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New Claim Creation

Employer's First Report of Injury

A University of California EHES System

(1) Navigate to: https://ehs.ucop.edu/efr/

Log n | Dev Tooks

Employer's First Report

Employer's First Report is web based application that allows employees to report work-related injury or
iliness. This application allows claim administrators and supervisors to track initial causes of injuries and
verify that corrective aclions have been taken to reduce the likelihood of repeat injuries.

University policy requires that any work-related injury or iliness be reported to Workers' Compensation
within 24 hours.

PLEASE NOTE: Completing this form is not an admission of university liability. It is a tool to
gather all relevant facts so the incident may be investigated.

If you have any problems accessing the Employer's First Report of Injury or lliness, please contact. UC
ERM Help Desk.

(2) Login to EFR

Copyright @ The Regents of the University of California. All rights reserved.
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New Claim Creation

InConmmon..

(3) Select UC Los Angeles then click on “Next”

About InCommon | Help

© Copyright 2011, InCommon, LLC | incommon.org | InCommon: Identity and Access for Research and Education

strategies.




New Claim Creation

Employer's First Report of Injury

A University of California EHES Systerm

Personal

Create Claim - Enables you to report a new injury or illness

incident for any University of Califomia employes Create Claim

Report new injury or illness incident

(4) Create New Claim

O M

Claims - Allows you to view your personal claims :
My ¥ yourp My Claims

View personal claims

Management

Manage Claims - Allows you to manage others’ claims .
9 Y 9 Manage Claims

T4

Manage claims under your management

Preventive Actions - Allows supervisors, claim administrator,

and group members view and update preventive actions status Preventive Actions

P>

Comment on employee forms

Work Status - Allows supervisors, claim administrator, and group

members to update employee work status information. Work Status

View and update employee work status

T/




New Claim Creation

Create Claim - Select Profile

) | am the Employee who experienced the occupational Injury/lliness.

) | am the Supervisor of the employee who experenced the occupational injuny/iliness.
. ) | am neither of the above.

(5) ldentify Who IS creatlng
the new claim.

Continue to Incident Report | Cancel |

PLEASE NOTE: Completing this form is not an admission of university liability. It is a tool to

(6) Contlnue to new Clalm Copyright @ The Regents of the University of California. All rights reserved.

strategies.




New Claim Creation

Part1of 2

This is an active search figld | "=—fp™""

e
e

Cumpian, DIANNA - INSURANCE & RISK MANAGEMENT ]

CUMPIAN, DIANNA - INSURANCE & RISK MANAGEMENT

Job Title: |
Email Address: ‘ Email address |
Work Phone: ‘ HRH-KHHHHAK |
. P ——T—
Home Phone: ‘ HHA-KKH-KAAK
- Postal code: Postal code
Home Address 1: ‘ Address line 1 Employment Type: ‘ Choose one of the Tollowing. . = |
Choose one of the following...
r Date Of Birth: o ——
Home Address 2: ‘ Address line 2 pplicable
Employee
Gender: ‘ |
‘Student Employee

(7) Enter identification o oy N |
information. sute: | c O ——
Postalcode: | Postalcod O e
EmploymentType: | chosseaneothefalowng.. - | | EMPlOYMeNt Type is
dacorti | Daeorsih | @ | drop-down selection.

Supervisor's Email Address: ancheung@ucdavis.edu

Gender: ‘ © Female © Male |

Marital Status: \ Choose one of the following... hd |




New Claim Creation

Supervisor: DIANNA CUMPIAN

Supervisor's Email Address: deumpian@irm.ucla.edu

Supervisor's Phone: [ HHA-KHH=NHNNK

Work Hours:

hours/d:

hours/day ] days/w ‘ days/week

ooz R
(8) Finish all entry /

information then
continue to Part 2.

strategies.
%
UCLA | IRM




New Claim Creation

New Incident Report - Employee Information

Part 2 of 2

Date of injury or onset of illness: | Injuryflliness Date ] |
Time of injury or illness: | - - H - - || - - |please enter best quess
Did the incident happen on campus? | Oives O No

ocation where injury or illness occurred:

(9) Enter incident date
and incident specifics.

Were others injured? Oves O No

Body Part(s) Affected:

strategies.




New Claim Creation

New Incident Report - Employee Information

& |

Date of injury or onset of illness: | Injury/lliness Date =)

Time of injury or illness: | - - || - - || - - |please enter best gusss

< A
(10) On Campus incidents e
can be identified by
searchable building list.

| Oves Ono

Were others injured?

Body Part{s) Affected:

appen on campus? @ Yes © No |

Building where injury or illne sproul Commons

Sproul Commons
Location where injury or illness occul sproul Landing
Sproul Cove

Sproul Hall

strategies.

UCLA 9



New Claim Creation

(11) Finish entry of incident details.

What equipment, materials or chemicals were
involved in the injury or illness?

Explain in detail how the injuryiillness
occurred. Be specific activities and task being
performed at the time of the injury or onset of
iliness:

Who witnessed the injury or circumstances
causing the illness. Please list first and last
name(s):

Medical Treatment:

‘ 4= Return fo previous

E Medical Treatment: y
I

Medical Treatment Provider:

First Aid, no medical care
@ Qutpati
© Emergency Room

t Treatment by Clinic, Doctors’ Office, or Hospital

© Overnight Inpatient Hospitalization

© Occupational Health Facility (OHF)
© Brentview Medical Clinic

© Ronald Reagan Emergency Room
@ Concentra

@ US Healthwarks

4= Return to previous

Medical treatment box will

Pho medical care
O ulpatient Treatment by Clinic, Doctors' Office, or Hospital
O Emergency Room

@) Ovemight Inpatient Hospitalization

open Medical Treatment
Provider detail box.

(12) Finish New Claim entry.

10



New Claim Creation

Personal
1
. 1 Create Claim - Enables you to report a new injury or .
(1 3) G O TO M an ag e ‘ Ial m S i illness incident for any University of California employee. Create Claim
E Report new injury or illness incident

y Claims - Allows you to view your personal claims. @ My Claims

View personal claims

Management

Manage Claims - Allows you to manage others' claims.

Manage Claims

Manage claims under your management

Preventive Actions - Allows supervisors, claim P ti Acti
administrators, and group members to view and update reventive Actions
preventive actions status. Comment on employee forms
Work Status - Allows supervisors, claim administrator,
P ) work status
and group members to update employee work status —
information. View and update employee work status
Administration

User Group Management - Allows administrators and
x’_ User Group Management

group members to configure groups and personal

notifications for claims. Manage user groups

11




New Claim Creation

Manage Claims (14) Print PDF of Claim
Report

Filter: Search by Name:

Reports submitted in last # of days: Reports submitted for:

‘ 30 [ 60 } 120 ‘ Custom Range

Search by Last Name, First Name

Click PDF icon

Investigation
Name Department Supervisor Submit Date Injury Date ¥ Wark Status  Complete ~ PDF
NERSISYAN, OKSANA INSURANCE & RISK MANAGEMENT CUMPIAN, DIANNA 08/12/2015 08/12/2015  Work Status [i_'i
FRANCQ, CYNTHIA OFFICE OF THE ADMINISTRATIVE Y HAMILTON, DEANNA 07/22/2015  07/22/2015  Work Status [i—a

Opening FORMS020-6344746119497522627 pdf |

You have chosen to oper:
=L FORMS5020-6344746119497522627 pdf

which is: Adobe Acrobat Document
from: https://ehs.ucop.edu

What should Firefox do with this file?

Adobe Acrobat Reader DC (default) =

) Sawve File

Do this gutomatically for files like this from now on.

[ ox ][ conce

Select ‘Open with’ then click ok 12




New Claim Creation

Claim report will open
in ‘Adobe Acrobat’
program. Use “Print”
feature in this program
to print this report then
immediately close the
report on your
computer.

Employer’s First Report of Injury

‘Supervisor's e-mall deumpian alitm acla vl 3

Workhours  howsiday  daysiweek

University policy requires that any work-refated injury or liness be reported 1o Workers' athil [T redquica that
Hinesses be investigated. This form must be completed in s entirely. Omslunuﬂmmwuumna delay of beneflis.
PLEASE NOTE: Complefing this. form s nol an sdmission of university Kabllity.
form dale:
Employee form comploted by: IANNA CUMPLAN
: :
B3 [popartmenticcation INSURANCE & RISK MANAGEMENT  Workargpe  [] Oswaent [m)
(£ B /|Jobiitle. WE Cluims Coorindar Dataof bith 010172001 i K
:E.. Eemall unersiiy melirm uclu edu B Sex. UMue mhrmﬂl _
Work phone __Home address (kne 1)
3 Home Fhone Home address (ine 2)
§ Supsrvisors name CUMIPIAN. NIANNA City Stats CA 2ip

Supervisor's work phone
| |iLNESSANJURY INFORMATION

Date ot injury of onsat of iliness 08122015 12:00 AM
Body pari(s} afiected e srain

e

Tatal hours worked per wesk

whare the Injury or illness occurned clevatus un Sl ter

Wera othars injured? Yas No
nameqs).

_ Please [ist first and las!

[#]First do, no medical care ] Quipatient Treatment by Clinic, Doctors' Office, or Hospital

What equipment, maierials or chemicals wers involved in jury tha injury or causing
of ilness? Ptease list frst and last name{s).
thumn d. Ba specific baing atthe time of the injury or onget of liness.
G slipped whan sn.pplhg lme eliesgior enusing pain 1w the Fgl koo,
_ Medical Traatment Provider

[JEmergency Room [[] Ovamight inpatient Hespimlzation
'y | PEEARTMENTS AND STATEMENT (T ba complatad afer incidet kvesbasion ) = ([
E | Intervigwsr Name v Uhpmmmﬂ
g Explain in dolail how Lhe injury/iliness cccurted and the spaciilc activity belng performed at the tima. .
z
i‘ Wit weas Hva Injury, iliness. o axposurs?
]
<
i Inttial Cause © [ Conbibuting Facior and Activities = Future Proventive Actions
T Umn of againtiobject. mant Wark Amea
£ by or agai N g..'_l., o Supsevisor wilk:
2 UFEWM Dlequpmen wavaissie Inedequae ighing or | amd
pola) El i ot e, winc, | [0 Fmoost ofgonaric evabsaton
oual
WMaserial hansiling or Kfung Parasnal Protacive :e.} 0] Orsber nimw scuiprmant
makian ENM:MM‘, " E\f—inﬂm EOWMFW o
avaisl Esgonomis (aciom Remowve spmand. sndior
O] Boay fluld expoaure I:Inummmu.n irepia =
D) [C1PPE tailure nﬁ?ﬂmﬂu‘ unakile 1o do the work | O Scheduln preventve maimenance
[ Shaps TrainingfEnpariance LI Empioyes fatigus IO Retrain ampioyes bafor tash o
Ell.-rxzmg ClUnbalaneed af oot positian of ranasighed
O Safery training provided _ but not O Canduct an-sim rrview of wovk
I proged ey Liwed for Lask. ity
CINaw sk for empliyes or lack of Othar unsafe. nupmmmwmm
B i Bl Policyipes A B o partorm sk B -
nmmmumm ‘Divio ssinckaned policyprocedrn | I ABK#ive devicas not alivers in job categary
Animal {eplsing avsilable E1Other [add wdditional information
[u] ot used beiow)
Imeastigation Cemplete O
o will b .
Expaciad aute of completion:

13



New Claim Creation

(12) Close Browser

EE https;//scrumlo.. O ~ @ G | AUniversity of California ... % {% * @

{é‘ l Logins ~ l Risk Management « l Sharepoint = @ UC Davis |B|UCnet

Employer's First Report of Injury

A Umiversity of Califormia EHES Systermn

Personal

E Create Claim
Report new injury or illness incident
.{9 My Claims

View personal claims

strategies.

14




New Claim Creation

EFR System immediately sends an email for each claim to
the following:
Employee (if email address provided)
Supervisor
Human Resources (HR) Department
Department of Insurance and Risk Management
Occupational Health Facility (OHF)
Environmental Health & Safety (EHS)

15



New Claim Creation

(15) Complete Workers’ Compensation Claim Form DWC-1

State of California
mecnt of Industrial Relai
DIVISION OF WORKERS (DMI“I«N%M'ION

F;mdode Cdybrm
DIVISION DE COMPENSACION AL TRABAJADOR

PETITION DEL EMPLEADO PARA DE COMPENSACION DEL
TRABAJADOR (DWC 1)

WORKERS' COMPENSATION CLAIM FORM (DWC 1)

Employee: Complete the “Employee” section and glve the form to Empleado: Complete la seccion “Empleado™ y entregue la forma a su
your employer, Keep o copy and mark it porury . Quédese con da copia designada “Recibe Temporal def
Receipt” until you receive the signed and dated copy from your em- | Empleado™ hasia que Ud reciba la copia firmada y fechada de su empleadbr.
ployer. You may call the Division of Workers' Compensation and Ud. pruede Hermar a la Division de Compensacicn af Traboajador af (800) 736-

hear recorded information at (800) 736-7401. An explanstion of work-
cre' com tion bencfits is included as the cover shoet of this form. 7401 pum w.r informacion gravada, En la hofe cubierta de exia

fo plicatidn de los bencficios de compensaciin al trabajadr.

You should nlsul-ve received a pamphlet from your emplover de- . . . ..

scribing workers” compensation bencfits and the procedures 10 obiain | Ud imbién deberia hate recibido e su empleador un follelo detcribiendo los

ik % 7 al ¥ los ara
obtenerios.

Any person who makes or causes to be made any knowingly False Toda nquells personn que m propisito hage o cause que se prodwrs
or fraudwlent material sistement or materinl representation for cmalquier declaracion o representacion material faksa o fravdulenta con el

the purpose of ovbtaining or denying workers’ compensation betie- fim de obtener o hegar beneficios o pagos de compensaciin a trabajedores
fiks or payments is guilty of 2 feloay. kesionadios &5 culpable de wn crimen mayor “felonis™.

Empluyco—complete this section and sce note above  Empleado—complete exta seccidn y note la potacidn arriba,

Employee completes 1-8

1. Name. Nombre, Today's Date. Fecha de Hoy.

2. Home Address. Direccidn Residencial.

3 City. Cluched. State. Estacdo. Zip. Codige Postad.

4. Date of Injury. Fecha de bz lesidn idente). Time of Injury. Hora en que ocurrid, am p-m
5. Address and desoription of whers injury happ d Direccignlugar dinde occurié el accid

6. Deseribe injury and pant of body alfected. Describea la lesicn y parte del cuerpe afectda.

7. Social Sccurity Number. Nimero de Seguro Social del

Supervisor completes 9-17 e
9, Name of employer, Nombre defl empleador, YCLA Campus, & Risk

10. Address. Direccién. 10920 Wilshire Bivd., Suite 860 Los Angeles, Ca 50024

11. Date employer first knew of injury. Fecha en que el empleador supe por primera vez de la lesidn

12, Date cluim form was provided to cmployee, Fecha en que se le entregd al empleads l peticidn,
13, Date employer received daim form. Fecha en gue &l emplendo devolvii b peticidn of empleador.
14. Name and address of insurance carmier or adjusting agency. Nombre y direccidn de ka iz de seguros o b fora de seguras.
ick,CMS P.O. Box 14533 Lexington, KY 4D512-4533
15. Insurance Policy Number. El mimero de ba pliza de Seguro, Self Insured
16. Signature of empl 7 ive. Firma del reg ded empleadar.
stirategies 17. Title. Titulo. 18, Teleg Teléfono.
’ Empluyer: You are requined (o date this runnandmmdc wpn.sm Empleadar: Semmm que Ud.feme e.ﬂrxﬁxw ywprwéxcmasamuw-

your insurer or claims ad st the cmp Paiin de segwros, adr de recla-

é 0 0 or representative wha fikd the elsim within one working day of mos ¥ al empleads gque M)imp\rcum s.imp!ﬂnmdnwud&!phzwdsuﬂdfd
receipt of the form from the employee., Ruibil desde el momente de haber sido recibids I forma del enpleads.

’RM SIGNING THIS FORM IS NOT AN ADMISSION OF LIABILITY EL FIRMAR ESTA FORMANO SIGNIFICA ADMISION DE RESPONSARILIDAD 1 6

) Employer copyCapi del Emplaador I} Employee avpy Copia det FEmpleads [ Claims Administratog Admininradar dr Reciamas ) Temporary ReceipyR acitn dil Emplazdo




New Claim Creation

Give Employee 2 forms:
Claim Report
Claim Form DWC-1

Send Employee for Medical Care

strategies.
m

17



