
Thisformcontainssectionstobecompletedbyboththesupervisorandtheemployee

McBrideOccupationalHealth4901W.RenoSuite500OKC,Ok73127P#405/230-9250



notSocialSecurity
retirementpayments

IdeclareunderpenaltyofperjurythatIhaveexaminedallstatementscontainedherein, andtothebestofmyknowledgeand
belieftheyarecorrectandcomplete. 



WITNESS/CO-WORKERSSTATEMENT

I, waspresentatthetimethatemployee
Witnessname) 

Wasreportedtohavereceivedanon-the-jobinjury. 
Injuredemployee) 

Idid didnot witnesstheinjurythatoccurred.   

ThefollowingisabriefdescriptionofwhatIobservedon at
Date) 

approximately a.m. p.m. .  
Time) 

IdeclareunderpenaltyofperjurythatIhaveexaminedallstatementscontainedherein, andtothebestofmyknowledgeand
belief, theyarecorrectandcomplete. 

Witness Date

CityofYukon

EMPLOYER
SENDORIGINALTO: 

telephone
tollfreetelephone

facsimile
tollfreefacsimile

RETAINCOPYFORYOURFILE

Anypersonwhocommitsworkers’ compensationfraud, uponconviction, shallbeguiltyofafelony. 



MEDICALCAREAUTHORIZATIONFORM

EmergencyRoomMcBrideOccupationalHealth
4901W.RenoSuite500
Okc,OK73127
Phone#405/230-9250

TOBECOMPLETEDBYEMPLOYER

Employeename

NatureofInjuryBodyPart(s)_______ 

DateofInjuryTimeofInjury

AuthorizedPersonnelSignatureDate: 

Title ________________________________                                     

TOBECOMPLETEDBYPHYSICIAN

Diagnosis

Treatment

Postaccidentdrugscreenperformed?  Yes/ No

O.K. toreturntoregulardutyon

Returntoseemeon

O.K. toworklightdutybeginning

withthefollowinglimitations

Note: Itisthephilosophyofthiscompanytoprovidemodifieddutyworkwhenpossible.) 

Unabletoreturntoworkuntil

IdeclareunderpenaltyofperjurythatIhaveexaminedallstatementscontainedherein, andtothebest
ofmyknowledgeandbelief, theyarecorrectandcomplete.   

Physician’ssignatureDate: 

Thisauthorizationappliestoinitialevaluationonly.  Anysubsequenttreatment, diagnostics, DME’sorreferralsneedtobe
preauthorizedbyConsolidatedBenefitsResources.   

NoticePrescriptions: 

Ifprescriptionsareappropriate, pleasegivethepatientawrittenprescription.Prepackagedprescriptionsarenot
authorized. 

PLEASEFORWARDTHECOMPLETEDORIGINALFORMANDYOURBILL

telephone
tollfreetelephone

facsimile tollfreefacsimile



CityofYukon

xx



InjuredWorkerFirstFillPrescriptionForm* 
Tobefilledoutbyemployerandgiventoinjuredworker

ToniaWilson,RiskManagerCell#405-370-3578

AlbertsonsCVSIndianHealthCenter Med-XDrugSoonerPharmacy

ApothecaryShoppeDonsKensNCSHealthcareofOKTarget

BuyforLessDrugMartKmart PalaceDrugUnitedSupermarkets

CentralDrugDrugWarehouseMaysDrugStorePrattsPharmacyUnitedDiscountDrug

XXXXCityMarketEckerdMedicalCenter PharProfessionalPharmacyWalgreens

ClinicPharmacyFamilyMedsMedicapPharmacyR&SDrugWal-Mart

CouchPharmacyHomelandMedicineChestReasorsPharmacyWesternDrug

CrestDiscountPharIHSMedicineShoppeSam’sClubWinnDixie

Pleasedonotprocessunderanexistinginjury.  

TemporaryMemberID
PharmacistUseOnly) 



MandatoryMedicare ReportingRequirement
Pleasecompletethisform witheachreportofinjury*****  

Medicarenow requiresmandatoryreportingofWorkers Compensationclaims. Thepurposeofthereporting
processistoenableCentersforMedicare & MedicaidServices (CMS) tocorrectlypayforthehealthinsuranc
Medicarebeneficiariesbydeterminingprimaryversussecondaryp

Tobecompletedbytheemployee (Pleaseprint)  

Date:  

InjuredWorkerName:   
Nameasitappearsonyoursocialsecuritycard)  

xxx-xx-_ _ _ _ SocialSecurityNumber:        

DearInjuredWorker, pleaseprovideananswertothefollowingquestions:  

YES NO
AreyoucurrentlyonSSDI? (SocialSecurityDisability)  

HaveyoueverappliedforSSDI?  

DoyouanticipatefilingforSSDIwithinthenext30months?  

AreyouaMedicarebeneficiary?  
DoyouanticipatefilingforMedicarebenefitsinthenext30mo

SignatureofInjuredWorker Date

PLEASEFORWARDTHECOMPLETEDFORMTO:         

telephone
tollfreetelephone

facsimile
tollfreefacsimile

SSDIANSWER Implement07/2011


