17.0 WSIB CLAIMS MANAGEMENT

Purpose

Where a work related injury occurs, very specific action is required to ensure that the
worker receives proper and appropriate treatment, that the situation that caused or
contributed to the injury is investigated by the immediate supervisor and that
corrections, if appropriate, are undertaken to prevent the injury from reoccurring. In
accordance with the requirements of the Workers’ Insurance and Safety Board (WSIB),
all appropriate reports and forms will be sent to the WSIB to assist in the decision
regarding the workers claim for compensation.

17.1 CLAIM MANAGEMENT PROCESS
The following steps will be taken where an injury to a worker may result in a
WSIB Claim:

1.
2.
3.

The injury will be reported to the immediate supervisor;

The worker will complete the Employee Accident Report Form 1.

The Supervisor/Principal will investigate and complete the
Injury/lliness/Incident Report Form 2, as soon as possible. (Serious
injuries will be reported to the Health and Safety Officer immediately.)
The Supervisor/Principal will immediately send the Employee Accident
Report Form 1 to the WSIB Claims Administrator and will also send the
Employee Accident Report Form 1 and Injury/lliness/Incident Report Form
2 to the Health and Safety Officer, who will review and comment as
appropriate and will send to the WSIB Claims Administrator;

The Health and Safety Officer, will review and forward the Injury, lliness,
Incident Report Form 2 to the WSIB Claims Administrator for review and
attention;

The WSIB Claims Administrator will take all appropriate actions to ensure
the provision of all necessary information required for WSIB claim
purposes;

The WSIB Claims Administrator will, with the cooperation of the worker,
the worker’s union and the supervisor, initiate all necessary action in
regards to the Early and Safe Return to Work (ESRTW) of the injured
worker;

To ensure that all necessary injury information and discussions regarding
ESRTW are complete, the worker will be contacted, on a regular basis
and a record of this ongoing contact will be maintained.

17.2 EARLY AND SAFE RETURN TO WORK PROGRAM

The Nipissing-Parry Sound Catholic District School Board will make every effort
to help an injured employee to stay at work or to return to work as soon as
possible. The Early and Safe Return to Work program will ensure that as an
organization we are committed and able to supply modified/accommodated
duties and Work Reintegration opportunities to all employees, where possible,
without undue hardship.

122



The Human Resources Department, in collaboration with the union(s), the worker
and appropriate supervisor(s) and/or Superintendent(s) have implemented a
modified duty program. The program will assist in promoting a timely return to
work of employees with work related injuries/ilinesses. The program will reduce
the impact of Workplace Safety and Insurance costs.

17.3 MODIFIED DUTIES

Definition of "MODIFIED DUTY"

Modified Duty is the modification of an employee position, and related duties, that
allows for the employee to carry out the work assigned within the employees’
capabilities.

The Board recognizes that the temporarily disabled employee can and should be
performing meaningful, productive employment. The modified duty program gives
structure and organization to this principle and recognizes the employers,
union(s), and employee(s) joint responsibility to participate in the rehabilitation of
the employee.

Specifically:

(i) The work must be productive and the result must have value and dignity
for the worker;

(i) The work provided must not aggravate the employee’s disability;

(iii) The workers' disability must not constitute an additional hazard to the
employee or fellow employee(s) while performing the duties assigned;

(iv)  The work must assist the employee in returning to their original position
and regular work, if possible.

Principles of Modified Duty
The duration of the modified duty will be determined at the commencement of the
program wherever possible.

* Prior to starting the modified duty the employee and employer will sign an
agreement with respect to the hours of work, the reporting requirements and
the nature of the modified duty position:;

» The employee’s physician statement and the requirements of the employer
will be reviewed to assist in determining the modified duties/position;

» The employee will be required to schedule appointments and therapy at
reasonable times so as not to conflict with the employer’s timetable;

» The employee is required to supply medical progress reports every two
weeks or as frequently as may be needed.
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17.4 ROLES AND RESPONSIBILITIES

A.

Om [

The Employer

To provide a fair and consistent rehabilitation/work reintegration program for
injured employees, on or off the job, or for employees disabled due to illness
or injury;

To provide meaningful employment for temporarily disabled employees and
promote modified duty;

To facilitate communication between the department, the employee, the
treating agency of the employee, and the Human Resources department;

To assist in the modification of the workplace;

To involve the work forces and ensure co-operation from the bargaining units;
To explain these objectives and requirements.

. Human Resources Department/WSIB Claims Administrator

To advise the employee of the availability of the modified duties or transitional
work program and provide the required documentation:;

To determine in consultation with the manager or designate and appropriate
supetrvisor, if the position can be modified:;

To maintain regular contact with the worker and to monitor the progress of the
employees modified duties through regularly scheduled meetings with the
employee and supervisor;

To ensure medical follow-up is obtained at a schedule defined by the
employer; the schedule of the meetings can be decided on a case by case
approach;

To liaise with the employees treating agency and other agencies when
required;

To meet with the employee and establish written goals and objectives. Written
goals and objectives will be established and agreed upon by the employee,
appropriate supervisor and the employer;

To develop, in consultation with the employees treating agency, the employee
and the immediate supervisor, a modified duty program:;

To ensure that there is no conflict with the collective agreements (where
applicable);

Determine and maintain medical monitoring and treatment with the use of the
Functional Abilities Form; the frequency of medical contacts can be
determined on a case by case basis

Communicate regularly with the injured worker and document the
communication on the Contact Log; this communication will take place on a
regular basis, at least once a week or as frequently as may be required

To schedule ongoing meetings with the worker and his/her union and the
appropriate supervisor, as required.
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. Immediate Supervisor

To assist in the creation of, and support the employee's modified duty
program;

To maintain communication with the employee on modified duty and monitor
the progress and the effectiveness, on an individual case by case basis;

To inform other employees in the department/school of program goals and
objectives;

To communicate and assist in the evaluation of the program's effectiveness:
regular meetings will be scheduled with the employee;

required frequency of communication will be determined on a case by case
basis.

The Employee

To maintain regular contact with the supervisor;

To take an active role in developing their modified duty program;

To communicate any problems or concerns to their immediate supervisor and
the Human Resources Department in a timely manner, so that problems can
be addressed and resolved as they may arise; to obtain the necessary forms
from the treating agencies as may be required by the employer; the employee
may be responsible for the costs of any forms that are required:;

To ensure that other scheduled rehabilitation activities such as physical
therapy or doctor's appointments are continued while on modified duty. These
appointments are to be arranged, whenever possible, during non-work hours.
To cooperate with all requests for documentation as required by the WSIB
and the Employer.

. Health Care Providers

To provide up to date medical information;
Complete all required forms when requested;
Act as a resource.

Workplace Safety and Insurance Board
Process claims on a timely basis;

Act as a resource;

Follow the Workplace Safety and Insurance Act.

. The Union

To counsel its members on the benefits of cooperation in the "MODIFIED
DUTY" program;
To cooperate in inter-union placement of temporary modified duty employees.
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17.5 WORKPLACE SAFETY AND INSURANCE BOARD REPORTING
REQUIREMENTS

Wage changes;

Changes in duties/hours of work/duration of program:

Changes in employee abilities, limitations and/or restrictions:

Failure to cooperate in the modified duty program by the employee, the

applicable union or appropriate Supervisor;

e End of program.

Supporting Forms/Records

Contact Log

Return to Work Case Plan

Return to Work Progress Report

Return to Work — Closure/Evaluation Report
Functional Abilities Form
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17.6 RETURN TO WORK PROGRESS REPORT

p—

Nipissing-
P?i?ryuslgund Return to Work
Catholic

District School Board P I"Og ress Report

Date:

Employee Name:

Supervisor Name:

Anticipated Outcome(s): (as written in the case plan)

Did the Case Plan actions result in the anticipated outcome(s)?
O Yes a No
If No, Why?

Is the Case Plan still current?

J Yes O No
If No, Why?

Next Steps: (e.g. continue, revise or close the existing case plan)

Next follow-up date:

Original copy is retained in the employee file
Copies to: Employee, Supervisor, Union and Human Resources
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%&’ipissmg—
Parry Sound 17.7 Return to Work
istrict School Board

P S fod Case Plan
Date: WSIB Claim #:
This plan covers the time period from

to WSIB Adjudicator Name:
WSIB Adjudicator Phone #:

Employee Name: Employee Phone #:
Position:
Supervisor's Name: Supervisor's Phone #:

a) Ahticnpaiéd réo\)ry time:

b) Treatment (scheduled of proposed):

¢) Appointment dates:

“This pl'é‘n is intended for (check one)

U Stay at Work (SAW) O Return to Work (RTW)
Objectives (select one):

Q Pre-injury job U Work Comparable?
O Pre-injury job accommodated Q Alternative Work?

(i.e., work hardening, transitional work)
Are the physical demands of the job within the employee’s
functional abilities?

Are the essential duties® of the job within the employee’s
functional abilities?

Does the employee have the knowledge and skills required to
do the job, where applicable?

Does the job description accurately reflect the job being done?

' Work Comparable: in nature and earning to pre-injury with accommodation, if required

* Alternative Work: different Jjob with accommodation, if required

? Essential Duties: duties necessary to achieve the actual job outcome (The job outcome is the overall objective of

the job in terms of production of the final product or provision of service)
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List the job tasks: (attach additional pages, if needed)

Outline required modifications to work duties: For example: technical aids, furniture,
hours, productivity levels etc.)

1) Identify source(s) of functional abilities and the dt(s):

2) Has a Functional Abilities Form been completed?

U Yes, date: U If no, date expected
3) List the precautions, if any:

Comments:
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Develop OQutcomes

Actions:
List the steps required to achieve the
outcome(s)

Anticipated
outcome

Assigned
to

Follow up
date

Outline frequency of contact and by who, if necessary, in addition to the specified

follow-up dates:

Work Schedule

Follow up cycle: (For example: weekly, bi-weekly etc.)

Signatures or acknowledgement of receipt:

Employee: Date:
Supervisor: Date:
Union: Date:
Human Resources: Date:

Original copy is retained in employee file

Copies to: Employee, Supervisor, Union and Human Resources

130




L
Nipissing-
Palx?tjy S5und 17.8 Return to Work
Disiet School Board Closure/Evaluation Report

Report to be completed by both the Supervisor and employee, independently, once the final
outcome is achieved. Send completed forms to the WSIB Claims Administrator.

Date:
Employee Name:

Duration of Case Plan (from incident/accident report to final RTW)

What was the final outcome (check all that

O Pre-injury job Q Pre-injury job
Q Pre-injury job accommodation QO Pre-injury job accommodation
O Work comparable U Work comparable
U Alternative work U Alternative work
U LMR
O Other
Comments

What worked well?

What are the opportunities for improvement? (For exampile: If you could change one thing
what would it be?)

Completed by:

Thank you for completing this form. Confidentiality of this information will be assured. If
you have any questions, please contact the WSIB Claims Administrator.
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Pa]?f;uslgund 17.9 Return to Work
Distrit School Board Contact Log

Employee’s Name:

Work Location:

Supervisor’s Name:

Treating Health
Professionals:
Doctor
Physiotherapist
Chiropractor
Physiotherapist
Other

WSIB Claim #:

WSIB Adjudicator:

It is the WSIB Claims Administrator's responsibility to ensure this form is kept up-to-date
and in the Claims Management file established for the employee.

Record of Contact

Date of Contact | Person Contacted Content of Conversation
Q=Question; A=Answer; C=Comment
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17.10 WSIB FUNCTIONAL ABILITIES FORM

Functional Abilities Form
for Planning Early and Safe Return to Work

Health Professionals, please use this form ONLY when requested by an employer or worker.

The purpose of this form Is to identify your patient's overall functional abilities and work
restrictions that will assist his/her return to sultable work,

ﬁmmﬁywmpkkandmmnzmaﬁthkmmmwmmmﬁnw
to assist the workplace parties in planning an early and safe return to work.

PLEASE ENSURE YOUR BILLING INFORMATION IS NOT GIVEN TO THE WORKER OR EMPLOYER.

Authority to Release Information

Section 37(3) of the Workplace Safety and Insurance Act, 1997 provides the legal authority Yor health professionals
to give the Workplace Safety and insurance Board (WSIB), the injured worker and the employer such information as
may be preseribed conceming the worker's functional abilities.

Whaen completing this report, please priat in black Ink.

Worker and/or employer should complete Sections A and B of this report. if your patient nesds assistance,
please help. Please submit this report even if Section A is not fully completed.

Information about your responsibilities can be found on Page 4.

The WSIB will pay health professionals for completing this form,

Mail to: Fax to:
Workplace Safety and Insurance Board OR 416-344-4684
200 Front Street West or 1-888-313-7373

Toronto, ON MBV 31

WSIB
CSPANT

A guide to completing this form Is available at
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Mt orkax e Functional Abliities Form

200 Front Strest West 4183444884 tor i
Tormnto ON MSY I3 OR 1-888-313-7373 and Safe Retom to Work
Plaase PRINT In biack lnk Claim No,
A, Section A to be comploted by the employer and/or worker. f
Worker's Last Name First Name Tetoston
[
Emplayer's Name Dats of Binh
dd/mm/yem) i
Fuslt Address (Mo Strest Apt} o
) mﬁmg
Caty/ Town [P, | PostaiCods fd/mm/vyy
fm§
FaxNo. § i

3 3. Typeof jobs at time of scoident (whers svailable, pleass sttach descripfion of job scthities) Areais) ot injuryfies)/Uinessipy

2. Have the workar snd the employer discussed Retum Yo Wodk . oo, will bodiscussedon w0 e ¥
[dyes oo |

3. Emplover contactnams { Position

i Waorker's Signature 1

By signing baiow, tmmmgmammma&&mmmmm«wmmmwmwmmm%
information about my funclional abifties on the WSIB's * Functions! Abilithes for Plaanieg Exdyand Safe Retum to Work” s,

Signaturs Date W o ¥

£, Huaith Professional's Biifing Information
For bilting purposes fax or mali oeges 2 and 3 to the WSS,
Health Professinal's Designation

PROVIDER BILUING INFORMATION IN THE BOLDED AREA OF SECTION © SHOULD NOT BE PROVIDED 10 THE WORKER OF EMPLOYER.

Are you registored [ 1 vus Plesss evterthe WSHE Provider 1D, i the bax provided P | WSIB Provider iD.
with the WSiB? =

[ oo Pleasseal 1 BOO-569-7949 tn register
Hauith Professiumal’s Name {please pring

Your Inveice Number
Addvess (Mp. Street, Apt} Sewice Code
FAF
City/Town Prvdnee Postol Codle Fax

!

| huroby dectars thai the information being mhmam:msammammm Hisan
mammmh:wuumwwmmamma

Heabth Professional’s Signatre Tobephone Date o e WYy

FRATRT HFAWR papE RO N
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Tomote ON MGV OR1-888-313-7373

WSIB ‘teie: orfmte Functional Abilities Form
AGET -  Z00ForSteetWest 4153444684 F AF for Planuing Enrty

and Safs Haturn 1o Work
Plaase PRINT In biscik ink
Worker's Last Name First Name ClalmNo.
D. The Information shoulkd MW he Heallh
hmmw and restrictions.
1. Dataot a mm i34 2 MMW
Assessment \
Palient s ?:m of retusming Patient is pliys) unsble i
’ D % D mmm atum to work at this time,
sections €& and F. Compilets section ¥,
i
£. Abilities and/or Restrictions 1
1. Please indicste Abiites that apply. include adiitional datalis In section 3
Walking Standing Siting: Lilting from Booe 1o waist
L Pult abilities ] Pulf ablfitles ] Fult abllities ! Full abiliies
i Upto 100 metres " Upto 15 minutes | Upto 30 minutes gwnam
100200 metres 11530 minutes | 30minutes - L hour [ 5. 10 Kiograms
|| Dther (please specity) Sther (please specify} (1 Other {please specify) ﬁmww
Lifting Froo walst s shoudden &ﬁm WM Travel to warke
Fodl abifitlen | Full abliitios | Fult atilitles Ability to use Abiiity 1o
e S idlograres __iUptoSsteps 1 $-3steps publictransit dtveacar
.| 8- 10Wilograms 5- 10 steps 4.6 staps you -
| Otheriplease specity) | Dther{plesse specilyy Oiher {please specily} o g

L. Flease indicate Restrictions that apply. inciude additional details Insection 3
{: Eimited use of handlsh

R

| L] oo tedhration:
; ! Whole body
:
2. Additiona Comments s Ablitles and/or Restristions.
4, mwmammwmﬁmwam@ §. Have you discussed retum o work
[ te2days [ 3-7dap || 8-14days | | 18+ daps with youe patient? Tives Tiee
T = s , Senbate = e o
woek hours and start date: . Begulshldmetows | Modifiedbows | Gradusted houss .
. Date of Haxt Appointment 1
Hecommended dote of next sppaintment to mview Abitithes and/or Hestrictions. ’ et e Y
{ have provided this completed Functional Abilities Form to: 7] werker and/or [ employer
FEATAL IO s Xt §
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important information 1

To receive benefits, the worker must apply for benefits within six manths of the date of 2 work-redated injury or iiness,
When filing a claim for benefits, the worker must also consent to the disciosure of functionat abilities Information
provided by a heaith professionat to his or her employer for the purpose of facilitating an oarly and safe return o work,
Failure to file a clalm or provide consent for the releass of the functional abilities information can result in no benefits.

if you have questions abolst the completion of this form please cailt 1.800-387.0750.

Worker's Responsibilities
+  This form is to be completed by a treating health professional, who will discuss the information with you,

* Orce completed, contact your emplover immediately 1o review the information on the completed form, Together, you
and your empiloyer will begin 1o plan an sarly and safe return to work,

Employsr's Rosponsibifities

« This form provides general information about this worker's functional abilities and restrictions to help you plan an
agrly and safe return to work,

*  When you provide this form to the treating health professional, ensure that vou have the worker's signed consent
{Section 8] for the relsase of functional abilities information.

* Where svaiable, also attach g description of the worker's job activities 1o assist the health professional in completing
the farm,

* The prescribed form that is avallable from the WSIB is & generic form developsd 1o assist with general functional abiiities
information.

*  The WSIB will pay the health professional to complete the preseribed WSIB form only. A charge will appear on your
Accident Cost statement or Schadule 2 (nvoice which reflects the cost of payment for each form completed.

*  Hyou have a form that is specific to your workplace and have the cooperation of the worker in providing consent for the
release of information on your form, you may use your own form, If vou Greate your own form, you must reimburse the
heaith professional divectly.

+ Do not send a copy of the completed Funetional Abilities Form for Planning Farly and Safs Return to Work to the WSI8.
The heaith professional is responsible for submission of the form.

Heaith Professional’s Responsibiiities

+  The empioyer and worker will use this information 1o plan the worker's enrly and safe return to work,

*  Their retumn (o work plans will reflect the functional abilities and restrictions you have noted and presume that no clinical
contraindications exist for othar work activities, thersfore & I crucial that all sections be completed in full,

*  The compistion of this form is based on your sxamination of the worker and does not require a specislized functional
abilities evaluation,

*  Diagnostic or confidential information must not be included,

« Please add specific information on the duration of emporary restrictions or maximum tines or weights o be considered,
in section E3 under abilities anid/or restrictions, If necessary, attach an additional page to this completed form o
dgescribe abilities and restrictions.

*  Completion of this form does not replace cilnical reporting requirements 1o the WSIE |

» Wummmmm;mmm&fwmaammwumm«.

. m%u&wﬁxummnkm&h%m&mt%@sadm:w.

The WSIB will pay the heaith professionnl for the completed forw when pages 2 and 3 are received.

Workplace Safely and insurance Roard WEIB Fax 4183444884
200 Front Stroet West or 1-888-313-7373
Toronto ON MBV 311
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