BAQHUBETTE

o Town of Middleton

SUPERVISOR’S REPORT OF ACCIDENT- INTAKE FORM

DATE OF INJURY: TIME OF INJURY ACKNOWLEDGE/DATE REPORTED
DESCRIPTION OF ACCIDENT; WHAT WAS EMPLOYEE DOING? WHAT
HAPPENED?WHY?

CAUSE: INJURY:

BODY PART: _OCCUPATION

EMPLOYEE NAME SOCIAL SECURITY #
SEX(M or F) MARITAL STATUS DATE OF BIRTH
DATE OF HIRE DEPARTMENT

SUPERVISOR NAME PHONE NUMBER
EMPLOYEE ADDRESS

TELEPHONE NUMBER: HOME WORK

CELL EMAIL

LOCATION ACCIDENT OCCURRED
INJURED ON PREMISE YES[_] NO []

AVERAGE WEEKLY WAGE

DID EMPLOYEE LOSE TIME FROM WORK? YES[_] NO[_]

NUMBER OF DEPENDENTS

DID EMPLOYEE RETURN TO WORK YES[_] NO[_]

IF YES, DATE RETURN TO WORK:

IF NO, LAST DAY WORK 15" DAY OF DISABILITY 5™ DAY OF DISABILITY

WAS MEDICAL TREATMENT SOUGHT? YES[_] No[[]
MEDICAL FACILITY

DATE REPORTED A WORK RELATED:
WITNESS
TO WHOM WAS INJURY REPORTED TO

FhEREE*Supervisor's Complete Below™****¥***
CAUSE-UNSAFE ACT OR CONDITION; OBJECT/SUBSTANCE CAUSING INJURY

WAS EMPLOYEE WEARING SAFETY GEAR? YES[ ] NO [_] IF NO, EXPLAIN)

ACTION TAKEN TO PREVENT SIMILAR ACCIDENTS

REMARKS
Investigated By Date
Reviewed By Date

[]school Nurse (] supervisor



Member Services
aasen USETTe One Federal Street, Boston Massachusetts 02110
DRIvEN Toll Free (Mass) :888/266-6442
7. Fax: 617 753-0987

MEDICAL AUTHORIZATION

To: Date:

and any other physician, hospital, clinic or medical care provider, presently unknown to me, who
may have or subsequently acquire information concerning my physical condition. You are
hereby authorized to give MIIA Member Services and/or any of its representatives, all
information, facts and particulars, including reports, records, results from diagnostic tests, X-rays
and statements of charges which may be requested regarding my medical condition, diagnosis,
treatment and to furnish them copies of such reports. You are further authorized to allow any
physicians appointed by them to review all such reports, records and X-rays in your possession.

| am willing that a photostatic copy of this authorization be accepted with the same authority as
the original.

This information is to be used for handling my claim from an occupational injury or iliness
occurring on or about and for no other purpose, now or in the
future.

This authorization is valid for the duration of the above condition.

(Employee’s signature) (Date)
Employer.___

Name of Employee:

SS#. Date of Birth:
Claim #: Date of Accident:

An Interlocal Service of the Massachusetts Municipal Association



MIIA Members Services
Workers’ Compensation Prescription Information

Employer:

Please fill out employee information below and provide employee with this document to take to any pharmacy with prescriptions.

MASDACHLSETTE
nnnnn

MEmucn

DRIvEN

N e s i A

MIIA Member:
Employee Name:

Group#. 10602826
Member ID (SSN):
Date of Injury:

Processor: myMatrixx

Bin#: 014211
Day supply is limited to 30 days for a new injury.
myMatrixx Help Desk: (877) 804-4900

Employee:

MIIA Members Services has partnered with myMatrixx to make filling workers' compensation prescriptions easy.

This document serves as a temporary prescription card. A permanent prescription card specific to your injury will be forwarded
directly to you within the next 3 to 5 business days.

Please take this letter and your prescription(s) to a pharmacy near you. myMatrixx has a network of over 64,000 pharmacies
nationwide. If you need assistance locating a network pharmacy near you, please call myMatrixx toll free at (877) 804-4900.

IF YOU ARE DENIED MEDICATION(S) AT THE PHARMACY PLEASE CALL (877) 804-4900

Pharmacist:
Please obtain above information from the injured employee if not aiready filled in by empioyer to process prescriptions for the
workers’ compensation injury only. Document only valid if signed and dated by employer above.

For questions or rejections please call (877) 804-4900. Please do not send patient home or have patient pay for medication(s)
before calling myMatrixx for assistance.

NOTE: Certain medications are pre-approved for this patient; these medications will process without an authorization. All
others will require prior approval.

FOR ALL REJECTIONS OR QUESTIONS CALL: (877) 804-4900




