Professmnal Employee Services

4302 dManatee Avenue West
Bradenton, FL 34209
941-761-7704

INJURY REPORTING PROCEDURES

{F THE INJURY IS AN EMERGENCY, DIAL 811 IMMEDIATELY.

After calling 911, please contact Robin Walker at 941-932-574(0 as soon as possible. That phone number is available 7

days a weel and 24 hours a day.

IF THE INJURY 15 NOT AN EMERGENCY:

1.

Call Robin Walker immediately upon being notified of any type of injury at 941-761-7704 (during business hours)
or 941-932-5740 (during non- business hours and weekends).

Fill out the FROI (First Report of Injury Form}, the Employee Vertﬂcatlon form, the Witness Statement forms and
fax them to Howard Leasing at 841-761-7706. o

A Howard Leasing employee will coordinate which walk-in clmtc to send the injured worker to for an eva]uatmn
and mandatory drug screen.

The 5 Panel Drug Screen is mandatory for all workers’ compensation claims. The injured employee must have a
drug screen within 24 hours of the injury or the claim can be denied.

Please forward all correspondence relating to the injury to: rwalker@howardleasinginc.com

Please remember, it is imperative that you communicate any injuries to Howard Leasing as soon as you are notified by
one of your employees that an injury has occurred. No motter how big or how small, colf Howard Leasing immediately.
With timely reporting, we will be able to assist your injured employee as efficiently as possible.

IMPORTANT NUNMBERS:

Robin Walker
941-761-7704 Howard Leasing Office
941-932-5740 Work Comp Cell (24 hours)
041-761-7706 Howard Leasing Fax

Late reporting of an injury {>24 hours}) will result in a $500 fine from the state.
Failure to secure a drug screen immediately after the injury may result in a denied claim.
Please retain any defective equipment or faulty machines for inspection.
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FHoward Leasing, Tnc.

6302 Manatee Avenue West Suite K
Bradenton, FL 34209

Phone: (941) 7161-7704

Fax: (941) 761-7706

EMPLOYEE VERIFICATION FORM
(TO BE FILLED OUT BY THE INJURED WORKER)

We are attempting to process your worker's compensation claim and
need to verify the following information in order for us to determine
entitlement to workers compensation benefits.

Please verify that the following information is true and correct:

NAME:

EMPLOYER NAME:

SOCIAL SECURITY #:

DATE OF BIRTH:

ADDRESS:

PHONE NUMBER:

DATE OF INJURY:

In order to receive benefits for my worker's compensation claim, |,

, attest that the above information is true and correct.

SIGNED NAME:

PRINTED NAME:

DATE:




Worker’s Compensation Questionnaire

(To be completed by Employee)

Name: Social Security Number:
Street Address: Phone Number:
City, State, Zip Code: Cell Number:

This questionnaire is treated as a confidential document and access is limited to a “need to know™ basis. Howard
Leasing and its affiliates will retain this form on a confidential file and reserve the right to refer to the information in
the event of an accident, sickness, injury or claim for worker’s compensation,

In the past ten (10) years have you been treated for any of the following conditions or disorders?
Please answer yes or no.

Broken bones, fractures or dislocations? Any joint pain or injury?

Muscle, tendon or ligament problems? Feet, anlle, or knee problems?

Pains, aches, numbness or weakness in the neck, shoulder, arms, hands or fingers?

Strains or sprains? Back complaint/back mjury?

Head injury? Any other injury not mentioned?

For any yes answers provided in the above section, list the details in the section below.

Accident/Injury Details/Treatment Begin Date End Date

Have you ever filed for Workers Compensation?

Are you currently recerving Workers Compensation or Disability income?

Declaration
My answers relating to my medical and employment history are true and complete to the best of my knowledge.

Full Name (Please Print)

Signature Date




Fowand Leasing, Jnc.

6302 Manatee Avenue West Suite K
Bradenton, ¥L 34209

Phone: (541) 761-7704

Fax: (941) 7161-7106

INJURED WORIKER:

WITNESS STATEMENT

REPORT DATE:

CLIENT COMPANY:

WEATHER CONDITIONS:

WITNESS NAME:

DATE & ACCIDENT TIME:

NATURE OF ACCIDENT:

WITNESS STATEMENT:

POSSIBLE CAUSE OF ACCIDENT:

To the best of my knowledge, the above statement is truth, sworn by me on this
day of - (month), (year).

WITNESS SIGNATURE:

DATE:

HOME PHONE:




>ssional Employee Services
6302 Manatee Avenue West
Bradenton, FL 34209
941-761-7704

DECLARACION DE TESTIGO

Trabajador lesionado: INFORME FECHA:
CLIENTE EMPRESA: CONDICIONES CLIMATICAS:
TESTIGO NOMBRE: FECHA Y ACCIDENTE TEMNE:

NATURALEZA DE ACCIDENTE:

Declaracion de un testigo:

POSIBLE CAUSA DEL ACCIDENTE:

A lo mejor de mi conocimiento, la declaracidn anterior es verdad, bajo juramento por mi en este

dia de (mes), (afio).

FE DE FIRMA: Fecha:

TELEFONO:




fofes: Employee Services
6302 Manatee Avenue West
Bradenton, FL 34209
941-761-7704

FORMA de EMPLEADO COMPROBACION

Verifique por favor que la informacion debajo de que usted se sometio a
Howard que Arrienda S.a. sobre el empleo es correcto para que podamos
comenzar a procesar reclamo de la compensacion de su trabajador y
“beneficios:

Nombre:

Direccion:

Telefono:

La fecha de Nacimiento:

El Numero del seguro social:

Firme Nombre:

Imprima Nombre:

La fecha:

Para beneficiarse de las prestaciones de mi reclamo de compensacion del trabajador, yo
, fe de que la informacién anterior es verdadera y correcta.

EMPLEADO FIRMADO NOMBRE:

IMPRIMA EL NOMBRE DEL EMPLEADO:

FECHA:

FE DE NOMBRE IMPRESO:




