
Metropolitan Board of Public Education 

OCCUPATIONAL INJURY/ILLNESS FORM 
(Read Procedures on the back of this form) 

Please Fax Form with 24 Hours of Injury 

All Sections must be completed before faxing 

  

SECTION 1:  EMPLOYEE 

SECTION 2:  MEDICAL RELEASE OF INFORMATION (EMPLOYEE MUST SIGN) 
Medical Care Provided for Injury/Illness:            

EmƉloǇee͛Ɛ Sƚaƚemenƚ ʹ Give details of how the accident occurred: 

Body Part(s) Injured:  

Nature of Injury/Illness (cut, Sprain, fracture, etc.):  

Location of Accident (kitchen, stairs, etc.):  
FAILURE TO AUTHORIZE RELEASE OF RECORDS MAY RESULT IN DELAY OR DENIAL OF BENEFITS. 

I hereby authorize any physician, medical facility or health care provider to whom a copy or photocopy of this authorization is delivered to furnish any information, 

reports, or copies of records which relate directly or indirectly to the above described injury/illness, specifically including medical, dental, psychological, psychiatric and 

/or substance abuse records, to the Metropolitan Nashville Board of Education, the Civil Service Medical Examiner, Benefit Board and/or Metropolitan Nashville Board 

of Education.  A photocopy shall be as vailid as an original signed copy and this authorization remains in force for the duration of my claim for benefits for the condition 

reported hereon.  

Employee Signature: 

SECTION 3: SUPERVISOR
SƵƉeƌǀiƐoƌ͛Ɛ Sƚaƚemenƚ ʹ Please list how accident occurred as reported by employee, any unsafe acts of employee, or unsafe conditions: 

Did Employee report the injury/illness immediately (within 24 hours)?:         Yes       No  (If not, explain the reason for the delay):

Were there any Witnesses?           Yes       No 

Was employee on the job performing his/her duties at the time of accident?:         Yes      No 

Unsafe Condition (ex. No guardrail, no fire extinguisher, none, etc.):  

Was a Safety Procedure Violated:         Yes       No   
 Explain:

Unsafe act of employee: (ex. Inattention to footing, not wearing safety glasses, none, etc.):  

Name the object or substance that directly injured employee:

Was motorized vehicle or equipment involved?          Yes             No
  Supervisor Name (print)  Supervisor Signature  Date  Phone # 

To be completed by tŽƌŬƉůĂĐĞ�^ĂĨĞƚǇ�KĨĨŝĐĞ

Approved By: _______________________  Date: ____________    Denied By: ___________________________  Date: _________ 

�5HYLVHG���������

Employee Name:   Last Name     First Name: Middle Initial: Date of Birth: Social Security Number: Gender: 

Race: 

Home Address: City: State: Zip Code: Home Phone #: 

EmƉloǇee͛Ɛ SchoolͬDeƉaƌƚmenƚ͗ EmƉloǇee͛Ɛ Job Tiƚle͗ Date of Hire: Work Phone #: 

DEW^�Employee Number: Emplo y   e e Work Hours:

Begin Time:  __________   AM     ��End Time: ____________ PM 

SEND CLAIMS TO �^��
 

FAX (615) ϱϭϱͲϰϴϯϴ
Or 

Call In: (615) ϯϲϬͲϬϮϱϳ�M-F�
Daytime Hours ONLY 

FORM 1ϬϬ

Claim #: 

Date of Report ____________________ Date of Injury/Illness ______________________ Time of Injury/Illness  ______AM  ______PM 

0UIFSEŽ�dƌĞĂƚŵĞŶƚ DĞƚƌŽ�/K���ůŝŶŝĐ �ŵĞƌŐĞŶĐǇ�ZŽŽŵ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

�ĞƌƚŝĨŝĐĂƚĞĚ ^ƵƉƉŽƌƚ

Phone #:(2) Name:Phone #:(1) Name:

Date:_______________________________________________________

  



The MeWURSRliWaQ NaVhYille PXblic SchRRlV dReV QRW SaUWiciSaWe iQ WRUkeU¶s Compensation Insurance 

The District is a self-insured agency. 

PROCEDURES FOR� IOD AND INSTRUCTIONS FOR COMPLETING THE  
OCCUPATIONAL INJURY/ILLNESS FORM 

�� ,W�LV�WKH�UHVSRQVLELOLW\�RI�WKH�LQMXUHG�HPSOR\HH�WR�LPPHGLDWHO\�UHSRUW�DQ\�LQMXU\�WR�KLV�RU�KHU�VXSHUYLVRU�ZLWKLQ����KRXUV�RI
WKH�LQMXU\�DQG�WR�FRPSOHWH�WKH�2FFXSDWLRQDO�,QMXU\�,OOQHVV�IRUP��)RUP������� ,I�WKH�HPSOR\HH�GRHV�QRW�UHSRUW�WKH�LQMXU\�WR
WKHLU�VXSHUYLVRU�ZLWKLQ����KRXUV�WKH\�PD\�ORVH�WKHLU�EHQHILW�ULJKWV�

�� ,Q�D�OLIH�WKUHDWHQLQJ�HPHUJHQF\�LPPHGLDWHO\�FDOO�����IRU�WUDQVSRUW�WR�WKH�QHDUHVW�'DYLGVRQ�&RXQW\�KRVSLWDO�HPHUJHQF\�URRP�WR
WKH�ZRUNSODFH�

�� 7KH�(PSOR\HH�LV�WR�FRPSOHWH�DOO�RI�6HFWLRQV���DQG���RI�WKH�2FFXSDWLRQDO�,QMXU\�,OOQHVV�)RUP�
�� 7KH�6XSHUYLVRU�LV�WR�FRPSOHWH�DOO�RI�6HFWLRQ���RI�WKH�2FFXSDWLRQDO�,QMXU\�,OOQHVV�)RUP�
�� )D[�WKH�)RUP�����2FFXSDWLRQDO�,QMXU\�,OOQHVV�IRUP�WR�WKH�UHSRUW�OLQH��'2�127�WDNH�WKLV�IRUP�WR�DQ\�PHGLFDO�IDFLOLW\�
�� $OO�VWDWHPHQWV�IURP�6XSHUYLVRUV�DQG�ZLWQHVVHV��DQG�DOO�PHGLFDO�LQIRUPDWLRQ�PXVW�EH�UHFHLYHG�LQ�WKH�:RUNSODFH�6DIHW\

2IILFH�EHIRUH�D� GHWHUPLQDWLRQ�RI�WKH�FODLP�FDQ�EH�PDGH�
�� 7KH�HPSOR\HH�LV�WR�DOZD\V�WDNH�WKH�)RUP�����WR�HDFK�GRFWRU�DSSRLQWPHQW�IRU�FRPSOHWLRQ�� 7KH�HPSOR\HH�PXVW�WKHQ

LPPHGLDWHO\�WDNH�D�FRS\�RI�WKH�FRPSOHWHG�)RUP�����WR�KLV�KHU�VXSHUYLVRU�VR�WKDW�WKH\�DUH�DZDUH�RI�WKH�ZRUN�VWDWXV�DQG�FDQ
FRGH�SD\UROO�DFFRUGLQJO\�

�� $IWHU�HDFK�PHGLFDO�DSSRLQWPHQW�DOO�UHVWULFWLRQV�PXVW�EH�GLVFXVVHG�ZLWK�WKH�HPSOR\HH¶V�VXSHUYLVRU�ZKR�ZLOO�GHWHUPLQH�ZKHWKHU
WKH�UHVWULFWLRQV�FDQ�EH�DFFRPPRGDWHG�� ,I�WKH�UHVWULFWLRQV�FDQQRW�EH�DFFRPPRGDWHG��WKH�HPSOR\HH�LV�WR�UHPDLQ�DW�KRPH�XQWLO
WKH�QH[W�PHGLFDO�DSSRLQWPHQW�WR�VHH�LI�WKH�UHVWULFWLRQV�DUH�OLIWHG�� ,I�UHVWULFWHG�GXW\�FDQQRW�EH�DFFRPPRGDWHG�WKH
VXSHUYLVRU�HPSOR\HH�PXVW�UHSRUW�VXFK�WR�WKH�:RUNSODFH�6DIHW\�2IILFH�#����������

�� $OO�HPSOR\HHV�DUH�WR�UHFHLYH�LQMXU\�RQ�GXW\��,2'��GD\V�XS�IURQW��$Q�HPSOR\HH¶V�VLFN�GD\V�DUH�QRW�WR�EH�XVHG�XQOHVV�WKH
FODLP�LV�GHQLHG�RU�LI�WKH�HPSOR\HH�GRHV�QRW�VXEPLW�WKH�PHGLFDO�LQIRUPDWLRQ�WR�VXEVWDQWLDWH�WKH�FODLP�� ,2'�GD\V�DUH�WR�EH
FRGHG�E\�WKH�VFKRRO�GHSDUWPHQW�WLPHNHHSHU�

��� $Q\�HPSOR\HH�RII�ZRUN�IRU�DQ�LQMXU\�RQ�GXW\�FDQQRW�ZRUN�D�VHFRQG�MRE��$OO�LQMXUHG�HPSOR\HHV�PXVW�UHSRUW�D��QG�MRE�RU
VXPPHU�MRE�WR�WKH�VXSHUYLVRU�DQG�WR�WKH�:RUNSODFH�6DIHW\�2IILFH�

��� $Q\�HPSOR\HH�ZRUNLQJ�RQ�UHVWULFWHG�GXW\�ZKR�KDV�D�VHFRQG�MRE�PXVW�DGKHUH�WR�WKH�VDPH�UHVWULFWLRQV�RQ�WKH�VHFRQG�MRE�
��� $Q\�HPSOR\HH�ZRUNLQJ�RQ�UHVWULFWHG�GXW\�GXH�WR�DQ�LQMXU\�RQ�GXW\�PD\�QRW�ZRUN�RYHUWLPH�KRXUV�
��� ,I�DQ�DFFLGHQW�LV�GHQLHG�DV�DQ�LQMXU\�RQ�GXW\��WKH�HPSOR\HH�PD\�ILOH�D�ZULWWHQ�DSSHDO�ZLWKLQ�WHQ������GD\V�WR�WKH�6HQLRU�'LUHFWRU�

2IILFH�RI�(PSOR\HH�5HODWLRQV�������%UDQVIRUG�$YHQXH��1DVKYLOOH��71��������
��� 0HGLFDO�DQG�SK\VLFDO�WKHUDS\�DSSRLQWPHQWV�FDQQRW�EH�FDQFHOOHG�ZLWKRXW�ILUVW�QRWLI\LQJ�WKH�FDVH�PDQDJHU�RU�WKH�DGMXVWHU�
��� ,Q�WKH�HYHQW�RI�VHULRXV�LQMXU\�RU�GHDWK��WKH�VXSHUYLVRU�VKDOO�QRWLI\�WKH�GHSDUWPHQW�KHDG�LPPHGLDWHO\�DQG�WKH\�ZLOO�QRWLI\�WKH

:RUNSODFH�6DIHW\�2IILFH�#����������RU����������
��� 7KH�)DPLO\�0HGLFDO�/HDYH�$FW��)0/$��ZLOO�DXWRPDWLFDOO\�UXQ�FRQFXUUHQW�ZLWK�DQ�LQMXU\�RQ�GXW\�FODLP��1R�)0/$

SDSHUZRUN�LV�UHTXLUHG�

SUPPORT EMPLOYEES 

All medical bills must be sent to Alternative Service Concepts, PO Box 291587, Nashville, TN 37229-1587

FRAUDULENT CLAIMS 
An employee that knowingly falsifies information regarding the circumstance of his/her purported injury 
or their continued convalescence and recovery will be held liable for the expense of this claim and may be 

subject to disciplinary action to include termination.

�ůů�ƚƌĞĂƚŵĞŶƚ�ŵƵƐƚ�ďĞ�ƉƌŽǀŝĚĞĚ�ďǇ�ƚŚĞ�DĞƚƌŽ�/K���ůŝŶŝĐ�;DŽŶĚĂǇͲ&ƌŝĚĂǇ͕�ϳ͗ϬϬĂŵ�Ͳϰ͗ϬϬƉŵ�Λ�ϯϯϳ�ϮϭƐƚ��ǀĞŶƵĞ�EŽƌƚŚ͕�EĂƐŚǀŝůůĞ͕�dE��ϯϳϮϬϯͿ�
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