
Programa de Recompesa en contra del Fraude
Recompensas de hasta $25,000 podrían ser 

pagadas a las personas que ofrezcan 
información al Departamento de Servicios 

Financieros que resulte en el arresto o 
condena de individuos que estén cometiendo 
fraude de seguro, incluyendo a empleadores 
que no obtienen cobertura de indemnización 

para sus trabajadores. Si sospecha que se 
está cometiendo fraude puede denunciarlo 

llamando al 1-800-378-0445.

Una persona no está sujeta a la ley de 
responsabilidad civil por brindar dicha 

información, si es que esa persona actúa sin 
maldad, fraude o mala fe.



Anti-Fraud Reward Program
Rewards of up to $25,000 may be paid to 

persons providing information to the 
Dept of Financial Services leading to the 

arrest and conviction of persons 
committing insurance fraud, including 

employers who illegally fail to 
obtain workers' compensation coverage. 
Persons may report suspected fraud to 

the Department at 1-800-378-0445.

A person is not subject to civil liability 
for furnishing such information, if such 

person acts without malice, fraud 
or bad faith.  



Programa de Recompesa en contra del Fraude
Recompensas de hasta $25,000 podrían ser 

pagadas a las personas que ofrezcan 
información al Departamento de Servicios 

Financieros que resulte en el arresto o 
condena de individuos que estén cometiendo 
fraude de seguro, incluyendo a empleadores 
que no obtienen cobertura de indemnización 

para sus trabajadores. Si sospecha que se 
está cometiendo fraude puede denunciarlo 

llamando al 1-800-378-0445.

Una persona no está sujeta a la ley de 
responsabilidad civil por brindar dicha 

información, si es que esa persona actúa sin 
maldad, fraude o mala fe.



Anti-Fraud Reward Program
Rewards of up to $25,000 may be paid to 

persons providing information to the 
Dept of Financial Services leading to the 

arrest and conviction of persons 
committing insurance fraud, including 

employers who illegally fail to 
obtain workers' compensation coverage. 
Persons may report suspected fraud to 

the Department at 1-800-378-0445.

A person is not subject to civil liability 
for furnishing such information, if such 

person acts without malice, fraud 
or bad faith.  



$25,000 Reward
ANTI-FRAUD REWARD PROGRAM

Rewards of up to $25,000 may be paid to persons 
providing information to the Department of Financial 

Services leading to the arrest and conviction of 
persons committing insurance fraud, including 
employers who illegally fail to obtain workers’

compensation coverage. Persons may report 
suspected fraud to the department at

1-800-378-0445 or online at 
https://first.fldfs.com

  A person is not subject to civil liability
  for furnishing such information, if such
  person acts without malice, fraud 

or bad faith.

69L-6.007, F.A.C. Compensation Notice 
DFS-F4-1548
Revised March 2010
(Fraud reporting link updated May 2021)



1. Notify your employer immediately to 
get the name of an approved physician. 
Workers’ comp insurance may not pay 
the medical bills if you don’t report your 
injury promptly to your employer.

2. Notify the doctor and medical staff 
that you were injured on the job so that 
bills may be properly fi led.

3. If you have  any problems with your 
claim or suffer excessive delays in 
treatment, contact the State of Florida’s 
Division of Workers’ Compensation at 
1-800-342-1741.

 If you are injured on the job:

Compensación por accidentes 
de trabajo labora para usted:

Compensación por accidentes 
de trabajo labora para usted:

PLACE INSURER INFORMATION STICKER HERE69L-6.007, F.A.C. Compensation Notice 
DFS-F4-2026
Revised March 2010
(Fraud reporting link updated May 2021)

Compensación por accidentes 
de trabajo labora para usted:

Compensación por accidentes 
de trabajo labora para usted:

Recompensa de $25,000.00
PROGRAMA DE RECOMPENSACIÓN  ANTI FRAUDE
Recompensas de hasta $25,000.00 pueden ser pagadas 

a personas que proveen información al Departamento
de Servicios Financieros que conduzca al arresto y

convicción de aquellos que cometen fraude de seguros, 
incluyendo empleadores que ilegalmente dejan de obten

er un seguro por accidentes de trabajo. Se puede reportar 
sospechas de fraude al Departamento llamando al 

1-800-378-0445 o por correo electrónico al 

https://first.fldfs.com
Nadie es sujeto a responsabilidad civil por 

someter dicha información si se actúa 
sin malicia, fraude o mala fe.

Si usted se lastima en su lugar de empleo:Si usted se lastima en su lugar de empleo:

1. Notifique a su empleador inmediatamente 
para obtener el nombre de un medico autoriza-
do. Puede que el seguro de compensación por 
accidentes de trabajo no pague sus cuentas
 médicas si usted no reporta su accidente lo 
mas antes posible a su empleador.

2. Notifique al medico y a su personal que 
usted se lastimó en su lugar de empleo para 
que las cuentas medicas sean debidamente 
remitidas.

3. Si usted tiene algún problema con su recla-
mo o  si tiene demasiadas demoras en su trata-
miento, comuníquese con la División de Com-
pensación por Accidentes de Trabajo al 
1-800-342–1741 

1. Notifique a su empleador inmediatamente 
para obtener el nombre de un medico autoriza-
do. Puede que el seguro de compensación por 
accidentes de trabajo no pague sus cuentas
 médicas si usted no reporta su accidente lo 
mas antes posible a su empleador.

2. Notifique al medico y a su personal 
que usted se lastimó en su lugar de empleo 
para que las cuentas medicas sean debida-
mente remitidas.

3. Si usted tiene algún problema con su 
reclamo o  si tiene demasiadas demoras en 
su tratamiento, comuníquese con la División 
de Compensación por Accidentes de Trabajo 
al 1-800-342–1741 

PONGA LA ETIQUETA DE LA COMPAÑÍA DE SEGUROS AQUÍ.



FIRST REPORT OF INJURY OR ILLNESS 
RECEIVED BY  

CLAIMS-HANDLING ENTITY SENT TO DIVISION DATE DIVISION RECEIVED DATE 
 

FLORIDA DEPARTMENT OF FINANCIAL SERVICES 
 

DIVISION OF WORKERS' COMPENSATION 
 

For assistance call 1-800-342-1741 
or contact your local EAO Office 

Report all deaths within 24 hours 1-800-219-8953 or (850) 922-8953 
 

 

      
 

      
 
 

 

PLEASE PRINT OR TYPE                                                                                                      EMPLOYEE INFORMATION 

NAME (First, Middle, Last) 
      
 

Social Security Number 
      

Date of Accident (Month-Day-Year) 
      

Time of Accident 
 

                AM     PM 
HOME ADDRESS 
 
Street/Apt #:       
 
City:       State:        Zip:       
 

EMPLOYEE'S DESCRIPTION OF ACCIDENT (Include Cause of Injury) 
      

TELEPHONE                     Area Code                    Number 
                                            (     )                    
 

 

OCCUPATION 
      

INJURY/ILLNESS THAT OCCURRED 
      

PART OF BODY AFFECTED 
      

DATE OF BIRTH 
 

      /       /       

SEX 
 

   M             F 

  

                                                                                                                                                     EMPLOYER INFORMATION 
 

COMPANY NAME:       
 

D. B. A.:       

FEDERAL I.D. NUMBER (FEIN) 
 
      

DATE FIRST REPORTED (Month/Day/Year) 
 
      

 

Street:       
 

City:       State:       Zip:       
 

NATURE OF BUSINESS 
      
 

POLICY/MEMBER NUMBER 
      

TELEPHONE                      Area Code                      Number 
                                           (     )                   

DATE EMPLOYED 
 

      /       /       

PAID FOR DATE OF INJURY 
 

   YES             NO 
 

 
EMPLOYER'S LOCATION ADDRESS (If different) 
 

Street:       

LAST DATE EMPLOYEE WORKED 
 

      /       /       

WILL YOU CONTINUE TO PAY WAGES INSTEAD OF 
WORKERS' COMP?        YES 
 

 

City:       State:       Zip:       
 

LOCATION # (If applicable)       
 

RETURNED TO WORK     YES      NO 
IF YES, GIVE DATE 
 

      /       /       

LAST DAY WAGES WILL BE PAID INSTEAD OF 
WORKERS' COMP 
 

      /       /       
 

 
PLACE OF ACCIDENT (Street, City, State, Zip) 
 
Street:       

DATE OF DEATH (If applicable) 
 

      /       /       

RATE OF PAY 
 
$       PER 

   HR        WK 
 

   DAY      MO 

 
City:       State:       Zip:       
 
COUNTY OF ACCIDENT       

AGREE WITH DESCRIPTION OF ACCIDENT? 
 

   YES             NO 

 
Number of hours per day 

Number of hours per week 

Number of days per week 

 

      

      

      

Any person who, knowingly and with intent to injure, defraud, or deceive any employer or employee, insurance company, or self-insured program, files a 
statement of claim containing any false or misleading information commits insurance fraud, punishable as provided in s. 817.234.  Section 440.105(7), 
F.S.   
I have reviewed, understand and acknowledge the above statement. 

 

__________________________________________________________________           _______________________________________________ 
                              EMPLOYEE SIGNATURE (If available to sign)                                                                                          DATE 
 
__________________________________________________________________           _______________________________________________ 
                                            EMPLOYER SIGNATURE                                                                                                             DATE       

NAME, ADDRESS AND TELEPHONE 
OF PHYSICIAN OR HOSPITAL 
 
      
      
      
      
 
AUTHORIZED BY EMPLOYER    YES    NO 

                                                                                                                                                     CLAIMS-HANDLING ENTITY INFORMATION 

 

   1(a)  Denied Case - DWC-12, Notice of Denial Attached                                               2.   Medical Only which became Lost Time Case (Complete all required information in #3) 

   1(b)  Indemnity Only Denied Case - DWC-12, Notice of Denial Attached                                 Employee’s 8TH Day of Disability                        /       /       

                                                                                                                                                           Entity’s Knowledge of 8TH Day of Disability         /      /       

   3.  Lost Time Case - 1st day of disability       /       /      _     Full Salary in lieu of comp?     YES      Full Salary End Date      /       /       

             
            Date First Payment Mailed        /       /               AWW                Comp Rate        

             

               T.T.          T.T. - 80%          T.P.          I.B.          P.T.         DEATH         SETTLEMENT ONLY 

 
            Penalty Amount Paid in 1st Payment $              Interest Amount Paid in 1st Payment $      
 
REMARKS: 

      
INSURER NAME  

FL DFS, DIV OF RISK MANAGEMENT 

 

      
 

CLAIMS-HANDLING ENTITY NAME, ADDRESS & TELEPHONE 

INSURER CODE # 
 

      

EMPLOYEE'S CLASS CODE 
 
      

EMPLOYER'S NAICS CODE 
 
      
 

STATE OF FLORIDA 

DEPT OF FINANCIAL SERVICES, DIV. OF RISK MANAGEMENT 

PO BOX 8020 

TALLAHASSEE FL 32314-8020    

(850) 413-3123 

 

SERVICE CO/TPA CODE # 
 
      

CLAIMS-HANDLING ENTITY FILE # 
 

      
Form DFS-F2-DWC-1 (03/2009)  Rule 69L-3.025, F.A.C. 



 

 

DWC-1 Purpose and Use Statement 

 

The collection of the social security number on this form is 

specifically authorized by Section 440.185(2), Florida 

Statutes. The social security number will be used as a unique 

identifier in Division of Workers' Compensation database 

systems for individuals who have claimed benefits under 

Chapter 440, Florida Statutes. It will also be used to identify 

information and documents in those database systems 

regarding individuals who have claimed benefits under 

Chapter 440, Florida Statutes, for internal agency tracking 

purposes and for purposes of responding to both public 

records requests and subpoenas that require production of 

specified documents. The social security number may also be 

used for any other purpose specifically required or authorized 

by state or federal law. 
 



 
WAGE STATEMENT RECEIVED BY CLAIMS-HANDLING ENITY 

 

FLORIDA DEPARTMENT OF FINANCIAL SERVICES  
DIVISION OF WORKERS' COMPENSATION 

 
NOTICE TO EMPLOYEE:  If you have any questions about the information contained on this form, please contact your 
employer or claim-handling entity.  If further assistance is needed, contact the Division's Employee Assistance Office at 1-800-
342-1741. 
 

 
 
 
 
 
 
 
 

 

PLEASE PRINT OR TYPE                    
  
 
 
 
 

EMPLOYEE NAME (First, Middle, Last) DATE OF ACCIDENT (Month-Day-Year) 

EMPLOYER NAME & ADDRESS 
 
 
 

CONCURRENT EMPLOYER NAME & ADDRESS (If applicable) ARE THE WAGES LISTED BELOW 
FOR A SIMILAR EMPLOYEE? 
 

___________ YES ___________ NO 
 

  SIMILAR EMPLOYEE'S NAME 
 
 
 

TELEPHONE 
 
 
 

TELEPHONE OCCUPATION OF SIMILAR EMPLOYEE 
 
 
 

EMPLOYEE'S CUSTOMARY WORK WEEK 
 
 
_________________________________________ 

(ex. Saturday thru Friday - Use 7 calendar day period) 

EMPLOYEE'S CUSTOMARY 
DAYS WORKED/WEEK 

 
____________________________________

_ 
(ex.  5 days / week) 

EMPLOYEE'S CUSTOMARY 
HOURS WORKED/WEEK 

 
__________________________________ 

(ex. 40 hours / week) 

EMPLOYER'S CUSTOMARY WORK WEEK 
 
 
______________________________________ 
(ex. Saturday thru Friday - Use 7 calendar day period) 

NOTICE TO EMPLOYER:  Please read all instructions on the back of this form carefully.  Complete the form as fully as possible and submit it to your claims-handling entity within 14 days 
after knowledge of any accident that has caused your employee to be disabled for more than 7 calendar days.  If you discontinue providing any fringe benefits, you must file a corrected 
Wage Statement with your claims-handling entity within 7 days of such termination, reflecting the type and amount of fringe benefits that were paid, and the last date they were provided. 
 
Please list wages earned for the 13 calendar weeks (Sunday through Saturday) immediately preceding the accident. 

 
Do Not Report Any Wages Earned During The Week of the Accident – Use The 13 Calendar Weeks Immediately Preceding 
The Accident 

 
GRATUITIES AS 

REPORTED TO THE 
FRINGE BENEFITS (employee rec'd) 

EMPLOYER COST ONLY 

 WEEK # OF DAYS # HOURS  EMPLOYER IN   
WEEK   WORKED WORKED GROSS WRITING AS HEALTH RENT/ 

NO. FROM TO THAT WEEK THAT WEEK PAY TAXABLE INCOME INSURANCE HOUSING 
 

1 
        

 
2 

        

 
3 

        

 
4 

        

 
5 

        

 
6 

        

 
7 

        

 
8 

        

 
9 

        

 
10 

        

 
11 

        

 
12 

        

 
13 

        

 

* * 

        

RETURN THIS FORM TO: 
(Claims-handling entity Name, Address & Telephone #) 

 
TOTAL 

  WILL EMPLOYER CONTINUE TO 
PROVIDE ABOVE BENEFITS? 

   
_____YES_____NO 

 

 
_____YES_____NO 

  
TOTAL FRINGE BENEFITS 

 
$ 
 

  
TOTAL OF GROSS PAY, GRATUITIES AND FRINGES 

 
$ 
 

     
(FOR CLAIMS-HANDLING ENTITY USE ONLY) 

AWW COMP RATE 
 
 
 

Any person who, knowingly and with intent to injure, defraud, or deceive any employer or employee, insurance company, or self-insured program, files a statement of claim containing any 
false or misleading information commits insurance fraud, punishable as provided in s. 817.234.  Section 440.105(7), F.S.   
 
___________________________________________________________________________     ______________________________________________     ______________________________________________ 
                                                 PREPARER'S NAME                                                                                            TELEPHONE #                                                                         DATE 
Form DFS-F2-DWC-1a (03/2009) Rule 69L-3.025, F.A.C. 



 
 
 

WAGE STATEMENT REPORTING INSTRUCTIONS 
 
 
General:  Florida law requires disabled employees to be compensated at a certain percentage of their average 
weekly wage.  If the injured employee worked during “substantially the whole of 13 calendar weeks” immediately 
preceding the accident, the employee’s average weekly wage is one-thirteenth of the total amount of wages 
earned during the 13 calendar weeks.  The term “substantially the whole of 13 calendar weeks” means not less 
than 75% of the total customary full-time hours of employment during that period. 
 
 
NOTICE TO EMPLOYER:  Please read all instructions on this form carefully.  Complete the form as fully as 
possible and submit it to your claims-handling entity within 14 days after your knowledge of any accident that has 
caused your employee to be disabled for more than 7 calendar days.  If you discontinue providing any fringe 
benefits, you must file a corrected Form DWC-1a (Wage Statement) with your claims-handling entity within 7 days 
of such termination, reflecting the type and amount of fringe benefits that were paid, and the last date they were 
provided.   
 
 

• DO NOT combine wages of two or more employees. 
 

• Calendar Week: means a seven-day period of time, which starts on Sunday and continues through 
Saturday. 

 
 
Week of Accident  – DO NOT report any wages earned during the week of the accident.  Use the 13 calendar 
weeks immediately preceding the week of the accident and start with the most recent full calendar week before 
the week of the accident. For example, if the accident occurred on a Wednesday, then week No. 1 should begin 
the preceding Sunday and end the preceding Saturday.  

 
 

Reporting Gross Pay: Complete all columns as applicable.  Report the actual gross earnings of the injured 
employee for the consecutive 13 calendar week period immediately preceding the accident.  The 13 calendar 
week period includes Saturdays, Sundays, holidays, and other non-working days.  Remember to include all 
overtime and any bonuses paid during the 13 calendar week period.  If the injured employee was not employed 
for you for approximately 68 days during that period, enter the wages of a similar employee in the same 
employment who was employed for approximately 68 days of the 13 calendar week period.  DO NOT combine 
wages for two or more employees to yield wages for the 13 calendar weeks.   The spaces immediately following 
week #13 are to be used for reporting the wages earned in a partial week when requested. 
 
 
Reporting Gratuities & Fringe Benefits:  Gratuities reported should include only those gratuities reported to the 
employer in writing as taxable income received in the course of employment from others than the employer.  The 
reportable value of a fringe benefit is the actual cost to the employer for the benefit furnished.  The only fringe 
benefits that can be included for dates of accident occurring on or after 07/01/1990 are employer contributions for 
health insurance for the employee or the employee’s dependents, and the reasonable value of housing furnished 
to the employee by the employer which is intended as the permanent year-round housing of the employee. 
 
 
If you have questions or need assistance in the completion of this required form, please 
contact the claims-handling entity listed on the front of this form.   
 
 
 

Form DFS-F2-DWC-1a (03/2009) Rule 69L-3.025, F.A.C. 



PO Box 152539
Tampa, FL 33684-2539

Optum has been chosen to manage your workers’ compensation pharmacy benefits for your employer or their insurer. 
Below is your First Fill card that will allow you to receive your injury-related prescriptions at your local pharmacy. Please 
fill out the card based on the instructions below.

Employer:
Immediately upon receiving notice of injury, fill 
in the information below and give this form to 
the employee.

Injured person:
If you need a prescription filled for a work-
related injury or illness, go to an Optum Tmesys® 
network pharmacy. Give this temporary card to the 
pharmacist. The pharmacy will fill the prescription at 
no cost to you.

If your workers’ compensation claim is accepted, you 
will receive a permanent pharmacy card in the mail.  
Please use that card for other work-related injury or 
illness prescriptions.

NOTE:  This First Fill card is only valid for your workers’ compensation injury or illness.

MAKING IT EASY TO GET WORKERS’ COMPENSATION PRESCRIPTIONS FILLED

1-866-599-5426
Questions? Need Help?

IMP14-2013-84

WORKERS’ COMPENSATION PRESCRIPTION DRUG PROGRAM

Notice to Cardholder: Present this card to the pharmacy to receive medication for 

your work-related injury. To locate a pharmacy: tmesys.com.

CARRIER/TPA EMPLOYER

INJURED PERSON NAME

SOCIAL SECURITY NUMBER DATE OF INJURY (YYMMDD)
Please provide directly to Pharmacist

Attention Pharmacists: Enter RxBIN, RxPCN and GROUP. Member ID # format is 

the date of injury and SSN combined as follows: YYMMDD123456789.

Tmesys is the designated PBM for this patient.

Tmesys Pharmacy Help Desk 
1-800-964-2531

NDC Envoy

RxBIN 004261

EMPLFF

or

or

002538

RxPCN

GROUP

CAL Envoy Acct. #

The following entities comprise the Optum Workers’ Compensation and Auto No Fault division: PMSI, LLC, dba Optum Workers’ Compensation 
Services of Florida; Progressive Medical, LLC, dba Optum Workers’ Compensation Services of Ohio; Cypress Care, Inc. dba Optum Workers’ 
Compensation Services of Georgia; Healthcare Solutions, Inc., dba Optum Healthcare Solutions of Georgia; Settlement Solutions, LLC, 
dba Optum Settlement Solutions; Procura Management, Inc., dba Optum Managed Care Services; Modern Medical, dba Optum Workers’ 
Compensation Medical Services, collectively  and individually  referred as “Optum.”  

Finding a network pharmacy
Most pharmacies and all major chains are 
included in the network. To find a network 
pharmacy call 1-866-599-5426 or visit tmesys.com.

Employers



Optum ha sido elegido para administrar los beneficios farmacéuticos de su programa de compensación por accidentes laborales 
para su empleador o asegurador. Más adelante incluimos su tarjeta First Fill que le permitirá recibir las recetas médicas 
relacionadas con su lesión en su farmacia local. Llene esta tarjeta siguiendo las instrucciones que se indican a continuación.

Empleador:
Inmediatamente después de recibir un aviso 
sobre una lesión, llene la información que 
aparece a continuación y entregue este 
formulario al empleado.

Persona lesionada:
Si necesita que se le abastezca su receta médica 
para una lesión o enfermedad relacionada con 
su trabajo, visite una farmacia de la red Optum 
Tmesys®. Entregue esta tarjeta temporal al 
farmacéutico. El farmacéutico abastecerá su receta 
médica sin costo alguno.

Si se acepta su reclamación del programa de 
compensación por accidentes laborales, recibirá 
una tarjeta permanente por correo. Use esa 
tarjeta para otras recetas médicas de lesiones o 
enfermedades relacionadas con su trabajo.

NOTA:  Esta tarjeta First Fill solo es válida para una lesión o enfermedad cubierta por su programa de 
compensación por accidentes laborales.

HACEMOS MÁS SENCILLO QUE SE LE ABASTEZCA LAS RECETAS DE SU PROGRAMA 
DE COMPENSACIÓN POR ACCIDENTES LABORALES

1-866-599-5426

¿Tiene alguna pregunta? 
¿Necesita ayuda?

WORKERS’ COMPENSATION PRESCRIPTION DRUG PROGRAM

Aviso para el titular de la tarjeta: Presente esta tarjeta a la farmacia para recibir los 
medicamentos para la lesión relacionada con su trabajo. Para ubicar una farmacia, 
visite tmesys.com.

PORTADORA EMPLEADOR

NOMBRE DEL PERSONA LESIONADA

NUMERO DE SEGURO SOCIAL FECHA DE LA LESION (AAMMDD)
Please provide directly to Pharmacist

Attention Pharmacists: Enter RxBIN, RxPCN and GROUP. Member ID # format is 

the date of injury and SSN combined as follows: YYMMDD123456789.

Tmesys is the designated PBM for this patient.

Tmesys Pharmacy Help Desk 
1-800-964-2531

NDC Envoy

RxBIN 004261

EMPLFF

or 002538

IMP14-2013-84

orRxPCN

GROUP

CAL Envoy Acct. #

The following entities comprise the Optum Workers’ Compensation and Auto No Fault division: PMSI, LLC, dba Optum Workers’ Compensation 
Services of Florida; Progressive Medical, LLC, dba Optum Workers’ Compensation Services of Ohio; Cypress Care, Inc. dba Optum Workers’ 
Compensation Services of Georgia; Healthcare Solutions, Inc., dba Optum Healthcare Solutions of Georgia; Settlement Solutions, LLC, 
dba Optum Settlement Solutions; Procura Management, Inc., dba Optum Managed Care Services; Modern Medical, dba Optum Workers’ 
Compensation Medical Services, collectively  and individually  referred as “Optum.”  

Cómo encontrar una farmacia de la red
La mayoría de farmacias y todas las grandes 
cadenas de farmacias forman parte de la red. 
Para ubicar una farmacia de la red, llame al 
1-866-599-5426 o visite tmesys.com.

PO Box 152539
Tampa, FL 33684-2539

Employers



 
 
 

Basic Accident Report 
 

Date of Report:   Report Completed By:   
 

Last Name of Injured 
Person: 

First Name: Job Title: 

Date of Accident: Time of Accident: Location of Accident: 

Supervisor’s Name & Job Title: Name of Witnesses: 

Full Description of Injuries: 

Description of accident/incident or employee’s account, including sequence of events 
preceding the accident: 

Basic cause and contributory causes. Explain fully unsafe act, unsafe condition, 
personal factor, other: 

Recommended Corrective Measures: Action By: 

Names of Inspection Team Participants: 

Management Review By: Date to be Completed By: 

 
 
 
EMPLOYERS® and America's small business insurance specialist® are registered trademarks of Employers Insurance Company of Nevada. Insurance is 
offered through Employers Compensation Insurance Company, Employers Insurance Company of Nevada, Employers Preferred Insurance Company, and 
Employers Assurance Company. EIG Services, Inc. (in California, dba EIG Insurance Services) is an affiliated agency and adjuster. Not all insurers do 
business in all jurisdictions. 
 
CL_PH_0004_US                       Rev 07/2016 
    



 
 

Informe Básico de Accidentes 

Fecha Del Informe: ___________________Informe Completado Por:   
 

Apellido De La Persona 
Lesionada: 

Primer Nombre: Puesto De Trabajo: 

Fecha Del Accidente: 
 

Hora Del Accidente: Lugar Del Accidente: 

Nombre Del Supervisor Y Cargo: Nombre De Los Testigos: 

Descripción Completa De Las Lesiones: 

Descripción del accidente / incidente o versión del empleado, incluyendo la 
secuencia de eventos que preceden al accidente: 

Causas básicas y causas contributivas. Explique el tipo de situación ya sea si 
fue una situación insegura, condición insegura, factor personal, otros: 

Medidas Correctivas Recomendadas: Acciones Tomadas Por: 

Nombres De Los Participantes Del Equipo De Inspección: 

Revisión Por Parte De La Gerencia: Fecha Límite De Entrega: 

 
EMPLOYERS® y America's small business insurance specialist

®
 son marcas registradas de Employers Insurance Company of Nevada. El seguro se ofrece 

a través de la Compañía de Seguros de Compensación del Empleador, la Compañía de Seguros del Empleador de Nevada, la Compañía de Seguros 
Preferida del Empleador y la Compañía de Seguros del Empleador. EIG Services, Inc. (en California, dba EIG Insurance Services) es una agencia afiliada y 
de peritaje. No todas las aseguradoras realizan actividades comerciales en todas las jurisdicciones. 
 
CL_PH_0004_US Rev 07/2016 



REV 08/20

Workers’ Compensation Temporary Treatment ID Form 

This is a temporary workers’ compensation program ID form. 
This form is not a guarantee of eligibility for workers’ compensation benefits. 

TO BE FILLED OUT BY EMPLOYER 

Please Print 
EMPLOYER NAME: 

EMPLOYER CONTACT: 

PHONE #: ( ) POLICY #:  

DATE OF INJURY: 

EMPLOYEE NAME: 

SOCIAL SECURITY NUMBER: 

LOCATION OF INJURY: 

BODY PART(S) INJURED: 
 

A DRUG TEST IS REQUIRED AT THE TIME OF TREATMENT 
(Please include the following information or attach a Chain of Custody form) 
TYPE OF TEST: ALCOHOL: Yes 

SEND DRUG TEST RESULTS & INVOICE TO (Employer address): 

Light/Modified Duty - Available for Release to Return to Work 

EMPLOYERS CONTACT INFORMATION FOR MEDICAL PROVIDERS: 
 Please call 800-992-1072 with any treatment authorization questions.
 Invoices should be mailed to:

Bunch Care Solutions
PO Box 32045
Lakeland, FL 33802
Phone:  888-853-4735 Option 6
Fax: 863-669-2071
billinginquiries@bunchcare.com

Pharmacy/Prescriptions: Contact Tmesys/Optum at 1-800-964-2531

CL_PH_0001_FL



$25,000 Reward
ANTI-FRAUD REWARD PROGRAM

Rewards of up to $25,000 may be paid to persons 
providing information to the Department of Financial 

Services leading to the arrest and conviction of 
persons committing insurance fraud, including 
employers who illegally fail to obtain workers’

compensation coverage. Persons may report 
suspected fraud to the department at

1-800-378-0445 or online at 
https://first.fldfs.com

  A person is not subject to civil liability
  for furnishing such information, if such
  person acts without malice, fraud 

or bad faith.

69L-6.007, F.A.C. Compensation Notice 
DFS-F4-1548
Revised March 2010
(Fraud reporting link updated May 2021)



1. Notify your employer immediately to 
get the name of an approved physician. 
Workers’ comp insurance may not pay 
the medical bills if you don’t report your 
injury promptly to your employer.

2. Notify the doctor and medical staff 
that you were injured on the job so that 
bills may be properly fi led.

3. If you have  any problems with your 
claim or suffer excessive delays in 
treatment, contact the State of Florida’s 
Division of Workers’ Compensation at 
1-800-342-1741.

 If you are injured on the job:

Compensación por accidentes 
de trabajo labora para usted:

Compensación por accidentes 
de trabajo labora para usted:

PLACE INSURER INFORMATION STICKER HERE69L-6.007, F.A.C. Compensation Notice 
DFS-F4-2026
Revised March 2010
(Fraud reporting link updated May 2021)

Compensación por accidentes 
de trabajo labora para usted:

Compensación por accidentes 
de trabajo labora para usted:

Recompensa de $25,000.00
PROGRAMA DE RECOMPENSACIÓN  ANTI FRAUDE
Recompensas de hasta $25,000.00 pueden ser pagadas 

a personas que proveen información al Departamento
de Servicios Financieros que conduzca al arresto y

convicción de aquellos que cometen fraude de seguros, 
incluyendo empleadores que ilegalmente dejan de obten

er un seguro por accidentes de trabajo. Se puede reportar 
sospechas de fraude al Departamento llamando al 

1-800-378-0445 o por correo electrónico al 

https://first.fldfs.com
Nadie es sujeto a responsabilidad civil por 

someter dicha información si se actúa 
sin malicia, fraude o mala fe.

Si usted se lastima en su lugar de empleo:Si usted se lastima en su lugar de empleo:

1. Notifique a su empleador inmediatamente 
para obtener el nombre de un medico autoriza-
do. Puede que el seguro de compensación por 
accidentes de trabajo no pague sus cuentas
 médicas si usted no reporta su accidente lo 
mas antes posible a su empleador.

2. Notifique al medico y a su personal que 
usted se lastimó en su lugar de empleo para 
que las cuentas medicas sean debidamente 
remitidas.

3. Si usted tiene algún problema con su recla-
mo o  si tiene demasiadas demoras en su trata-
miento, comuníquese con la División de Com-
pensación por Accidentes de Trabajo al 
1-800-342–1741 

1. Notifique a su empleador inmediatamente 
para obtener el nombre de un medico autoriza-
do. Puede que el seguro de compensación por 
accidentes de trabajo no pague sus cuentas
 médicas si usted no reporta su accidente lo 
mas antes posible a su empleador.

2. Notifique al medico y a su personal 
que usted se lastimó en su lugar de empleo 
para que las cuentas medicas sean debida-
mente remitidas.

3. Si usted tiene algún problema con su 
reclamo o  si tiene demasiadas demoras en 
su tratamiento, comuníquese con la División 
de Compensación por Accidentes de Trabajo 
al 1-800-342–1741 

PONGA LA ETIQUETA DE LA COMPAÑÍA DE SEGUROS AQUÍ.



FIRST REPORT OF INJURY OR ILLNESS 
RECEIVED BY  

CLAIMS-HANDLING ENTITY SENT TO DIVISION DATE DIVISION RECEIVED DATE 
 

FLORIDA DEPARTMENT OF FINANCIAL SERVICES 
 

DIVISION OF WORKERS' COMPENSATION 
 

For assistance call 1-800-342-1741 
or contact your local EAO Office 

Report all deaths within 24 hours 1-800-219-8953 or (850) 922-8953 
 

 

      
 

      
 
 

 

PLEASE PRINT OR TYPE                                                                                                      EMPLOYEE INFORMATION 

NAME (First, Middle, Last) 
      
 

Social Security Number 
      

Date of Accident (Month-Day-Year) 
      

Time of Accident 
 

                AM     PM 
HOME ADDRESS 
 
Street/Apt #:       
 
City:       State:        Zip:       
 

EMPLOYEE'S DESCRIPTION OF ACCIDENT (Include Cause of Injury) 
      

TELEPHONE                     Area Code                    Number 
                                            (     )                    
 

 

OCCUPATION 
      

INJURY/ILLNESS THAT OCCURRED 
      

PART OF BODY AFFECTED 
      

DATE OF BIRTH 
 

      /       /       

SEX 
 

   M             F 

  

                                                                                                                                                     EMPLOYER INFORMATION 
 

COMPANY NAME:       
 

D. B. A.:       

FEDERAL I.D. NUMBER (FEIN) 
 
      

DATE FIRST REPORTED (Month/Day/Year) 
 
      

 

Street:       
 

City:       State:       Zip:       
 

NATURE OF BUSINESS 
      
 

POLICY/MEMBER NUMBER 
      

TELEPHONE                      Area Code                      Number 
                                           (     )                   

DATE EMPLOYED 
 

      /       /       

PAID FOR DATE OF INJURY 
 

   YES             NO 
 

 
EMPLOYER'S LOCATION ADDRESS (If different) 
 

Street:       

LAST DATE EMPLOYEE WORKED 
 

      /       /       

WILL YOU CONTINUE TO PAY WAGES INSTEAD OF 
WORKERS' COMP?        YES 
 

 

City:       State:       Zip:       
 

LOCATION # (If applicable)       
 

RETURNED TO WORK     YES      NO 
IF YES, GIVE DATE 
 

      /       /       

LAST DAY WAGES WILL BE PAID INSTEAD OF 
WORKERS' COMP 
 

      /       /       
 

 
PLACE OF ACCIDENT (Street, City, State, Zip) 
 
Street:       

DATE OF DEATH (If applicable) 
 

      /       /       

RATE OF PAY 
 
$       PER 

   HR        WK 
 

   DAY      MO 

 
City:       State:       Zip:       
 
COUNTY OF ACCIDENT       

AGREE WITH DESCRIPTION OF ACCIDENT? 
 

   YES             NO 

 
Number of hours per day 

Number of hours per week 

Number of days per week 

 

      

      

      

Any person who, knowingly and with intent to injure, defraud, or deceive any employer or employee, insurance company, or self-insured program, files a 
statement of claim containing any false or misleading information commits insurance fraud, punishable as provided in s. 817.234.  Section 440.105(7), 
F.S.   
I have reviewed, understand and acknowledge the above statement. 

 

__________________________________________________________________           _______________________________________________ 
                              EMPLOYEE SIGNATURE (If available to sign)                                                                                          DATE 
 
__________________________________________________________________           _______________________________________________ 
                                            EMPLOYER SIGNATURE                                                                                                             DATE       

NAME, ADDRESS AND TELEPHONE 
OF PHYSICIAN OR HOSPITAL 
 
      
      
      
      
 
AUTHORIZED BY EMPLOYER    YES    NO 

                                                                                                                                                     CLAIMS-HANDLING ENTITY INFORMATION 

 

   1(a)  Denied Case - DWC-12, Notice of Denial Attached                                               2.   Medical Only which became Lost Time Case (Complete all required information in #3) 

   1(b)  Indemnity Only Denied Case - DWC-12, Notice of Denial Attached                                 Employee’s 8TH Day of Disability                        /       /       

                                                                                                                                                           Entity’s Knowledge of 8TH Day of Disability         /      /       

   3.  Lost Time Case - 1st day of disability       /       /      _     Full Salary in lieu of comp?     YES      Full Salary End Date      /       /       

             
            Date First Payment Mailed        /       /               AWW                Comp Rate        

             

               T.T.          T.T. - 80%          T.P.          I.B.          P.T.         DEATH         SETTLEMENT ONLY 

 
            Penalty Amount Paid in 1st Payment $              Interest Amount Paid in 1st Payment $      
 
REMARKS: 

      
INSURER NAME  

FL DFS, DIV OF RISK MANAGEMENT 

 

      
 

CLAIMS-HANDLING ENTITY NAME, ADDRESS & TELEPHONE 

INSURER CODE # 
 

      

EMPLOYEE'S CLASS CODE 
 
      

EMPLOYER'S NAICS CODE 
 
      
 

STATE OF FLORIDA 

DEPT OF FINANCIAL SERVICES, DIV. OF RISK MANAGEMENT 

PO BOX 8020 

TALLAHASSEE FL 32314-8020    

(850) 413-3123 

 

SERVICE CO/TPA CODE # 
 
      

CLAIMS-HANDLING ENTITY FILE # 
 

      
Form DFS-F2-DWC-1 (03/2009)  Rule 69L-3.025, F.A.C. 



 

 

DWC-1 Purpose and Use Statement 

 

The collection of the social security number on this form is 

specifically authorized by Section 440.185(2), Florida 

Statutes. The social security number will be used as a unique 

identifier in Division of Workers' Compensation database 

systems for individuals who have claimed benefits under 

Chapter 440, Florida Statutes. It will also be used to identify 

information and documents in those database systems 

regarding individuals who have claimed benefits under 

Chapter 440, Florida Statutes, for internal agency tracking 

purposes and for purposes of responding to both public 

records requests and subpoenas that require production of 

specified documents. The social security number may also be 

used for any other purpose specifically required or authorized 

by state or federal law. 
 



 
WAGE STATEMENT RECEIVED BY CLAIMS-HANDLING ENITY 

 

FLORIDA DEPARTMENT OF FINANCIAL SERVICES  
DIVISION OF WORKERS' COMPENSATION 

 
NOTICE TO EMPLOYEE:  If you have any questions about the information contained on this form, please contact your 
employer or claim-handling entity.  If further assistance is needed, contact the Division's Employee Assistance Office at 1-800-
342-1741. 
 

 
 
 
 
 
 
 
 

 

PLEASE PRINT OR TYPE                    
  
 
 
 
 

EMPLOYEE NAME (First, Middle, Last) DATE OF ACCIDENT (Month-Day-Year) 

EMPLOYER NAME & ADDRESS 
 
 
 

CONCURRENT EMPLOYER NAME & ADDRESS (If applicable) ARE THE WAGES LISTED BELOW 
FOR A SIMILAR EMPLOYEE? 
 

___________ YES ___________ NO 
 

  SIMILAR EMPLOYEE'S NAME 
 
 
 

TELEPHONE 
 
 
 

TELEPHONE OCCUPATION OF SIMILAR EMPLOYEE 
 
 
 

EMPLOYEE'S CUSTOMARY WORK WEEK 
 
 
_________________________________________ 

(ex. Saturday thru Friday - Use 7 calendar day period) 

EMPLOYEE'S CUSTOMARY 
DAYS WORKED/WEEK 

 
____________________________________

_ 
(ex.  5 days / week) 

EMPLOYEE'S CUSTOMARY 
HOURS WORKED/WEEK 

 
__________________________________ 

(ex. 40 hours / week) 

EMPLOYER'S CUSTOMARY WORK WEEK 
 
 
______________________________________ 
(ex. Saturday thru Friday - Use 7 calendar day period) 

NOTICE TO EMPLOYER:  Please read all instructions on the back of this form carefully.  Complete the form as fully as possible and submit it to your claims-handling entity within 14 days 
after knowledge of any accident that has caused your employee to be disabled for more than 7 calendar days.  If you discontinue providing any fringe benefits, you must file a corrected 
Wage Statement with your claims-handling entity within 7 days of such termination, reflecting the type and amount of fringe benefits that were paid, and the last date they were provided. 
 
Please list wages earned for the 13 calendar weeks (Sunday through Saturday) immediately preceding the accident. 

 
Do Not Report Any Wages Earned During The Week of the Accident – Use The 13 Calendar Weeks Immediately Preceding 
The Accident 

 
GRATUITIES AS 

REPORTED TO THE 
FRINGE BENEFITS (employee rec'd) 

EMPLOYER COST ONLY 

 WEEK # OF DAYS # HOURS  EMPLOYER IN   
WEEK   WORKED WORKED GROSS WRITING AS HEALTH RENT/ 

NO. FROM TO THAT WEEK THAT WEEK PAY TAXABLE INCOME INSURANCE HOUSING 
 

1 
        

 
2 

        

 
3 

        

 
4 

        

 
5 

        

 
6 

        

 
7 

        

 
8 

        

 
9 

        

 
10 

        

 
11 

        

 
12 

        

 
13 

        

 

* * 

        

RETURN THIS FORM TO: 
(Claims-handling entity Name, Address & Telephone #) 

 
TOTAL 

  WILL EMPLOYER CONTINUE TO 
PROVIDE ABOVE BENEFITS? 

   
_____YES_____NO 

 

 
_____YES_____NO 

  
TOTAL FRINGE BENEFITS 

 
$ 
 

  
TOTAL OF GROSS PAY, GRATUITIES AND FRINGES 

 
$ 
 

     
(FOR CLAIMS-HANDLING ENTITY USE ONLY) 

AWW COMP RATE 
 
 
 

Any person who, knowingly and with intent to injure, defraud, or deceive any employer or employee, insurance company, or self-insured program, files a statement of claim containing any 
false or misleading information commits insurance fraud, punishable as provided in s. 817.234.  Section 440.105(7), F.S.   
 
___________________________________________________________________________     ______________________________________________     ______________________________________________ 
                                                 PREPARER'S NAME                                                                                            TELEPHONE #                                                                         DATE 
Form DFS-F2-DWC-1a (03/2009) Rule 69L-3.025, F.A.C. 



 
 
 

WAGE STATEMENT REPORTING INSTRUCTIONS 
 
 
General:  Florida law requires disabled employees to be compensated at a certain percentage of their average 
weekly wage.  If the injured employee worked during “substantially the whole of 13 calendar weeks” immediately 
preceding the accident, the employee’s average weekly wage is one-thirteenth of the total amount of wages 
earned during the 13 calendar weeks.  The term “substantially the whole of 13 calendar weeks” means not less 
than 75% of the total customary full-time hours of employment during that period. 
 
 
NOTICE TO EMPLOYER:  Please read all instructions on this form carefully.  Complete the form as fully as 
possible and submit it to your claims-handling entity within 14 days after your knowledge of any accident that has 
caused your employee to be disabled for more than 7 calendar days.  If you discontinue providing any fringe 
benefits, you must file a corrected Form DWC-1a (Wage Statement) with your claims-handling entity within 7 days 
of such termination, reflecting the type and amount of fringe benefits that were paid, and the last date they were 
provided.   
 
 

• DO NOT combine wages of two or more employees. 
 

• Calendar Week: means a seven-day period of time, which starts on Sunday and continues through 
Saturday. 

 
 
Week of Accident  – DO NOT report any wages earned during the week of the accident.  Use the 13 calendar 
weeks immediately preceding the week of the accident and start with the most recent full calendar week before 
the week of the accident. For example, if the accident occurred on a Wednesday, then week No. 1 should begin 
the preceding Sunday and end the preceding Saturday.  

 
 

Reporting Gross Pay: Complete all columns as applicable.  Report the actual gross earnings of the injured 
employee for the consecutive 13 calendar week period immediately preceding the accident.  The 13 calendar 
week period includes Saturdays, Sundays, holidays, and other non-working days.  Remember to include all 
overtime and any bonuses paid during the 13 calendar week period.  If the injured employee was not employed 
for you for approximately 68 days during that period, enter the wages of a similar employee in the same 
employment who was employed for approximately 68 days of the 13 calendar week period.  DO NOT combine 
wages for two or more employees to yield wages for the 13 calendar weeks.   The spaces immediately following 
week #13 are to be used for reporting the wages earned in a partial week when requested. 
 
 
Reporting Gratuities & Fringe Benefits:  Gratuities reported should include only those gratuities reported to the 
employer in writing as taxable income received in the course of employment from others than the employer.  The 
reportable value of a fringe benefit is the actual cost to the employer for the benefit furnished.  The only fringe 
benefits that can be included for dates of accident occurring on or after 07/01/1990 are employer contributions for 
health insurance for the employee or the employee’s dependents, and the reasonable value of housing furnished 
to the employee by the employer which is intended as the permanent year-round housing of the employee. 
 
 
If you have questions or need assistance in the completion of this required form, please 
contact the claims-handling entity listed on the front of this form.   
 
 
 

Form DFS-F2-DWC-1a (03/2009) Rule 69L-3.025, F.A.C. 



PO Box 152539
Tampa, FL 33684-2539

Optum has been chosen to manage your workers’ compensation pharmacy benefits for your employer or their insurer. 
Below is your First Fill card that will allow you to receive your injury-related prescriptions at your local pharmacy. Please 
fill out the card based on the instructions below.

Employer:
Immediately upon receiving notice of injury, fill 
in the information below and give this form to 
the employee.

Injured person:
If you need a prescription filled for a work-
related injury or illness, go to an Optum Tmesys® 
network pharmacy. Give this temporary card to the 
pharmacist. The pharmacy will fill the prescription at 
no cost to you.

If your workers’ compensation claim is accepted, you 
will receive a permanent pharmacy card in the mail.  
Please use that card for other work-related injury or 
illness prescriptions.

NOTE:  This First Fill card is only valid for your workers’ compensation injury or illness.

MAKING IT EASY TO GET WORKERS’ COMPENSATION PRESCRIPTIONS FILLED

1-866-599-5426
Questions? Need Help?

IMP14-2013-84

WORKERS’ COMPENSATION PRESCRIPTION DRUG PROGRAM

Notice to Cardholder: Present this card to the pharmacy to receive medication for 

your work-related injury. To locate a pharmacy: tmesys.com.

CARRIER/TPA EMPLOYER

INJURED PERSON NAME

SOCIAL SECURITY NUMBER DATE OF INJURY (YYMMDD)
Please provide directly to Pharmacist

Attention Pharmacists: Enter RxBIN, RxPCN and GROUP. Member ID # format is 

the date of injury and SSN combined as follows: YYMMDD123456789.

Tmesys is the designated PBM for this patient.

Tmesys Pharmacy Help Desk 
1-800-964-2531

NDC Envoy

RxBIN 004261

EMPLFF

or

or

002538

RxPCN

GROUP

CAL Envoy Acct. #

The following entities comprise the Optum Workers’ Compensation and Auto No Fault division: PMSI, LLC, dba Optum Workers’ Compensation 
Services of Florida; Progressive Medical, LLC, dba Optum Workers’ Compensation Services of Ohio; Cypress Care, Inc. dba Optum Workers’ 
Compensation Services of Georgia; Healthcare Solutions, Inc., dba Optum Healthcare Solutions of Georgia; Settlement Solutions, LLC, 
dba Optum Settlement Solutions; Procura Management, Inc., dba Optum Managed Care Services; Modern Medical, dba Optum Workers’ 
Compensation Medical Services, collectively  and individually  referred as “Optum.”  

Finding a network pharmacy
Most pharmacies and all major chains are 
included in the network. To find a network 
pharmacy call 1-866-599-5426 or visit tmesys.com.

Employers



Optum ha sido elegido para administrar los beneficios farmacéuticos de su programa de compensación por accidentes laborales 
para su empleador o asegurador. Más adelante incluimos su tarjeta First Fill que le permitirá recibir las recetas médicas 
relacionadas con su lesión en su farmacia local. Llene esta tarjeta siguiendo las instrucciones que se indican a continuación.

Empleador:
Inmediatamente después de recibir un aviso 
sobre una lesión, llene la información que 
aparece a continuación y entregue este 
formulario al empleado.

Persona lesionada:
Si necesita que se le abastezca su receta médica 
para una lesión o enfermedad relacionada con 
su trabajo, visite una farmacia de la red Optum 
Tmesys®. Entregue esta tarjeta temporal al 
farmacéutico. El farmacéutico abastecerá su receta 
médica sin costo alguno.

Si se acepta su reclamación del programa de 
compensación por accidentes laborales, recibirá 
una tarjeta permanente por correo. Use esa 
tarjeta para otras recetas médicas de lesiones o 
enfermedades relacionadas con su trabajo.

NOTA:  Esta tarjeta First Fill solo es válida para una lesión o enfermedad cubierta por su programa de 
compensación por accidentes laborales.

HACEMOS MÁS SENCILLO QUE SE LE ABASTEZCA LAS RECETAS DE SU PROGRAMA 
DE COMPENSACIÓN POR ACCIDENTES LABORALES

1-866-599-5426

¿Tiene alguna pregunta? 
¿Necesita ayuda?

WORKERS’ COMPENSATION PRESCRIPTION DRUG PROGRAM

Aviso para el titular de la tarjeta: Presente esta tarjeta a la farmacia para recibir los 
medicamentos para la lesión relacionada con su trabajo. Para ubicar una farmacia, 
visite tmesys.com.

PORTADORA EMPLEADOR

NOMBRE DEL PERSONA LESIONADA

NUMERO DE SEGURO SOCIAL FECHA DE LA LESION (AAMMDD)
Please provide directly to Pharmacist

Attention Pharmacists: Enter RxBIN, RxPCN and GROUP. Member ID # format is 

the date of injury and SSN combined as follows: YYMMDD123456789.

Tmesys is the designated PBM for this patient.

Tmesys Pharmacy Help Desk 
1-800-964-2531

NDC Envoy

RxBIN 004261

EMPLFF

or 002538

IMP14-2013-84

orRxPCN

GROUP

CAL Envoy Acct. #

The following entities comprise the Optum Workers’ Compensation and Auto No Fault division: PMSI, LLC, dba Optum Workers’ Compensation 
Services of Florida; Progressive Medical, LLC, dba Optum Workers’ Compensation Services of Ohio; Cypress Care, Inc. dba Optum Workers’ 
Compensation Services of Georgia; Healthcare Solutions, Inc., dba Optum Healthcare Solutions of Georgia; Settlement Solutions, LLC, 
dba Optum Settlement Solutions; Procura Management, Inc., dba Optum Managed Care Services; Modern Medical, dba Optum Workers’ 
Compensation Medical Services, collectively  and individually  referred as “Optum.”  

Cómo encontrar una farmacia de la red
La mayoría de farmacias y todas las grandes 
cadenas de farmacias forman parte de la red. 
Para ubicar una farmacia de la red, llame al 
1-866-599-5426 o visite tmesys.com.

PO Box 152539
Tampa, FL 33684-2539

Employers



 
 
 

Basic Accident Report 
 

Date of Report:   Report Completed By:   
 

Last Name of Injured 
Person: 

First Name: Job Title: 

Date of Accident: Time of Accident: Location of Accident: 

Supervisor’s Name & Job Title: Name of Witnesses: 

Full Description of Injuries: 

Description of accident/incident or employee’s account, including sequence of events 
preceding the accident: 

Basic cause and contributory causes. Explain fully unsafe act, unsafe condition, 
personal factor, other: 

Recommended Corrective Measures: Action By: 

Names of Inspection Team Participants: 

Management Review By: Date to be Completed By: 

 
 
 
EMPLOYERS® and America's small business insurance specialist® are registered trademarks of Employers Insurance Company of Nevada. Insurance is 
offered through Employers Compensation Insurance Company, Employers Insurance Company of Nevada, Employers Preferred Insurance Company, and 
Employers Assurance Company. EIG Services, Inc. (in California, dba EIG Insurance Services) is an affiliated agency and adjuster. Not all insurers do 
business in all jurisdictions. 
 
CL_PH_0004_US                       Rev 07/2016 
    



 
 

Informe Básico de Accidentes 

Fecha Del Informe: ___________________Informe Completado Por:   
 

Apellido De La Persona 
Lesionada: 

Primer Nombre: Puesto De Trabajo: 

Fecha Del Accidente: 
 

Hora Del Accidente: Lugar Del Accidente: 

Nombre Del Supervisor Y Cargo: Nombre De Los Testigos: 

Descripción Completa De Las Lesiones: 

Descripción del accidente / incidente o versión del empleado, incluyendo la 
secuencia de eventos que preceden al accidente: 

Causas básicas y causas contributivas. Explique el tipo de situación ya sea si 
fue una situación insegura, condición insegura, factor personal, otros: 

Medidas Correctivas Recomendadas: Acciones Tomadas Por: 

Nombres De Los Participantes Del Equipo De Inspección: 

Revisión Por Parte De La Gerencia: Fecha Límite De Entrega: 

 
EMPLOYERS® y America's small business insurance specialist

®
 son marcas registradas de Employers Insurance Company of Nevada. El seguro se ofrece 

a través de la Compañía de Seguros de Compensación del Empleador, la Compañía de Seguros del Empleador de Nevada, la Compañía de Seguros 
Preferida del Empleador y la Compañía de Seguros del Empleador. EIG Services, Inc. (en California, dba EIG Insurance Services) es una agencia afiliada y 
de peritaje. No todas las aseguradoras realizan actividades comerciales en todas las jurisdicciones. 
 
CL_PH_0004_US Rev 07/2016 



REV 08/20

Workers’ Compensation Temporary Treatment ID Form 

This is a temporary workers’ compensation program ID form. 
This form is not a guarantee of eligibility for workers’ compensation benefits. 

TO BE FILLED OUT BY EMPLOYER 

Please Print 
EMPLOYER NAME: 

EMPLOYER CONTACT: 

PHONE #: ( ) POLICY #:  

DATE OF INJURY: 

EMPLOYEE NAME: 

SOCIAL SECURITY NUMBER: 

LOCATION OF INJURY: 

BODY PART(S) INJURED: 
 

A DRUG TEST IS REQUIRED AT THE TIME OF TREATMENT 
(Please include the following information or attach a Chain of Custody form) 
TYPE OF TEST: ALCOHOL: Yes 

SEND DRUG TEST RESULTS & INVOICE TO (Employer address): 

Light/Modified Duty - Available for Release to Return to Work 

EMPLOYERS CONTACT INFORMATION FOR MEDICAL PROVIDERS: 
 Please call 800-992-1072 with any treatment authorization questions.
 Invoices should be mailed to:

Bunch Care Solutions
PO Box 32045
Lakeland, FL 33802
Phone:  888-853-4735 Option 6
Fax: 863-669-2071
billinginquiries@bunchcare.com

Pharmacy/Prescriptions: Contact Tmesys/Optum at 1-800-964-2531

CL_PH_0001_FL
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