
Workers’ Compensation Procedures 

IF YOU ARE INJURED AT WHILE AT WORK: 

 Report your injury to your supervisor

 See campus nurse for evaluation if possible

 Complete injury forms and return to Leave Specialist
 Visit Network Physician as necessary

 Notify supervisor and Leave Specialist of work status

WORKERS’ COMPENSATION FORMS: 

Complete and Return to Benefits 

 Employee Acknowledgment of Workers’ Compensation Network form

 Employee Choice to Use Paid Leave form

 Accident Investigation Form

Employee to Keep 

 Workers’ Compensation Temporary Income Benefits and your Waller ISD Pay document

 Workers’ Compensation Information document

 Workers’ Compensation Verification of Coverage document

 Texas Star Network Clinics/Physicians near Waller document

 Notice of Injured Employee Rights and Responsibilities in the Texas Worker's Compensation System

IMPORTANT! Do not file work related injuries on your group medical or prescription plans. 

File only with the Workers’ Compensation Carrier. 

Workers’ Compensation Carrier 

Texas Mutual 

1-800-859-5995

Pharmacy Info: Optum

Pharmacy Phone: 1-888-220-2805

Department of Human Resources 
M. Alicia Martinez, Leave Specialist 
Phone: 936-372-4064
Fax: 936-372-0396
email: mmartinez@wallerisd.net
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ACCIDENT INVESTIGATION FORM 

Accident investigation and analysis helps you in reducing or preventing future occupational injuries and illnesses. 

This form requests all the information that DWC says you must record for each on-the-job injury, fatality, and occupational 

disease. Employers must keep injury records for five years after the last day of the year in which the injury occurred. 

This is an 
 Report Only  Injury  Disease  Fatality  Near-miss 

TODAY'S DATE 

DATE REPORTED 

COMPANY WALLER ISD 

DEPARTMENT   

SUPERVISOR  

PHONE NO.  

1. Name of Person Involved 2. Sex 3. Social Security Number 4. DOB 5. Date of Incident

6. Home Address

______________________________________ 

7. Time and Day of Incident

_______ a.m; _______ p.m; day of week ____ 

8. Specific Location of Incident

Was it on employer’s premises?  yes   no 

______________________________________ 

Phone  (             ) 

9. Employee’s Occupation 10. Job Task at Time of Incident

13. Name and Address of Treating Physician

______________________________________ 

11. Length of Service

______________Years;  ___________ Months 

12. Employee was Working

 Alone     With Fellow Workers 

 Other 

______________________________________ 

Phone  (  ) 

14. Employment Category

 Regular, full-time    Temporary 

 Regular, part-time  Non-employee 

 Seasonal 

15. Experience in Occupation at Time of Incident

 Less than 1 month         1 to 5 month 

 6 months to 1 year         1 to less than 5 years 

 5 or more years 

16. Name and Address of Hospital

______________________________________ 

17. Phase of Employee’s Workday at Time of Injury

 During break period     During meal period   Working overtime 

 Entering or leaving the building  Performing work duties  Other (explain below) 

______________________________________ 18. Name of employee’s immediate Supervisor at time of incident  Witnessed 
Incident?

  Yes    No 

19. Employee’s Wage (pay per Hour) 20. Other Witnesses

21. Voluntary benefits paid by the employer,
if any 

________________________________________________________________________________ 

IF APPLICABLE: 
CAMPUS NURSE EVALUATION: 

Signature of Campus Nurse Date 



22. PART of BODY INFURIED or AFFECTED
 Skull, Scalp  Jaw  Abdomen  Shoulder  Wrist  Knee  Foot

 Eye  Neck  Back  Upper Arm  Hand  Thigh  Toe

 Nose  Spine  Pelvis  Elbow  Finger  Lower Leg  Ankle

 Mouth  Chest  Other Body Part  Forearm  Hip  Other ___________________ 

23. NATURE of INJURY or ILLINESS
 Puncture  Bruise, Contusion Skin Disorder  Amputation  Muscle Sprain  Cumulative Trauma Disorder

 Laceration  Dislocation  Burn  Insect/Animal Bite Muscle Strain  Irritation

 Fracture  Abrasion  Respiratory  Foreign Body  Hernia  Infection

 Heat/Cold Stress  Hearing Loss  Chemical Exp.  Other ____________________________________________________________ 

24. DISPOSITION 25. DIAGNOSIS 26. SEVERITY

 Days away from work  # __________. 
 Restricted work days  # ___________. 
 Date returned to work   #  __________. 
Sent to:  Doctor  Hospital 

______________________________ 
______________________________ 
______________________________ 

 First Aid  Medical Treatment 

 Lost Work Days  Fatality 

 Other: Specify 

___________________________

27. WHAT CONDITION of TOOLS, EQUIPMENT, or WORK AREA CONTRIBUTED TO INCIDENT?Not Applicable

 Close Clearance/Congestion   Floors/Work Surfaces  Inadequate Housekeeping  Defective Tools/Equipment/Vehicle

 Hazardous Placement  Inadequate Ventilation  Equipment Failure  Illumination

 Inadequate Warning System   Equipment/Workstation Design  Inadequate Guards/Barrier  Inadequate/Improper P.P.E. 

28. WHAT CAUSED or INFLUENCED SUBSTANDARD CONDITIONS? No Substandard Conditions 

 Abuse or Misuse  Inadequate Supervision  Inadequate Purchasing  Inadequate Engineering

 Inadequate Maintenance  Inadequate Tools/Equip..Mat.  Improper Work Surfaces  Wear and Tear

 Lack of Knowledge/Training  Improper Motivation  Inadequate Capacity  Lack of Skill 

29. WHAT ACTION or INACTION CONTRIBUTED to the INCIDENT? Not Applicable

 Failure to Make Secure  Under Influence Drugs/Alcohol  Failure to Warn/Signal  Inadequate/Improper P. P. E. Use

 Nullified Safety/Control Devices  Used Defective Equipment  Horseplay/Distractive Active  Operating at Improper Speed 
 Used Equipment Improperly   Improper Lifting  Operating Procedure Deviation

 Running/Rushing/Acting in Haste  Improper Loading   Unauthorized Actions  Used Wrong Tool/Equipment  

 Improper Technique  Improper Position   Servicing/Operating Equipment 

 Other _________________________ 

30. PROBABLE RECURRENCE 31. LOSS SEVERITY POTENTIAL

 Frequent              Occasional  Rare  Major   Serious  Minor

32. PREVENTIVE MEASURES:  (What corrective actions have been taken or are planned to prevent a recurrence?)

 Improve Enforcement  Improve Clean-up Procedures  Repair/Replace Equipment  Corrective Counseling

 Improve Storage/Arrangement  Rotation of Employee  Eliminate Congestion  Improve/Change Work Method

 Identify/Improve P. P. E  Install/Revise Guards/Devices  Task Analysis to Be Completed

 Task Analysis/Procedure Revision  Improve Design/Construction  Job Reassignment of Employees 

 Use Other Materials/Supplies  Improve Illumination  Mandatory Pre-Job Instructions 

 Improve Ventilation  Reinstruction of Employees  Other _________________________ 

33. EMPLOYEE’S DESCRIPTION of INCIDENT (Attach sheet for additional comments)  Comments sheet

**Employee to complete this section**  Employee Signature  Date 

34. SUPERVISOR’S DESCRIPTION of INCIDENT (Attach sheet for additional comments)  Comments sheet

35. SPECIFIC CORRECTIVE ACTIONS or PREVENTIVE MEASURES TAKEN
Corrective Action Taken Person Responsible Target Date Date Completed 

________________________________ __________ 

Supervisor’s Signature  Date 



Employee Acknowledgment of Workers’ Compensation Network

I have received information that informs me how to get health care under my employer’s workers’ 
compensation insurance.

Knowingly making a false workers’ compensation claim may lead to a criminal investigation that could 

_____________________________    ____________      ___________________________
Signature               Date Printed name

Street address

___________________________________________________________

WALLER ISD 

• I must choose a treating doctor from the list of doctors in the network. Or, I may ask my
HMO primary care physician to agree to serve as my treating doctor. If I select my HMO

• I must go to my treating doctor for all health care for my injury. If I need a specialist, my
treating doctor will refer me to a specialist. If I need emergency care, I may go anywhere.

• Texas Mutual will pay the treating doctor and other network providers for the treatment for
my compensable injury.

• I may have to pay the bill if I get health care from someone other than a network doctor
without prior network approval.

To the employer: 

Each employee must sign this form when you begin the program or within 3 days of being hired, 
and at the time an injury occurs. Please indicate at which point this acknowledgement   
was completed. 
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EMPLOYEE CHOICE TO USE PAID LEAVE 
WITH WORKERS’ COMPENSATION BENEFITS 

NAME___________________________ SOCIAL SECURITY NO._____________________________ 

POSITION_______________________ DEPT/CAMPUS_____________________________________ 

DATE OF WORK RELATED INJURY: ____________________________________________________ 

Workers’ Compensation insurance may begin paying a percentage of the employee’s current wages on the 
eighth day of absence from duty if an extended absence is required. 

Employee Choice: (See DEC (Local) policy) 

I am absent from duty because of a job-related illness or injury.  I understand that I am not eligible for 
workers’ compensation weekly income benefits until my absence exceeds seven calendar days. I choose the 
following option: 

□ I choose to use only _____ Comp Time Hours _____Local Leave Day(s)  _____ State Leave Day(s)  
_____ Vacation Day(s) of my available paid leave at this time.

□ *I choose to use all of my available paid leave. I understand that I will not receive workers’ 
compensation weekly income benefits until I have exhausted all of my paid leave or to the extent that 
paid leave does not equal my pre-illness or pre-injury wage.

□ I choose  NOT  to use any available paid leave at this time.  I understand that I will not receive any 
regular salary payments from Waller ISD while receiving weekly income benefits under workers’ 
compensation.  No available paid leave will be deducted from my leave balance. I further understand 
that by selecting this option, I will only receive  workers’ compensation wage benefits for any 
absences resulting from my work-related illness or injury, unless and until I communicate to the 
district a change in my decision.

__________________________________ __________________________________________ 
Employee Signature    Date 

Office Use Only

*All available leave to be used as of: ______________________________

_______ Comp Time Hours    _______ Local Leave Day(s)    _______ State Leave Day(s)               

_______ Vacation Day(s)



Rev 08/2016 

WORKERS’ COMPENSATION INFORMATION 

TO FIND A NETWORK PROVIDER, CALL 1-800-381-8067. 

Give the network provider the following Workers’ Compensation insurance and district contact information: 

WorkWell, TX 

1-844-867-2338 
Texas Mutual

1-800-859-5995 
P.O. Box 12029 
Austin, TX 78711 
0001135603 
Optum

1-888-220-2805 
www.optum.com 
CC3778

Provider Network Name: 

Provider Network Phone:

Carrier Name:  

Carrier Phone:  

Carrier Address:

 

Carrier Group #: 

Pharmacy Info:  

Pharmacy Phone:  

Pharmacy Email:

Pharmacy Group #: 

Waller ISD Leave Specialist
M. Alicia Martinez Phone: 

936-372-4064 Fax: 936-372-0396
email: mmartinez@wallerisd.net

You are required to submit the following to your supervisor or M. Alicia Martinez, Leave Specialist:

1. Status report(s) from provider stating return to work date.

2. Follow up appointment date(s).

3. Time off requests related to injury.

IF YOU DO NOT USE A WORKERS’ COMPENSATION NETWORK PROVIDER, WALLER ISD WILL NOT 

BE RESPONSIBLE FOR PAYMENT OF YOUR MEDICAL BILLS.  DO NOT FILE WORK RELATED 

INJURIES ON YOUR GROUP MEDICAL OR PRESCRIPTION PLANS. 

IMPORTANT 

Return to work statuses with restrictions may or may not be honored dependent 

on the essential duties of the position. 

If an employee is sent for treatment or a medical evaluation at the District’s 

request, he/she will not be penalized for any lost time on the day of the injury.  

Any medical treatments or appointments after the day of injury may require the 

employee to use available leave or be subject to loss of pay. 
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Notice of Injured Employee Rights and Responsibilities in the Texas Workers’ Compensation System 
 

As an injured employee in Texas, you have the right to free assistance from the Office of Injured Employee Counsel 

(OIEC). This assistance is offered at local offices across the State. These local offices also provide other workers’ 

compensation system services from the Texas Department of Insurance (TDI). TDI is the State agency that administers 

and regulates the workers’ compensation system through the Division of Workers’ Compensation (DWC).  

 

Many services provided by OIEC and DWC can be completed over the telephone. You can contact OIEC by calling the 

toll-free telephone number 1-866-EZE-OIEC (1-866-393-6432). Additional information, including office locations, is 

available on the Internet at: www.oiec.texas.gov. You can contact DWC by calling the toll-free telephone number 1-800-

252-7031. Information about DWC is available on the Internet at: www.tdi.texas.gov. 

 

Your Rights in the Texas Workers’ Compensation System: 

 

1. You have the right to hire an attorney to help you with your workers’ compensation claim. 

For assistance locating an attorney, contact the State Bar of Texas’ lawyer referral service at 1-877-983-9227 or 

http://www.texasbar.com/. Attorney referral information can also be found on OIEC’s website at www.oiec.texas.gov. 

 

2. You have the right to receive assistance from OIEC if you do not have an attorney. 

OIEC Customer Service Representatives and Ombudsmen are available to answer your questions and provide 

assistance with your workers’ compensation claim by calling OIEC or visiting an OIEC office. You must sign a 

written authorization before an OIEC employee can access information on your claim. Call or visit an OIEC 

office to fill out the written authorization. Customer Service Representatives and Ombudsmen are trained in the field 

of workers’ compensation and can help you with scheduling a dispute resolution proceeding about your workers’ 

compensation claim. An Ombudsman can also assist you at a benefit review conference (BRC), contested case 

hearing (CCH), and an appeal. However, Ombudsmen cannot make decisions for you or give legal advice. 

 

3. You may have the right to receive medical and income benefits regardless of who was at fault for your injury,       

with certain exceptions. Your beneficiaries may be entitled to death and burial benefits. 

Information about the exceptions can be found at www.tdi.texas.gov or by visiting with OIEC staff. 

 

4. You may have the right to receive medical care to treat your workplace injury or illness for as long as it is 

medically necessary and related to the workplace injury. 

You may have the right to reimbursement of your incurred expenses after traveling to attend a medical appointment or 

required medical examination if the trip meets qualifying conditions. 

 

5. You may have the right to receive income benefits for your work-related injury. 

There are several types of income benefits and eligibility requirements. Information on the types of income benefits 

that may be available and the eligibility requirements can be found at www.tdi.texas.gov or by visiting with OIEC 

staff. 

 

6. You may have the right to dispute resolution regarding income and medical benefits. 
You may request Medical Dispute Resolution if you disagree with the insurance carrier regarding medical benefits. 

You may request Indemnity (Income) Dispute Resolution if you disagree with the insurance carrier regarding income 

benefits. The law provides that your dispute proceedings will be held within 75 miles from your residence. 

 

7. You have the right to choose a treating doctor. 

If you are in a Workers’ Compensation Health Care Network (network), you must choose your doctor from the 

network’s treating doctor list.  You may change your treating doctor once without network approval. If you are not in 

a network, you may initially choose any doctor who is willing to treat your workers’ compensation injury; however, 

http://www.oiec.texas.gov/
http://www.tdi.texas.gov/
http://www.texasbar.com/
http://www.oiec.texas.gov/
http://www.tdi.texas.gov/
http://www.tdi.texas.gov/
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changing your treating doctor must be pre-approved by the DWC if you are not in a network. If you are employed by 

a political subdivision (e.g. city, county, school district,) you must follow its rules for choosing a treating doctor. It is 

important to follow all the rules in the workers’ compensation system. If you do not follow these rules, you may be 

held responsible for payment of medical bills. OIEC staff can help you to understand these rules. 

 

8.  You have the right for your workers’ compensation claim information to be kept confidential. 

In most cases, the contents of your claim file cannot be obtained by others. Some parties have a right to know what is 

in your claim file, such as your employer or your employer’s insurance carrier. Also, an employer that is considering 

hiring you may get limited information about your claim from DWC. 

 

Your Responsibilities in the Texas Workers’ Compensation System 

 

1. You have the responsibility to tell your employer if you have been injured at work while performing the duties 

of your job. You must tell your employer within 30 days of the date you were injured or first knew your injury 

or illness might be work-related. 

 

2. You have the responsibility to know if you are in a Workers’ Compensation Health Care Network (network). 

If you do not know whether you are in a network, ask the employer you worked for at the time of your injury. If you 

are in a network, you have the responsibility to follow the network rules. If there is something you do not understand, 

ask your employer or call OIEC. If you would like to file a complaint about a network, call TDI’s Customer Help 

Line at 1-800-252-3439 or file a complaint online at http://www.tdi.texas.gov/consumer/complfrm.html#wc. 

 

3. If you worked for a political subdivision (e.g., city, county, school district) at the time of your injury, you have 

the responsibility to find out how to receive medical treatment. 

Your employer should be able to provide you with the information you will need in order to determine which health 

care providers can treat you for your workplace injury. 

 

4. You have the responsibility to tell your doctor how you were injured and whether the injury is work-related. 

 

5. You have the responsibility to send a completed Employee’s Claim for Compensation for a Work-Related 

Injury or Occupational Claim Form (DWC041) to DWC. 

You have one year to send the form after you were injured or first knew that your illness might be work-related. Send 

the completed DWC041 form even if you already are receiving benefits. You may lose your right to benefits if you do 

not timely send the completed claim form to DWC. For a copy of the DWC041 form you may contact DWC or OIEC. 

 

6. You have the responsibility to provide your current address, telephone number, and employer information to 

DWC and the insurance carrier. DWC can be contacted at 1-800-252-7031. 

 

7. You have the responsibility to tell DWC and the insurance carrier anytime there is a change in your 

employment status or wages. (Examples of changes include: you stop working because of your injury; you start 

working; or you are offered a job). 

 

8. Eligible beneficiaries or persons seeking death and burial benefits have the responsibility to send a 

completed Beneficiary Claim for Death Benefits (DWC-042) to DWC within one year following the 

employee’s date of death.   

 

9. You are prohibited from making frivolous or fraudulent claims or demands. 

http://www.tdi.texas.gov/consumer/complfrm.html#wc
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Aviso sobre los Derechos y Responsabilidades para los Empleados Lesionados en el Sistema 

de Compensación para Trabajadores de Texas 
 
En Texas, usted como empleado lesionado tiene derecho a recibir ayuda gratuita por parte de la Oficina de Asesoría 

Pública para el Empleado Lesionado (Office of Injured Employee Counsel -OIEC, por su nombre y siglas en inglés). Esta 

ayuda se ofrece en las oficinas locales en todo el estado. Las oficinas locales también proporcionan otros servicios del 

sistema de compensación para trabajadores por parte del Departamento de Seguros de Texas (Texas Department of 

Insurance -TDI, por su nombre y siglas en inglés). TDI, es la agencia estatal que regula y administra el sistema de 

compensación para trabajadores mediante la División de Compensación para Trabajadores (Division of Workers’ 

Compensation –DWC, por su nombre y siglas en inglés). 

Muchos de los servicios que son proporcionados por parte de OIEC y de DWC pueden ser llevados a cabo por teléfono. 

Usted puede comunicarse con OIEC llamando al teléfono gratuito 1-866-EZE-OIEC (1-866-393-6432). Visite el sitio 

Web de OIEC en www.oiec.texas.gov, para obtener información adicional, incluyendo la ubicación de las oficinas. Usted 

puede comunicarse con DWC llamando al teléfono gratuito 1-800-252-7031. La información de DWC se encuentra 

disponible en la página de Internet: www.tdi.texas.gov. 

  

Sus Derechos Dentro del Sistema de Compensación para Trabajadores de Texas: 

1. Usted tiene derecho a contratar a un abogado para asistirle con su reclamación de compensación para 

trabajadores. 

Para obtener asistencia para encontrar a un abogado, llame al servicio de recomendación de abogados de la Barra 

de Abogados del Estado de Texas (State Bar of Texas, por su nombre en inglés) al 1-877-983-9227 o visite 

www.texasbar.com. La información sobre la recomendación de abogados también puede encontrarse en la página 

de Internet de OIEC en www.oiec.texas.gov.  

2. Usted tiene derecho a recibir asistencia por parte de OIEC si no cuenta con un abogado. 

Los Representantes de Servicio al Cliente de OIEC, así como los Ombudsman están disponibles para responder a 

sus preguntas y proporcionarle asistencia con su reclamación de compensación para trabajadores ya sea llamando 

a OIEC o visitando una de las oficinas de OIEC. Usted debe firmar una autorización por escrito antes que un 

empleado de OIEC pueda tener acceso a la información sobre su reclamación. Llame o visite una oficina de 

OIEC para completar la autorización por escrito. Los Representantes de Servicio al Cliente de OIEC y los 

Ombudsman han sido entrenados en el campo de compensación para trabajadores y pueden ayudarle a programar 

un procedimiento de resolución de disputas, relacionado con su reclamación de compensación para trabajadores. 

Un ombudsman también puede asistirle en una Conferencia para Revisión de Beneficios (Benefit Review 

Conference –BRC, por su nombre y siglas en inglés), en una Audiencia para Disputar Beneficios (Contested Case 

Hearing –CCH, por su nombre y siglas en inglés), y en una apelación. Sin embargo, un Ombudsman no puede 

tomar decisiones por usted,  ni dar opiniones por usted o proporcionar asesoramiento legal.   

 

3. Con ciertas excepciones, usted tiene derecho a recibir beneficios médicos y beneficios de ingresos sin 

importar quién tuvo la culpa de su lesión. Sus beneficiarios podían tener derecho a recibir beneficios por 

causa de muerte y beneficios de gastos para el entierro.   

La información sobre las excepciones puede encontrarse en www.tdi.texas.gov o consultando al personal de 

OIEC. 

http://www.oiec.texas.gov/
http://www.tdi.texas.gov/
http://www.texasbar.com/
http://www.oiec.texas.gov/
http://www.tdi.texas.gov/
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4. Usted puede tener derecho a recibir atención médica para atender su lesión o enfermedad que sucedió en el 

área de trabajo, durante todo el tiempo que sea médicamente necesario y relacionado con la lesión que 

sucedió en el área de trabajo. 

Usted puede tener derecho a recibir un reembolso por los gastos incurridos después de viajar para asistir a una cita 

médica o a un examen médico requerido (required medical examination, por su nombre en inglés), si el viaje 

cumple con las condiciones de calificación.   

5. Usted puede tener derecho a recibir beneficios de ingresos por su lesión relacionada con el trabajo. 

Existen varios tipos de beneficios de ingresos, así como requisitos de elegibilidad. La información sobre los tipos 

de beneficios de ingresos que pueden estar disponibles, y los requisitos de elegibilidad pueden ser encontrados en 

www.tdi.texas.gov o consultando al personal de OIEC.  

6. Usted puede tener derecho a una resolución de disputas con respecto a sus beneficios de ingresos y 

beneficios médicos.  

Usted puede solicitar una Resolución de Disputas Médicas (Medical Dispute Resolution, por su nombre en inglés) 

si está en desacuerdo con la aseguradora sobre los beneficios médicos. Usted puede solicitar una Resolución de 

Disputas por Indemnización (Ingresos) (Indemnity (Income) Dispute Resolution, por su nombre en inglés), si está 

en desacuerdo con la aseguradora sobre los beneficios de ingresos. La ley establece que sus procedimientos de 

resolución de disputas sean llevados a cabo dentro de 75 millas del domicilio suyo.  

 

7. Usted tiene derecho a escoger a su médico de tratamiento. 

Si usted pertenece a una red de servicios médicos de compensación para trabajadores (Workers’ Compensation 

Health Care Network), (red), debe escoger a su médico de la lista de médicos de tratamiento de la red. Usted 

puede cambiar a su médico de tratamiento una sola vez sin la necesidad de obtener la aprobación de la red. Si no 

pertenece a una red, usted puede inicialmente escoger a cualquier médico que esté dispuesto a atender su lesión de 

compensación para trabajadores; sin embargo, si usted no pertenece a una red, el cambio de su médico de 

tratamiento debe ser pre-aprobado por DWC. Si es empleado de una subdivisión política, tal como la ciudad, el 

condado, o el distrito escolar, usted deberá seguir los reglamentos de dicha subdivisión política para escoger a un 

médico de tratamiento. Es importante seguir todos los reglamentos en el sistema de compensación para 

trabajadores. Si usted no sigue estos reglamentos, podría ser considerado responsable por el pago de las 

facturas médicas. El personal de OIEC puede ayudarle a entender estos reglamentos. 

  

8. Usted tiene derecho a que la información sobre su reclamación de compensación para trabajadores se 

mantenga confidencial. 

En la mayoría de los casos, el contenido del expediente de su reclamación no puede ser obtenido por otras 

personas. Algunos participantes tienen derecho a conocer el contenido del expediente de su reclamación, tal como 

su empleador o la aseguradora de su empleador. También, un empleador que esté considerando contratarle a usted 

puede obtener información limitada por parte de DWC sobre su reclamación. 

 

 

 

Sus Responsabilidades Dentro del Sistema de Compensación para Trabajadores de Texas: 

        

1. Usted tiene la responsabilidad de informar a su empleador si se ha lesionado en el trabajo mientras 

desempeñaba sus deberes de trabajo. Usted debe informar a su empleador dentro de 30 días a partir de la 

fecha en que sucedió su lesión o del día en que usted se dio cuenta que su lesión o enfermedad podría estar 

relacionada con su trabajo. 

http://www.tdi.texas.gov/
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2. Usted tiene la responsabilidad de saber si pertenece a una Red de Servicios Médicos de Compensación 

para Trabajadores (red) (Workers’ Compensation Health Care Network -network). 

Si no sabe si pertenece a una red de servicios médicos, pregúntele al empleador para el cual usted trabajaba al 

momento en que ocurrió su lesión. Si pertenece a una red, es su responsabilidad seguir los reglamentos de dicha 

red. Si usted encuentra algo que no entiende, pregunte a su empleador o llame a OIEC. Si desea presentar una 

queja sobre una red, llame a la Línea de Ayuda al Consumidor de TDI (TDI’s Consumer Help Line, por su 

nombre en inglés) al 1-800-252-3439 o presente su queja en línea en 

www.tdi.texas.gov/consumer/complfrm.html#wc.   

 

3. Si usted trabajó para una subdivisión política (p. ej. la ciudad, el condado o el distrito escolar) al momento 

en que sucedió su lesión, es su responsabilidad averiguar cómo recibir tratamiento médico.  

Su empleador debe poder proporcionar la información que usted necesita para determinar cuáles son los 

proveedores de servicios médicos que pueden atender su lesión relacionada con el trabajo. 

 

4. Usted tiene la responsabilidad de informar a su médico cómo es que usted se lesionó y determinar si la 

lesión está relacionada con el trabajo.  

 

5. Usted tiene la responsabilidad de completar y enviar a DWC el Formulario DWC-041, Reclamo del 

Empleado para Compensación por una Lesión Relacionada con el Trabajo o Enfermedad Ocupacional. 

Usted cuenta con un año para enviar el formulario después de haberse lesionado o después de haberse enterado 

que su enfermedad podría estar relacionada con su trabajo. Complete y envíe el Formulario DWC-041 aun si ya 

está recibiendo beneficios. Usted puede perder su derecho a recibir beneficios si no envía a tiempo el formulario 

completo a DWC.  Para obtener una copia del Formulario DWC-041 comuníquese con DWC o con OIEC.  

 

6. Usted tiene la responsabilidad de proporcionar su dirección actual, número de teléfono e información sobre 

su empleador a DWC y a la aseguradora. Usted puede comunicarse con DWC al 1-800-252-7031. 

7. Usted tiene la responsabilidad de informarle a DWC y a la aseguradora cada vez que haya un cambio en el 

estado de su empleo o su salario.  

(Algunos ejemplos de cambios incluyen: si deja de trabajar a causa de su lesión; si usted regresa a trabajar; o si 

recibe una oferta de trabajo). 

8. Los beneficiarios que son elegibles o las personas que buscan obtener beneficios por causa de muerte o 

beneficios de gastos para el entierro, tienen la responsabilidad de completar y enviar a DWC el Formulario 

DWC-042, Reclamación del Beneficiario para Obtener Beneficios por Causa de Muerte dentro de 

un año, a partir de la fecha en que el empleado falleció. 

9. Usted tiene prohibido hacer reclamaciones o demandas injustificadas o fraudulentas.  

 

 

http://www.tdi.texas.gov/consumer/complfrm.html#wc


Waller 
Independent School District  

2214 Waller Street

Waller, Texas 77484  

Human Resources Department Phone:  936-372-4064
 Fax:  936-931-0396

 website: www.wallerisd.net 

e-mail: mmartinez@wallerisd.net

WORKERS’ COMPENSATION 

VERIFICATION OF COVERAGE 

________________________, has reported a work-related injury/illness that occurred on _______________.  

Waller ISD maintains workers’ compensation coverage with Texas Mutual, a member of the Texas Property 

and Casualty Insurance Guaranty Association, which directly contracts with health care providers for the 

provision of workers’ compensation benefits to the injured employees.  A list of approved contracted 

providers can be found at www.texasmutual.com.   

Please contact Texas Mutual at the phone number below to verify reasonable and necessary medical 

treatment.  To file expenses incurred for this claim, please submit all bills to: 

Texas Mutual 

P.O. Box 12029 

Austin, TX  78711-2029 

Policy Number: 0001135603 

Phone: 1-800-859-5995 

Fax: 512-224-3889 

To locate a pharmacy or for pharmacy questions: 

Optum 

Phone: 1-888-220-2805 

www.optum.com 

This notice is verification that workers’ compensation coverage exists.  It does not guarantee compensability 

of the reported injury.  If you have any questions or should you need additional information regarding 

this injury, please contact Waller ISD at 936-372-4064.

District Contact: M. Alicia Martinez ● Phone: 936-372-4064
Email: mmartinez@wallerisd.net

http://www.texasmutual.com/
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To Locate a Provider in the Workwell, TX 

network please visit: 

https://www.viiad.com/tmi/public/main/

Home 

    OR 

You can download the Texas Mutual 

Provider Directory app from 

your Apple or Android device.  

Google Play Store 

Apple App Store

bjimenez
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Texas Mutual’s First Fill Program enables your 
employees to get prescribed medication quickly 
after an injury occurs, even if you haven’t had 
the opportunity to file a claim. Injured workers 
can get a seven-day supply for each covered 
prescription with a maximum of $500 per 
prescription with just the First Fill form.

Complete the First Fill form on the back of this 
sheet and advise your employee to present it  
at a participating Optum pharmacy. 

The form is valid for the first fill and cannot 
be used if the first prescription fill is being 
requested more than 10 days after the  
injury occurred.

If additional forms are needed, visit the 
employer forms section at texasmutual.com. 

First Fill 
Simplifying the prescription 
process and helping workers 

take the first step toward  
getting well

KH-1191-1702 • ©2017 Texas Mutual Insurance Company

texasmutual.com

WorkSafeTexas.com • SafeHandTexas.com • TexasOilAndGasSafety.com • TexasMutual.WordPress.com         

FILL OUT THE  
FORM TO START

[  p a g e  1  o f  2  ]
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Optum Workers Compensation Services of Georgia | P.O. Box 2829 | Suwanee, GA 30024 | F 1-678-730-1008 

Prescription First Fill Form 

Pharmacy Help Desk: 1-888-220-2805 

PLEASE NOTE: This form is only valid within 10 days of the injury date.  Once your claim has been reviewed, you 
will be sent a new card in the mail.  If you do not receive a pharmacy card, please call us at 1-888-220-2805. 

Issuance of this letter or dispensing of a prescription does not constitute acceptance of your 
claim. 

Prescription First Fill Instructions 

1. Participating Optum pharmacies include Walgreens, CVS, Walmart, Kroger, Target, Costco,
Sam’s Club, Brookshire, HEB and Tom Thumb.  To locate other participating pharmacies,
visit www.texasmutual.com/hcn/hcn.shtm or www.cypresscare.com.

2. Complete the form and take to the pharmacy along with your prescription from the provider.

3. This form allows you to fill your initial prescription(s) with a maximum cost of $500 per
covered prescription and a maximum 7 day supply.

4. If you have questions, please call us at 1-888-220-2805, available 24 hours a day, seven
days a week.

Bin #: Pharmacy to Call for BIN     Group Number:  TEXASMUTUALFF 

Member ID: 

Member Name: 

Employer Name: 

Date of Injury: 

Last 4 digits of SSN + date of injury; 
No spaces (i.e. 9999050206) 

Injured worker’s first & last name 

Policyholder Information 

[  p a g e  2  o f  2  ]

bjimenez
Employee Copy



Workers’ Compensation Temporary Income 
Benefits and your Waller ISD Pay 

If you are injured while at work: 

 Report your injury to your supervisor immediately.

 See campus nurse for evaluation to determine if further medical evaluation is necessary.

 Complete injury forms and return to the Human Resource Leave Specialist even for Report 

Only.

 Visit Network Physician as necessary.

 Notify supervisor and the Human Resource Leave Specialist of work status.

NOTE: Workers’ Compensation (WC) paperwork can be found on the Waller ISD website under Staff 

Resources and Workers’ Compensation.   

Scenario 1 – Return without Restrictions: 

If you are injured at work, visit a network physician for evaluation.  If the physician has determined 

you may return to work without restrictions the next day, the physician visit is covered under Texas 

Mutual Insurance Company; however, you will not be entitled to WC income benefits.  If you left work 

to visit the doctor, you may use your available leave days to cover your absence for the one 

appointment.  There are no WC income benefits available to you within the first 7 days of leave.   

Scenario 2 – Return with Restrictions and Accommodation: 

If you are injured and the network physician has determined you may return with restrictions, the 

supervisor in collaboration with the Leave Specialist will review the restrictions and decide whether

or not WISD can accommodate the restrictions given.   

If WISD can accommodate the restrictions, the employee will be expected to return to work.  The 

supervisor will communicate the new parameters and the employee will work within the boundaries 

determined by the physician.  The initial physician visit and any follow up appointments are covered 

under Texas Mutual Insurance Company; however, you will not be entitled to WC income benefits.  If 

you miss work to visit the doctor, you may use your available leave days to cover your absence(s).  

There are no WC income benefits available to you within the first 7 days of leave.   

bjimenez
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Scenario 3 – Restrictions and No Accommodation: 

If you are injured and the network physician has determined you may return with restrictions, the 

supervisor in collaboration with the Leave Specialist will review the restrictions and decide whether

or not WISD can accommodate the restrictions given.   

If WISD cannot accommodate the restrictions, the employee will not be allowed to work.  The initial 

physician visit and any follow up appointments are covered under Texas Mutual Insurance 

Company; however, you will not be entitled to WC income benefits for the first 7 days of leave.   

When you miss work to visit the doctor or when you are unable to work under restrictions, you may 

use your available leave days to cover your absence(s).  When you use your leave days, your WISD 

pay remains at 100% for that period of time.  WC income benefits may begin on the 8th day of leave.  

You are not able to use your available leave at 100% pay and receive WC income benefits at the 

same time.  You must choose whether to use all available leave and be paid at 100% from WISD or 

take a reduced WC income benefit check at about 70%.  This decision must be communicated to the 

Leave Specialist for proper processing.

If you choose not to use any available leave and are out more than the initial 7 days, WC will begin 

paying you income benefits on the 8th day and retroactively to the date of injury.  

Scenario 4 – Return to Work without Restrictions after an Extended Leave: 

After you have been out for an extended amount of time beyond the 8th day but have been given a full 

release to return to work, you are expected to return to full duty.  Your WC income benefits will end 

and your WISD income will begin again.   

**When completing the Employee Choice to Use Paid Leave form in the WC packet, please 

indicate how you want to be paid for the days not at work by marking the appropriate box 

understanding the pay scenarios given previously. 

Employee Elected Benefit Premiums 

When you chose to use WC income benefits over your available leave, you will still be responsible for 

all employee elected benefit premiums such as medical, dental, disability, etc.  The Benefits 

Administrator will contact you when payment is due and you will be able to either pay by check, cash 

or money order.   
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