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Workers’ Compensation Guide For FMS
1. As soon as an employee reports a job-related injury or illness, you must print out the Mains’l Claim Packet and fill in the Claim Information Report within 24 hours of injury. Fill in as much information as possible and email or fax to WCMC. You may also file a claim information report electronically at https://wcmcforms.com/ . Please inform your Mains’l FEA manager of the injury as well. 

a. Contact information:  Fax 651-501-1493 or Email claims@wcmcinc.com 
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2. Provide the employee with the Workers’ Compensation Claim Form (DWC1), Physical Restricitons Form, and inurance information page to take with them to an in-network WCMC provider to be evaluated to be evaluated. To find in network providers in your area, please visit https://accidentfund.com/california-medical-provider-search/. The injured employee will need to fill out the top section of this form labeled “Employee.“ 
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3. After the employee has been evaluated by the doctor, ask them to complete the “Employee’s Description of Injury” portion of the  Mains’l Claim Packet. They will need to describe their injury completely including every part of the body on the body diagram and sign and date authorization forms. Once this is completed, send  the DWC1 and the complete Claim Packet your Mains’l FEA manager.
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'l Services, Inc.
Claim Information Report

When notified of an injury, immediately complete all information you

426 Hayward Avenue North
‘Oakdale, MN 55128
Phone (851) 501-1490
Fax (651) 501-1493

have. Completed form to be fax to 651- 501-1493 or email to

OSHA Case #:
claims@WCMCINC.com within 24 hours,
Full Name: Date of Injury:
Address: Date Employer Notified:

Time of Injury: am |_lpm
Phone #: ‘Time Shift Started: Am [_|pm
Email: _ Did Employee leave work early: Yes || No
Gender: ‘Time Employee left: AM |_Jpm
Single/Married: Married ‘Shift Seheduled until: Am L_lpm
Job Title: _ | mjury i
Work Department: Address of injury site:
Normal Work Site:

Medical Treatment: INO MEDICAL TREATMENT NEEDED
Emergency Room Visit

Clinic/Urgent Care
Hospitalized Overnight

H

Hospital/Clinic Name & Address:

Describe how the incident occurred:

What is the injury:

Witness: Phone:

Supervisor: Phone: Email

Employee works: Mon Tues Wed Thur Fri Sat Sun Varies
Please check: Full time Parttime Hire Date: Wage

First Day of Missed Work: Return to Work Date

Employee Social Security #:

Employee Date of Birth:

Form Completed by:

Date

PROPRIETARY DOCUMENT: This form s the propricary work product of WCMC (Workers Compensation Modifir Controles,Ine). This form cannat be
poste on sny public on-ine pltform without the expressed writen consent of WCMC and acces o it for the purpose of completon and execution mustbe password
protccted when posted for intcmaluse. This form is invalid when used by any entiy otherthan WOMC or  curent clicnt of WEMC.
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M Physical Restrictions Form
Cooles i

Fax form to 651-501-1493 or claims@wemcinc.com
*****WE VALUE OUR EMPLOYEES! WE OFFER MODIFIED DUTY! *****

‘We respectfully request that you do not completely disable our employee f it is not medically necessary to do
so. It s the policy of Mains'l Services, Inc.to offer temporary-transitional, light duty work.

‘Employee Name: Today's Date: Tnjury Date:

‘Diagnosis, ‘Body Part/s Involved

‘To ensure the best recovery possible, please indicate below the physical restrictions should be followed 2417,
(at work and at home).

‘Physician Name (print) Physician Signature
Clinic/Hospital

Tnstrucions for dhisform:  Esplogee: lese provid this form toyour superisr fllowiag the medicalsppoiatest

‘PROPRIETARY DOCUMENT: This o is e popristsy sk ot of WOMC (Wrkers Compesanion Modr Commlrs, ). This o cassot b
ot o sy s o plr i o e e conet of WCMC 35 st f 0 54 PIEpos o COSpISGn S S Bt b pemerd
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Please Provide to Doctor’s Office

For a claim number or questions about the claim, please call our
workers’ compensation representative at 651-501-1490.

Our workers’ compensation insurance carrier is:

United Heartland/AF Group

BILLING ADDRESS:
PO BOX 40790

LANSING, MI 48901
Fax: 866-506-5800

Main phone: 800-258-2667

Please immediately fax all workability reports to 651-501-1493.
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Employee’s Description of Injury

Circle all injured body parts.

FRONT BACK

List the body parts injured. (example: right wrist):

Describe the incident which resulted in the injury, (example: slipped and fell in parking lot duc to

snow):

Employee’s Name:
Employee’s Signature: Date:
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