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Dear Injured Employee,
This packet is designed to assist you in reporting work-related injuries.  Please read the following instructions carefully and complete and return the forms in this packet to the Office of Human Resources (OHR) so that prompt attention may be given to your claim.  Please forward all physician notes and/or off-work slips from medical providers to OHR.

Employee Checklist:
· If medical treatment is required, please contact 1-800-624-2354 to seek authorized medical care from CARO (Central Accident Reporting Office), our Workers’ Compensation insurance carrier.
· Complete the Employee Injury Report (included in this packet) immediately, or as soon as possible, and turn into the OHR to prevent a delay in treatment.  It is important to identify the specific body part injured (ie:  left or right wrist) and as much detail as you can provide.  Under state law, written notice of your injury must be given to your employer.  
· Complete the Authorization to Release Medical Records Forms, Page 1 and 2 (included in this packet), granting access to medical records and return to OHR.  To avoid unnecessary delays, you are asked to sign an authorization to release medical records necessary to enable prompt consideration of worker’s compensation benefits.  Please complete the form, sign and date, and return to OHR.

Supervisor Checklist:

· Contact OHR to report the incident via telephone or email.  Complete the Supervisor Statement (included in this packet) and return to OHR for processing.   
Return all forms to OHR promptly.  Failure to complete these forms may delay consideration of workers’ compensation benefits.  Once OHR has processed the paperwork, the information is then provided to the appropriate Workers’ Compensation adjuster at CARO.  

For Incident Only (non-medical injury) reporting, the employee’s supervisor can send an email to Gwen.Petet@health.mo.gov with the details of the incident.

Questions or concerns may be directed to Gwen Petet, at 573-751-6479 or gwen.petet@health.mo.gov. 
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We understand you may have suffered an injury or illness which may be compensable under the Missouri Workers’ Compensation Law.  In an effort to consider you for benefits under workers’ compensation, you are asked to complete this injury report form.  Please complete the report in detail and do not leave any blanks.  Return immediately to OHR. CARO will not approve follow-up treatment until this form is processed by OHR.  The completed form will be forwarded to CARO.

	Employee Name

Click here to enter text.


	1. Date of Injury:                                                                                                

Click here to enter text.

	2. Time of Injury:

Click here to enter text.

	3.  Describe clearly and in detail how you were injured:    
Click here to enter text.
                                                                                                                                                                                                             

	4. What part of your body was injured? (describe in detail, be specific)             
(Indicate what type of injury – bruising, scrapes, etc.)        

Click here to enter text.
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	5. Have you received treatment to this part of your body prior to this injury?  If so, please provide name and addresses of any physicians you have seen.

Click here to enter text.


	6.  Name any witnesses to your injury and provide his/her contact information.
Click here to enter text.


	7.  To whom did you report your injury?

Click here to enter text.                                            


	8. When did you report your injury?

Click here to enter text.

	9.  Explain any delays in reporting your injury or seeking medical treatment.
Click here to enter text.


	I have prepared and read the above and declare it to be true.

	Signature                                                                                                                                               


	Date

Click here to enter text.
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	To Whom It May Concern:

I, the undersigned, ____________________________________________________________, __________________, do hereby

                                                                    (Print or Type Name)                                                                  (Date of Birth)

request and authorize any medical health care provider, upon presentation of this authorization, to 
disclose to the State of Missouri, Central Accident Reporting Office (CARO), or its representatives, including 
the Attorney General of Missouri and his Assistants, any material or information concerning 
_____________________________________________________________, with respect to illness or injury, medical history,
                                          (Print or Type Name)                                                                      
consultation, treatment including but not limited to x-rays, medical histories, nurses’ notes, prescriptions

and copies of all hospital or medical records.  A copy of this authorization shall be considered as effective 

and valid as the original.

This is not a release of any claim I may have.


	Signed:                                                                                                                                                              Date:



	Street Address:



	City:                                                                                                         State:                                       Zip Code:
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	Name:                                                                                                                                                         Date of Birth:    


	Physician Name: ____________________________________                                 Phone: ______________________________________
Physician Address: _________________________________                                 Date(s) of treatment: ______________________

City, State, Zip: ______________________________________

Description of Services received: _____________________________________________________________________________________

_________________________________________________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________________________________________________________


	Physician Name: ____________________________________                                 Phone: ______________________________________

Physician Address: _________________________________                                 Date(s) of treatment: ______________________

City, State, Zip: ______________________________________

Description of Services received: _____________________________________________________________________________________

_________________________________________________________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________________________________________________



	Physician Name: ____________________________________                                 Phone: ______________________________________

Physician Address: _________________________________                                 Date(s) of treatment: ______________________

City, State, Zip: ______________________________________

Description of Services received: _____________________________________________________________________________________

_________________________________________________________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________________________________________________
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	Supervisor’s Name



	We understand that you are the supervisor of _____________________________________________________________________________________________.  This employee has reported an injury which may be compensable under the Missouri Workers’ Compensation Law.  As the supervisor, you have the responsibility of reporting employee injuries.  Before a decision can be made on accepting the injury, this form must be filled out by you.  It is very important you complete in detail and do not leave any blanks.  Return within 24 hours of receipt to OHR.

	1. When were you notified or made aware that this employee suffered an injury?  Please give date and time.


	2.  How were you notified or made aware that this employee suffered an injury?


	3. What were you told regarding this injury?


	4. What part of the employee’s body was reported injured to you?


	5. When was the employee injured?  Give date and time reported to you


	6. Where did you refer employee for medical treatment?


	7. Explain any delays in reporting the injury or seeking medical treatment.


	8. List witnesses


	9. Additional information that may be beneficial in the review of this claim.


	I have prepared and read the above and declare it to be true.

	Signature                                                                                                                                               Date




