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Introductory Letter




Welcome,

We are pleased, on behalf of FutureComp, to provide you this customized claim kit inclusive of forms
that are utilized to assist with the recovery of your employees’ injury and/or iliness:

* FutureComp Accident Reporting Form -~ Used for reporting all accidents, which involve no lost
tinte or lost time less than five days.

* Form 101 Commonwealth of Massachusetts ~ Used for reporting all accidents involving lost
time of five or more days.

* Wage Reporting Form - Used for lost time accidents for the purpose of calculating the average
weekly wage for payment of benefits to the employee.

* FutureComp Organizational Chart - Shows all of your FutureComyp Team, their function and
telephone number, Please don't hesitate to call upon us for assistance.

The following are your Workers” Compensation Program Total Employee Absence Management Team:

Name Function Telephone *

Steve Grahn Claims Manager (413) 750-4250
Carolyn Scyocurka Senior Claims Adjuster (413) 750-4254
Sandra Feinstein Claims Adjuster (413) 750-4264
Sarah Depergola MIS Manager (413) 750-4273
Judy Burke Managed Care Supervisor (413) 750-4247
Carol Winetrout Medical Case Manager (413) 750-4253
Cheryl Humphrey Utilization Review Nurse (413) 750-4314

*All Team Members can also be reached by calling (800) 688-7256; the last 4 digits of the direct dial
number is the extension number,

At FutureComp we look forward to working together with you and if you need any further information
or have any questions, please let me know.

Sincerely,

Anthony E. Szwez

Senior Vice President, FutureComp
(413) 750-4261

(413} 739-9330 fax
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FutureComp Injury Reporting Form

When to File;

File this form for any injury which the employee does not miss 5 or more calendar days, a
medical only claim (medical treatment with no lost time) or a report only claim (no lost
time or medical treatment).

Where to File:

This form should be mailed or faxed directly to FutureComp as soon as it is completed.
This form is not to be mailed to State of Massachusetts Department of Industrial
Accidents:

FutureComp
P.O. Box 3600
West Springfield MA 01090
Fax: (413) 739-9330




Workers' Compensation claims are
administered by FutureComp
{800) 688-7256

Fax 739-9330 City of Springfield, Massachusetts
Human Resources Department
Employee’s Notice of a Work-related Injury andfor Occupational Disease

Department MUNIS Location Code Last Name First Name M.
Home Telephone # Mailing Address: City/Stale Zip Code
/ / I / /
Social Security # Date of fnjury ~ Dayofihe Week TimeofDay  Age Sex Date of Hire (MMIDD/YYYY)
Regular Job Tille Work Telephone # Location of Accident/lliness/Exposure
1-None 2-First Aid Only
3-Doclor/Medical Center 4-Hospital ER
Primary Treatment Sought—circle numbered response Doctor/Medical Cenfer/Hospital Name and Location

Please describe what, where and how the accidentfincident and injury/illness/exposure occurred, nalure of injury{ies) {fraclure, cul, sprain, strain,
efc.} and specifically which body parl(s) (left arm, right leg, lower back, neck, elc.) and allach additional sheets if necessary, including any doctors

Hips:

Name(s} of Witness{es):

} cerlify that the information | have provided on this form is accurate to the best of my knowledge, and | am aware that false stalements could result

in disciplinary and/or legal action.
/ {

Employee’s signature - Dale of signature
THE AFFECTED EMPLOYEE MUST REMEMBER TO COMPLETE “RELEASE OF INFORMATION FORM” ON THE REVERSE SIDE

[The supervisor is required to review this injuryfillness repoert within twenty-four (24) hours of the injuryfilinessfexposure incident and ensure ihat
both sides of it have been compleled and is immediately submitted fo FutureComp by faxing it to (413} 739-9330,

/ !

Supervisor's name clearly printed, signature, and contact telephone number Date of signature

[ EMPLOYEE MUST COMPLETE "RELEASE OF INFORMATION" ON THE REVERSE SIDE. ]

EID FORM revised 5/27/10 RS/EIDFORM 5-27-10/C8RJS
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State of Massachusetts Department of
Industrial Accidents Form 101

When to File;

File this form within 7 calendar days, not including Sundays and legal holidays, of receipt
of notice of any injury alleged to have arisen out of and in the course of employment, which
totally or partially incapacitates an employee for a period of 5 or more calendar days from
earning wages. This form is not an admission of liability but must be filed even though
you may believe that the employee is not injured, or that the employee is not entitled to any
benefits,

Where to File:
This form should be mailed to:
The Commonwealth of Massachusetts,
Department of Industrial Accidents - Department 101

600 Washington Street - 7% Floor
Boston, MA 02111

A copy of this form should either be mailed or faxed to FutureComp as soon as the claim
form is completed.

o

FutureComp®



FORM 101

5
)
Wt

The Commonwealth of Massachusetts

Department of Industrial Accidents — Department 101
606 Washington Street — 7th Floor, Boston, Massachnsetts 02111
Info, Linc 800-323-324% ext. 470 in Mass. Qutside Mass. - 617-727-4900 ext. £70
httpiiwww, mass,gov/idia

EMPLOYER’S FIRST REPORT OF INJURY
OR FATALITY

THIS FORM MUST BE FILED BY TIE EMPLOVER IN THE EVENT OF AN INJURY THAT RESULTS IN DEATH
OR FIVE OR MORE CALENDAR DAYS OF TOTAL OR PARTIAL INCAPACITY FROM EARNING WAGES.
INSTRUCTIONS AND CODES ON THE REVERSE SIDE - Please Print Legibly wr Type - Boreadable forms will be returned,

DIA USE ONLY

g | I Employee’s Name {Last, First, M) 2. Home Telephone Number: 3 Social Security Number®; | 4, Sex:
Y] Os [
E 5. Home Address (No, Streer, City, State & Zip Code): 6. Marital Status 7. No. of Dependents:
) s [s
y
E {8 Date of Hire tmmvdd yyyy): 9. Date of Bisth timmeaddyyyy): 10, Aveinge Weekly Wage:
E H [ esmated ] Actal
T Employer’s Name: 12. Federal Tax LD, Nunther-
L S s - T y :
a | 13 Employer’s Address (Ne., Strect, City, State & Zip Code): 4. Emptoyer's Telephone Number:
])
& 15 Industry Code (See Reverse Side):
o}
y {16 Workers' Compensation Insurance Carrier and Tel. No. (NOT LOCAL AGENTADMINISI RATOIG) 17, W C, Policy Number:
E
R setfnsured? ] ves [ ne 19. Business Type : [_] Sevvice[_JWhatesate [ Mty
I Yes, Self-Insurer Nomber: D Retail D Other
20. DATE OF INJURY (mm/dd/yyyy):
| {21 Was Tmployee Injured on Employer's Premises? [Jves [ Jno |22 Location of Injury if not on Employer’s Premises:
N
J | 23 FIRST day of Tetal or Pariial Incapacity to Earn Wages 4. FIFVH day of Tutal ar Partial Incapacity to Farn Wages
U {nfiidhvk {mmAdd/yyy):
R
Y 25 17 Emplayee has Dicd, Date of Death (mifddinyy): 26. Sowrce of Injury {Chemicals, Machinery, etc.):
I B .
N | 27 Brietly Deseribe How njury/Exposure Occurred and Bady Part(s) involved:
]'.‘
O
R
‘\\' 28 Person to Whom Injury was Reported ¢list position): 29, Date Reposted fmm'ddyyyy): 30. Date Reperted as work refated
.:l' (mmedd yyyy):
(I) 31 dnjury Codels) Body Part Codels) 32 Witness{es) to Injury - Give Full Name(s), if none state as such:
a fobody part o
N
b te body part b,
c. to body part ¢
33 Has Employee Retumed te Work? D Yes B No 34. Date Emplayee Returned 1o Work(mnwdibyyyy)-
35 Employee’s Regular Gecupation: 36. Has Employee Retumed to Regubar Qccupation: [:] Yes [:l Neo
17. EMPLOYER'S Name (SEE INSTRUCTIONS ON REVERSE SIDE): | 38, Title-
3% EMPLOYER'S Signature (SEE INSTRUCTIONS ON REVERSE SIDE 40, Date Prepared (mmvdd yyvy:

*Discosure of Social Security Number is Voluntary. Tt will aid in the pracessing of your repornt

Form 101 - Revised 82001 - Reproduce as needed

THIS FORM DOES NOT CONSTITUTE AN EMPLOYEE’S CLAIM FOR BENEFITS UNDER WORKERS' COMPENSATION.



LEMPLOYER'S FIRST REPORT OF INJURY ORFATALITY

FILING INSTRUCTIONS

WHEN TO FILE: File this form wthin 7 catendar days, not including Sundays and legal holidays, of receipt of notice of any injury alleged to have arisen
out of and in the cowrse of employment, which tatay or partially incapacitates an employce for a period of 3 or more calendar days from earning wages.
This form is net an admission of liability. but must be filed even though the Employer may believe that the Employee is net injured, or that the Employee is
not entitled to benefits under M.G.L. Chapter 152,

WIHIERE TO FILE: This form should be mailed to the Depantment of Indusinat Accidems at the address showa on the front of the form. Copies must alse be
provided to the Employee and to the Employer’s Workers® Compensation insurer.

PENALTIES: FaHure to report injuries on this form may result ina fine of $100.00 in accordance with M G, Chapter 152, Section 6.

EMPLOYER'S NAME & SIGNATURE IN BOXES 37 & 3%: This form must be filed by the employer or an authorized agentrepresentative of the

employer.

INDUSTRY CODES

DI CH LY S 1o
OF Apricuhre Prakation - Crops
02 Agrivubiuee Producdion - Fivest k
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UN Fegashy
i Dl Busing e Tragpang

Smnine

100 Ml Mning

E2 Coal Maung

13 Ol and Natwgad €ias

1E Nomunetathe Minerals, Bt Fiels

15 Ganerad Bulkfuy Contradas
16 Heny Comstrodion Fx, Buitdmg
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Msufsduning

20k Fannlared Ko el Brohikas

21 fodoneo Prodhats

22 Festle Ml st
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2§ Lumbez and Wonsd Produas

25 Furature e Fintoes

26 Pagutaned AR Prodeis

27 Prinfiog wd blideng

28 Uhemnals end Alled Pro hats

29 Bclrateum and Coal Proknts

39 Robberand Mise Plastic Povbods

3 Aasther snd Leather Producs

32 Stopee, Clay and Glass Procets

3 Prinuay Melad Industrzcs

31 rabricvad Mot Prokats

15 Indudnud Madusery ol Fqupnsat

36 Ichionks wwt Exher ERcinea Fquipmaerd
37 Transpeytation Eguprcnt

35 Indneniesust Relaad Podods

9 Muscodbiness Manduazing dusaries

| pat oy Latpoge cund Pubdyye €Dl

40 Raftoud Trnsponation

Al Taatand btenurb ey Passngar branst
£2 Trucking and Warchonsung

13 B8 Pastal Senviee

H WA Feupatebon

48 Tramygvyiaion by A
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47 Traspatation Svives

Eleclrre Gas il Sontary Sapvices
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8 Food Steres
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iy 0 Tt E
91 Facuring, Leguslatn e and Gasden
92 Hsties, Pubhie Onder, vl Safty
93 Fincne, Baaathon, and Monzery Fonefits
24 Adimbiinration of 1lunan Senvices
#5 Lnvmonwmeetal Qobily and Housing
w6 Adrnustiibion of | conatic Brogram
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4
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A4
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1AL Bugus (Chemead s
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State of Massachusetts Department of
Industrial Accidents Form 117
When to File:

File this form as soon as it is known that the injured employee will miss 5 or more
days from work. This form is used for the calculation of the injured employee’s
compensation rate.

Where to File:

The form should be mailed or faxed to:
FutureComp
P.O. Box 3600

West Springfield MA 01090
Fax: (413) 739-9330

FutureComp®



Comps

AVERAGE WEEKLY WAGE COMPUTATION SCHEDULLE

PLEASE PRINT OR TYPE: Date (MMDIEYY): It
limployer Name and Address Inserer Case Fite Number
Employee Name # Childeen Under 18 Years Old Dependents Other Thun Children
Bate of Injury (MM/BD/YY): First Date of Disability (MM/DD/YY): Date Tmployed (MMMDDYY):
/ /
Has Employec been centitied by U.S. Veterans Administration for any type ol disahility? U ves O No

Indicate only those wages eamed by the injured employee during the 52 week period immediately preceding the accident. I the injured employee has worked less
than 32 weeks, report wages for the lime worked and, for the remaining weeks on this sehedule, substitute wages of a teltow employee in the same class of
cmployment who has worked for one year or more.

Gross Gruoss No. of
Gross Amaunt Paid No.of Amount Paid Meuls
Week Aot Paid No. of Week Ineluding Meals Per Week {nchading Per
No Year Inwluding Meals Por No Year Overiime Week No Year Overtime Weck
Week Erding Cverime Week Week nding Week Ending
Month | Day Muonth Bay Month | Day
1 19 37
2 24 38
3 pi 39
4 22 Bl
5 23 41
6 24 42
7 25 43
5 26 44
2 27 43
10 28 44
11 29 £7
12 Rl 43
3 3 49
td 32 50
15 33 il
16 34 52
17 335
18 36 TOTAL:
Was Room Furnished Fo Employee? I Tips er Otlter Benetits Were Banzed, Describe and State Value Per Week:
W ves [ No

Commients

THISIS A TRUL COPY OF 1HE PAYROLL RECORDS OF THE ABOVE NAMID EMPLOYEE OR OF A FELLOW EMPLOYEE IN THE SAME CLASS OF EMPLOYMENT.

Name of Fellow Fmployee limployer Preparer's Signatore Preparer’s Title
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Comp*

Dedicated Claims Unit

Tony Szwez- (413) 750-4261
SeniorVice President, FutureComp
Tony.Szwez@tdinsure.com

Steve Grahn - (413) 750-4250 Judy Burke R.N.- (413} 750-4247
Claims Manager Managed Care Supervisor
Steve.Grahn@tdinsure.com Judy .Burke@tdinsure.com
Carolyn Scyocurka - (413) 750-4254 Cheryl Humphrey - (413) 750-4314
Senior Claims Adjuster Utilization Review
Carolyn.Scyocurka@tdinsure,com Cheryl. Humphrey@tdinsure.com
Sandra Feinstein - (413) 750-4264 Carol Winetrout - (413) 750-4253
Claims Adjuster Medical Case Manager
Sandra.Feinstein@tdinsure.com Carol.Winetrout@tdinsure.com

Sarah Depergola - (413) 750-4273
MIS Manager
Sarah.Depergola@tdinsure.com

Fax: 413-739-9330

All telephone numbers can be reached by calling (800) 688-7256.
The last four digits are the extension numbers.




Section VII

Utilization Review

figis

‘ureComp®



Utilization Review

We are working with your employer to ensure that you receive timely, quality and
appropriate medical treatment for your on-the-job injury. Your employer has contracted with
FutureComp to provide Utilization Review services. Revisions of Workers” Compensation
statutes require prospective review of treatment plans related to your on-the-job injury.

What is Prospective Review?

Prospective Review is a process of reviewing treatment plans for appropriateness of treatment
and setting by our review nurse prior to treatment.

How do I have medical treatment prospective reviewed?

Our toll-free telephone number is 800-817-5307. By contacting our review nurse, your
provider can discuss your medical condition and treatment requirements.

Who will determine my treatment plan?

Your provider will still determine the treatment plan appropriate for your recovery, however
our nurse reviewer will discuss with your provider the most appropriate treatment for your

injury.
Will Utilization Review effect my coverage?

No. While prospective review does not guarantee acceptance of a claim, it does provide you
with assurance that the planned course of treatment is appropriate for your injury.

You and your medical provider have the right to appeal adverse decisions made by our
review nurse. An appeal can be made by calling our toll-free telephone number 800-817-5307

or in writing,

%

Fimy
g,

FutureComp’



Utilization Review Service

FutureComp’s Utilization Review Service incorporates prospective, concurrent, and
retrospective reviews, as well as pre-admission certification. This ensures appropriateness of
care at the time of injury. Utilization Review programs usually result in cost effective, quality
medical treatment with target outcomes. Our first objective is to ensure quality medical care
which will result in your recovery and return to work. Our review process includes:

*Review of procedure requirements and appropriateness of setting;
* A concentrated review of diagnoses and treatment plans;
* Physician review

Upon seeking medical treatment for a work-related injury, employees should present their
L.D. card (the card will be mailed to you) to the provider. This card gives employee
identification information as well as our toll-free telephone number twenty-four hours a day.
Calls will be returned to providers within twenty-four hours. Our Utilization Review
Specialist will review the diagnosis and treatment plan with the medical provider. Treatment
will not be denied or delayed while waiting for a Utilization Review decision,

The intent of utilization Review is to provide quality medical care utilizing standard
treatment practices, recognized for soundness and appropriateness of care, and to design
treatment plans that have objectives and targets. Each case will be analyzed and a
determination made upon the particulars presented by both patient and diagnosis. Our
review decisions can be appealed and will be referred to a physician advisor upon appeal.
Please use our toll-free telephone number inquires: (800) 688-7256 extension 4312 for all
questions and inquires.




Notification of Adverse Determination

1. A practitioner of the “same school” may review all adverse determinations reached
as a result of a provider’s submission of detailed descriptions of services rendered.
Notification will be made to all interested parties, including employee and provider
by telephone followed by written notification. Prospective reviews: Notification will be
given within two business days of the receipt of the request and receipt of all
information required to complete the review. Concurrent reviews: Notification will be
within one day prior to implementation, i.e., admission, discharge or treatment.
Retrospective reviews: Notification will be within two days of the adverse
determination,

2. All notification of adverse decisions will include the review criteria and reason for
the decision as well as a detail of the appeal process.

Appeal Process

Telephone Appeal of an Adverse Determination Prior to or During an Ongoing
Service Requiring Review (800) 688-7256 extension 4314,

When adverse determinations are made not to approve health care services made
prior to or during ongoing service, and the injured employee and/or provider have
the opportunity to appeal this determination over the telephone to our physician
reviewer or a practitioner of the “same school” on an expedited basis.

When consideration is being given to make an adverse determination, the Utilization
review specialist and our physician reviewer will discuss this. If agreement can be
reached, approval is given.




If the approval is not given after this initial consultation, the provider may supply additional
information and documentation via fax or overnight mail. If upon review of this additional
material the reviewing physician agrees with the provider, approval for the requested service
is given and the provider and the injured employee are notified.

If after review of additional information the reviewer still does not agree with the treating
provider, the provider and the injured employee will be notified by phone and letter and will
be informed of the opportunity for further appeal. This appeal must occur no later than 30
calendar days from the date of receipt of notice of adverse determination. This appeal the
proceeds as follow:

FutureComp’s Appeals Policies and Procedures for Adverse
Decisions

Providers may file an appeal on their own behalf or on the behalf of an injured employee.
Appeals can be made in writing, or expedited through the use of telephone or fax
communications.

If an injured employee, provider or facility wishes to appeal an adverse decision, we must be
notified by phone or receive an appeal in writing within thirty days of the date of notification
of the adverse decision notification. A provider and/or facility that has been unsuccessful in
overturning an adverse decision telephonically is provided in writing the medical basis for
the determination, the source of the screening criteria and the procedure for appeal. We will
complete the adjudication of all non-expedited appeals of adverse determinations and
respond in writing within one week of receipt of the appeal and all information required.

After exhaustion of the process outlined above appealing the determination of utilization
reviewer, or if payment of an approved claim has not been issued within forty five days, a
provider or injured employee may file a claim of complaint in accordance with 452 CMR 1.07
under the provisions of M.G.L. c. 152 ss (8) (4) and/or 10,
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How Can We Help You ... Please Call Us.
The 10 Most Frequently Asked Questions

1. Do the first reports of injury need to be completed in their entirety?

Yes, all the information is needed to input the claint accrately and monitor the information for loss rins.
2, Should my employer give me time off during the workday to attend medical appointments?
Yes, the employer is obligated to allow you time off during the workday to attend medical appointents.
3. Tam the Workers” Compensation Coordinator, who do I call for claim reports?

Loss rion information or any customized report request should be directed to Saralt Depergola, Data Coordinator at (800)
688-7256 extension 4273,

4. Is it all right to fax first reports of injury instead of mailing them?

Yes, in fact faxing is preferred as the fivst report of injury arrives in an expeditions manuer allowing FutureCotup to begin
the claims process.

5. What information is needed to pay a medical bill?

Tweo things are needed, an itemized bill and a wmedical report, If the bill is a balance forward or there is no medical report
attached tie bill is senit back to the provider requesting proper information,

6. When mailing claims information or medical bills should we send them to FutureComp?

All information regarding workers’ compensation claims should be directed to PutureComp': P.O. Box 3600, West
Springfield, MA 01090-3600.

7. When are Indemnity /Medical/Expense reimbursements mailed?

Reimbursement checks are mailed every Thursday unless Thursday happens to fall on a holiday in which case the checks
wonld be inailed on Wednesday.

8. Dol get reimbursed for mileage, tolls and parking when I attend medical visits?

Yes, the injured employee is paid $.45 per mile; toll and parking are paid af face value.

9. How quickly does a new injury need to be reported?

All injuries need to be reported intmediately. The sooner FutureComyp receives the claims information, the sooner we can help
you. The more tinte Hiat lapses in the reporting of a claint the less information can be gathered. There is also a State-mandated
requtirement that requires that a claim be reported within seven calendar days.

10. Am I entitled to any financial remuneration for permanent scarring due to work related injuries?

Yes, but only if the scar happens to be on the face, neck or hands. The amount of remuneration depends on the length, width

and color of the scar.

Thank Youl!




