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Care West Claims Unit
Quick Reference Contact Sheet
For Claims Questions please
contact the Claims Supervisor,
Anne Glendinning
(702) 777-5472
Claims Supervisor: Anne Glendinning
Phone: (702) 702-777-5472
Email: Anne_Glendinning@Corvel.com
Fax: (866) 774-1846
Mailing Address:
P.O. Box 61228
Las Vegas, NV 89160
Status Requests/File Review Scheduling:
Ted_Ursino@Corvel.com
Medical Provider Network Questions:
(916) 605-5197
Ted_Ursino@Corvel.com
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PROCEDURES FOR AFTER HOURS CALLS
Business Hours: Monday through Friday 8:00am to 5:00pm
The claims office is closed on most nationally recognized holidays

For emergency after hour’s calls:
1) CALL IN ORDER AS LISTED starting with #1 and proceeding down the list until someone is
reached. If multiple numbers are shown, dial both numbers for those individuals. If a voice
mail is reached, please leave a message and a call back number before moving to the next
number.
2) Non-Emergency after hour’s calls should be handled during regular business hours listed
above.

ON CALL LIST:
Ted Ursino

Ted_Ursino@corvel.com

Cell: (916) 439-9998

Anne Glendinning

Anne_Glendinning@corvel.com

Cell: (702) 469-3002

Glenne Hawkins

Glenne_Hawkins@corvel.com

Cell: (916) 214-6813

Pamela Robison

probison@carewestins.com

Cell: (916) 953-9492

NOTE: *An emergency call involves loss of life, limb, or major catastrophic event
involving severe or multiple person injuries
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CLAIM CONTACT & REPORTING
Contact Type

Contacts

Contact Information

Report a New Injury
Employee:
Contact Advice Nurse

24/7 Nurse Telehealth

Call:

Employer:
Submit New Claims

First Notice of Loss (FNOL)

Fax:
(866) 774-1846
Email: FNOL_fax@corvel.com

Employer:
Submit Original Signed
Forms

CorVel Corporation

PO Box 61228
Las Vegas, NV 89160

General Questions

Anne Glendinning
Claims Supervisor

Phone: (702) 777-5472
Email: Anne_Glendinning@corvel.com

Office Postings
Provider Concerns
Claim Reviews

Ted Ursino
Account Manager

Phone: (916) 605-5197
(916) 439-9998
Email: Ted_Ursino@corvel.com

Belinda Hutchinson
Senior Claims Specialist

Phone: (702) 777-5482
Email: Belinda_Hutchinson@corvel.com

Nita Cromwell
Medical Only Specialist

Phone: (702) 777-5485
Email: Nita_Cromwell@corvel.com

(844) 326-2918

Claim Contacts

Claim Representatives
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Posting Notice
 D-1
Employer Industrial Insurance Requirements
Employee Rights & Benefits
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State of Nevada

DEPARTMENT OF BUSINESS & INDUSTRY
DIVISION OF INDUSTRIAL RELATIONS
Workers’ Compensation Section

ATTENTION
Caution: The information below is general in nature and is not intended to be legal advice. If you have any questions regarding your status as an
employer or employee or your rights and qualification for specific benefits under an industrial injury or occupational disease claim, you should consult
with an attorney experienced in industrial insurance.

Brief Description of Whether the Employer is Required to Obtain
Industrial Insurance and Whether a Person is a Covered Employee
Every employer … shall provide and secure compensation … for any personal injuries by accident sustained by an employee arising out of and in the course of the employment.
See NRS 616B.612(1).
An employer is defined as, “Every person, firm, voluntary association and private corporation, including any public service corporation, which has in service any person under a
contract of hire.” See NRS 616A.230(2). “A person is not an employer …. if: (a)The person enters into a contract with another person or business which is an independent
enterprise; and (b) The person is not in the same trade, business, profession or occupation as the independent enterprise.” See NRS 616B.603(1).
An employee is broadly defined as, “… every person in the service of an employer under any appointment or contract of hire or apprenticeship, express or implied, oral or written,
whether lawfully or unlawfully employed” (See NRS 616A.105), but excludes casual employees not in the same trade, business, profession or occupation; musicians not lasting
more than 2 consecutive days; household servants, farming and ranching employees; voluntary ski patrol; sports officials paid a nominal fee; clergy, rabbi or lay readers; real estate
brokers or sales persons; and commissioned sales persons (See NRS 616A.110).
An independent contractor is a person who is hired and paid solely to produce a result. It is defined as, “… any person who renders service for a specified recompense for a
specified result, under the control of the person’s principal as to the result of the person’s work only and not as to the means by which such result is accomplished.” See NRS
616A.255.

Brief Description of Your Rights and Benefits If You Are Injured on the
Job or have an Occupational Disease
Notice of Injury or Occupational Disease (Incident Report Form C-1) If an injury or occupational disease (OD) arises out of and in the course of employment, you must provide
written notice to your employer as soon as practicable, but no later than 7 days after the accident or OD. Your employer shall maintain a sufficient supply of the forms.
Claim for Compensation (Form C-4): If medical treatment is sought, the form C-4 is available at the place of initial treatment. A completed "Claim for Compensation" (Form C4) must be filed within 90 days after an accident or OD. The treating physician or chiropractor must, within 3 working days after treatment, complete and mail to the employer,
the employer's insurer and third-party administrator, the Claim for Compensation.
Medical Treatment: If you require medical treatment for your on-the-job injury or OD, you may be required to select a physician or chiropractor from a list provided by your
workers’ compensation insurer, if it has contracted with an Organization for Managed Care (MCO) or Preferred Provider Organization (PPO) or providers of health care. If your
employer has not entered into a contract with an MCO or PPO, you may select a physician or chiropractor from the Panel of Physicians and Chiropractors. Any medical costs
related to your industrial injury or OD will be paid by your insurer.
Temporary Total Disability (TTD): If your doctor has certified that you are unable to work for a period of at least 5 consecutive days, or 5 cumulative days in a 20-day period,
or places restrictions on you that your employer does not accommodate, you may be entitled to TTD compensation.
Temporary Partial Disability (TPD): If the wage you receive upon reemployment is less than the compensation for TTD to which you are entitled, the insurer may be required
to pay you TPD compensation to make up the difference. TPD can only be paid for a maximum of 24 months.
Permanent Partial Disability (PPD): When your medical condition is stable and there is an indication of a PPD as a result of your injury or OD, within 30 days, your insurer
must arrange for an evaluation by a rating physician or chiropractor to determine the degree of your PPD. The amount of your PPD award depends on the date of injury, the results
of the PPD evaluation, your age and wage.
Permanent Total Disability (PTD): If you are medically certified by a treating physician or chiropractor as permanently and totally disabled and have been granted a PTD status
by your insurer, you are entitled to receive monthly benefits not to exceed 66 2/3% of your average monthly wage. The amount of your PTD payments is subject to reduction if you
previously received a lump-sum PPD award.
Vocational Rehabilitation Services: You may be eligible for vocational rehabilitation services if you are unable to return to the job due to a permanent physical impairment or
permanent restrictions as a result of your injury or occupational disease.
Transportation and Per Diem Reimbursement: You may be eligible for travel expenses and per diem associated with medical treatment.
Reopening: You may be able to reopen your claim if your condition worsens after claim closure.
Appeal Process: If you disagree with a written determination issued by the insurer or the insurer does not respond to your request, you may appeal to the Department of
Administration, Hearing Officer, by following the instructions contained in your determination letter. You must appeal the determination within 70 days from the date of the
determination letter at 1050 E. William Street, Suite 400, Carson City, Nevada 89701, or 2200 S. Rancho Drive, Suite 210, Las Vegas, Nevada 89102. If you disagree with the
Hearing Officer decision, you may appeal to the Department of Administration, Appeals Officer. You must file your appeal within 30 days from the date of the Hearing Officer
decision letter at 1050 E. William Street, Suite 450, Carson City, Nevada 89701, or 2200 S. Rancho Drive, Suite 220, Las Vegas, Nevada 89102. If you disagree with a decision of
an Appeals Officer, you may file a petition for judicial review with the District Court. You must do so within 30 days of the Appeal Officer’s decision. You may be represented
by an attorney at your own expense or you may contact the NAIW for possible representation.
Nevada Attorney for Injured Workers (NAIW): If you disagree with a hearing officer decision, you may request that NAIW represent you without charge at an Appeals Officer
hearing. NAIW is an independent state agency and is not affiliated with any insurer. For information regarding denial of benefits, you may contact the NAIW at: 1000 E. William
Street, Suite 208, Carson City, NV 89701, (775) 684-7555, or
2200 S. Rancho Drive, Suite 230, Las Vegas, NV 89102, (702) 486-2830.
To File a Complaint with the Division: If you wish to file a complaint with the Administrator of the Division of Industrial Relations (DIR), please contact Workers’
Compensation Section, 400 West King Street, Suite 400, Carson City, Nevada 89703, telephone (775) 684-7270, or 3360 W. Sahara Ave., Suite 250, Las Vegas, NV 89102,
telephone (702) 486-9080.

For Assistance with Workers’ Compensation Issues: You may contact the State of Nevada Office for Consumer Health Assistance, 3320 West
Sahara Avenue, Suite 100, Las Vegas, Nevada 89102, Toll Free 1- 888-333-1597, Web site: http://dhhs.nv.gov/Programs/CHA, E-mail
cha@govcha.nv.gov
The information in this publication is derived from Chapters 616A through 616D, inclusive, and 617 of the Nevada Revised Statutes and is provided for informational purposes
only. If you have any questions, regarding your injury or workers' compensation claim, please call the following:

Insurer/Administrator: CorVel Corporation
Address:

Contact Person:

Las Vegas

NV

89160

City

State

Zip

MCO/Health Care Provider: CorVel Corporation
Address:

Las Vegas
City

NV

89160

State

Zip

Telephone Number: (702) 699-7020
Contact Person:
Telephone Number: (702) 699-7020
D-1 (rev. 10/20)
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Reporting an Injury
 How to Report a New Injury or Illness
 Rights and Benefits
 Reporting Time Frames
 Employer Forms
• C-3 Employer's Report of Industrial Injury
or Occupational Disease
• D-88Employer's Wage Verification Form
• Supervisors Accident Report
 Employee Forms
• C-1 Notice offInjury or Occupational
Disease - Incident Report
• Fraud Statement
• Pain Assessment
• Body Diagram
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BRIEF DESCRIPTION OF RIGHTS AND BENEFITS
(Pursuant to NRS 616C.050)
Notice of Injury or Occupational Disease (Incident Report Form C-1): If an injury or occupational disease (OD) arises out of and in the
course of employment, you must provide written notice to your employer as soon as practicable, but no later than 7 days after the accident or
OD. Your employer shall maintain a sufficient supply of the required forms.
Claim for Compensation (Form C-4): If medical treatment is sought, the form C-4 is available at the place of initial treatment. A completed
"Claim for Compensation" (Form C-4) must be filed within 90 days after an accident or OD. The treating physician or chiropractor must,
within 3 working days after treatment, complete and mail to the employer, the employer's insurer and third-party administrator, the Claim for
Compensation.
Medical Treatment: If you require medical treatment for your on-the-job injury or OD, you may be required to select a physician or
chiropractor from a list provided by your workers’ compensation insurer, if it has contracted with an Organization for Managed Care (MCO) or
Preferred Provider Organization (PPO) or providers of health care. If your employer has not entered into a contract with an MCO or PPO, you
may select a physician or chiropractor from the Panel of Physicians and Chiropractors. Any medical costs related to your industrial injury or
OD will be paid by your insurer.
Temporary Total Disability (TTD): If your doctor has certified that you are unable to work for a period of at least 5 consecutive days, or 5
cumulative days in a 20-day period, or places restrictions on you that your employer does not accommodate, you may be entitled to TTD
compensation.
Temporary Partial Disability (TPD): If the wage you receive upon reemployment is less than the compensation for TTD to which you are
entitled, the insurer may be required to pay you TPD compensation to make up the difference. TPD can only be paid for a maximum of 24
months.
Permanent Partial Disability (PPD): When your medical condition is stable and there is an indication of a PPD as a result of your injury or
OD, within 30 days, your insurer must arrange for an evaluation by a rating physician or chiropractor to determine the degree of your PPD. The
amount of your PPD award depends on the date of injury, the results of the PPD evaluation and your age and wage.
Permanent Total Disability (PTD): If you are medically certified by a treating physician or chiropractor as permanently and totally disabled
and have been granted a PTD status by your insurer, you are entitled to receive monthly benefits not to exceed 66 2/3% of your average
monthly wage. The amount of your PTD payments is subject to reduction if you previously received a PPD award.
Vocational Rehabilitation Services: You may be eligible for vocational rehabilitation services if you are unable to return to the job due to a
permanent physical impairment or permanent restrictions as a result of your injury or occupational disease.
Transportation and Per Diem Reimbursement: You may be eligible for travel expenses and per diem associated with medical treatment.
Reopening: You may be able to reopen your claim if your condition worsens after claim closure.
Appeal Process: If you disagree with a written determination issued by the insurer or the insurer does not respond to your request, you may
appeal to the Department of Administration, Hearing Officer, by following the instructions contained in your determination letter. You must
appeal the determination within 70 days from the date of the determination letter at 1050 E. William Street, Suite 400, Carson City, Nevada
89701, or 2200 S. Rancho Drive, Suite 210, Las Vegas, Nevada 89102. If you disagree with the Hearing Officer decision, you may appeal to the
Department of Administration, Appeals Officer. You must file your appeal within 30 days from the date of the Hearing Officer decision
letter at 1050 E. William Street, Suite 450, Carson City, Nevada 89701, or 2200 S. Rancho Drive, Suite 220, Las Vegas, Nevada 89102. If you
disagree with a decision of an Appeals Officer, you may file a petition for judicial review with the District Court. You must do so within 30
days of the Appeal Officer’s decision. You may be represented by an attorney at your own expense or you may contact the NAIW for possible
representation.
Nevada Attorney for Injured Workers (NAIW): If you disagree with a hearing officer decision, you may request that NAIW represent you
without charge at an Appeals Officer Hearing. For information regarding denial of benefits, you may contact the NAIW at: 1000 E. William
Street, Suite 208, Carson City, NV 89701, (775) 684-7555, or 2200 S. Rancho Drive, Suite 230, Las Vegas, NV 89102, (702) 486-2830
To File a Complaint with the Division: If you wish to file a complaint with the Administrator of the Division of Industrial Relations (DIR),
please contact the Workers’ Compensation Section, 400 West King Street, Suite 400, Carson City, Nevada 89703, telephone (775) 684-7270, or
3360 West Sahara Avenue, Suite 250, Las Vegas, Nevada 89102, telephone (702) 486-9080.
For Assistance with Workers’ Compensation Issues: You may contact the State of Nevada Office for Consumer Health Assistance, 555 E.
Washington Avenue, Suite 4800, Las Vegas, Nevada 89101, Toll Free 1-888-333-1597, Web site: http://dhhs.nv.gov/Programs/CHA E-mail:
cha@govcha.nv.gov
D-2 (rev. 01/20)
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REPORT A NEW INJURY OR ILLNESS
Immediately upon knowledge of an incident that may give rise to an injury, you must offer medical
treatment to your employee. Please have the employee call 24/7 Telehealth and a nurse will direct them to
your designated facility if treatment is needed. If they have pre-designated a physician they should be sent
to the physician if treatment is needed after consulting with the nurse, and it is not an emergency situation.
Once you have addressed medical assistance needs, the following forms must be completed and submitted
at the earliest possible moment, but not to exceed five (5) days in any event.
EMPLOYER:
•

Employer’s Report of Industrial Injury or Occupational Disease (Form C-3).
Must be completed fully. If information is not known input NA.

•

Employer's Wage Verification Form (Form D-8).
Must be completed fully. If informaiton is not known input NA.

•

Injury & Illness Supervisor Report

EMPLOYEE:

*NOTE: If there are witnesses to the injury, please secure written statements.

•

Notice of Injury or Occupational Disease (C-1)

•

Sign Fraud Statement

•

Complete body part chart

SUBMISSION:
All forms should be completed as noted above and faxed to Care West Claim’s Unit at (866) 774-1846
or email to FNOL_Fax@Corvel.com, and originals mailed to P.O. Box 61228 Las Vegas, NV 89160. As the
employee follows up for medical attention, all work status slips and other medical slips given to the
employee, should be faxed to the claim’s unit upon your receipt.
Upon receipt of the above paperwork, Care West’s Claims Unit will set up a claim and assign to a Claims
Examiner who will contact you with claim information.
NOTE: Above forms can also be obtained at Care West Insurance Companies website as follows:
www.carewestins.com
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All forms are available on the WCS website: http://dir.nv.gov/wcs/home/
C-1 Form
Notice of Injury or Occupational
Disease - Incident Report
NRS 616C.015

C-3 Form
Employer's Report of Industrial
Injury or Occupational Disease
NRS 616C.045

C-4 Form
Employee's Claim for
Compensation/Report of Initial
Treatment NRS 616C.040

Claim Determination
NRS 616C.065
NRS 616D.120-150

D-8 Form
Employer's Wage Verification
Form
NRS 616C.045 & NRS 616A.480

Employee should complete within 7 days after the accident; must be maintained by
employer for 3 years; employer required to keep adequate supply of blank forms for
employee use. Insurer/TPA should supply forms to employer.
Employer must complete and file with the insurer within 6 working days after receiving
a copy of the C-4 Form. Insurer/TPA should supply forms to employer.
Maximum fine of $1,000 per occurrence.
Physician or chiropractor must complete and file with employer and employer’s insurer
within 3 working days of treatment.
Maximum fine of $1,000 per occurrence.
Insurers have 30 days after accident notification (or 30 working days after claim
receipt for occupational disease):
 Accept the claim & notify claimant or claimant’s rep of acceptance
 Begin payment on the claim
 Or deny the claim and notify claimant or claimant’s rep and DIR of denial
 Insurer’s notification must be documented with a certificate of mailing.
Three (3) times penalty with $3,000 maximum fine.
Employer must complete and file with the insurer within 6 working days of receipt of
the C-4 (if the C-4 indicates the injured employee will be off work for 5 consecutive
days or more or 5 days in a 20 day period) or when requested by the insurer.
Insurer/TPA should supply forms.
Maximum fine of $1,000.00 per occurrence.

D-35 Form
Request for Rotating Physician or
Chiropractor
NRS 616C.490 & NAC 616C.103

Within 30 days of receiving stable & ratable reporting, insurer must schedule an
appointment with a rating physician/chiropractor on the rotating list.

Medical Billing

Billing must be submitted within 90 days after the date of service (if good cause, up to
12 months).
Insurer has 45 days to approve or deny.

NRS 616C.136 & NV Medical Fee
Schedule

Blank Forms
NRS 616A.480

Filing a claim for compensation
NRS 616C.020

Employer must fully complete any blank form received by the insurer or the
administrator and return to appropriate party within 6 working days.
Maximum fine of $1,000 per occurrence
An injured employee shall file a claim for compensation with the insurer within 90
days after an accident if:
(a) The employee has sought medical treatment for an injury arising out of and in
the course of his employment; or
(b) The employee was off work as a result of an injury arising out of and in the
course of his employment.
In the event of the death of the injured employee resulting from the injury, a dependent
of the employee, or a person acting on his behalf, shall file a claim for compensation
with the insurer within 1 year after the death of the injured employee.

For additional information on Nevada’s workers’ compensation system visit the WCS website:
http://dir.nv.gov/wcs/home/
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EMPLOYER

TO AVOID PENALTY, THIS REPORT MUST BE
COMPLETED AND MAILED TO THE INSURER WITHIN
6 WORKING DAYS OF RECEIPT OF THE C-4 FORM
Employer’s Name

Nature of Business (mfg., etc.)

Office Mail Address

Location . . . If different from mailing address

Telephone

Zip

INSURER

THIRD-PARTY ADMINISTRATOR

Last Name

Social Security

City

State

First Name

EMPLOYEE

EMPLOYER’S REPORT OF INDUSTRIAL INJURY
OR OCCUPATIONAL DISEASE

Please
Type or Print

M.I.

Home Address (Number and Street)
Sex
City

State

Zip

 Male

 Female

Marital Status

Age

 Single

Was the employee paid for the day of injury?

 Yes

. . . sole proprietor?

. . . partner?

ACCIDENT OR
DISEASE

 Yes  No
 Yes  No
Date of Injury (if applicable) Time of injury (Hours; Minute AM/PM) (if applicable) Date employer notified of injury or O/D

 Divorced  Widowed

Was employee in your employ when injured or disabled
by occupational disease (O/D)?
 Yes  No
Supervisor to whom injury or O/D reported

Address or location of accident (Also provide city, county, state) (if applicable)

Accident on employer’s premises? (if applicable)

 Yes  No
What was this employee doing when the accident occurred (loading truck, walking down stairs, etc.)? (if applicable)
How did this injury or occupational disease occur? Include time employee began work. Be specific and answer in detail. Use additional sheet if necessary.

Witness

Specify machine, tool, substance, or object most closely connected with the accident
(if applicable)
Part of body injured or affected

INJURY OR DISEASE

 Married

Department in which regularly employed:

 Yes  No

If fatal, give date of death

Nature of Injury or Occupational Disease (scratch, cut, bruise, strain, etc.)

Was there more than one
person injured in this
accident? (if applicable)

Witness

 Yes  No

Witness
Did employee return to next scheduled shift after
accident? (if applicable)

Will you have light duty work
available if necessary?

 Yes  No
If validity of claim is doubted, state reason

IMPORTANT

Emergency Room  Yes  No

How many days per week does
employee work?

S


M


T


W


Date employee was hired

Was the employee hired to
work 40 hours per week?  Yes  No

 Yes  No

Location of Initial Treatment

Treating physician/chiropractor name

Scheduled
days off

IMPORTANT
LOST TIME INFO

Primary Language Spoken

How long has this person been employed by you
in Nevada?

 No

Employee’s occupation (job title) when hired or disabled

Is the injured employee a corporate officer?

Telephone

OSHA Log #

Birthdate

(If applicable)

In which state was employee hired?

FEIN

T


Hospitalized  Yes  No
Last day wages were earned

 am  pm

From

F


S


Rotating


 am  pm

Are you paying injured or disabled employee’s wages during disability?  Yes  No

Last day of work after injury or disability

If not, for how many hours a week
was the employee hired?

To

Date of return to work

Number of work days lost

Did the employee receive unemployment compensation any time during the last 12
months?
 Yes  No
 Do not know

For the purpose of calculation of the average monthly wage, indicate the employee’s gross earnings by pay period for 12 weeks prior to the date of injury or disability. If the
injured employee is expected to be off work 5 days or more, attach wage verification form (D-8). Gross earnings will include overtime, bonuses, and other remuneration, but
will not include reimbursement for expenses. If the employee was employed by you for less than 12 weeks, provide gross earnings from the date of hire to the date of injury
or disability.
Pay period  SUN  TUE  THUR  SAT
ends on:
 MON  WED  FRI

Emloyee  WEEKLY  MONTHLY  OTHER
is paid:
 BI-WKLY  SEMI-MONTHLY

On the date of injury or disability
the employee’s wage was: $

per  Hr  Day  Wk  Mo

For assistance with Workers’ Compensation Issues you may contact the State of Nevada Office for Consumer
Health Assistance Toll Free: 1-888-333-1597 Web site: http://dhhs.nv.gov/Programs/CHA/
E-mail: cha@govcha.nv.gov

Insurer Use
Only

I affirm that the information provided above regarding the accident and injury or occupational disease is correct
to the best of my knowledge. I further affirm the wage information provided is true and correct as taken from the
payroll records of the employee in question. I also understand that providing false information is a violation of
Nevada law.

Employer’s Signature and Title

Date

Deemed Wage

Account No.

Class Code

Date

Status Clerk

Date

Claim is:  Accepted  Denied  Deferred  3rd Party
Claims Examiner’s Signature

Form C-3 (rev.02/20)

ORIGINAL – EMPLOYER

PAGE 2 – INSURER/TPA

PAGE 3 – EMPLOYEE
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EMPLOYER'S WAGE VERIFICATION FORM
(Pursuant to NRS 616C.045(2)(d))
Please provide the following information for the employee named below by completing this form. The information is needed so that the amount of disability
compensation to which your employee is entitled may be calculated. Prompt completion and return of this form will ensure the timely payment of any
compensation due this injured worker. Please answer all questions and sign the form where indicated.

EMPLOYER: PLEASE PROVIDE THE FOLLOWING INFORMATION ANSWERING ALL QUESTIONS
Date:
Injured Employee's Name (Last/First/M.I.):
Social Security #
Date of Injury:
Date of Hire:
Claim No.:
# of days per week:
Was employee hired to work 40 hours per week: [ ] Yes [ ] No If no, # of hours per week:
per [ ] Hour [ ] Day [ ] Week [ ] Month Date the wage became effective:
On the date of injury, the employee's wage was: $
If so, during what pay period?
Was vacation paid during the applicable twelve week period?
Was the injured employee paid for any holidays during the applicable twelve
Was sick leave paid during the applicable twelve week period?
Did employee receive payment for overtime during the applicable twelve week period?
Did employee receive
week period?
termination pay during the applicable twelve week period?
per [ ] Hour [ ] Day [ ] Week [ ] Month
Provide prior wage if current wage was in effect less than 12 weeks prior to date of injury: $
During this 12-week period did employee change to a job with different (1) duties, (2) hours of employment, (3) rate of pay? [ ] Yes [ ] No
Explain:
If so, date:
to
.
Does the employee receive commissions? [ ] Yes [ ] No Period of commission earned
Indicate the amount of commission received over the last 6 months, or since date of hire: $
to
.
Does the employee receive bonuses/incentive pay? [ ] Yes [ ] No Period of bonuses/incentive pay earned
Indicate the amount of bonuses received over last 12 months, or since date of hire: $
Are the commission and bonus amounts included in GROSS EARNINGS below? [ ] Yes [ ] No
Does the employee declare tips for the purpose of worker's compensation? [ ] Yes [ ] No See payroll declaration below. Attach declaration forms.
Does the employee receive meals or lodging (excluding reimbursement for travel per diem)? [ ] Yes [ ] No (Do not include in gross earnings)
How many meals per day?______________ Monetary value of meals $____________________per [ ] Day [ ] Week [ ] Month
Lodging $_____________________per [ ] Day [ ] Week [ ] Month
TWELVE WEEK VERIFICATION FROM PAYROLL RECORDS. Report GROSS EARNINGS, include overtime payment and any other remuneration
(except reimbursement for expenses). (See NAC 616C.423)
through
. If employed less than twelve weeks, give gross earnings from date of hire to date of injury.
Give payroll information from

If absent from work for the following reasons, please specify the date(s) absent and the number code for the reason of absence.
1. Certified illness or disability; 2. Institutionalized in a hospital, or other institution; 3. Enrolled as full-time student, not employed on days of
attendance; 4. In military service other than training duty conducted on weekends; 5. Absent because of officially sanctioned strike; 6. Absence
because of leave approved pursuant to Family and Medical Leave Act.
Payroll Period
Beginning
Ending

Dates of Absence
Begin
End

Gross Salary
(Excluding Tips)

Reason
Begin

Declared
Tips

Dates of Absence
End

Payroll Period
Beginning
Ending

Reason
Begin

Dates of Absence
End

Gross Salary
(Excluding Tips)

Declared
Tips

Reason

Pay period ends on (check one) [ ] Sunday [ ] Monday [ ] Tuesday [ ] Wednesday [ ] Thursday [ ] Friday [ ] Saturday
Employee is paid:
[ ] Weekly
[ ] Bi-Weekly
[ ] Semi-Monthly
[ ] Monthly
[ ] Other
Employee scheduled day(s) off: [ ] Sunday [ ] Monday [ ] Tuesday [ ] Wednesday [ ] Thursday [ ] Friday [ ] Saturday [ ] Other
Explain "other":
Date returned to work:
Date the employee last worked AFTER injury occurred:
This information is true and correct as taken from the employee's payroll records.
Print Name:
Signature:
Date:

Employer:

Insurer:

Third-Party Administrator:

D-8
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SUPERVISOR’s ACCIDENT REPORT
This form must be completed and mailed to:
CorVel Corporation
PO Box 61228
Las Vegas, NV 89160
The purpose of the Supervisor’s Accident Investigation is to determine both the immediate and root
causes of an incident that resulted in injury or property damage or had the potential to cause injury or
damage property. By root cause we mean the underlying reasons for the accident. For example, the
immediate cause of a slip and fall may be water on the floor, but the root cause or underlying cause could
be the maintenance issues resulting in the leaking water pipe or the method used to carry water that
resulted in spilled water. Once the immediate and root causes of the accident have been determined,
preventative measures can be identified and effectively instituted.
To be effective, the investigation must be fact-finding, not fault finding.
It is the immediate manager or supervisor who has the prominent role in conducting the
accident investigation. The manager or supervisor should:
1)
2)
3)
4)
5)
6)
7)

collect the facts,
determine the sequence of events
determine the immediate cause(s)
determine the “root” or underlying cause(s),
identify controls or action(s) that will help prevent reoccurrence,
take or assign corrective action, and
follow-up to ensure that corrective action is effective.

All accidents should be investigated promptly regardless of their severity. Promptness of the investigation
is essential since conditions at the accident scene change and witnesses are likely to forget with time.
Promptness in checking the scene assures employees that management is highly concerned for their well
being.
Accident investigation reports should be submitted within 24 hours of the first notice of the incident using
the attached form to report to senior management what is being done to prevent a reoccurrence.
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Supervisor’s Accident Report
Confidential/For internal company use only
ALL ITEMS MUST BE FULLY ANSWERED

use additional pages as needed

WHO WAS INVOLVED

Injured Employee Name:

WHAT HAPPENED

WORKERS’ COMPENSATION FRAUD IS A FELONY; REPORT SUSPECTED FRAUD TO THE INSURANCE COMPANY

Task being performed at time of incident:

DOB:

Department:

Job Title:

Work Address:

City:

Date of Incident:
Shift:

AM

Phone Number:

Time of Incident:
PM

Night

Other

Was the Employee on Overtime:

State:

Zip:

PM

Date Reported:

AM
Yes

No

Time Shift Commenced:

Incident Location (specific area)
Witness(es) to Incident:
Description of event:

Describe property damage associated with the incident:

Form provided by Care West Insurance Company
P.O. Box 61228 Las Vegas, NV 89160
Phone: 866-849-4344; Fax:866-774-1846
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WHY DID IT HAPPEN

INVESTIGATION
Date of Investigation:

Person(s) Making Investigation:

Employee’s Supervisor:
Who was immediately in charge at the time of injury:
Please explain training that was provided to perform the task and when it was last provided:
Is there a written procedure describing how to safely perform the task? Explain:
Equipment involved: Type

Model No

Manufacturer

Immediate Cause:

VERIFICATION THAT ACTION HAS BEEN TAKEN

ROOT CAUSE ANALYSIS – Why the incident occurred

Corrective Action
Describe action that has been taken and what actions remain to be taken. List interim or temporary actions. Any delayed actions should be
explained.

Supervisors Signature:

Date:

Safety Committee Review:

Date:

Verification that correction is complete:
Senior Manager:

Date:

Form provided by Care West Insurance Company
P.O. Box 61228 Las Vegas, NV 89160
Phone: 866-849-7344; Fax: 866-774-1846
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"NOTICE OF INJURY OR OCCUPATIONAL DISEASE"
(Incident Report)
Pursuant to NRS 616C.015
Name of Employer
Name of Employee

Social Security Number

Date of Accident

Time of Accident

(if applicable)

(if applicable)

Telephone Number

Place where accident occurred (if applicable)

What is the nature of the injury or occupational disease?

List any body parts involved:

Briefly describe accident or circumstances of occupational disease:
(Note: if you are claiming an occupational disease, indicate the date on which employee first became aware of connection between condition and employment)

Names of witnesses:

Did the employee
leave work because
of the injury or
occupational disease?
Was first aid
provided?

YES

If yes, when (date and time)?

Has the employee
returned to work?

If yes, by whom?

Name and address of treating physician, if applicable or known

YES
NO

If yes, when (date and time)?

NO
YES
NO

Did the accident happen
in the normal course
of work? (if applicable)
Was anyone
else involved?

YES
NO

YES
NO

Names of others involved

MY EMPLOYER/INSURER MAY HAVE MADE ARRANGEMENTS TO DIRECT ME TO A HEALTH CARE PROVIDER FOR MEDICAL
TREATMENT OF MY INDUSTRIAL INJURY OR OCCUPATIONAL DISEASE. I HAVE BEEN NOTIFIED OF THESE ARRANGEMENTS.

Supervisor’s Signature

Date

Signature of Injured or Disabled Employee

Date

TO FILE A CLAIM FOR COMPENSATION, SEE REVERSE SIDE, SECTION ENTITLED, CLAIM FOR
COMPENSATION (FORM C-4).
For assistance with Workers’ Compensation Issues you may contact the Office of the Governor Consumer Health
Assistance Toll Free: 1-888-333-1597 Web site: http://dhhs.nv.gov/Programs/CHA E-mail: cha@govcha.nv.gov
Employee should sign, date and retain a copy.

Original to Employer, Copy to Employee
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C-1 (Rev. 01/20)

WORKERS’ COMPENSATION FRAUD STATEMENT
Care West Claims Management

Administered by CorVel Corporation
P.O. Box 61228
Las Vegas, NV 89160
Phone: (866) 849-4344; Fax (866) 774-1846

Workers’ Compensation Fraud
Definition: Workers’ Compensation fraud laws make it a felony for anyone to file a false or fraudulent
statement or to submit a false report or any other document for the purpose of obtaining or denying
Workers' Compensation benefits. Anyone caught performing these illegal acts will be prosecuted. If
convicted, the person can face up to 4 years in prison and/or a fine.
Statement
In an effort to keep our workers' compensation program fair for all, we must guard against fraud. Filing a
Workers' Compensation claim means you were injured on the job and not elsewhere. This means you
have no doubt that your injury occurred on the job.
Furthermore, you are required to provide the true facts. Information that is false, inaccurate, withheld
or exaggerated could constitute Workers' Compensation fraud.
Each filed claim is reviewed and may be fully investigated. If any of the facts are found to be false,
inaccurate, withheld or exaggerated, disciplinary action including termination will be taken. Legal action
may also be taken. We bring these matters to your attention because Workers’ Compensation fraud is
against the law.

I have read the statement above and understand that Workers' Compensation fraud is against the law.

Signature

Print Full Name

Date
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FRAUDE EN LA COMPENSACIÓN DE TRABAJADORES
Care West Claims Management

Administrada por CorVel Corporation
P.O. Box 61228
Las Vegas, NV 89160

Teléfono: (866) 849-4344. Fax: (866) 774-1846

Fraude en la compensación de trabajadores
Definición: Según las leyes contra el fraude en la compensación de trabajadores, constituye un delito emitir una
declaración falsa o fraudulenta o presentar un informe falso o cualquier otro documento falso con el propósito de obtener
o denegar beneficios de compensación de trabajadores. Se perseguirá a cualquier persona que sea sorprendida
cometiendo estos actos ilícitos. Si se le declara culpable, tal persona puede enfrentar penas de hasta 5 años de cárcel y/o
$150.000,00 de multa.

Declaración
A fin de procurar que nuestro programa de compensación de trabajadores siga siendo justo para todos, debemos
protegernos del fraude. Presentar un reclamo de compensación de trabajadores significa que usted sufrió una lesión en el
trabajo y no en algún otro lugar. Esto significa que usted no tiene duda alguna de que su lesión ocurrió en el trabajo.
Además, la ley estatal de California dispone que usted tiene la obligación de proveer información verídica. Proveer
información falsa, imprecisa o exagerada, o incluso ocultar información, podría constituir fraude contra la Compensación de
Trabajadores.
Cada reclamo presentado se somete a revisión y puede ser investigado cabalmente. Si se determina que alguna parte de la
información es falsa, imprecisa o exagerada, o que se ocultó, se aplicarán medidas disciplinarias que incluyen el despido.
También podrán tomarse acciones legales. Le mencionamos esto porque el fraude contra la Compensación de Trabajadores
es un acto contrario a la ley.

Leí la declaración anterior y comprendo que el fraude en la Compensación de Trabajadores es un acto contrario a la ley.

______________________________
Firma

______________________________
Nombre completo (en letra de molde)
______________________________
Fecha
Page 18 of 20

UNIVERSAL PAIN ASSESSMENT TOOL
This tool is intended to help assess pain.
Use the faces or behavioral observations to interpret expressed pain intensity
Please circle your pain level
Por favor circule su nivel de dolor

Verbal
Descriptor Scale
Wong-Baker
Facial Grimace
Scale

Activity
Tolerance Scale
Spanish

Alert, Smiling

No Humor
Serious Flat

Furrowed Brow
Pursed Lips Breath
Holding

Wrinkled Nose
Raised upper lip
Rapid Breathing

Slow blink
Open mouth

Eyes closed
Moaning
Crying

NO PAIN

CAN BE IGNORED

INTERFERES WITH
TASKS

INTERFERES WITH
CONCENTRATION

INTERFERES WITH
BASIC NEEDS

BED REST
REQUIRED

SIN DOLOR

PUEDE SER
IGNORADA

INTERFIERE CON
TAREAS

INTERFIERE CON
CONCENTRACIÓN

INTERFIERE CON
NECESIDADES
BÁSICAS

CAMA RESTO SE
REQUIERE
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