BASIC OHIO WORKERS’ COMPENSATION OUTLINE
1. What is workers comp in Ohio?
a. Ohio Revised Code Chapter 4123.01 through 4123.94
b. Bureau of Workers Compensation https://info.bwc.ohio.gov/home
c. Industrial Commission of Ohio https://www.ic.ohio.gov/index.html

2. What are the first steps an IW should take? (report, medical attention, file claim)
a. Treating with a BWC Certified Doctor / Differences with Insurance

3. Is this employer state-fund or self-insuring? What is the difference?

4. Who Participates in filing a workers’ compensation claim?
a. Injured Worker
i.  Medical only claim or lost-time claims:
1. What is FWW and AWW?
a. Full Weekly Wage Calculation and Average Weekly
wage Calculation
ii.  Nature of Injury:
1. physical vs. psychological
2. direct causation, flow-through injury, substantial aggravation
of a pre-existing condition, occupational disease
b. Employer
c. 2 AGENCIES
i. BWC
i.  The Ohio Industrial Commission
d. Managed Care Organization
e. Third-Party Administrators

5. What is each participant responsible for?

6. Filing a Claim
a. R2-IW Authorized Rep
R1-Employer Authorized Rep
C101-Release of Medical
Dates/Statutes Associated
FROI=First Report of Injury, Disease or Death
Additional: Consent to Release Information, Direct Deposit Application,
Presumption of Causation for firefighter Cancer(C-265)

~0ao0CT

7. Temporary Total Benefit


https://info.bwc.ohio.gov/home
https://www.ic.ohio.gov/index.html

a. What is it?

b. Who is entitled to it?

c. C84 Form by IW

d. Physician’s Report of Work Ability/MEDCO 14

8. Wage Loss
a. What is it?
b. Who is entitled to it?
c. Application C-140
i. Wage Loss Statement for Job Search
i.  Employer report of Employee Earnings

9. Schedule Loss
a. Who is entitled to the benefit?
b. C-86 motion
c. Amputation/Loss of Use Diagram C-196

10. Percentage of Permanent Partial
a. Who is entitled to the benefit?
b. Application for Determination and/or Increase in Award
c. Objection to Tentative Order awarding Permanent Partial Disability

11. Permanent Total Disability
a. Who is entitled to the benefit?
b. Application
c. PTD rate calculation

12.Lump Sum Settlement

Who is entitled to the benefit?

Forms: C240

Medical History

PTD Death settlement acknowledgement and waiver Full and Final
settlement

e. Notice of Intent to Settle C-512

Qoo

13.Lump Sum Advancement
a. Who is entitled to it?
b. Application-C32

14.How do medical treatments and benefits get approved?



15.How does the attorney get paid for services?

a.
b. IW Benefits
C.

d. Litigation

Hearings

Settlement

16.Fee Agreement Decisions

17.Nature of Admin Hearing Process

a.

b.

f.

g.

File for a benefit: Application / Motion
i. If Denied: ADR Appeal or Motion to Appeal
ADR/Motion Appeal to BWC to have a Bureau of Workers’ Compensation
Hearing Set to Hear the Matter
i.  Nature of hearing
i. Denial
Appeal to District Hearing Officer Hearing
i.  Nature of Hearing
i. Denial
Appeal to Staff Hearing Officer Hearing
i.  Nature of hearing
i. Denial
Potential Appeal to Commissioners for Reconsideration
i.  Nature of Hearing
Appeal into Court of Common Pleas
Filing a Mandamus Action in the Tenth District Court of Appeals

18.Nature of Common Pleas Filings/Litigating an Issue

a.
b.

What can and cannot be taken to court?
Statute of Limitations

19.How does receiving workers’ comp benefits?

20.Other Ancillary Issues in Workers’ Compensation

a.
b.

Subrogation
VSSR-Violations of Specific Safety Requirements



Section 4123.21 | Injunction shall not 1ssue suspending

or restraining actions.
Ohio Revised Code
Title 41 Labor and Industry

Chapter 4123 Workers' Compensation

Effective:

November 3, 1989

Latest Legislation:

House Bill 222 - 118th General Assembly
PDF:

Download Authenticated PDF

No injunction shall issue suspending or restraining any order, classification, or rate
adopted by the industrial commission or the bureau of workers' compensation, or any
action of the auditor of state, treasurer of state, attorney general, or the county auditor
or county treasurer of any county, required to be taken by them or any of them by this
chapter. This section does not effect any right or defense in any action brought by the
commission, the bureau, or the state in pursuance of authority contained in this

chapter.


https://codes.ohio.gov/ohio-revised-code
https://codes.ohio.gov/ohio-revised-code/title-41
https://codes.ohio.gov/ohio-revised-code/chapter-4123
https://codes.ohio.gov/assets/laws/revised-code/authenticated/41/4123/4123.21/11-3-1989/4123.21-11-3-1989.pdf

FULL CASE AT LINK BELOW

THE STATE EX REL. DILLON, APPELLANT, v.
INDUSTRIAL COMMISSION OF OHIO ET AL.,
APPELLEES. [Cite as State ex rel. Dillon v. Indus.
Comm., 2024-Ohio-744.]

https://www.supremecourt.ohio.gov/rod/doc
s/pdf/0/2024/2024-Ohio-744 .pdf



https://www.supremecourt.ohio.gov/rod/docs/pdf/0/2024/2024-Ohio-744.pdf
https://www.supremecourt.ohio.gov/rod/docs/pdf/0/2024/2024-Ohio-744.pdf

Examples of Forms BELOW
All forms:

https://info.bwc.ohio.gov/forms-and-publications

R-1: Representing Employer

R-2: Representing Injured Worker/Employee

C-9: Requesting medical treatment

C-11: Appeal to denial of medical treatment

C-86: Motion

C-84: Injured Worker requesting time off due to injury

MEDCO14: Physician of Record for IW stating IW cannot work/or has restrictions


https://info.bwc.ohio.gov/forms-and-publications

-

cgw"] Bursai of Workars'® Employer Authorized Representative
- Compensation (R-1)
ot "

The employer must complete this form in its entirety and fax it to 1-614-621-3437.
The form is available online at bwe ohic goy.

Claimant information

Claimant name Claim rumber

Employer information

Employer name Emiployer policy number

Address

City Stata ZIP code
Email address. if available Phone numbar

Representative information

“¥our representative must have a BWC representative identification number prior to being designated as an authorized representative

Representative/Firm name

Represeniative BWC 1D number® Phone number

Representative street address

City State ZIP coda

Email address, if available

I hereby authorize the above representative to represent me in the above claim before the Ohio Bureau of Workers'
Compensation and the Ohio Industrial Commission of Ohio. This authorization also entitles this representative to
automatically receive comespondence generated in the above claim file.

Signature of employer official granting this authorization Printed name

Date of authorization

BWC-E102 (Rev. May 10, 2024)
R-1




. l Bureau of Workers’ Claimant Authorized
Cﬁ 2/. Compensation Representative (R-2)

Complete this form in its entirety and fax it to 1-614-621-3437, file the form at the Representative Desk in the William Green building, or
sand it to the BWC customer service office where your claim is assigned.

The form is available online at bwc.ohio.gov.

Claimant information
Claimani name Date of injury Claim number

Claimant address

City Slate ZIP code

Email address, if available Phone number

Representative information

*¥ou may hawe only one legal representative (one attorney or one [aw firm) and one union representative.
*“*¥our representative must have a BWC representative identification number prior to being designated as an authorized representative.

Represantative/Firm nams®

Representative BWC 1D numbser** Phone numbar

Reprasentative streat address

City Stata ZIP code

Email addrass, if available

Authorization

| authorize the above to be my authorized representative. The authorization entitles the representative access to
my complete claim file, Including medical andlor other information contained therein, and to receive
correspondence generated in the above claim.

| further understand that:
+ |f | designate an attorney or law firm, BWC will remove any previously designated attorney or law firm as legal
authorized representative, and it is my responsibility to notify the former legal representatives of the change;
+ |f | have previously authorized an individual in this claim to receive my workers' compensation check, |
understand that, if desired, | must cancel the previous authorization separately in writing.

The authorization above is being given to a:
Attorney || Law firn _| Union representative || Other (Please explain.)
Signature of claimant Printed name

Date of authorization

BWC-6102 (Rev. March B, 2024)
R-2



1 ; Request for Medical Service Reimbursement
W ::ﬁ::nﬁ";:;“” or Recommendation for Additional Conditions
— for Industrial Injury or Occupational Disease

To Te®-frog Tae numbar PR redmdier

From Phasni nuamber Fax nusmbar

*= Insinsctions for completing the C-8 on reverss sids.

Ef Inpured worker narms Clanm numiber '|Eluhe of mpury

this request 1o inciude body partiewels. [RB0WE sevicn baging |DalE soivice anda J0ats of |5EE asams o (raabman

HAeguested services with CFT/HCPCS codes {reguired) Frequency Duration

Il Requestod services

H Prowide the nwe digit facility stw of service code #s usad by tha Centers for Maedicare and Medioaid Servioss [CMS], if applicable

if you are necommending additional conditions to the claim, supporting documentation is reguired. ¥ou may not use the C9 to reguest:
additional conditions for claims of self-insuring employers.
Provide diagnosis {narrative description only), and location and site for conditions ywou are regussting.

In your opinion, based on the history from the injured worker, your clinical evaluation and expertise, is the disgnosis or condition causally
related, sither directly or proximaiely, to the alleged industrial accident or exposure?
u‘(us. please attach explanaticn. _| Mo, please sttach explanation.

0] |dentify the: prowider who will render the requasted services and the address whare he or she will provide the sendices (required). Traval
reimbursemant may nat be authorized when the sarvios prowvided is svailable within 45 miles round trip from thee injured weorer's residenos.

[} Roguastiey physcan prosicar name and addness [pleass g, pe, o [P skl an/proiGerauthorized shgnatura (egdeed) | L] POR
Hom— Mok POR — et traating
physician‘proddar
Arscdividiasl BV mrorescdar b §rascp | nesd) Dt | MDY syl e |

1 camify tha abowe Infarmarson i coeroct oo the best of my knowledge. | &m swara that any person who knowingly makos a falss S1alaman, misreproseniaton,
comcaaliment of fact or any other act of frawsd 10 oblain paymsent as provided by BWC or wiho knowengly accapts paymant 1o which that persan is not antitled,
i saibjoct 10 felany criménal prasecuticn and may, wnder appropriate criminal provisions, be punished by a Bne, Enprisanment, of bath,

Managed rars organization (MOD] — Hthes pago is not laxed or mailed Dack 10 the submiting physicaniprosedes within thres business days of rocsipt or
within flve business days of reosal of iformation eguested on the C-8-A, BWC shall desm the austhorization for ramment granted ssbject 1o owr policy,
anrludineg reTraacive FaqLsesDs,

= Approved with disclasimer — This medical payment authorization is based upon a claim or additional condition that BWCAC is considering
as of the date of the MOO's signatune. I the claim or additional condition is ultimately disaliowed, BWC may not cover the services'supplies o
wihch this medical payment aut harization applies. These servicesisupplies may be the responsibility of the injured warker (for MCO use onlyl.

O Approved Date service begins Diate service ands

O amended approvak

Ll enied ex planation:
¥ou may file disputes to the decision in writing with supparting documesntation to the MOOL

DF‘Ending: The documantation reguesied must be submitted to I:[Elaim mactivee MCD canmot maks a decision on this request,
the MCO case manager within 10 business days to allow for a furthar imvestigation required. BWC will issue a decision in writing
treatmerd decision. Failure 1o respond may result in dendal. wiithin 28 days.

Ll Withdrawn [ Dizmissad

BWCE chaim status: Dl allowed [l Denied [ Pending
MCO companmySelf-insuring employer name L} narme and signature {pnnt, typs or stamp and sign}
Iplease pring, type or stamp)

V. MCO/SeH-insuring employer decision

G mumber Telephone mumber | Darts

elf-insuring employer use only — Fax or mail this page to the submitting physician/provider within 10 days of receipt ar the
authoriation for treatment shall be desmed granted, per Ohio Administrative Code 4123-18-03 (KI[5].
‘Belf-insuring employer signatunn Diate

BW(C-1113 |Rew. Dec. 11, 2023}
C-9 (Combines C-1-A & C-161)



(W'-I Bureau of Workers’ ADR Appeal to
g Compensation the MCO Medical Treatment/Service Decision

Instructions

= Please print or type.

= Complete this form to the best of your knowledge.

= This form may also be used to withdraw this appesl by completing the withdraw appeal section in the instructions.

= The injured worker, employar, authorized representatives or provider must file this appeal with the injured worker's managed care
organization (MCOL

= lUgethis form to appeal the MCO's medical treatment/service decision and to start the alternativa dispute resolution [ADR} process.

= You must file your appeal with the MCO within 14 days of receipt of the written notice of the MCDs initial medical treatment/service decision.

The injured worker name and BWC claim number are mandatory.

Injur ed worker name BWUC claim mumbesr

Appealed by: {check appropriste box)

., | Injured worker name Teleahone numbar
| Injured worker represemlabye neme Rearesentative I number Telephane fusmber

| |Empleyer name Contact person Telephone number

[ |Empleyer representative name Aepresentative B number Telephome number

| ﬂI.Perr.IEa mame Spacialty Telephons number

Date of MCO initial decision letter:

Date of receipt of MCO initial decision:

Was this treatment/sarvice decision [ Denied [ ] Approved || Amended
Specify medical treatment/sarvice vou wish to appeal.

Eniter stadt date of reguested Enter total numbser -
ErEalmEL al bresiments: — L] perwesk lor weeks OR j per month bar __ _ months

IEilln reason bor the appeal. Flease be specilic, include any redevant mlormation, any rev evideénce thal will assistin approval ol youwr appeal
[ttach additional decumentatson il mecessary)

Signature of party flng appeal Dare

Withdraw appeal

| withdrin thee abowe relerenced appeal

|Signature of party withdrawing appeal] | Date)

BWC-1115 {Rewv. Now. 8, 2023)
c-1




L@ﬁMﬂT Bureau of Workers’ Motion (C-86)
2" Compensation

Instructions

Sec

tion | Injured worker information

Complete demographic information.

Sec

You

You
L]

Section lll Supporting evidence

o |f you are requesting the addition of a pre-existing condition that has bean aggravatad by the work-related

o |f tha date of injury is on or after Aug. 25, 2006, (substantial aggravation), you must provide objactive

o |f the date of injury is before Aug. 25, 2006, you must provide objective or subjective evidence or both that

tion Il Specific request to be considered

must specifically state the requested action as noted below.

For an additional eonditionis), please state the diagnosis of the medical conditionls) you wish BWC or the
Industrial Commission of Ohio (IC) to consider. If requesting a psychiatric or psychological condition, please
include the statement below. This statement must be signed and dated by the injured worker.

I am aware this motion is requesting that this claim be additionally recognized for a psychiatric or psychological
condition that is a rasull of the infury for which the claim is allowed.

Injurad worker's signature Data _
For tamporary total (TT) compeansation, please state the pariod for which you are requesting TT.
For wage adjustment, please state the currant wage amount and the amount you want adjusted.

For a sall-insured claim dispute, pleass state the issue you disputa, such as payment of medical bills compansation,
autharization of treatment, allowance of medical condition, etc.

For any other issue, pleasa state in detail the specific action you wish BWC or the IC to consider.
MNote: Do not use this form to file an appeal to a BWC or IC hearing order. Use Notice of Appeal (1G-12).

must submit or reference evidence to supporl the requested action as noted balow.

For an additional condition{s), please indicate documentation on file that supports your request, or attach
medical decumeantation such as medical reports, which includes a physician statement addressing the causal
relationship between the requested diagnosis and the work-related injury, diagnostic test results, radiology
exam results, operative reports, ete.

imjury, you must clearly identify it as an aggravation or substantial aggravation (depending on the date of
imjury) of the specific pre-existing condition.

diagnostic findings, objective clinical findings, or abjective test results that show the specific pre-axisting
condition has substantially worsenad due to the work-related injury.

show aggravation, L.a., some real adverse affect on tha spacific pre-existing condition.

For TT, please includa a completed and signed Reguest for Temporary Total Compangation (C-84), Phvsician’s
Report of Work Ability (IMEDCO-14) or equivalent form, and any additional evidence to support your request.

For a wage adjustment, please indicate documentation on file that supports your request, or attach earning
statements, pay stubs, a wage statement form, a payroll report, a\W-2 or othear tax forms, atc.

For a self-insured claim dispute, please indicate documentation on file that supports your request, or attach
copies of authorization requests, medical bills, or other avidence.

For any other request, please indicate documentation on file that supports your request or attach specific avidence
that supports the action you wish taken.

BWC-1208 [Rev. Sept. 21, 2023)

C-86



Compensation

% Bureau of Workers’ Motion (C-86)
—

Instructions

*  Parties to the claim requesting a decision by BWC or the Ohio Industrial Commission (IC) must use this form
if any other form or application does not apply. For a complete list of forms visit bwe. ohio.gov, or call BWC at
1-B00-644-6292.

+  Attention health-care providers: Do not use this form. Health-care providers must use the Physician's Reguest
for Medical Service or Recommendation for Additional Conditions for Industrial Injury or Occupational Disaxse

Section | Injured worker information

Injured worker name Claim number

Stresl address City Suala ZIF code

Section Il Specific request to be considered

This Motion is a request to consider the following: {You must specifically state the requestad action as outlined on
the instructions page.)}

Section lll Supporting evidence

In support of this Metion, the following evidence is included: [You must submit or reference evidence with this
form to support tha requestad action as outlined on the instructions page.)

Cartificate of Service: By signing below, | certify | have provided a copy of this Motion to all parties and
represantatives to the claim. Parties to the claim include the injured worker, employer and/or their authorized
reprasantatives, and BWC.

Signaure of applicant Diate

Piease indicate the party filing the form by checking the appropriate bosx.
O Injured worker [J Employer [J Authorized representative [J Administrator of the Ohio Bureau of Workers' Compensation

BWC-1208 (Rev. Sept. 21, 2023)
C-86



Request for Temporary

c@ ﬁl:o’l Bureau of Workers' :
e Compensation Total Compensation

Injured worker demographics

Marme Clairm nurmber Diate of imjury
Address City Slate Mine-digit ZIF code
Ermail address (optional Home phons number Cell phane numbser

Disability information

* s this application requasting a new period of temparary lolal compensation or an extension? O New O Extension
= I this s & new period, what was tha last date worked due ta the curment pericd of work-retated disability? |'I |'I

® Ligt all providers currently treating you for this work-related disability cEaim. _

Employment information

Whal was your occupation al the time of the injury/disease?
« D you have a job to return 07 O Yes ONe O1 don't know
a Il yes, who is your employer? _ i — . — e - .
o |f yes, does your employer offer modified (light-duty ) work? O ves OMNo O don't know
o If yas, do you leel capable of performing any of your job duties &l this time? O Yes O Ne
I yes, what duties?
Working includes full or part-lime, seli-employment, income-producing hobbies, commission work, or unpaid activities that are not minirmal
and directly sam incomea for samaans slsea,
* Are you currently working in any capacity (as delined above|? O Yes QMo
a I yes, wha is your employér?
* Have you previously worked in any capacity (a8 defined abave| during this requested period of disability? O ves OMo
o IFyes, who is your employer?
o Il mo, when was the last date yvou worked ampwhers? _|r _lr _ Reason for leaving
* ¥Whal doyou feel is préeventing you frem returning 1o work at this time 7 Please describe physical, employmeant and personal barriers.

Vocational rehabilitation information

Vocational rehabilitation is an individualized and voluntary pragram for an eligible injured worker who nesds assistancs in salely returning
to work or in rétaining employment. This prograrm can be tailored around an injured worker's restrictions and may provide job-seeking skifls
OF NECESSAry retraining.

* | appropriste, would you consider participating in vocational rehahbilitation? [ Yes QINo 1 no, sy not? _

Benefits/sarnings received or requasted during the perod of disability

Type of benefit Receiving Beginning date of benefit

Hgsimhﬂ?nyrlf;t state are you receiving benefita? O Yes O No

Social Security retirement [ Yas [JNo

Ry MO O Yes ONo

EE::.I?:;i of company paying the benefit: O Yes O No
e — O Yes OINo

::I:I::;.b::!t:wu'f company paying the benefit: O Yes ONo
Injured worker signature

| understand | arm not permitled 1o work while receiving lemporary total compensation. | have answered the loregoing guestions truthfully
and completely. | am aware that any person who knowingly makes a false staternant, misrepresentation, concealment of fact or any ather
act of freud to obtain compensation as provided by BWEC or who knowingly accepts compeansation 1o which that person is nol entitled is
subject 1o felony criminal prosecution and may, under appropriate criminal provisions, be punished by a fine, imprisanment or bath.

Signature Date

C-B4 BWC-1205 (Rev. Sept 21, 2023)



mo,'-l Bureau of Workers’ Physician’s Report of Work Ability
2/ Compensation (MEDCO-14)

Instructions

= L= this form to provide detailed information about the injured worker's ability to work. Add comments to Section 4 or attach
additional information as necessary. BWC uses the information to support a request for temporary total compensation.

= The treating physician must submit this form each time they see the injured worker unless they:

o Have been awarded permanent and total disability.

o Have retumned to work without restrictions within seven days of the injury.

o Are being treated after the treating physician has released them to their former position of employment (Le., full duty
job) heldd on the date of injury without restrictions.

« While you may use an eguivalent physician-generated document (e.g., office notes, treatment plan) to the MEDCO-14, it
miust contain, at a minimum, the required data elements. If you've previously submitted equivalent data, indicate the date
of the report on the form {(e.g., 51572021, office note).

MNota: Physiclan assistants and nurse practitioners may complete this form; however, they may only cerify temporary disability
far the first six weeks after the date of injury. Subsequent pericds of temporary disability require a co-signature by the treating
physician.

+ Fayx form to the managed care organization if the employer is state-fund of to the employer if self-insured.

+ Important: Failure to provide complete information may delay compensation payments to the injured worker.

Injured worker name Claim numbser Date of injury

Date of fast appointment/examination Date of this appointment/examination Date of mext appointment/examination

Submisslon type (Select one of the options below.)

1 Initial MEDCO-14. Proceed to Section 2.
1 | O Subsequent MEDCO-14, no changes Proceed to Section 6.

[ Subsequent MEDCO-14, with changes. Check the appropriate box “Reporting changes from the last evaluation® or
‘Mo changes® in each section.

Job description and work status [ Reporting changes from last evaluation [ No changes

» Have you reviewed the injured worker's job description? [ Yes [] No

o If yes, who provided the job description [ Injured worker L] Employer L] MCO/BWC
+ Does the Injured worker have any physical or health restrictions related to the allowaed conditions in the claim on the
date of this exam? [l Yes Tl No
2 o If yes, are the restrictions: T Permanent? [ Temporary?
o If mo, check the box to indicate the injured worker is released to retum to full duty as of the date of this exam. C]
Proceed to Section 6.
= |f there are restrictions, can the injured worker return to their full duty job held on the date of injury as of the date of this
exam? [ Yes [J No
o If yes, Proceed to Section 6.
o If mo, provide date restricions began ¢/ f  and estimated full duty return-to-work date 7 |
Proceed to Section 3.

Dizability infoermation I Reporting changes from last evaluation I No changes
Complete the chart below for all work-related allowed conditions being treated.
Marrative description of the work- Site/Location if ICD code | Is the condition preventing full duty release to
related allowed condition applicable the job injured worker held on the date of injury?
O Yes [ Mo
O Yes [ No
3 [ Yes L No
O Yes O No
[ Yes [ Mo
gs;;ﬂ;rt;?r conditions that impact treatment of the conditions listed above (e.g.. co-morbidities or not yet allowed

BWC-3914 (Rev. Sept. 18, 2023)
MEDCO-14



Injured worker name Claim numbear Date of injury

Abilities, clinical findings, and recovery prograssion (] Reporting changes from last evaluation [ No changes
+ |5 the Injured worker taking prescribed medication for the allowed conditions that may be a safety hazard? [ Yes L] No
« Dominant hand: [ Right [ Left

» Circe the injured worker's phiysical abilities for the activities in the chart below and provide comments as necessary.

Freguency scale Strength level (lbs.) Body side indicator
N = Mever 5 = Sedentary 0-10 L = Left
5 = Saldom 0-1 hour L= Light 0-20 R = Right
0 = Oceasional 1-3 hours M = Meadium 0-50 B = Bath
F = Frequent 3-8 hours H = Heawvy 0-100

4 | €=Constant  6-8 hours WH = Very heavy =100 *Indicate limitations OMLY

Activity Frequency Activity Strength Activity Side

Sit n|is |0l Fllc || Floorif jo-177) sL|m C || FrontLateral reach . R|B
standWalk |[N][5][o][F]lc]|Kneainfia-2ay  |[s]Li[m] [ C || Overhead reach [L]r]E]
Climb stairs. ||M || 5 [[©]] F || C || Wasst lift {20-387) S|L|Mm C | | Wrist lexiextension LR B
Squatiknesl |[N ][5 ][0]| F]|c || Chest ift (37-807) 5|[L])[m C || Grasp LiR]B
Crawl NS g F || C || Overhead lift (=607) ||S || L |[M C || Finger manipulation LR} B
Tuwist N|is]|[o][F][c || PushiPul S][L]J[m] C || Keyboarding LIR][B]
BendiStoop (M| s ][0l Flic || camy siLim ¢ || Operate foot controls | LIR B
+ |njured worker can work hours perday and  hours per week.

« Are there any functional restrictions based only on the allowed psychological conditions? [ Yes O No
o If yes, describe any functional restrictions in comments below and reference the MEDCO-16 as needed.

+ Provide your clinical and cbhjective findings supporting your medical opinion. List barriers to return to work, reason(s) for
delayed recavery, and proposed treatment plan (e.g.. modalities, therapies, surgery), including estimated duration of each
treatment or indicate if all or part of this information is in office notes (include date{s) of notes).

Comments:

Health and Behavioral Assessment: (HEA evaluates cognitive, emolional, social, and behavioral barners thal meght impact physscal health
problems and treatments which are associated with the al owed physical injury in e claim

+ | the injured worker's recovery not progressing, or progressing slower than expected? [ Yes [ No

« Do cognitive, emational, social, or behavioral barriers exist that may be interfering with expected healing? T Yes [ No
Vecational rehabllitation is a voluntary program for an eligible injured worker who needs assistance to remain at work or
return to work. Is the injured worker currently able to participate in a vocational rehabilitation program? [ Yes [ Na

Maximum medical improvement (MMI) status [] Reporting changes from last evaluation CI No changes

MMI is a treatment plateau (static or well-stabilized) at which no fundamental functional or physiclogical change can be

g | expectad within reasonable medical probability, in spite of continuing medical or rehabilitative procedures. Has the work-

related injury(s) or occupational disease reached MMI based on the definition above? [ Yes [l No

+ If yes, give MMI date: / /. Note: An injured worker may need supportive treatment to mainiain his or her leve!
of function after reaching MMI. So, penodic medical treatment may stilf be requested and, if approved, provided.

Treating physician's signature = mandatory (See exceptions at the top of the form.)

| certify the informaticn on this form is commect to the best of my knowledge. | am aware that any person who knowingly makes
a falze statement, misrepresentation, concealment of fact, or any other act of fraud to obtain payment as provided by BWC,
or who knowingly accepts payment to which that person ks not entiied, is subject to felony criminal prosecution and may be
punighed, under appropriate criminal provisions, by a fine or imprisonment or both.

& Treating physician's name (Print legibly. ) Address. city. state. nine-digit ZIP code

Treating physician's signature

BWC provider (PEACH) number Erate Telephone number Fax number
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	Section 4123.21 | Injunction shall not issue suspending or restraining actions. 
	 
	FULL CASE AT LINK BELOW  
	THE STATE EX REL. DILLON, APPELLANT, v. INDUSTRIAL COMMISSION OF OHIO ET AL., APPELLEES. [Cite as State ex rel. Dillon v. Indus. Comm., 2024-Ohio-744.] 

