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Learning Objectives

Know the benefits of recovering while on the job and
reducing medically unnecessary time away from the job.

Know how to complete and understand the Work Status Report.
Know the rule that addresses return to work and the form.
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Disclaimer

This presentation is for educational
purposes only and provides general
information. It is not a substitute for a full
review of statutes and rules.

System participants are responsible for
knowing and complying with the applicable
sections of the Texas Insurance Code
(Insurance Code), Texas Labor Code (Labor
Code), and Texas Administrative Code
(TAQ).

Any opinions expressed by the speakers are
personal and do not constitute or reflect
any statement of policy by the Texas
Department of Insurance, Division of
Workers’ Compensation (DWC).
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https://statutes.capitol.texas.gov/?link=IN
https://www.tdi.texas.gov/wc/act/index.html
https://texas-sos.appianportalsgov.com/rules-and-meetings?interface=VIEW_TAC&part=2&title=28

Goals and legislative intent.
Wy,
)
[ ) I Support for return-to-work (RTW).
"&&& y,
Overvi )
verview Treating doctor and other health care practitioners’ roles in
RTW.
Wy,
. . . \
Completing the billing for the Work Status Report (DWC
Form-73) and the Employer’s form Description of the
Injured Employee’s Employment (DWC Form-074). )
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Goals; Legislative Intent; General Workers'
Compensation Mission of Department

A basic goal of the Texas workers'
compensation system is to facilitate
the injured employee’s return to
employment as soon as it is
considered safe and appropriate by the
employee’s health care provider.

TDI Division of Worketrs'
Compensation



Intent of the Legislature
Implementing this Goal

’// The workers' compensation system must:

* Encourage the safe and timely return of injured
employees to productive roles in the
workplace.

* Provide timely, appropriate, and high-quality
medical care supporting restoration of the
iInjured employee’s physical condition and
earning capacity.

TDI Division of Worketrs'
Compensation



Structure for RTW

Promoting safe and timely return of injured employees
to productive roles in the workforce includes: /\ \
l

Case
Management

* Treatment guidelines.

* RTW guidelines.

/ \.\/*-\

| Employer
RTW
Programs

* Employer RTW programs.
7 B
« Case management. / \

“_  RTW

\ Guidelines

Treatment
Guidelines

TDI Division of Worketrs'
Compensation






Medical Associations Advocate
Working Through Recovery

» American College of Occupational and
Environmental Medicine (ACOEM).

* International Association of Industrial Accident
Boards and Commissions (IAIABC).

 American Medical Association (AMA).

* American Academy of Orthopedic Surgeons
(AAQS).

* And many more.

TDI Division of Worketrs'
Compensation



Benefits of Working

|
 Recover faster. | \y 4
) . ‘
* Prevent de-conditioning. i

N

* Minimize social and psychological
dysfunction.

* Retain job skills.

* Retain employment.

'''''''
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Consequences of Medically
Unnecessary Lost Time

* Poor mental and physical health.

* Financial hardship.

* Family issues.
* Social isolation.
* Lose connection to employer.

* Lose job related benefits.

 Could lose job.

TDI Division of Worketrs'
Compensation



Treating Doctor and
other Health Care
Practitioner’s Role

In RTW




Treating Doctor’s Role

» Establish RTW or stay at work (SAW) expectations
with the injured employee, beginning with the first
visit, and discuss often.

« Communicate reqgularly with referral and ancillary
health care providers about the injured employee’s
care and RTW expectations.

* Incorporate working into your treatment plan.

» Use DWC's adopted RTW guideline (MDGuidelines)
for disability durations.*

*Networks use their own RTW guidelines.

TDI Division of Worketrs'
Compensation



Treating Doctor’s Role

Insurance carriers, health care
practitioners, and employers must use
DWC's adopted non-network RTW
guidelines for the evaluation of expected
or average RTW time frames.

MDGuidelines

www.mdguidelines.com
Phone: 800-442-4519

TDI Division of Worketrs'
Compensation


http://www.mdguidelines.com/

Treating Doctor’s Role

 Be aware of non-medical factors that may
Interfere with successful treatment and RTW.

* Encourage the injured employee to take an
active role in their recovery.

* Explain that pain doesn’t mean they cannot
be active or working.

TDI Division of Worketrs'
Compensation



Treating Doctor’s Role

* Assess the injured employee’s abllities in relation
to functions or duties not “jobs.”

* |dentify and focus on what the injured employee
, can do.

* Talk to the employer about options for restricted
and modified assignments.

* Do not take an injured employee off work just
because they can not perform their exact job, or
that the employer does not offer restricted or
modified assignments.

TDI Division of Worketrs'
Compensation



Treating Doctor’s Role

DWC Form-073. .A

* Do not wait until the injured employee is at '
maximum medical improvement (MMI) before
releasing the injured employee to work.

Y

)

* Release the injured employee to work as soon as # y

*
. L]
o
-
¥ ’
—

‘\
[

-

« Specify the injured employee’s abilities on the "

It is medically appropriate, it is the employer’s
responsibility to make employment decisions.

———
—

TDI Division of Worketrs'
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What if the employer does not have
a job for the injured employee?

* Does not impact eligibility for income benefits.

* Entitled to temporary income benefits (TIBs) to
compensate for lost wages until reaching
MMI.

* TIBs are adjusted to match fluctuations in
employee’s earnings.

Division of Workers'

Compensation



Referral Doctor and
Ancillary Health Care Practitioners

* Collaborate with the treating doctor and
iInjured employee on establishing RTW goals.

* Coordinate the injured employee’s health
care and work status with the treating doctor.

e Referral doctor should submit the DWC
Form-073, when required.

TDI Division of Worketrs'
Compensation
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Texas Workers' Compensation Work Status Report
I. GENERAL INFORMATION Diate Sent for van punposas aniyy:
1. Injured Employee’s Name Ba. Doctor' s/Delagating Doctor's Mame and Degree (8B, PA J APRN Mame (f compiesng form)

2. Daate of Injury 3. Social Security Number [last & Facility Name 5. Employer's Name
o) MO0 X0

4. Employes’s Description of InjurylAccidenit [7. FacilitwDoctor Phone and Fax Numbers :r?c;frlpluwl’ Fax Number or Email Address ¢

. FacilitwDoctor Address (Siree, Chy, Saie. ZF Code) |11, InSurance Canrier

12. Carrier’s Fax Mumber or Email Address [if

([ ]
Il. WORK STATUS INFORMATION
13. The injured employee's medical condition resulting from the workers' compensation injury:
[ &) will aliow the emplayes to return to work as of ) I without restrictions: OR

r—lbl will allow the employee 1o return o work asof I with the restrictions id in PART 1N, which are expecied bo last through

) I ; OR
:lc]us:w:ﬂ:d:ﬂsl.il:mhm:wﬂhnnminghmhad ) i/ and is expeciad o conlinue through ! i

, ° °
Thes following describes how this injury presents the employee from returning to work:
Hl. ACTIVITY RESTRICTIONS | = if box 13b is checked I I I I g

4. Posture Restrictions (il anyl . B 18. Misc. Restrictions [ ary)

hours perday [0 2 4 & 8 [Other: por day Max hours per day of weork:
[Standing Walking | ] [ | Sit/siretch breaks of per

]
[Sitting ] (Climbing stairs/ladders il Musi wear splini/cast ot work
= quatting |m|m] Graspingisqueesing L] ] Must us= cruiches al all times
Bendingsioopng )LL) Wirisl Sexoniexdension | ] H Mo drvingioperaling heavy squipmer
Pushing/pulling K

]
] Reaching [ |Can only drive aulomalic ransmission
[Tweisling (i ] Creshwead reaching Mo skin conlact with
oot Keyooarding ] Mo runring
18 Restrictions Specific To (il applicable): (Oher: [ | Dressing changes necessary ol work
] Leht handiwrist [ Leftleg —

Right handiveist [ Rightl=g 18. Lif'Carry Rostrictions (il any):
Left arm B
i

Back [ May not lifticarry abjscts mare than s, fiar mone | e werk £ hours/day wark:
Right arm Left Toaltankis D inexireme holicold environmenis
Meck Right foob/arids than_____ haurs per day ] at heights or on scaffolding
Ioher (] May not parform any liftingicamying T

Otther: [Jetevaied dean & dry
[1&. Other Restrictions (i ary) [20. Medication Restrictions (il any):
Must isfe prescription medicaon(s)
Advised 1o lake over-the-counter meds [S—
Medicalion may make drowsy (possible
safebyidiiving isswes)

IV: TREATMENT/FOLLOW-UP APPOINTMENT INFORMATION
21. Work Injury Diagnosis 22 Expected Follow-up Services Inchude:
Information: [[] Evaluation by the tnsating doctar on | E
[] Referal indcanmult with
[] Physical medicine X per week for weeks starting on y
[] Special studies (ist): an A iy at H
[] Wone. This is the last scheduled visil for this problem. AL this §me. no further medical care is anticipated
Date /Time of Visit | Employee’s Signature Visit Type: Role of Health Care Practitioner:

[ nitial [ Trealing daclor g Consulling docice [ Designaied dacior
P&

Discharge Time: | Hosith Gane PraciBaners Licerme # L Refermal doctor [ Caheer doctor
scharge Time St | [ Faliow-up 5 RME dostar 1 APRN

EANCETS Plaw, (5010

TDI Division of Worketrs'
Compensation




What is the DWC Form-073?

DWCOT3
e taeacn a it carna
el ek ety rcl =
Texas Workers' Compensation Work Status Report
|. GENERAL INFORMATION Date Sant (fr varsmission purposes caly:
1. Injured Employee’s Name 8a. Doctor's/Delegating Doctor's Name and Degree  (8b. PA / APRN Narme (if completing form)
2 Date of Injury 3. Social Security Number (2=l [5. Faciity Name . Employers Hame
Jfour ) JO0K- XX
4. Employes’s iption of Inj i [ i Phone and Fax Numbers ||—0 Employer's Fax Number or Email Address (¥
unce

. FacilityDoctor Address (Srest, Cry, Swate. 2I° Coce) [11. Insurance Carrier

12. Carrier’s Fax Number or Email Address (T

A communication tool used to inform the

1. The injured employee’s medical condifion resulfi

1 from the workers' compensation injury:

[ a) will ahow the empioyes to return to work asof ___| _ without restrictions. Oft

Insurance carrier, employer, and injured T
employee of the injured employee's e

functional abilities and whether the injure == =
employee can work, with or without
restrictions, or is unable to work. .

Must take prescription medicaon(s)
Ackised lo ke overthe-counter meds
Mecication may maite drowsy (possibie
saletyldriving issuss)

__andis expected o cortinue thiough ] ]

18. Misc. Restrictions (f ar}

1]
Pushing/pulling I [Reaching Il 1 [} Can only deive automatic tar
wisling 1111 [Crverhead reaching I | No skin contact with
[other [Keyboarding | ] |Na runring
(il applicablel [tier. | Dressing changes necessary at work

Leftleg

i leg [T8. LiftCarry Restrictions (il any): , r .
Back May not liflicarry objects mare San e, far mare [ Ne werk [  hoursidy wark:
Left footiankle D in extreme hoticold environments

Right fost/arkie haurs per day

IV: TREATMENT/FOLLOW-UP APPOINTMENT INFORMATION
21. Wark Injury Diagnosis 22 Expected Follow-up Services Include:
Information: 0] Evahuation by the treafing docior on ¥ ! at amJjpm

on - amipm
X per week for weeks stariing on i s amipm
] Special stugies (ist) an I I aM___:  amipm

[] Nene. This is he last seheduied visit for this problem. Al this Gme, no fther medical care is anficpated
Date (Time of Visit: | Empioyes's Signature Visit Type: | Role of Health Gare Practitioner:
[ initial [ Treaing doctor g Consulling docter [ Designaled docior
3 r = Referral daclor A ] Other doster
Discharge Time: | Hesiih Care Praciioner's Sigratuee | Licerse # o |
scharge Time: [mEEE T |= v .
T R, 0318 Page 102

Division of Workers'

Compensation




When is a DWC Form-073 submitted?

* On the initial visit with the treating doctor and
referral doctor; or delegated physician assistant (PA),
or delegated advanced practice registered nurse
(APRN), regardless of work status.

* When activity restrictions substantially change or
work status changes.

* At the request of the insurance carrier:

« Must be based on scheduled appointments with the
injured employee and not more than once every two
weeks.

TDI Division of Worketrs'
Compensation



Definitions

Work status — refers to whether the injured employee’s
medical condition:

* Allows the injured employee to RTW without restrictions
(which i1s not equivalent to MMI);

* Allows the injured employee to RTW with restrictions; or
* Prevents the injured employee from RTW.

TDI Division of Worketrs'
Compensation



Definitions

Substantial change in activity restrictions — means a change in
activity restrictions caused by a change in the injured employee’s
medical condition, which either:

* Prevents the injured employee from working under the
previous restrictions.

* Allows the injured employee to work in an expanded and more
strenuous capacity than the prior restrictions permitted
(approaching the injured employee’s normal job).

TDI Division of Worketrs'
Compensation



Who gets the DWC Form-073?

The injured employee

e At the time of the examination.

* By hand delivery or electronic
transmission if the injured employee
agrees to receive the report by electronic
transmission.

TDI Division of Worketrs'
Compensation



Who gets the DWC Form-073?

The employer

* Not later than the end of the second working
day after the date of examination.

* By electronic transmission if the employer's
facsimile number or email address has been
provided; otherwise, the report shall be filed by
personal delivery or mail.

TDI Division of Worketrs'
Compensation



Who gets the DWC Form-073?

The insurance carrier

» Sent to insurance carrier not later than the
end of the second working day after the
date of examination.

* By electronic transmission.

TDI Division of Worketrs'
Compensation



Part 1I: Work Status Information

Employee can work without restrictions

DWCO073

Empleado - Es requerido que usted reporte su lesidn a su empleador dentro de 30 dias si es
que su emplaador cuanta con un sagure de compensacion para trabajadores. Usted tiene
derecho a recibir asislencia gratuita por parte dal Deparfiameanto de Seguros de Taxas, Division
de Compansacion para Trabajadoras (DWC), vy es posible gue tenga dareacho a recibir ciertos

Employee - You are reguired 1o report your injury o your employer within 30

days il your employer has workers' compensalion insurance. You have the
beneficios médicos ¥ de ingrasos. Para oblener mas informacidn llame a DWC al 800-252-7031.

3‘:: ; '.i..-.J-’,: right to frea assistanca from the Taxas Dapartmeant of Insurance, Division of
l:é. _‘a'_.“-l Waorkars' Compansation (DWW C) and may be entitled to certain madical and
. _r; - income benefits. For further information call DWC at 800-252-T031
Texas Workers’ Compensation Work Status Report
. GENERAL INFORMATION Date Sent (for transmission purposes only): 09'01 '2024
1. Injured Employee’s Name I5a. Doctor’s/Delegating Doctor's Name and Degree |sb. PA | APRN Name (if completing form)
Augusta Wind Wiley Waites MD Theo Suess, APRN
2. Date of Inju 3. Social Security Number (last |6. Facility Nam . . o 9. Employer's MName
09-01-2024 [oun xoocxx- 0123 Any Medical Clinic Yard of the Month Company
4. Employee’s Description of Injury/Accident 7. Facility/Doctor Phone and Fax Numbers 10. Employer's Fax Number or Email Address (if
316-262-1492 / 316-262-1493  |xmown) 555-444-3210
Fell into a truck at worksite |8. Facility/Doctor Address (Strest, City, State, ZIF Code) [11. Ins‘l.i\r,anc:i((:airier C
. . onka Insurance Company
Wlth cut to ”ght Iower Ieg° 900 E. MUIberry Street 12. Carrier's Fax Number or Email Address (if
Whoville TX 99999 [ 444-555-6789

I. WORK STATUS INFORMATION (Fully complete one box including estimated dates, and a description in 13c, if applicable)
13. The injured employee’'s medical condition resulting from the workers' compensation injury:
ma} will allow the employee to return to work as of 09 ! 01 ! 2024 without_restrictions: OR

! ! with_the restrictions identified in PART I, which are expected to last through

Db'_l will allow the employee to return to work as of

! ! . OR
! ! and is expected to continue through

||:|l::} has prevented and still prevents the employee from returning to work as of
The following describes how this injury prevents the employee from returnming to work:

TDI Division of Worketrs'
Compensation




Part 1I: Work Status Information

Employee can work with restrictions

1]

Cr e
¢ N
Yof

.“-
-

ok

v

AoPhiry

TEX A%

" Employes - You ars reguired to report your injury o your employer within 30
o days if your employer has workers' compansalion insurance. You have the

right to freee assistance from the Texas Department of Insurance, Division of
i Workaers" Compansation (DWC) and may be entiled to certain meadical and
incomea banefits. For further information call DWC at B00-252-T031

Empleado - Es requerido que usted reporte su lesidn a su empleador dentro de 30 dias si es
que su ampleador cuenta con un seguro de compensacidén para tabajadoras. Usted tiens
derecho a recibir asislencia gratuila por parte del Departamento da Seguros de Taxas, Division
de Compensacion para Trabajadoras (DWC), y es posible gue tenga derecho a recibir ciertos
benaficios méadicos y de ingrasos. Para obtener mas informacion llame a DWC al 800-252-7031.

DWCO073

Texas Workers’ Compensation Work Status Report

. GENERAL INFORMATION
1. Injured Employee’'s Name

Augusta Wind

Date Sent (for transmission purposes only):

09-01-2024

I5a. Doctor's/Delegating Doctor's Name and Degree

Wiley Waites MD

|sb. PA | APRN Name (if completing form)

Theo Suess, APRN

2. Date of Inju 3. Social Security Number (last
09-01-2024 frour) x00x-x-

i l:m"wNaml‘-iny Medical Clinic

[ "™ Yard of the Month Company

4. Employee’s Description of Injury/Accident

Fell into a truck at worksite
with cut to right lower leg.

7. Facility/Doctor Phone and Fax Numbers

316-262-1492 / 316-262-1493

10. Employer's Fax Number or Email Address (if

nwn) 555-444-3210

|8. Facility/Doctor Address (Street, City. State, ZIF Code)

900 E. Mulberry Street
Whoville TX 99999

11. Insurance Carrier

Wonka Insurance Company

12. Carrier's Fax Number or Email Address (if

fncum) 444-555-6789

[_la) will allow the employee to return to work as of

10 ;, 01 , 2024 . or

||:||::} has prevented and still prevents the employee from

. WORK STATUS INFORMATION (Fully complete one box including estimated dates, and a description in 13c, if applicable)

13. The injured employee’'s medical condition resulting from the workers' compensation injury:

! ! without_restrictions: OR

b] will allow the employee to return to work as of 09 ) 01 ! 2024 with_the restrictions identified in PART I, which are expected to last through

returning to work as of ! !

The following describes how this injury prevents the employee from returning to work:

and is expected to continue through ! !

Division of Worketrs'
Compensation

TDI



Part 1I: Work Status Information

Employee is unable to work

ST OF o, Employee - You are reqguired to report your injury io your employer within 30 Empleado - Es requerido que usted reporte su lesion a su empleador dentro de 30 dias si es DWCDTS
T W days if your employer has workers' compensation insurance. You have the que su empleador cuenta con un seguro de compensacion para trabajadores. Usted tiene
right to free assistance from the Texas Department of Insurance, Division of deracho a recibir asislencia gratuita por parte dal Deparflameanto de Seguros de Taxas, Division

ey =

- -

%ﬁ,’!“:’ Workers' Compensation (DWC) and may be entitled ta certain medical and de Cc!rr_lpens-_av:._idn para _Trabaiadcnrﬂs (OWC), y es Fosible que tenga derecho a recibir ciertos
income benafits. For further information call DWC at 800-252-70031 beneficios médicos v de ingrasos. Para obtenar mas informacidn llame a DWC al 800-252-7031.

Texas Workers’ Compensation Work Status Report
I. GENERAL INFORMATION Date Sent (for transmission purposes only): 09'01 '2024

1. Injured Employee‘s Mame 5a. Doctor's/Delegating Doctor's Name and Degree [Sb. PA / APRN Name (if completing form)
Augusta Wind Wiley Waites MD Theo Suess, APRN
2. Date of Injury 3. Social Security Mumber (last |6. Facility Name < r— 19. Employer's Name
09-01-2024 feun 0050¢ 0123 Any Medical Clinic Yard of the Month Company
4. Employee’s Description of Injury/Accident 7. Facm /Doctor Phone and Fax Numbers 10. Employer’s Fax Number or Email Address (if

316-262-1492 / 316-262-1493  |xmowm) 555-444-3210

|8. Facility/Doctor Address (Street, City. State, ZIF Code) [11. Insurance Carrier

900 E. Mulberry Street

Fell into a truck at worksite
with cut to right lower leg.

12. Carrier's Fax Number or Email Address (if

[
Whoville TX 99999 """ 444-555-6789
. WORK STATUS INFORMATION (Fully complete one box including estimated dates, and a description in 13c, if applicable)

13. The injured employee’'s medical condition resulting from the workers' compensation injury:

Da} will allow the employee to return to work as of ! ! without_restrictions: OR
Db] will allow the employee to return to work as of ! ! with_the restrictions identified in PART Ill, which are expected to last through
! ! : OR

[X]c} has prevented and still prevents the employee from returning to work as of 1 0 ! 02 ! 2024 and is expected to continue through 1 1 ! 02 ! 2024 .
The following describes how this injury prevents the employee from returning to work:

Pain mees—) NOT A SUFFICIENT EXPLANATION....

TDI Division of Worketrs'
Compensation



Part 1I: Work Status Information

Employee is unable to work

Employee - You are reqguired to report your injury io your employer within 30 Empleado - Es requerido que usted reporte su lesidn a su empleador dentro de 30 dias si es DWCDTS

i

g days if your employer has workers' compensation insurance. You have the que su empleador cuenta con un seguro de compensacidn para trabajadores. Usted tiens
- ! i right to fres assistance from the Texas Department of Insurance, Division of derecho a recibir asislencia gratuita por parte del Departamento de Seguros de Texas, Division
= i\‘-“ vl Workers' Compensation (DWC) and may be entitled to certain medical and de Compensacidn para Trabajadores (DWC), ¥ es posible que tenga derecho a recibir ciertos
vt gy income benefits. For further information call DWC at B00-252-7031 beneficios médicos y de ingresos. Para obltenar mas informacion llame a DWC al B00-252-7031.

Texas Workers’ Compensation Work Status Report
I. GENERAL INFORMATION Date Sent (for transmission purposes only): 09'01 '2024

1. Injured Employee‘s Mame 5a. Doctor's/Delegating Doctor's Name and Degree [Sb. PA / APRN Name (if completing form)
Augusta Wind Wiley Waites MD Theo Suess, APRN
2. Date of Injury 3. Social Security Mumber (last |6. Facility Name < r— 19. Employer's Name
09-01-2024 foun xxx-xx- (0123 Any Medical Clinic Yard of the Month Compan
4. Employee’s Description of Injury/Accident 7. Facility/Doctor Phone and Fax Numbers 10. Employer’s Fax Number or Email Address (if
3?6-262-1492 /316-262-1493  |own) 555-444-3210

|8. Facility/Doctor Address (Street, City. State, ZIF Code) [11. Insurance Carrier

900 E. Mulberry Street Wonka Insurance Company

12. Carrier's Fax Number or Email Address (if

Whoville TX 99999 <o) 444-555-6789

Fell into a truck at worksite
with cut to right lower leg.

. WORK STATUS INFORMATION (Fully complete one box including estimated dates, and a description in 13c, if applicable)

13. The injured employee’'s medical condition resulting from the workers' compensation injury:

Da} will allow the employee to return to work as of ! ! without_restrictions: OR
Db] will allow the employee to return to work as of ! ! with_the restrictions identified in PART Ill, which are expected to last through
! ! : OR

[X]c} has prevented and still prevents the employee from returning to work as of 1 0 ! 02 ! 2024 and is expected to continue through 1 1 ! 02 ! 2024 .

The following describes how this injury prevents the employee from returning to work:
Persistent abrasion/healing/ulceration right lower leg. On antibiotics for infection-confinement to minimize risk to IE and co-

workers.

TDI Division of Worketrs'
Compensation



Part lll: Activity Restrictions

Specific activity restrictions

. ACTIVITY RESTRICTIONS (Only complete if box 13b is checked)

14. Posture Restrictions (if any): 17. Motion Restrictions (if any): 19. Misc. Restrictions (if any):
Max hours per day |D 2 468 |DI:I“rer Max hours per day |D 2468 |DI:I“rer Max hours per day of work:
Standing 0000 Walking OouUod [ |Sit/stretch breaks of per
Sitting LC Climbing stairs/ladders DAL Must wear splint/cast at work
Kneeling/squatting R I IC ] Grasping/squeezing [ JJCJLIC] X |Must use crutches at all times
Bending/stooping _|| L] Wrist flexion/extension [ J_I]C1C] | |No driving/operating heavy equipment
Pushing/pulling  RACICICIC] Reaching [mE EEn| Can only drive automatic transmission
Twisting IO Overhead reaching 0000 | |No skin contact with:
Other: Keyboarding B EEEE [ INo running
15. Restrictions Specific To (if applicable): Other: Dressing changes necessary at work
[ Left hand/wrist [ ] Leftleg o
Right hand/wrist Right | 18. Lift/Carry Restrictions (if any):

E Le?’t arm = Be?ck = [ May not :’:tl'c:arry objects {more:?han Ibs. for more D No wgrk — h““m"d?'ﬁf work:
[ ] Right am Left foot/ankle E— in extreme hot/cold environments
[ Neck [ | Right foot/ankle than __ hours per day. D at heights or on scaffolding
Other: |X] May not perform any lifting/carrying. D'.flust keep

Other: [ Jelevated [ | clean & dry

16. Other Restrictions (if any)

Must have latitude to alternate sitting, standing, walking as tolerable.

20. Medication Restrictions (if any):
[X]Must take prescription medication(s)
|| Advised to take over-the-counter meds
:l Medication may make drowsy (possible

safety/driving issues)

Division of Workers'

Compensation



Part IV: Treatment and Follow-up
Appointment Information

Signed by treating doctor, PA/APRN delegated by the
treating doctor, referral doctor, and injured employee

IV: TREATMENT/FOLLOW-UP APPOINTMENT INFORMATION

21. Work Injury Diagnosis 22, Expected Follow-up Services Include:

Information: [X] Evaluation by the treating doctoron _11 / 20/ 2024 a3 :00 a.rn
Abrasion/laceration [[] Referral to/consult with on ! / at : a.m./p.m.
I’Ig ht lower |eg with [[]Physical medicine X per week for weeks starting on f ! at : a.m./p.m.
infection [[] special studies (list): on ! / at : a.m./p.m.

[ ] Mone. This is the last scheduled visit for this problem. At this time, no further medical care is anticipated.

Date /Time of Visit: | Employee’s Sjgnature Visit Type: Role of Health Care Practitioner:

09/01/2024 1:15 pm ﬂ ,)uue X Initial [] Treating doctor [ Consulting doctor [ Designated doctor
; P—— Referral doctor PA Other doctor

Dwé(?l({)%)rgsrﬂm& I-Er?uw Wﬂs nahmemerm# []Follow-up E RME doctor % APRN O
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Billing for the Work Status Report

* Bill for the Work Status Report when the rule l/ »

requires the form to be completed.

e Use CPT code 99080-73 for $15.00.

« Reimbursement is due only when billed correctly
and according to the rule.

28 TAC Sec. 129.5. Work Status Report

Division of Worketrs'
Compensation




Employer’s Explanation of the Injured Employee’s
Job to the Treating Doctor

* Employer may assist the treating doctor by explaining the tasks and
duties related to the injured employee’s job.

« Employer may (not required) use the Description of Injured Employee
Employment, DIWC Form-074 to help explain:
. Y
oy e

* Job functions and duties.

* Specific tasks. , a & < N\
» Work activities. A r NG
» Physical responsibilities. i v I‘ |

www.tdi.texas.gov/forms/dwc/dwc074desc.pdf

TDI Division of Worketrs'
Compensation


https://www.tdi.texas.gov/forms/dwc/dwc074desc.pdf

Description of Injured Employee’s
Employment (DWC Form-074)

m vision of Workers' Treating Doctor Name
Compensation Treating Doctor Telephone Number

PO Box 12050 | Austin, TX 78711 | 800-252-7031 | ti texas. gov/we

Treating Doctor Fax Number

Trasting Doctor E-mail

DESCRIPTION OF INJURED EMPLOYEE'S EMPLOYMENT (DWC Form-074)
Send the completed DWE Form-074 to the requestor. Do nat send & copy to TDFDWE.

|. CONTACT INFORMATION

T~ Injured Employee Name (First, Last M. 2. Date of Injury (mm/od'yyyy) | 3. Soclal Security Number (Last four digits)
ROt

i Employer Name 5. Employer Malling Address

;. Employer Telephone Number 7. Name of employer's contact person

Employer contact person's schedule (zvallabilty 1o Speak to e doctor) O Employer contact person's telephone number

10. Employer contact person's fax number 11. Employer contact parson's e-mall address

. DESCRIPTION of the injured employee's job functions and duties, specific tasks, work activities and physical responsibilities, at time of

injury. To be completed by employer representative who has knowledge of the injured employee's job.
Iw Employee's Occupation/Job Title

2. Would you, the employer, consider providing modifications to current job, as described above, including schedule changes, part-time work,
and reduced pmductmn requirements, as well as pnwldmg sharrale work assignmanis in accordance wih the rmating dociocs instructions?|

[Max Hours per day: | 0 2 4 6 8 |Max Hours per day: 0246 8__| MaxHours per day: 024638
Standing I alking Overhead reaching
Sitting [Climbing /mouse || |
[Kneeling/Squatting | Driving | |
B rist flexion/extens! 5. LIFT/ICARRY REQUIREMENTS
[Pushing/Pulling | Jreaching [CLifts or carries objects weighing oz
er day, week or month
Performs no lifting/carrying
HINERY ENVIRONMENT
NA Occasional | Frequent | Constant JFrequency of exposure (hours per day)
[Hand tools, manual 02468 02468
[Hand tools, power [Heat Noise T
Fork it/ other heavy machinery — Jcod Other = W
Other bration
6. Additional information (include specific tasks, etc.; employer may attach additional information describing job functions and duties,|

specific tasks, work activities and physical responsibilties of the job or any other jobs that might be available for the employee.)

may be eligible for for expenses they incur to return employees to work. Information about the Employer Return-to-
Work Reimbursement program is available at http//www.tdi.texas.gov/wc/rtw/.

9. Date description of employment requested 10. Date sent to treating doctor/requestor

DWCO74 Rev 09108
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Description of Injured Employee’s
Employment (DWC Form-074)

]

Il. DESCRIPTION of the injured employee’s job functions and duties, specific tasks, work activities and physical responsibilities, at time of

injury. To be completed by employer representative who has knowledge of the injured employee's job.

Division of Workers'
Compensation

PO Box 12050 | Austin, TX 78711 | 800-252-T031 | tdi taxas,

Treat msn octor Name

govfwe
Treating Doctor E-mail

DESCRIPTION OF INJURED EMPLOYEE'S EMPLOYMENT (DWC Form-074)
Send the completed DWC Form-074 to the requestor. Do not send a copy to TDFDWC.

|. CONTACT INFORMATION

I Injured Employee Name (FIrst, Last ML)

3. Soclal Security Numbej
R0

2. Date of Injury {mm/ddyyyy)

|- Empioyer Name

5 Empioyer Mailing Address

. Employer Telephone Number

7. Name of employer's contact person

1. Employee’s Occupation/Job Title

2. Would you, the employer, consider providing modifications to current job, as described above, including schedule changes, part-time work,
and reduced production requirements, as well as providing alternate work assignments in accordance with the treating doctor's instructions?

I Yes [ |No (By mmplying with this reguest, the employer is not making a request for retum to work, a job offer or admiting compensability. )

3. POSTURE

4. MOTION

Employer contact person’s schedule (availability 1o speak 1o the doctor)

| 9. Employer contact person's teleph

IMax Hours per day:

0246 8 Max Hours per day:

0246 8

Max Hours per day:

024 68

10. Employer con tact person's fax number 11. Employer contact parson's e-mall addre

T e e Standing | [Walking Overhead reaching

- Enployess Ocapetitses Tt Sittin Climbing stairs/ladders | Keyboarding / mouse

. Woul modifical e ".r q

ubd you, the employer, consider providing tlons to current job, as described above, Including schedule chang ; ;
T g et e o et st sty JKNEENING/Squatting IGrasplnga'squeezlng Driving | | |
T IBending/Stooping IWrist flexion/extension 5. LIFT/ICARRY REQUIREMENTS
T e ermmm=—  |Pushing/Pulling | [Reaching L_|Lifts or carries objects weighing Ibs. 0z.
er day, week or month

| DLﬂs or carmies objects weighing 8

[Wark Reimbursement program is avai

Empiayers may be eligible for reimbursement for expenses they incur
ilabie at it #www, ol texs:

to retum employses o work. Information about the £

Date description of emplayment requested

0. Date sent to treating doctor/requestor

DIWCO74 Ry, 09108

: e W Twisting Performs no lifing/ca

s —1——— —f=———tes— [6. TOOLS/IEQUIPMENT OR MACHINERY 7. ENVIRONMENT

O:E;:“;'B;O“ﬁ“;‘:'n;;:;';;’;g*f‘f ke e oy ma;;;“f;f??’:;mm;;bfg oo TN [Frequency of use NIA Occasional | Frequent | Constant JFrequency of exposure (hours per day)
fHand tools, manual 02468 02468
{Hand tools, power |Heat Noise RN
|Fork lift / other heavy machinery _ Jcold Other 1
lother Vibration

A

8. Additional information (include specific tasks, etc.; employer may attach additional information describing job functions and duties,
specific tasks, work activities and physical responsibilities of the job or any other jobs that might be available for the employee.)

TDI

Division of Worketrs'
Compensation




Is there any assistance for an injured employee
who may not be able to return to normal activity?

3

Education & Training

y Provides services for eligible adults with
N

Texas Workforce Commission:
Vocational Rehabilitation Services

disabilities to help them prepare for, obtain,
retain or advance in employment.

Employment Resources
— TWC Vocational Rehabilitation Inquiries
Call: 800-628-5115
Email: customers@twc.state.tx.us.

Employment Services

TDI Division of Worketrs'
Compensation



Goals and legislative intent.

I Support for return-to-work (RTW).
[ J
dhah
Recap Treating doctor and other health care practitioners’ roles i

RTW.

SO

Completing the billing for the Work Status Report (DWC
Form-73) and the Employer’s form Description of the
Injured Employee’s Employment (DWC Form-074).

<

TDI Division of Worketrs'
Compensation






Contact Us

CompConnection:
800-252-7031 option 3

compconnection@tdi.texas.gov
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