = Display, N = Not Required

[image: image12.png]Time of njury Date of Death Date Employer ShiftStart Time,
24 Hour Mitary Tine Knew of Injury 24 Hour Mitary Tine:
[ < [ I Jos™ : oo

Last Full Day Worked

Date Disabiliy Began

Date Returned to Work

Atsame Wages?
Yes  No
&

Type of Claim

EI—|

Oceur During OT?
Yes  No
&





	Field Name
	Description
	R/O/D/N
	User Action and Values
	Comments

	Time of Injury
	Time injury occurred.
	R
	Input injury time in military time.
	

	Date of Death
	Date death occurred.
	O
	If employee died as a result of the injury, click on the calendar icon to select date.
	

	Date Employer Knew of Injury
	Date employer was notified of injury.
	R
	Click on the calendar icon to select date.
	

	Shift Start Time
	Time the shift started on the date of injury.
	D
	
	

	Type of Claim
	Type of claim is related to the duration of absence.  
	R
	Chose claim type from drop down box.  If it is not known if the employee will be off more than 7 days, do not choose that type.
	

	Last Full Day Worked
	Date employee last performed a full work shift.
	R
	Click on the calendar icon to select date.
	

	Date Disability Began
	Date employee became disabled due to injury.
	O
	If employee missed any time from work BEYOND THE DATE OF INJURY, click on the calendar icon to select date.  If there is no absence, the field should be blank.
	

	Date Returned to Work
	Date employee returned to work.
	O
	If employee has returned to work, click on the calendar icon to select date.  If no time was lost from work, the field should remain blank.
	

	At same Wages?
	Indicates if employee returned to work making the same wages.
	R
	Click the appropriate radio button.  Only click no if the employee returned to part-time work or another job.
	Defaults to yes.

	Occur During OT?
	Indicates if injury occurred during a period of overtime.
	R
	Click the appropriate radio button.
	Defaults to yes.


R = Required, O = Optional, D = Display, N = Not Required
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	Field Name
	Description
	R/O/D/N
	User Action and Values
	Comments

	Injury on Employer Premises?
	Indicates if injury occurred on employer’s property.
	R
	Click yes or no.
	Defaults to yes.

	If not in PA, List State
	Indicates state in which injury occurred.
	O
	Select state from drop down list.
	

	If not on Premises: Address of Accident
	Address of accident if it did not occur on employer’s property.
	O
	Enter address of accident.
	

	Cause Code
	Code describing the cause of injury.
	R
	Choose code from drop down list.
	

	Cause of Injury Additional Information
	Additional information describing the cause of injury.
	O
	Enter maximum of 20 characters of text.
	

	Injury Type Code Primary
	Code describing primary injury.
	R
	Choose code from drop down list.
	

	Injury Type Code Secondary
	Code describing secondary injury.
	O
	Choose code from drop down list.
	Use only if other injury types exist.

	Type of Injury Additional Information and Severity
	Additional information describing injury type.
	O
	Enter maximum of 20 characters of text.
	

	Body Part Code Primary
	Code describing primary body part injured
	R
	Choose code from drop down list.
	

	Body Part Code Secondary
	Code describing secondary body part injured.
	O
	Choose code from drop down list.
	Use only if more than one body part is injured.

	Body Part Affected Additional Information
	Additional information describing body part injured.
	O
	Enter maximum of 20 characters to describe the specific area of body part or orientation (left, right, top, bottom, etc.). 
	

	All equipment, materials or chemicals employee was using when accident or illness occurred.
	Describes what the employee was doing when the injury occurred.  
	R
	Enter all details of materials, equipment of chemicals employee was exposed to at time of injury.
	

	How injury or illness/abnormal health condition occurred?
	Describes sequence of events and include objects or substances directly responsible for the injury.
	R
	Enter all details, including who, what, when, where, why and how.
	

	Any tools involved?
	Was employee using any tools when injury occurred?
	R
	Click yes or no.  
	Defaults to yes.

	Any mechanical defect?
	Was there a mechanical defect that contributed to the injury?  
	R
	Click yes or no.
	Defaults to no.

	Unsafe Act?
	Was the injury a result of the employee performing an unsafe act?
	R
	Click yes or no.
	Defaults to no.

	Unsafe Condition?
	Was there an unsafe condition that contributed to the injury?  
	R
	Click yes or no.
	Defaults to no.

	Amputation?
	Was a body part amputated as a result of the injury?
	R
	Click yes or no.
	Defaults to no.

	Motor Vehicle Accident?
	Did the accident involve a motor vehicle?
	R
	Click yes or no.
	Defaults to no.

	Safeguards or safety equipment provided?
	Were safeguards and safety equipment provided for use?
	R
	Click yes or no.
	Defaults to yes.

	Safeguards or safety equipment used?
	Was employee using safeguards and safety equipment when injury occurred?
	R
	Click yes or no.
	Defaults to yes.


R = Required, O = Optional, D = Display, N = Not Required
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	Field Name
	Description
	R/O/D/N
	User Action and Values
	Comments

	Panel of Physicians?
	Is the employee required to use a posted Panel of Physicians medical provider?
	R
	Click Yes or No.
	Defaults to yes.

	Initial Treatment
	Type of medical treatment first received.
	R
	Choose type of treatment from drop down list.
	

	Medical Provider Name and Address
	Name and Address of Medical Provider providing treatment to employee.
	R
	Enter name and address.
	


R = Required, O = Optional, D = Display, N = Not Required
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	Agree/Disagree with Description of Injury…?
	Provides other details about injury, including witness information.
	O
	Enter additional information about injury and names and telephone numbers of any witnesses.
	


R = Required, O = Optional, D = Display, N = Not Required

1.4 Upon completion of all required information, if you need a hard copy, click the print icon [image: image17.png]Print



 to print the report.  Otherwise, or after printing the form, click [image: image18.png]Update



 to complete the report.
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Cross Functional Dependencies:

	Team
	Dependent tasks

	N/A
	


Workflow Requirements:

	Trigger
	Approval
	Response

	Upon update of the form, the Workers’ Compensation Advisor and Safety Advisor receive a copy of the form.  
	N/A
	If either Advisor has questions about the report, the injured employee or supervisor completing the report will be contacted. 
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