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Our goal is to keep you safe as you move throughout your workday. If you happen to sustain a 
workplace injury or illness, we want you to have immediate access to quality medical attention. 
We are committed to working with you and your health care providers to ensure you are getting 
the care that you need so you can return to work and your normal routines as soon as it is safe 
to do so. 
 

Franklin County is self – insured for Worker's Compensation claims which means you will 
receive timely and individualized attention. We follow all the requirements set forth by the State 
of Ohio's Bureau of Worker's Compensation but at the same time, we can review and act on 
medical requests quickly. In addition to our Risk Management Team, the County has 
contracted with a company called Sedgwick to manage all worker's compensation claims for 
the employees of Franklin County. Medical billing, lost wages and medical reports are paid and 
/ or processed through Sedgwick. A company called Helios is the company that processes bills 
for prescriptions that are needed. 
 

The information that follows is intended to help you navigate the worker's compensation 
process. Please contact us with any questions you may have. 

 

- The Franklin County Risk Management Team 
 
 

  

INTRODUCTION 

Address – Franklin County Department of Human Resources 
Attn: Risk Management 

373 South High Street – 25th Floor 
Columbus, Ohio 43215 
Fax Number: (614) 525 – 5715 

 

Email Address -  risk@franklincountyohio.gov 

How to Contact the Risk Management Team: 
► Kimberly Kimmel – Risk Manager 

Phone Number: (614) 525 – 4642 
Email Address: kakimmel@franklincountyohio.gov 

► Kaylyn Leckrone – Employee Risk & Development Administrator 
Phone Number: (614) 525 – 5829 
Email Address: Kaylyn.Leckrone@franklincountyohio.gov 

► Phil Koontz – Senior Safety & Health Specialist 
Phone Number: (614) 525 – 5725 
Email Address: pekoontz@franklincountyohio.gov 

► Michael Stephens – Senior Safety & Health Specialist 
Phone Number: (614) 525 - 4520 
Email Address: michael.stephens@franklincountyohio.gov 

► Tyra Womack – Senior Safety & Health Specialist 
Phone Number: (614) 525 - 6629 
Email Address: tyra.womack@franklincountyohio.gov 

mailto:risk@franklincountyohio.gov
mailto:kakimmel@franklincountyohio.gov
mailto:Kaylyn.Leckrone@franklincountyohio.gov
mailto:pekoontz@franklincountyohio.gov
mailto:michael.stephens@franklincountyohio.gov
mailto:tyra.womack@franklincountyohio.gov
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WHAT DO I DO IF I AM INJURED AT WORK? 
 
 

 

► When seeking medical treatment, please take the Workers’ Compensation and Injury 
Identification Card (included in this packet) to all appointments. This information provides 
our account billing information and explains how medical bills should be processed so 
you don't personally receive a bill. This information is available at: 

o https://portal.co.franklin.oh.us/hr/pdf/Worker-Compensation-Identification-
Card.pdf 
 

► Be sure your medical provider is BWC Certified. Refer to the BWC Certified Medical 
Providers (included in this packet) for a list of providers near you. These providers will treat 
you immediately on a walk - in basis and serve as your Physician of Record (POR). A 
complete list of BWC Certified Medical Providers can be found at: 

o https://www.bwc.ohio.gov/provider/services/providerlookup/nlbwc/ProviderSe
arch.aspx 
 

► Use the Optum First Fill Pharmacy Card (included in this packet) to cover any prescriptions 
you need. This information is also available on the Franklin County website: 

o https://portal.co.franklin.oh.us/F/HMRS/public/documents/PDF/69366897-
A29B-3B05-26350600710A4493.pdf 
 

► You will be required to complete a First Report of Injury (FROI)  Form and submit it by 
mail to: Sedgwick CMS, P.O. Box 14661, Lexington, Kentucky 40512 - 4661 or by fax to: 
(855) 223 - 9836. You may also send the completed FROI to Risk Management and we 
will be sure to submit the document to Sedgwick for you. This form can be found within 
the Injury Packet or at the Franklin County website at: 

o https://www.bwc.ohio.gov/downloads/blankpdf/froi-20020723.pdf 
 

► Please ask your medical provider to fill out a BWC MEDCO – 14 form (included in this 
packet). This form gives us important information about your medical status including 
when you can return to work, or if you can return to work with restrictions. These forms 
can be found within the Injury Packet and are also available on the Franklin County 
website at: 

o https://www.bwc.ohio.gov/downloads/blankpdf/medco-14.pdf 
 

As soon as possible, fill out a Franklin County Accident Report for Injured Employees (ARFIE), as 
well as the Authorization to Release Medical Records and forward the completed documents to 
your supervisor. The supervisor will complete the ARFIE and forward to Risk Management so 
that a worker's compensation claim can be opened. 
 

Contact Risk Management if you have questions or require additional information: 
Call: (614) 525 - 4642 or (614) 525 - 6629 

Fax: (614) 525 - 5715 

Email: risk@franklincountyohio.gov 
  
 

INJURED EMPLOYEE 

SEEK MEDICAL TREATMENT IMMEDIATELY, IF NECESSARY, AND NOTIFY YOUR SUPERVISOR. 

https://portal.co.franklin.oh.us/hr/pdf/Worker-Compensation-Identification-Card.pdf
https://portal.co.franklin.oh.us/hr/pdf/Worker-Compensation-Identification-Card.pdf
https://www.bwc.ohio.gov/provider/services/providerlookup/nlbwc/ProviderSearch.aspx
https://www.bwc.ohio.gov/provider/services/providerlookup/nlbwc/ProviderSearch.aspx
https://portal.co.franklin.oh.us/F/HMRS/public/documents/PDF/69366897-A29B-3B05-26350600710A4493.pdf
https://portal.co.franklin.oh.us/F/HMRS/public/documents/PDF/69366897-A29B-3B05-26350600710A4493.pdf
https://www.bwc.ohio.gov/downloads/blankpdf/froi-20020723.pdf
https://www.bwc.ohio.gov/downloads/blankpdf/medco-14.pdf
mailto:risk@franklincountyohio.gov
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WHAT HAPPENS IF YOUR EMPLOYEE IS INJURED AT WORK? 
► As soon as possible, have your employee complete an Accident Report for Injured 

Employees Form (ARFIE), as well as the Authorization to Release Medical Records form 
and return to their supervisor. 

 
 

 

► A supervisor, or other management representative, needs to review the ARFIE, complete 
the Supervisor's Section (page 3 / 4 of 5), and then email or fax the forms to Risk 
Management so that a workers’ compensation claim can be opened. In the event the 
employee is unable to complete the ARFIE due to the nature of the injury or illness, the 
supervisor SHALL complete the Accident Report (ARFIE) on behalf of the injured 
employee with as much demographic and accident information as possible. 

 
 
 

State Law requires that all workplace fatalities, hospitalizations, amputations, or loss of an eye 
be reported to the Public Employers' Risk Reduction Program (PERRP). Franklin County must 
adhere to strict reporting procedures and tight reporting timelines for any of the events listed 
above. Follow these steps IMMEDIATELY - failure to do so is a serious violation with serious 
consequences. 
 

All Franklin County agencies must comply with this requirement as follows: 
1. The Agency Elected Official, Director, or other designated management representative 

shall report within 8 hours to the County Administrator any death of an employee from a 
work - related incident. 

2. The Agency Elected Official, Director, or other designated management representative 
shall report within 24 hours to the County Administrator a work – related incident 
resulting in: 

a. the hospitalization of one or more employees 
b. an amputation 
c. the loss of an eye 

3. If the Agency Elected Official, Director, or other designated management representative 
does not learn of a reportable incident at the time it occurs, the incident shall be 
reported to the County Administrator within 8 hours of the time the incident is 
discovered. 

4. The County Administrator shall consult with the County Prosecutor in regard to any 
workplace death, incidents resulting in hospitalization, and / or any amputation or loss 
of an eye, after which a determination will be made as to whether the work – related 
incident is reportable to PERRP. 

 
 
  

SUPERVISORS 

PLEASE NOTE: An ARFIE should be filled out even if the injured employee does not seek medical treatment 

*** IMPORTANT LEGAL REQUIREMENT *** 

* IMPORTANT NOTE: The determination as to whether the incident is work - related and / or reportable 
resides exclusively with the County Administrator and County Prosecutor. All incidents which appear to 

apply to the above (A) and (B) or (C) should be reported in a timely manner as directed above. * 
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5. After the County Administrator has consulted with the County Prosecutor, the County 
Administrator shall contact Risk Management and provide authorization for Risk 
Management to report the work – related incident to PERRP. 

a. Each report shall relate the following information: establishment name, location 
of the incident, time of the incident, number of fatalities, hospitalized 
employees, or injured employees, contact person for the employer, phone 
number, and a brief description of the incident. 

b. When reporting fatalities: 
i. Risk Management will call PERRP at 1 (800) 671 - 6858 and choose 

option #1. 
ii. Risk Management will complete the notification form and submit to 

PERRPFatality@bwc.state.oh.us 
 

Pertinent OAC 4167 – 1 – 01 Definitions: 
(D)  "Amputation" means the traumatic loss of a limb or other external body part. 
Amputations include a part, such as a limb or appendage that has been severed, cut off, 
amputated (either completely or partially);  fingertip amputations with or without bone loss; 
medical amputations resulting from irreparable damage; amputations of body parts that 
have since been reattached. Amputations do not include avulsions, enucleations, degloving, 
scalping, severed ears, or broken or chipped teeth. 
 

(M)  "Hospitalization" means the hospitalization of a public employee as the result of a work 
– related incident. Such hospitalization must be: 

1. An admission to a hospital or equivalent facility (an employee that is treated then released 
is not considered hospitalized for purposes of this rule). 

2. Occurring within thirty days of an incident. 
 

An inclusive list of PERRP definitions can be found at OAC 4167 – 1 – 01. 
 

Agency Directors have been provided with the direct – line contact numbers for: 
 County Administrator, Kenneth N. Wilson  
 Assistant County Prosecutor, Tom Ellis 
 HR Director/ Risk Management, Laura Repasky 
 

If you have questions or require additional information regarding any worker's compensation or 
a PERRP reporting issue, please contact the Risk Management team. 
  

SUPERVISORS 

mailto:PERRPFatality@bwc.state.oh.us
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What does it mean for Franklin County to be self-insured for workers' compensation? 
► Beginning on April 1st, 2012, Franklin County became self – insured for workers' 

compensation coverage. The privilege to self – insured provides Franklin County with 
the ability to provide greater oversight of the workers' compensation claims processes. 
Whereas, prior to this privilege, the Ohio Bureau of Workers' Compensation (BWC) 
provided direct oversight of all claim decisions and Temporary Total Disability (TTD) and 
other related indemnity payments.  

 

Do I still have to complete an Accident Report for Injury Employee (ARFIE)  Form when I've 
experienced an accident, injury, or illness on the job? 

► Yes, all accidents, injuries or illnesses that arise from or are a result of the course of the 
employee's employment, MUST have an Accident Report Form for Injured Employee 
(ARFIE) completed by the employee within 24 hours of the said, accident, injury, or 
illness. 

 

How do I obtain the Injury Packet? 
► You can obtain and Injury Packet which includes all the forms you need as follows: 

o Online at: ARFIE Packet 
o Ask your Agency Supervisor 
o Contact Risk Management at (614) 525 - 4642 or (614) 525 - 6629 or email at 

risk@franklincountyohio.gov 
 

Can I see any medical provider and how can I locate a medical provider? 
► If you receive treatment beyond your initial medical treatment, you MUST see an Ohio 

BWC Certified Provider for ALL treatment. If your injury(s) requires that you be off work 
for an extended period of time, you also need to establish a Physician of Record (POR). 
The POR is very similar to your primary care provider in that the POR directs and 
requests all treatments such as physical therapy, diagnostic procedures, specialist 
referrals, etc. Before you seek medical treatment, please ask if the doctor you want to 
see is BWC certified and if that doctor will serve as your POR. A BWC certified POR is 
trained in the requirements of Ohio Workers' Compensation insurance (i.e. Understands the 
correct forms and regulations).  

o Please contact Risk Management at (614) 525 - 6629 or (614) 525 - 4642 or email 
risk@franklincountyohio.gov if you need any assistance. 

 

Can I use my County health insurance instead of filing a workers' compensation claim? 
► Workplace injuries and illnesses are not covered under the County's health insurance 

plan because they are covered as part of your workers' compensation benefit. 
 

Will the Ohio BWC continue to make the decision regarding my workers' compensation claim and 
allowance(s) ? 

► No, Franklin County will be fully responsible for making an initial claim determination, 
within 30 days from the filing of a claim, based on the facts of the claim, including 
supporting medical evidence. Franklin County's Third – Party Administrator, Sedgwick 
Claims Management Services, Inc. (Sedgwick) will submit a letter informing you of the 
County's decision. 

FAQS FOR EMPLOYEES & SUPERVISORS 

https://portal.co.franklin.oh.us/F/HMRS/public/documents/PDF/9986A2AB-E63B-F7FC-F2F08A2EBBC6C552.pdf
mailto:risk@franklincountyohio.gov
mailto:risk@franklincountyohio.gov
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What is a "Medical Only" claim? 
► An injury or illness resulting in seven (7)  or fewer calendar days of missed work is 

defined as a Medical Only claim. For self – insured employers, these claims do not need 
a BWC claim number, unless Franklin County contests your claim. 

 

What is a "Lost Time" claim?  
► An injury or illness resulting in eight (8)  or more calendar days of missed work is 

defined as a Lost Time claim. Lost Time claims must be filed with the Ohio Bureau of 
Workers' Compensation (BWC) and assigned a BWC claim number. You will be required 
to complete a First Report of Injury (FROI)  Form and submit by mail to: Sedgwick CMS, 
P.O. Box 14661, Lexington, Kentucky 40512 - 4661 or via fax to: (855) 223 - 9836. 

 

Will I be protected under Family and Medical Leave (FML)  if I miss time away from work due to 
my injury or illness? 

► Yes, as long as you meet the eligibility criteria for FMLA, your time away from work will 
run concurrently with your workers' compensation claim. 

 

Who do I contact to file a FMLA claim? 
► Contact your Agency Human Resources Department for all matters regarding FMLA. 

 

If I have a Lost Time Claim, who pays for my salary when I am unable to work? 
► With an approved claim, Sedgwick will issue all compensation payments including 

Temporary Total Disability (TTD) benefits to you on the behalf of Franklin County. You 
must provide documentation through a C – 84 Form signed by your treating physician 
before benefits will be initiated. 

 

Will my employee medical benefit plan and OPERS be affected if I am off work receiving 
temporary total disability benefits?  

► Yes, while receiving temporary total disability benefits, you will need to coordinate with 
your payroll team to pay your employee contribution. The OPERS benefit is affected, 
and no contribution is made during your disability leave. Please contact your Agency 
Human Resources Department for further information. 

 

How long until I receive Temporary Total Disability (TTD)  ? 
► With an approved claim TTD begins on the eighth (8th) calendar day following the injury 

or illness. However, if you are off work for fourteen (14)  consecutive days, Franklin 
County will pay you for the first seven (7)  days of missed work. If Franklin County 
determines that payments are directly related to the allowed conditions in your claim, 
we / Sedgwick will issue compensation on a bi – weekly basis within 21 days upon 
receipt of supporting medical documentation and an approved claim determination. 
Once you return to work or have reached Maximin Medical Improvement (MMI), TTD 
payments will terminate. 

 
 
 
 
 
 
 

FAQS FOR EMPLOYEES & SUPERVISORS 



 

9 | P a g e  
 

 

Who do I contact when I have a question about my claim or my compensation payments? 
► You may contact the Risk Management Department at (614) 525 - 4642 or (614) 525 - 

6629 or Franklin County's Third – Party Administrator, Sedgwick Claims Management 
Services Inc., (Sedgwick) at 1 (800) 267 - 4001 for questions concerning physician visits, 
change of physician or medical treatment requests. 

 

Are my workers' compensation benefits taxable? 
► Generally, worker's compensation benefits are not taxable, but please consult your 

accountant, financial advisor, or attorney if you have questions. 
 

What happens if my claim is denied? 
► If Franklin County denies your workers' compensation claim, your claim will be filed by 

Sedgwick with Ohio Bureau of Workers' Compensation. You will be notified of the 
denial. The claim will then be referred to the Industrial Commission (LC.) of Ohio for a 
hearing. 

 

Who is the Industrial Commission (I.C.)  ? 
► The IC is independent from BWC where a hearing officer will hear all disputed issues 

arising from your claim. A hearing is typically scheduled within 45 days from the date of 
referral or appeal to the IC. 

 

What happens when I need to have a prescription filled for my injury or illness? 
► When you receive the Franklin County Injury Packet it will contain a Optum First Fill 

Pharmacy Card. This card will allow you to have a 7 – 10 day supply of your prescription 
filled at a local network retail pharmacy, at no out – of – pocket costs to you. 
Prescriptions will be filled, even if Franklin County has not yet certified your claim. If 
your claim is denied, you will not be responsible for that initial fill. 

 

Will I owe a copay or deductible payment for my medical treatment? 
► You will NOT be responsible for any copays or deductibles under your workers' 

compensation claim. 
 

Who pays for my medical bills? 
► Franklin County will pay for health – care services directly related to your workplace 

injury or illness through our contracted an – agreement with Sedgwick. Below further 
illustrates the bill payment guidelines for a self – insured employer: 

o Prior authorization is usually required for medical services, such as consultations, surgery, and physical 
therapy, except for emergency situations. 

o The provider or you must submit all medical bills within two years of the date of service to be considered for 
payment. 

o Franklin County must pay medical bills within 30 days of receipt, unless additional information is needed, or 
the bill is being denied. 

o If Franklin County denies a medical bill, you may file a C – 86 Motion to request a hearing before the LC. 
o If the health – care provider treats you for a condition not recognized in your claim, neither BWC nor Franklin 

County is responsible for payment. If you believe the condition is related to your claim, you may file a C – 86 
Motion with Franklin County Risk Management to have the condition recognized. If Franklin County denies the 
C – 86 Motion, the County's third – party Administrator, Sedgwick, will submit copies of your denied C – 86 
Motion to the LC. 

 

FAQS FOR EMPLOYEES & SUPERVISORS 
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What should I do if medical bills are sent to me? 
► If you receive bills from your physician, WorkHealth, Urgent Care, the hospital, etc. 

please send them via mail to SedgwickCMS, P.O. Box 14661, Lexington, Kentucky 
40512 - 4661 or fax to Sedgwick at (855) 223 - 9836 or you can email them to 
risk@franklincountyohio.gov or fax them to Risk Management at (614) 525 - 5715. 
Please include your BWC and / or Sedgwick Claim Number when sending any medical 
bills. 

 

Is Vocational Rehabilitation an option that will be available to me? 
► If you are interested in vocational rehabilitation services, please contact the Risk 

Management Department. Our office will work with a team of professional licensed 
vocational rehabilitation counselors that can provide services to you, such as Job 
Development / Seeking Skills training, Job Placement, Resume Writing, on – site 
physical therapy, Functional Capacity Examinations, Transitional Work, and Remain at 
Work services. 

 

What if I feel like I am able to return to my regular duties faster than the estimated return to 
work date on my MEDC0 - 14? 

► The County always recommends that you listen to the advice of your POR and take 
adequate time to heal to avoid reinjuring yourself, however, if you feel as though you are 
completely healed and able to perform your regular job duties, then you will need to 
schedule a follow up visit with your POR and have them issue you an updated MEDC0 - 
14 that releases you to full duty or reduces the restrictions that were preventing you 
from returning to your regular job. 

 

When my employee is injured on the job, what are my responsibilities? 
► You are responsible for making sure that your employee(s) receive the Franklin County 

Injury Packet and complete the ARFIE within 24 hours of the accident, injury, or illness. 
After the employee has completed their portion, you must complete the Supervisor's 
Section of the ARFIE, sign this form, and ensure that it is filed immediately with the Risk 
Management Department via fax or email.  

o IMPORTANT: State Law requires that all workplace fatalities, hospitalizations, amputations, or 
loss of an eye be reported to the Public Employers' Risk Reduction Program (PERRP). Franklin 
County must adhere to strict reporting procedures and tight reporting timelines for any of the 
events listed above. Follow the steps listed in the injury packet about how to report such 
situations. Failure to comply is a serious violation of law and could result in major consequences. 

 

When my employee needs medical treatment, where do we instruct them to go to seek 
appropriate treatment? 

► If the situation is an emergency, then please help the injured employee seek treatment 
at the closest hospital emergency department. For less serious incidents we encourage 
supervisors and managers to instruct employees to first seek treatment at Urgent Care 
or Occupational Medicine facilities as most of these providers are BWC certified and 
familiar with the workers' compensation process. You will find a more extensive and 
geographical list of providers within the injury packet. 

 

FAQS FOR EMPLOYEES & SUPERVISORS 

mailto:risk@franklincountyohio.gov
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What is Modified Duty and when does it apply? 
► Modified duty (Sometimes Called Light Duty) is when the injured worker is able to return to 

their regular job with the County, but the Agency may have to make some adjustments 
to accommodate whatever restrictions the physician of record (POR) has placed on the 
injured worker on the Physician's Report of Workability Form (MEDC0 - 14).  

o An example of this may be that the injured worker must be allowed to sit while working rather than 
standing all day. If the Agency can accommodate the injured worker by allowing them sit in a chair 
while still doing their regular job, then the Agency has accommodated the injured workers 
restrictions with modified duty. 

 

Can my employee(s)  be able to continue to participate in the County's Transitional Work 
Program? 

► Yes. In transitional duty situations, the Agency is unable to accommodate the injured 
worker's restrictions on the MEDCO - 14, and so the injured worker cannot return to 
their regular job with the County. In these cases, the Agency is looking for something 
the injured worker can do that is within the restrictions imposed by their POR on the 
MEDCO - 14. Transitional Duty is a time-limited program (the County program is 12 weeks) 
where the goal is to gradually transition the injured worker back towards their regular 
work duties.  

o Example: a mechanical engineer with fleet management who is under the restriction that they can't 
lift more than 5 lbs. could come work for the Document Imaging Center where they can scan files 
or shred documents until they are able to return to their regular job duties. 

 

Will sick time used by my employee(s)  still be an off set to TTD or any additional work-related 
payments? 

► Yes, any sick time used or paid during the period in which TTD is paid will be off set. It 
is critical that open lines of communication continue between Risk Management and 
Agency Directors / Supervisors to ensure that overpayments do not occur. Additionally, 
some employees may be eligible for working or non – working wage loss; whereas 
supplemental payments occur when employees are not able to return to their regularly 
performed jobs or perform the essential functions of their job(s) on a full – time basis. 
This generally occurs when the employee is working reduced hours or off work working 
in the County's Transitional Work Program. Again, any supplemental sick time paid 
during these payments will be off set. 

 

Can I get back sick leave or vacation time I used for my work - related injury? 
► The County cannot replenish any vacation you used while off work due to a workplace 

injury. However, please check with your agency regarding whether they offer sick leave 
replenishment and once you determine the amount of sick time you used, please 
contact Risk Management with this information to see if you qualify for sick leave 
replenishment. 

 

 
 
 

FAQS FOR EMPLOYEES & SUPERVISORS 
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Who do I call if I have questions regarding family medical leave (FMLA), return to work, 
transitional work, remaining at work, vocational rehabilitation and / or physical therapy 
services? 

► The Risk Management Department can assist with all questions EXCEPT for questions 
regarding FMLA. All FMLA questions should be directed toward the Human Resources 
Department at your Agency. 

 

What is the timeframe for approval of a new claim? 
► Self – insured employers have up to 30 days from the date of First Report of Injury 

(FROJ) receipt to approve, deny or take other action on the claim request. 
 

What is the timeframe for approval of C – 9 requests for treatment? 
► Self – insured employers have 10 days from the receipt of the C – 9 request to approve, 

deny, or take other action on the C – 9 (If the 10th day falls on a state holiday, the response is due 
the next business day). 

 

If the C – 9 is denied, what are the next steps? 
► If the request has been denied, the self – insured employer must document the reason 

for denial, and notify the provider, the injured worker, and their authorized 
representative the decision. The injured worker has a right to file a C – 86 Motion with 
the IC to resolve the disputed matter. 

 

How are requests for additional allowances submitted? 
► A request for additional allowance must be supported by medical evidence and 

requested in writing. The self – insured employer can accept the additional condition or 
deny the condition. The self – insured employer will notify the injured worker in writing 
if the condition is not supported. The injured worker has the right to file a C – 86 Motion 
with the Industrial Commission if the employer does not agree with the additional 
condition. 

 

Who can the provider's office contact regarding pharmacy issues such as medication 
authorization? 

► Contact the Risk Management Department at (614) 525 - 4642 or (614) 525 - 6629. 
 

Where Can I Obtain Additional Information? 
► Your questions can be answered by: 

o Visiting - "How to Report an Injury and File a Workers' Compensation Claim" 
o Contact the Risk Management Department by email at 

risk@franklincountyohio.gov 
 By Phone at (614) 525 - 4642 and (614) 525 – 6629 
 By Fax at (614) 525 - 5715.  

FAQS FOR EMPLOYEES & SUPERVISORS 

https://hr-boc.franklincountyohio.gov/Risk-Management/Reporting-An-Injury?ext=
mailto:risk@franklincountyohio.gov
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INJURED EMPLOYEE INFORMATION 
   

Employee Full Name Social Security Number DOB (Month / Date / Year) 

     

Home Street Address City State Zip Code County 

   

Work Phone Number (Including Area Code) Personal Phone Number (Including Area Code) Gender 

  

Work Email Address Personal Email Address 

   

Agency Name Position Title Date of Hire (Month / Date / Year) 

 

ACCIDENT INFORMATION:  
To be completed by injured employee, or the supervisor in the event the employee is incapacitated. 

 

1. When did your work shift begin? Date / Time:   
2. When did the accident / injury occur? Date / Time:   

    
3. Did the accident / injury occur on County property?   Yes  No  

4. Where did the accident occur? (Be specific, i.e. address, floor, room number) 
 

5. What were you doing just before the incident occurred? Describe the activity, as well as the tools, equipment, or 
material you were using. Be specific. (Examples: climbing a ladder while carrying roofing materials; spraying chlorine from 
hand sprayer) 

 

6. How did this happen? Tell us how the injury occurred (Examples: when ladder slipped on wet floor, I fell 10 feet on my back; 
I was sprayed with chlorine in the eyes when gasket broke during replacement). 

 

7. What was your injury or illness? Tell us the part of the body that was affected and how it was affected; be more 
specific than just using the words "hurt, " "pain" or "sore'' (Examples: strained lower back; chemical burn on right hand). 

 
8. What object or substance directly harmed you? (Examples: concrete floor; chlorine; radial arm saw).  

If this question does not apply to the incident, leave it blank. 
 

9. Date accident / injury was reported to Supervisor:  
10. Supervisor's name or person accident was reported to:  
11. Supervisor's work phone number (including area code):  
 

ACCIDENT REPORT FOR INJURED EMPLOYEES (ARFIE) 
PAGE 1 OF 5 
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12. Was Medical Treatment Sought? Yes No 

If yes, please provide the following medical provider information. 

Medical Provider Name Name of Practice / Hospital / Urgent Care Phone Number (Including Area Code) 

Address City State Zip Code County 

13. Were you treated in an emergency room? Yes No 

14. Did you receive treatment classified as beyond first aid at the hospital / medical facility? Yes No 

15. Were you admitted to the hospital for an overnight stay as an in – patient? Yes No 

16. Was there a death, amputation, hospitalization, or loss of an eye as a result of your injury? Yes No 

If Yes, please check all that apply: Death Amputation Hospitalization Loss of Eye 

17. Were you injured as a result of an auto accident? Yes No 

If yes, please attach a copy of the motor vehicle accident report to this report or send a copy of the report via fax to  
(614) 525 - 5715 or via email to risk@franklincountyohio.gov when the report is available. 

18. List the names of anyone who witnessed your accident / injury. Attach additional page(s) if necessary. 

Witness One: Witness Two: 

Full Name Phone Number Full Name Phone Number 

Witness Three: Witness Four: 
Full Name Phone Number Full Name Phone Number 

19. Employee Signature and Acknowledgement
I confirm that the information supplied on this form is accurate and truthful and that the accident / injuries described herein were not self 
– inflicted. I understand that the Franklin County Risk Management staff will investigate the circumstances of the events / accident 
related to my accident / injury. Further, I understand that I am applying for benefits under the Ohio Bureau of Workers' Compensation Act.
I affirm that I elect to receive compensation and benefits under the Workers' Compensation Laws to which I am entitled, and I waive my
right to file for and receive compensation under the laws of any other state for this claim. I request payment for compensation and / or
medical benefits as allowed and I authorize direct payment(s) to my medical provider(s). I permit and authorize any provider who attends
to, treats, or examines me to release medical, psychological, psychiatric, vocational, or social information that is casually or historically 
related to my physical or mental injuries relevant to the issues necessary for the administration of my claim to the Industrial Commission 
of Ohio, the Ohio Bureau of Workers' Compensation, the employer of record, and any employer authorized representatives. I understand 
that my previous or future Workers' Compensation claims may affect decisions made in this claim. I understand that proper 
administration of this claim may require parties to the claim to share this information for any and all such previous and / or future claims. 
The released claims information may include any record maintained in my claims files. 

Employee Printed Name Employee Signature Date 

Forward ARFIE to Supervisor / Management Representative for completion once pages 1 and 2 are completed. 

ACCIDENT REPORT FOR INJURED EMPLOYEES (ARFIE) 
PAGE 2 OF 5 

mailto:risk@franklincountyohio.gov
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SUPERVISOR SECTION:
Please review pages 1 and 2 of the accident report as submitted by the employee. In the space below, please provide 
relevant information such as additional details, comments and / or dispute of any or all of the injured employees' 
statements. Include details of the accident / injury as you saw it or as it was reported to you (noting who reported the accident to you). 

1. Was the injured employee able to return to work the same day the accident /
injury occurred? Yes No Unknown 

If no, what was the last date employee worked? 

2. Did the injured employee complete page 1 and 2? Yes No 

If no, the employee's Supervisor should fill out pages 1 and 2 of this form to the best of their ability and explain why the employee was 
unable to complete pages 1 and 2. Please provide as much detail as possible. 

3. Did the injury result in a death, amputation, hospitalization, or loss of an eye? Yes No 

4. What is the date of death if death occurred?

IF YES, PLEASE REVIEW AND EXECUTE THE PROPER REPORTING PROCEDURE LISTED WITHIN THE INJURY PACKET IMMEDIATELY! 

5. Injured Employee (Complete this section for each injured employee) 
Part of the Body Affected (Shade All Areas that Apply) Nature of Injury (Check all Injuries that Apply) 

ACCIDENT REPORT FOR INJURED EMPLOYEES (ARFIE) 
PAGE 3 OF 5 
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6. How can future incidents be prevented? 
What changes do you suggest to prevent this incident from happening again? 

 

  Guard the Hazard  Train the Employee(s)  Train the Supervisor(s)  

        

  Redesign Task Steps  Routinely Inspect for the Hazard  Personal Protective Equipment  

        

  Consideration of New Policy / Procedures  Other:   
 

Comments or Suggestions: 

 

7. List of names of additional witnesses to the accident / injury. Provide witness statements. See page 5 of ARFIE 

Witness Five:   Witness Six:   

 Full Name Phone Number  Full Name Phone Number 

Witness Seven:   Witness Eight:   

 Full Name Phone Number  Full Name Phone Number 

8. Supervisor’s Certification and Signature: 

As supervisor or other management representative of the injured employee, I have reviewed this accident report and confirm that my 
statements are complete and truthful to the best of my knowledge. 

     

 Supervisor Printed Name Supervisor Signature Date  

     

Please return completed ARFIE to Risk Management via email risk@franklincountvohio.gov or via fax to (614) 525 – 5715. 

If you have questions or require additional information, please call (614) 525 – 4642 or (614) 525 – 6629. 

  Case No. From PERRP Log:    

  

ACCIDENT REPORT FOR INJURED EMPLOYEES (ARFIE) 
PAGE 4 OF 5 

mailto:risk@franklincountvohio.gov
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WITNESS STATEMENT 
 

 Name of Injured Employee:   

 Name of Witness:   

 Location Where Incident Occurred:   

 Date & Time of Incident:   
 

1. What were you (the witness) doing at the time of the incident? 
 

2. How and when did you become aware of the incident? 
 

3. What did you hear at the time of the incident? 
 

4. Describe what you saw at the time of the incident: 
 

5. Who else was present? 
 

6. Please relate any additional information you have pertaining to the incident: 
 

Witness Signature:  Date Signed:  

 

Please return completed ARFIE to Risk Management via email risk@franklincountvohio.gov or via fax to 
(614) 525 – 5715. If you have questions or require additional information, 

please call (614) 525 – 4642 or (614) 525 – 6629. 
  

ACCIDENT REPORT FOR INJURED EMPLOYEES (ARFIE) 
PAGE 5 OF 5 

mailto:risk@franklincountvohio.gov
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Employee Name Social Security Number DOB (Month / Day / Year) 

     

Home Street Address City State Zip Code Day of Injury (Month / Day / Year) 

 

TO WHOM IT MAY CONCERN: 
I hereby authorize you and / or any other hospital, medical institution, doctor or medical 
practitioner, insurance company, pharmacy, school board, employer, U.S. Defense 
Department, Veteran's Administration, Social Security Administration, or any agency of any 
state, county or municipality, or employee of any of the above or any provider who has 
given me medical and / or psychological treatment, to furnish and release to the Franklin 
County Board of Commissioners, or any of its authorized representatives or agents, any 
and all reports, records, files, and information pertaining to treatment of injuries sustained 
on date above. 
 

This Authorization includes, but is not limited to, x – ray films, x – ray reports, pathology 
slides, tissue blocks, nurses' notes, diagnostic testing results, emergency room records and 
bills for services and applies from the past fifteen years from the date of this signed 
release to the present. This Authorization also applies to files and information regarding 
alcohol, drug and psychiatric / psychological reports, records, HIV test result, AIDS and 
AIDS related conditions. The sole purpose of this release is to further the administration of 
a workers' compensation claim(s)  by my employer. 
 

I waive and release the attached list of sources or facilities from any restriction imposed by 
law thereof, in disclosing any record, observation, diagnosis or communication to the 
Franklin County Commissioners or any of its authorized representatives or agents. I 
understand and agree that the information I have authorized to be released is exempt from 
the privacy requirements of the Health Information Portability and Accountability Act 
(HIPAA), pursuant to 45 CFR §164.512(e) and (I). 
 

This Authorization is valid for five years from date hereof. I understand that I may revoke 
this authorization at any time except to the extent that action based on this authorization 
has been taken. I understand that a copy of this Authorization shall serve in lieu of the 
original. 

 

     
 Date  Employee Signature  

 
  Attention Medical Providers - Please Remit Medical Records to: Sedgwick, CMS 

P.O. Box 14661 
Lexington, KY 40512 - 4661 
Fax (855) 223 - 9836 

AUTHORIZATION TO RELEASE MEDICAL RECORDS 
AND DISCLOSE PROFESSIONAL AND PERSONAL INFORMATION 
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PLEASE TAKE THIS WITH YOU IF YOU SEEK MEDICAL TREATMENT AND PROVIDE THIS INFORMATION TO YOUR 
MEDICAL PROVIDER(S).  

ATTENTION: 
THIS IS YOUR WORKERS’ COMPENSATION IDENTIFICATION CARD 

 

Employer Risk number: 20005728 - 0 
 

Attention Provider: 
Fax all information within 24 hours of visit to:  

Sedgwick at (855) 223 - 9836 
 

Send bills to: SedgwickCMS 
P.0 Box 14661 

Lexington, Kentucky 40512 - 4661 
 

Customer Service (Claims Adjuster): 
(614) 658 - 0761 or (614) 658 - 0576 or 1 (800) 267 - 4001 

Fax (855) 223-9836 
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ATTENTION: If you seek medical treatment, you must treat with a BWC certified provider. When
you go for medical treatment, please ask the provider if he / she is BWC certified. Below is a 
listing of BWC certified occupational medicine providers in central Ohio counties. This list is 
broken down geographically for your convenience. For a complete list of all BWC certified 
providers, please go to www.ohiobwc.com and search for providers. 

DOWNTOWN COLUMBUS
WorkHealth Grandview 

889 W Third Ave 
Columbus, Ohio 43212 

(614) 566 - 9675
Monday – Friday: 7AM to 4PM 

Urgent Care Grandview 
895 W Third Ave 

Columbus, Ohio 43212 
(614) 437 - 0278

Monday – Sunday: 9AM to 9PM 
Bexley Urgent Care 

2216 E Main St 
Bexley, OH 43209 
(614) 826 - 9266

Monday – Friday: 8AM to 8PM, Saturday: 10AM to 6PM, Sunday: 10AM to 4PM 

NORTH 
WorkHealth Westerville 

300 Polaris Pkwy 
Westerville, Ohio 43082 

(614) 566 - 9675
Monday – Friday: 7AM to 4PM 

Clintonville Urgent Care 
4400 N High St 

Columbus, Ohio 43214 
(614) 263 - 4400

Monday – Sunday: 8AM to 8PM 

Urgent Care Dublin 
6905 Hospital Dr. Suite 130 

Dublin, Ohio 43016 
(614) 923 - 0300

Monday – Sunday: 9AM to 9PM 

Arlington Urgent Care 
3062 Kingsdale Center 

Upper Arlington, OH 43221 
(614) 484 - 1940

Monday – Friday: 8AM to 8PM,  
Saturday: 10AM to 6PM, Sunday: 10AM to 4PM 

EAST 
Mount Carmel Urgent Care East Broad 

6599 E Broad St 
Columbus, Ohio 43213 

(614) 986 - 7752
Monday – Friday: 8AM to 8PM 

Saturday & Sunday: 8AM to 6PM 

Urgent Care Gahanna / New Albany 
5610 N Hamilton Rd 

Columbus, Ohio 43230 
(614) 775 - 9870

Monday – Sunday: 9AM to 9PM 

Urgent Care Reynoldsburg 
2014 Baltimore - Reynoldsburg Rd 

Reynoldsburg, Ohio 43068 
(614) 522 - 6900

Monday – Sunday: 9AM to 9PM 

Groveport Urgent Care 
3813 S. Hamilton Rd 

Groveport, Ohio 43215 
(614) 835 - 0400

Monday – Sunday: 8AM to 8PM 
Easton Urgent Care 

2880 Stelzer Rd 
Columbus, Ohio 43219 

(614) 472 - 2880
Monday – Sunday: 8AM to 8PM 

Columbus East - Urgent Care 
4849 E Main St 

Columbus, OH 43213 
(614) 863 - 5188

Monday – Friday: 8AM to 5PM 

OHIO BUREAU OF WORKERS’ COMPENSATION 
 CERTIFIED PROVIDERS 

http://www.ohiobwc.com/
https://www.ohiohealth.com/locations/workhealth/workhealth-grandview?utm_source=yext&utm_medium=listings&utm_campaign=websiteclicksfacility
https://www.ohiohealth.com/locations/urgent-care/ohiohealth-urgent-care-grandview
https://www.uaurgentcare.com/locations/bexley/
https://www.ohiohealth.com/locations/workhealth/workhealth-westerville?utm_source=yext&utm_medium=listings&utm_campaign=websiteclicksfacility
https://www.wellnow.com/locations/clintonville?utm_source=googleplaces&utm_medium=lociqgoogleplaces&utm_campaign=Clintonville%2COH-5204&utm_content=listing
https://www.ohiohealth.com/locations/urgent-care/ohiohealth-urgent-care-dublin
https://www.uaurgentcare.com/locations/arlington/
https://mountcarmelurgentcare.com/locations/mount-carmel-urgent-care-east-broad/
https://www.ohiohealth.com/locations/urgent-care/ohiohealth-urgent-care-gahanna-new-albany
https://www.ohiohealth.com/locations/urgent-care/ohiohealth-urgent-care-reynoldsburg
https://www.wellnow.com/locations/groveport
https://www.wellnow.com/locations/easton?utm_source=googleplaces&utm_medium=lociqgoogleplaces&utm_campaign=Easton%2COH-5212&utm_content=listing
https://www.concentra.com/urgent-care-centers/ohio/akron/columbus-east-urgent-care/?utm_source=Yext&utm_medium=Referral&utm_campaign=LocalPage#nearbylocations_g=39.95498|-82.86918&nearbylocations_o=DistanceMi%2CAscending
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WEST 
Clime Road Urgent Care 

4300 Clime Rd 
Columbus, Ohio 43228 

(614) 272 - 1100
Monday – Sunday: 8AM to 8PM 

ExpressMed Urgent Care - Hilliard 
5263 Nike Station Way 

Hilliard, OH 43026 
(614) 293 - 0047

Monday – Friday: 9AM to 7PM 
Saturday & Sunday: 9AM to 3PM 

Mount Carmel Occupational Health Center - 
Hilliard 

4674 Britton Pkwy. Suite 1600 
Hilliard, OH 43026 
(614) 210 - 4400

Monday – Friday: 8AM to 4PM 

Columbus West - Urgent Care 
4821 Roberts Rd 

Columbus, OH 43228 
(614) 850 - 1476

Monday – Friday: 8AM to 5PM 

Scioto Urgent Care 
4760 Sawmill Rd 

Columbus, OH 43235 
(614) 789-9464

Monday – Friday: 10AM to 7.45PM, Saturday: 9AM to 5.45PM, Sunday: 11AM to 4.45PM 

SOUTH 
WorkHealth Grove City 

4079 Gantz Rd 
Grove City, Ohio 43123 

(614) 566 - 9675
Monday – Friday: 7AM to 4PM 

Urgent Care Grove City 
2030 Stringtown Rd 

Grove City, Ohio 43123 
(614) 883 - 0160

Monday – Sunday: 9AM to 9PM 
Groveport Urgent Care 

3813 S. Hamilton Rd 
Groveport, Ohio 43215 

(614) 835 - 0400
Monday – Sunday: 8AM to 8PM 

DELAWARE COUNTY 
Mount Carmel Occupational Health Center - 

Lewis Center 
7100 Graphics Way Suite 1650 

Lewis Center, OH 43035 
(740) 953 - 4080

Monday – Friday: 8AM to 4.30PM 

Lewis Center Health Center 
7853 Pacer Dr 

Delaware, Ohio 43015 
(614) 788 - 9000

Monday – Sunday: Open 24 Hours 

Wedgewood Urgent Care 
10330 Sawmill Pkwy. Suite 300 

Powell, Ohio 43065 
(614) 923 - 9200

Monday – Friday: 8.30AM to 8.30PM 
Saturday & Sunday: 9AM to 6PM 

Sunbury Urgent Care 
101 W Cherry St. Suite D 

Sunbury, Ohio 43074 
(740) 965 - 8305

Monday – Friday: 8.30AM to 8.30PM 
Saturday & Sunday: 9AM to 6PM 

FAIRFIELD COUNTY 
Lancaster Urgent Care 

1612 N Memorial Dr 
Lancaster, OH 43130 

(740) 994 - 4110
Monday – Sunday: 8AM to 8PM 

OHIO BUREAU OF WORKERS’ COMPENSATION 
 CERTIFIED PROVIDERS 

https://www.wellnow.com/locations/clime-road?utm_source=googleplaces&utm_medium=lociqgoogleplaces&utm_campaign=ClimeRoad,OH-5209&utm_content=listing
https://expressmedcenters.com/hilliard
https://www.mountcarmelhealth.com/location/mount-carmel-occupational-health-center-hilliard
https://www.mountcarmelhealth.com/location/mount-carmel-occupational-health-center-hilliard
https://www.concentra.com/urgent-care-centers/ohio/akron/columbus-west-urgent-care/?utm_source=Yext&utm_medium=Referral&utm_campaign=LocalPage#nearbylocations_g=40.00282|-83.13657&nearbylocations_o=DistanceMi%2CAscending
https://www.sciotourgentcare.com/
https://www.ohiohealth.com/locations/workhealth/workhealth-grove-city
https://www.ohiohealth.com/locations/urgent-care/ohiohealth-urgent-care-grove-city
https://www.wellnow.com/locations/groveport?utm_source=googleplaces&utm_medium=lociqgoogleplaces&utm_campaign=Groveport%2COH-5207&utm_content=listing
https://www.mountcarmelhealth.com/location/mount-carmel-occupational-health-center-lewis-center
https://www.mountcarmelhealth.com/location/mount-carmel-occupational-health-center-lewis-center
https://www.ohiohealth.com/locations/health-center/lewis-center-health-center
https://www.ihainc.org/wedgewoodurgentcare.php
https://www.ihainc.org/sunburyurgentcare.php
https://www.wellnow.com/locations/lancaster-oh
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PICKAWAY COUNTY 
WorkHealth Circleville 
1434 Circleville Plaza Dr 
Circleville, Ohio 43113 

(740) 420 - 7975
Monday – Friday: 8AM to 4.30PM 

Berger Hospital 
600 N Pickaway St 

Circleville, OH 43113 
(740) 474 - 2126

Monday – Sunday: Open 24 hours 
Adena Health Center - Circleville 

140 Morris Rd 
Circleville, OH 43113 

(740) 420 - 3000
Monday, Tuesday & Thursday: 7.30AM to 8PM 

Wednesday: 7.30AM to 4.30PM, Friday: 7AM to 4PM 
Office Closed for Lunch 12.30 -1.30 p.m. daily 

UNION COUNTY 
Memorial Urgent Care 

120 Coleman’s Crossing Blvd 
Marysville, Ohio 43040 

(937) 578 - 4310
Monday – Friday: 9AM to 9PM 

Saturday & Sunday: 9AM to 6PM 

LICKING COUNTY 
Newark Valley Urgent Care 

1906 Tamarack Rd 
Newark, Ohio 43055 

(740) 522 - 0222
Monday – Friday: 8.30AM to 8.30PM 

Saturday & Sunday: 9AM to 6PM 

Licking Memorial Urgent Care - Granville 
14 Westgate Dr 

Newark, OH 43055 
(220) 564 - 7500

Monday – Friday: 9AM to 8PM 
Saturday & Sunday: 9AM to 5PM 

Licking Memorial Urgent Care - Pataskala 
1 Healthy PL 

Pataskala, OH 43055 
(740) 964 - 7600 or (220) 564 - 7600

Monday – Saturday: 9AM to 6PM
Sunday: 12PM to 6PM 

**ATTENTION: Most urgent care centers and walk – ins occupational medicine facilities are BWC certified, 
but, if possible, please check with the exact location prior to receiving medical treatment. ** 

OHIO BUREAU OF WORKERS’ COMPENSATION 
 CERTIFIED PROVIDERS 

https://www.ohiohealth.com/locations/workhealth/workhealth-circleville
https://www.ohiohealth.com/locations/hospitals/berger-hospital
https://www.adena.org/locations/adena-health-center-circleville
https://memorialohio.com/locations/memorial-urgent-care-marysville/
https://www.ihainc.org/newarkvalleyurgentcare.php
https://www.lmhealth.org/services-facilities/hospital-services/urgent-care
https://www.lmhealth.org/services-facilities/hospital-services/urgent-care
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