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Appendices
New claim letter template – to Agent/ Insurer

Insert Today's Date Here

Telephone: 
(0     ) 


Fax: 

(0     ) 



Direct Line: 
(0     ) 


Direct Fax: 
(0     ) 

Email:

     
Name


Title


Insurer
Address

Address
Dear Agent/Insurer,

Re:


New claim for Insert Worker Name Here
Employer:

Insert ‘School Name’ here
Date of Injury:
Insert Date Of Injury Here
Please find enclosed an application for compensation for the above worker. 

It has been confirmed that:

There has been Number days lost
The worker has returned to their full pre-injury capacity
The worker has not returned to their pre-injury capacity and remains off work/has returned to alternate/modified duties
We confirm that ‘School Name’:

Are happy for liability to be accepted in relation to this claim
Request that liability be held pending, and the following investigations be arranged:
Treating Doctor's report
Independent Specialist Examination
Circumstance/Factual Investigation
Surveillance
Are happy for the claim to be accepted, yet would like the following investigations undertaken:
Treating Doctor's report
Independent Specialist Examination
Circumstance/Factual Investigation
Surveillance
Other Comments:      
Should you wish to discuss this matter please do not hesitate to call me on Insert Number or Mobile.

Yours sincerely,

Name
Title
‘School Name’
Letter to the injured worker – Receipt of claim
Insert Today's Date Here

Telephone: 
(0     ) 


Fax: 

(0     ) 



Direct Line: 
(0     ) 


Direct Fax: 
(0     ) 

Email:

     
Insert Staff Member Name

Insert Staff Member Address
Dear ‘Staff Member name here’,

RE:


Claim for Workers’ Compensation

Employer: 

Insert School Name here
Date of injury:
Insert Date of Injury here
We hereby acknowledge receipt of the claim for compensation lodged on ‘School Name’ in respect of the recent incident – as outlined in your claim form.  

Please be advised that we have now processed the claim, and sent it through to our Agent/Insurer XXX for determination.  You will receive a letter from XXX notifying you of your claim number shortly.  Attached is a carbon/photo copy of the claim form, for your records.

If your claim for compensation is accepted*, ‘School Name’ and our Workers’ Compensation Insurer/Agent, will meet the reasonable costs of medical and like expenses incurred as a result of the compensable injury.  Appropriately certified time lost will also be met - at rates set down by State Legislation. Please refer to the attached document for more information relating to the Workers’ Compensation process. 

(*Subject to legislative requirements and determination/approval/acceptance of the Insurer/Authority.)

When receiving treatment the amount that will be reimbursed by ‘School Name’ or our Insurer or the Authority, may vary to what you will be charged; therefore we recommend that all accounts be sent to ‘School Name’ directly - to ensure you do not incur any out of pocket expenses due to over charging.

In order to ensure any entitlements can be calculated and paid accordingly, you are obligated to provide continuing certificates for the duration of your claim. 

Please be aware that the Insurer/Agent may elect to arrange investigations to determine liability for your claim.  If this is the case you will receive written advice from them.

Please feel free to contact me directly on XXX, should you wish to discuss this document, or your situation further.

Yours sincerely

Name
Title
‘School Name’
Fact Sheet to Worker – Receipt of claim
Benefits of Returning to Work 

Returning to work is not always easy but it’s actually good for your health.  This information sheet aims to help you understand why getting back to work is so important, what you can do to help yourself and where you can get support and assistance.

Why it’s so important for you to return to safe and suitable employment 

The earlier you start planning your return to work, the more likely you are to get back to work quickly.   While a work-related injury or illness can have a big impact on your life, research has shown that getting back to work is important for your health and wellbeing. In general, work-related disability, unemployment and being away from work for a long time have a negative impact on health and wellbeing (Source: Realising the benefits of work – College of Physicians position paper 2010).
Impacts of long-term work absences due to a workplace injury

Long-term absences from work can affect you socially, financially and your job prospects. The possible impacts are outlined below.
	Social
	Financial
	Job prospects

	· Isolation from friends and colleagues

· Loss of confidence 

· Loss of identity

· Impact on family, including children
	· Significant financial impact (workers’ compensation payments will not fully replace your lost wage) 

· Workers’ compensation payments are time limited

· Most workers’ will not be eligible to receive weekly payments after 130 weeks 
	· Potential loss of:

· Work conditioning

· Currency of job skills

· Work status

· Work identity 

· Work contacts

· Confidence to perform in a workplace setting

· Training opportunities

· Promotion opportunities


How you can help yourself get back to work after an injury

· Act early.

· Understand that the most important person in your recovery is you.  

· After your injury try to keep positive and motivated – focus on what you can do rather than what you can’t.  

· Don’t wait till you are 100% recovered to return to work.  

· Work actively and cooperatively with those involved in your return to work.

· Raise issues or concerns immediately with the appropriate people.

· Talk regularly with people involved about your progress and return to work planning.  
This  may include your GP, your Return to Work Coordinator, your manager/supervisor and your Agent case manager – help them to help you get back to work.
· Regularly review your return to work arrangements.

· Focus on what you can do, not what you cannot do.

· Incorporate work into your recovery - you don’t have to be 100% to get back to work.

· Ask for help/information when you need it.
Need support or assistance?

Talk to your:

· GP

· Return to Work Coordinator

· Worker Compensation Insurer / Agent

· The person you nominated to assist, support or represent you during the return to work process.

rETURN TO WORK PLAN

iNCORPORATING THE OFFER OF SUITABLE EMPLOYMENT

WORKER DETAILS

NAME:

DATE OF INJURY:  

CLAIM NUMBER:  

PRE-INJURY OCCUPATION:  

CURRENT CERTIFICATE – PLEASE TICK

UNFIT:   FORMCHECKBOX 


MODIFIED DUTIES:  
 FORMCHECKBOX 

ALTERNATE DUTIES:   FORMCHECKBOX 

DIAGNOSIS:      

MEDICAL RESTRICTIONS – PLEASE TICK

ABLE TO LIFT UP       

 FORMTEXT 
      KGS
 FORMCHECKBOX 
                  NO / AVOID PUSHING/PULLING

 FORMCHECKBOX 

NO / AVOID REPETITIVE MOVEMENTS
 FORMCHECKBOX 
                  NO / AVOID SQUATTING 

 FORMCHECKBOX 

NO / AVOID BENDING


 FORMCHECKBOX 
                 

OTHER:      

SUITABLE DUTIES:

	This Column to be completed by RTW Coordinator
	These columns to be completed by Treating Practitioner  to denote their support or otherwise of the task; and whether tasks can be undertaken with further alteration.

	DUTIES/TASK
	YES
	NO
	MODIFICATIONS/TIMEFRAME

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


HOURS OF WORK:

	
	WEEK COMMENCING
	MON
	TUES
	WED
	THURS
	FRI
	SAT
	SUN
	HOURS

P/WEEK

	1
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	2
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	3
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	4
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


DATE PLAN PREPARED:                

DATE DUTIES TO BE REVIEWED:  

KEY PEOPLE INVOLVED IN RTW PLAN:

	
	NAME (PRINT)
	SIGNATURE
	DATE

	WORKER
	
	
	     

	RTW COORDINATOR
	
	
	     

	TREATING PRACTITIONER


	
	
	     


	INSERT SCHOOL/COLLEGE LETTERHEAD


	
[image: image1] 
	
Facsimile



	To:
	Insert treating doctor name
	From:
	Insert contact name
Insert business name

	
	
	
	

	Fax number: 
	Insert fax number
	Date:
	Insert date

	
	
	
	

	cc:
	Insert case manager name
Insert agents name

	Re: Insert workers number
Review of return to work arrangements
	Claim No: Insert claim number

	Dear Doctor / Healthcare Provider Name
Insert School Name here is committed to supporting Workers Name’s recovery by providing them with appropriate, meaningful and productive work that is consistent with there medical constraints. 

Please find attached:

· A signed authority to release medical information from Workers Name
· Return to work arrangements which were developed together with Workers Name
I would be most grateful if you would review the return to work arrangements in conjunction with the WorkCover Certificate of Capacity. 

If you are satisfied with the proposed return to work arrangements, please sign the second page of the arrangements form and return to me on the fax number below.   

If you have any questions or concerns about the arrangements please contact me at your earliest convenience to discuss. 
Yours sincerely,

RTW coordinator name
Return to Work Coordinator

RTW coordinator contact details


Letter to the GP– Return to work arrangements/ Return to work plan
	Enter Date 


	
	


Title
Doctors Name
Address
CITY  STATE  POSTCODE
cc:
Agent Case Manager

Agents name
Dear Doctor / Health care providers name
Re:
Workers name and claim number
Review of return to work arrangements / return to work plan
Insert School Name here is committed to supporting Workers name’s recovery by providing him / her with appropriate, meaningful and productive work that is consistent with the appropriate medical constraints. 

Please find attached:

· A signed authority to release medical information from Workers name.

· Return to work arrangements which were developed together with Workers name.

I would be most grateful if you would review the return to work arrangements in conjunction with the current Medical Certificate of Capacity. 
If you are satisfied with the proposed return to work arrangements, please sign the second page of the arrangements form and return to me on the fax number below.  
If you have any questions or concerns about the arrangements please contact me at your earliest convenience to discuss. 
Yours sincerely,

RTW coordinator name
Return to Work Coordinator

RTW coordinator contact details
Letter to the GP– Return to work arrangements/ Return to work plan
Medical Certificate Checklist

MEDICAL CERTIFICATE CHECKLIST
To avoid delays and non-payment from the insurer, the following items should be completed by both the GP and the worker in order for the certificate to be classed as valid. 

GP / Allied Health Professional:-

a) Patient’s Name 










 FORMCHECKBOX 

b) Clearly indicated diagnosis (must relate to the compensable injury)




 FORMCHECKBOX 

c) To and from dates in capacity section 







 FORMCHECKBOX 

(required for all capacity sections applicable other than “expected to be fit for normal duties” which only requires one date).





d) Capacity Dates cannot be forward dated or back dated from the examination date 


 FORMCHECKBOX 

(without valid reasoning in the comments box)

e) Medical Practitioner’s details, signature, and provider number.




 FORMCHECKBOX 

f) Date of Issue










 FORMCHECKBOX 

Worker:-

g) The appropriate patient declaration box ticked i.e. have or have not been working 


 FORMCHECKBOX 

h) Signature of patient / injured worker with a date






 FORMCHECKBOX 

i) Dates of signatures should be in line with examination date. 




 FORMCHECKBOX 
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