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SECTION I - INTRODUCTION 
 
Workers' compensation is statutory law delineated in the Labor Code of the State of California and is 
designed to provide, at the expense of their employer, workers injured in the course of employment 
with necessary medical care, loss of wages, and vocational rehabilitation when they are unable to 
continue their work as a result of injuries or illnesses arising out of and in the course of their 
employment.  In addition, provisions are made for the payment of permanent disability to the injured 
employee, regardless of the time lost from work, for permanently incurred residuals.  There are 
several possible ways to secure workers' compensation coverage in California.  Your city has chosen 
to self-insure its losses through the Pooled Workers' Compensation Program provided through 
membership in the Central San Joaquin Valley Risk Management Authority (hereinafter, the 
Authority).  The city's workers' compensation claims are administered by a third party administrator, 
Acclamation Insurance Management Services (AIMS), in Fresno, California (hereinafter, the Claims 
Administrator). 
 
Your city has a high level of authority for the coordination of the city's workers' compensation 
claims.  This includes, but is not limited to, final authorization for the judicial appeal process, 
undercover activities, allocated expenses, Stipulated Findings and Awards, subrogation, 
Compromise and Release Agreements, and informal awards involving permanent disability. 
 
The Claims Administrator is responsible for the direct payment of all workers' compensation 
benefits on behalf of your city.  A self-insured entity is responsible for providing medical care and 
treatment, mileage reimbursement, and disability benefits to employees who incur a work related 
injury in accordance with the provisions set forth in the Labor Code of California.  Once an incident 
is accepted as an industrial injury, an employer is committed to provide medical expenses reasonably 
required to cure and relieve from the effects of an injury, and may be responsible for both permanent 
disability and temporary disability benefits.  Equally important, the Claims Administrator has the 
responsibility of protecting the city against unwarranted claims.  The successful continuance of your 
self-insurance program requires that each supervisor have knowledge of and comply with the 
provisions of statutory laws and with the rules and regulations promulgated by the State of 
California and by the Office of Self-Insurance Plans.  Generally speaking, this knowledge can be 
easily supplemented by calling on experienced claims examiners at the Claims Administrator's 
office.  Frequent and open communication is important.   
 
This manual is not intended to be an all-inclusive instructional manual, but is intended to inform you 
of your responsibilities and to provide insight in regards to our practices regarding the administration 
of the city's self-insurance workers' compensation program. 
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 SECTION II - GENERAL INFORMATION 
 
A. RESPONSIBILITY 
 
While administering and managing claims for your city, the Claims Administrator's duties will 
consist of, but will not be limited to, the following: 
 

1. Setting up and maintaining complete claims records; 
 

2. Filing all required forms with the appropriate State agency; 
 

3. Referring employees to physicians for proper medical care and for obtaining current 
medical reports; 

 
4. Investigating injuries to determine compensability; and 

 
5. Authorizing compensation and medical benefits. 

 
All of the above listed activities shall be initiated by the receipt of the DWC Form 5020, Employer's 
Report of Injury.  If this form is delayed for any reason by the city, the Claims Administrator will 
not be aware of the need for workers' compensation benefits by the injured employee. 
 
The rules and regulations for administering self-insured workers' compensation programs set forth 
by the State of California require maintenance of a claim log of all work related injury cases and a 
case file for each work injury, including those cases which were denied.  The claim log should 
consist of the injured employee's name, date of injury, department (optional), a brief description of 
injury, disposition, and a notation for lost time when indicated.  A workers' compensation claim file 
should contain the following information: 
 

1. A claim number; 
 

2. The DWC Form 1, Employee Claim Form; 
 

3. The DWC Form 5020, Employer's Report of Occupational Injury or Illness; 
 

4. A letter of denial, if any; 
 

5. Compensation payment record; 
 

6. Investigation reports; 
7. All medical reports directly related to the workers' compensation claim, filed in 
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ascending order by date; 
 

8. All applicable orders of the Workers' Compensation Appeals Board and related 
reports; 

 
9. Copies of related State Form DWC 500; 

 
10. All reports made to the Administrative Director of the Division of Industrial 

Relations. 
 
Since the CSJVRMA=s Pooled Workers= Compensation Program Memorandum of Coverage states 
that all claims must be reported to the claims administrator within 30 days of knowledge or coverage 
will be denied, the following guidelines shall apply: 
 

1. All claims must be monitored by the claims administrator to ensure they were 
reported within 30 days of knowledge of a work related injury or illness. 

 
2. For first aid claims, the city may handle first aid claims on their own.  However, if 

they develop into a medical only or indemnity claim, they must be reported to the 
claims administrator at that point in time but in no event should such a claim be 
reported more than 30 days after knowledge that such developments have occurred.  
Such developments shall be evidenced by the following: 

 
a. Lost time from work, 
b. Required medical treatment beyond the first visit and follow up visit for the 

purpose of observation, and/or 
c. Injuries which would not be considered first aid due to the nature of the 

injury pursuant to the Labor Code. 
 

3. If a claim is reported more than 30 days after the member city had knowledge of such 
injury, the claims administrator shall send a letter within 5 business days to the city 
informing them that coverage for such claim is being denied based upon lack of 
notification pursuant to the Memorandum of Coverage.   

 
The claims administrator will continue to handle the claim as would otherwise have been 
done.  All claim payments must be made by the city out of the city=s funds.  In no event 
shall payments be made out of CSJVRMA funds for this claim.  The CSJVRMA will issue 
vouchers for all payments which would have been made by the CSJVRMA as if coverage 
was provided.  This claim will be included in the information provided for the annual report 
to the State of California, Department of Self-Insurance Plans. 

 
The vouchers will be coded in such a way that this claim will be pulled out of the 
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information on the June 30th loss run so that it is not included when calculating retrospective 
adjustments. 

 
B.    DISCRIMINATION 
 
Section 132 (a) of the Labor Code provides that it is unlawful for an employer to discharge, threaten 
to discharge, or discriminate against an employee as a result of making known his or her intention to 
file a workers' compensation claim or his or her intention to testify concerning another employee's 
claim. 
 
C.   SERIOUS AND WILLFUL MISCONDUCT 
 
Labor Code Section 4553 provides that under certain conditions where the Workers' Compensation 
Appeals Board finds the employer liable for Serious and Willful Misconduct, the amount of 
compensation otherwise recoverable shall be increased by one half (2) together with costs and 
expenses not to exceed $250.  This amount is payable by the employer.  Where the injury is caused 
by the serious and willful misconduct of the injured employee, the compensation otherwise 
recoverable will be reduced by one half (2), except where the injury results in death; where the 
injury results in permanent disability of 70% or more; where the injury is caused by the failure of the 
employer to comply with any provision of the law or any safety order of the Division of 
Occupational Safety and Health with reference to the safety of places of employment; or where the 
injured employee is under the age of 16 at the time of the injury. 
 
D.    QUESTIONABLE CLAIMS 
 
Your city and the Claims Administrator will jointly resolve the question of compensability for 
questionable claims.  In the unlikely event that no agreement can be reached, the Authority's 
Administrator may be used as the arbitrator or an independent arbitrator may be retained as agreed 
upon by the parties. 
 
In most cases, there is no question whether or not there has been an industrial injury and whether 
liability has been clearly determined.  However, there will be some incidents which are borderline 
where liability is questionable.  In such cases, the Claims Administrator must promptly cause  a 
careful investigation to be completed to include the taking of statements from the employee, the 
immediate supervisor, and all witnesses to the incident.  If necessary, a medical examination, 
without treatment, will be obtained to determine causation. 
 
Additionally, the Claims Administrator will mail a notice to the employee within fourteen (14) days 
from the date the city had knowledge of the injury, advising the employee that the claim has been 
placed on delay of decision status, the reason for the same, and the reason of non-payment of 
benefits during the period of investigation.  This notice will include the date the Claims 
Administrator expects to be able to make a determination regarding the benefits.  
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Should the incident be determined to be non-industrial in nature, a letter will be sent to the employee 
denying liability for the incident, with a copy sent to the State. 
 
Submission of DWC Form 5020, Employer's Report of Injury, should be completed by the city and 
sent to the Claims Administrator immediately.  Filling out this form is in no way an admission of 
liability.  The information contained in the DWC Form 5020, along with any additional comments in 
regards to the known legitimacy, will determine the extent and direction of any further investigation 
by the Claims Administrator.  It is important to note that the DWC Form 1 should be sent to the 
Claims Administrator with the DWC Form 5020. 
 
E.    INDEPENDENT CONTRACTORS AND SUBCONTRACTORS 
 
Every city should make certain that independent contractors and subcontractors performing work for 
the city provide evidence of a contractor's license and their workers' compensation coverage.  Such 
evidence should be provided in the form of a Certificate of Insurance to the city before any work is 
initiated by the contractor. 
 
Labor Code Section 2750.5 raises a rebuttable presumption affecting the burden of proof that a 
contractor performing services for which a license is required may be an employee rather than an 
independent contractor.  One of the requirements to show independent contractor status is that the 
contractor has a license, as required.  There are cases which have held that if the contractor does not 
have the required license, the presumption applies and the contractor is deemed to be an employee. 
 
F.    SUBROGATION 
 
When an employee is injured through the fault of a third party who is not another employee, the city 
will provide all necessary compensation benefits.  The injured employee has the right to proceed 
against the third party for damages as a result of the incident, and the city has the right to recover the 
amount spent on workers' compensation benefits from any money received by the employee from the 
third party.  The city should obtain and report all the facts and circumstances surrounding the injury 
to the claims administrator at the earliest possible date.  All reports involving a third party should be 
specifically noted to draw attention to the fact that someone other than the employer is involved.  It 
is often wise to send a cover letter indicating how the accident occurred, the name and address of the 
third party, the name and address of the insurance company of the third party, the names and 
addresses of all witnesses, and a copy of a police report if applicable.  This will facilitate the Claims 
Administrator in the job of obtaining investigative reports and statements.  It will also insure the 
preservation of information that might become lost if not noted until later. 
 
The employer of the injured employee also has the right to bring their own independent action 
against the third party if the employee has not filed a suit, or to join in any suit filed by the injured 
worker. 
 
 



CSJVRMA WORKERS' COMPENSATION  
CLAIMS PROCEDURES MANUAL 
PAGE 6 
 
 
G.     RECORD RETENTION 
 
All claim files and logs will be retained at the office or storage facility of the Claims Administrator.  
Five years after a claim has been closed, except where there is a continuing exposure situation, the 
city may elect to either have such files destroyed or to have such files returned to their premises for 
storage. 
 
 
 SECTION III - REPORTING OF INDUSTRIAL INJURIES 
 
On January 1, 1990, the method of reporting industrial injuries changed slightly.  All industrial 
injuries, whether for lost time or first aid only cases, should be documented at the city level.  To this 
end, a new form was created, the Employee Claim  Form.  The city is obligated to give this Form to 
any injured employee within hours (1) working day of the employer's knowledge of such injury.  
However, this Form need not go any further than the employee's personnel file unless medical 
treatment is sought beyond first aid, or more than one (1) day of work time is lost.  If medical 
treatment or lost time does occur, then this form must be sent to the Claims Administrator along with 
the completed Form 5020, employer's report of injury.  On January 1, 1994, the definition of a first 
aid claim was amended to read "First aid is any one time treatment and any follow-up visit for the 
purpose of observation of any minor scratches, cuts, burns, splinters, and so forth which do not 
ordinarily require medical care".  Therefore, first aid claims can be handled by the city one of two 
ways: 
 

1. The city can follow the regular process for submission of workers' compensation 
claims by sending the required forms to the Claims Administrator to handle the claim 
and pay any medical bills; or 

 
2. The city can send the employee for medical treatment and pay the bills out of a 

general or petty cash fund.  In this instance, the Claims Administrator would not 
handle the claim in any way, except they would take the claim over if the claim 
escalated beyond first aid.  If the city decides to handle first aid claims in this 
manner, it is recommended that the DWC Form 1 and DWC 5020 forms be sent to 
the Claims Administrator who will file the information for future reference if 
necessary. 

 
Self-insured employers are required to report all industrial injuries to the Division of Labor Statistics 
and Research of the Department of Industrial Relations within five (5) days from the date of injury.  
This is done by completing the Form 5020 and submitting it to the Claims Administrator within five 
(5) days.  The claims administrator then has the responsibility of seeing that a copy is filed with the 
Division of Labor Statistics within fourteen (14) days. 
 
 



CSJVRMA WORKERS' COMPENSATION  
CLAIMS PROCEDURES MANUAL 
PAGE 7 
 
 
 
A.   DEFINITION OF INDUSTRIAL INJURY 
 
For an injury to be accepted as industrially related, therefore, committing your city to the possible 
payment of compensation and medical expenses, an injury must arise out of and in the course of 
employment (AOE/COE).  The definition of injury includes any injury or illness arising out of 
employment, including injuries to artificial members, dentures, and medical braces of all types.  
Broken eyeglasses are not considered compensable unless they are broken in connection with an 
injury or trauma necessitating lost time from work. 
 
The Labor Code requires that physicians report industrial injuries directly to your city and/or the 
Claims Administrator on the DWC Form 5021.  The Claims Administrator will make all necessary 
reportings to the Division of Labor Statistics and Research.  For those cases requiring extended 
medical care or treatment, supplemental medical reports must be provided by the attending physician 
to the Claims Administrator until the injured employee is released to return to work or is declared to 
have reached permanent and stationary status with no further treatment indicated. The Claims 
Administrator must also continue reports until it is medically determined that there is no permanent 
disability resulting from the injury in question. 
 
B.   POINTS TO REMEMBER 
 
The importance of prompt reporting of work injuries cannot be over emphasized.  However, there 
are many other items that can cause delay in the payment of benefits or in the processing of claims.  
The following is a list of errors most often made in completing records: 
 

1. The use of nicknames instead of the employee's full name; 
 

2. Omission of middle name or initials; 
 

3. Incorrect social security number; 
 

4. Handwritten reports that prove to be illegible; 
 

5. The use of abbreviations instead of spelling out words; 
 

6. Incomplete and inaccurate answers to questions. 
 
In addition to the above-listed errors, there are certain details that are most often overlooked.  They 
are as follows: 
 

1. Be sure to specify "right" or "left" when referring to injuries involving eyes, hands, 
arms, legs, hips, etc.; 
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2. Be sure to specify which fingers or toes when referring to injuries involving feet or 
hands; 

 
3. Be sure to specify the part of the body for injuries involving neck, back, and bones.  

Specify weights of objects being pushed, pulled, lifted, etc.; 
 

4. DO NOT use adjectives such as severe, serious, bad, etc. 
 
In the case of an industrial injury causing death or serious injury, a report must be made to the 
Department of Labor Statistics and Research  no later than twenty-four (24) hours after the death or 
injury.  A follow-up report must be sent to the Department of Labor Statistics and Research, P.O. 
Box 603, San Francisco, CA  94101.  It is also necessary to immediately notify the Claims 
Administrator. 
 
C.   NOTIFICATION OF RELATIVES 
 
Relatives of employees seriously injured or killed in industrial accidents should be notified 
immediately, or as soon as possible after the accident occurs.  The original notification and personal 
visits will be arranged by the Claims Administrator in cooperation with the employer.  At the 
appropriate time, the remaining family members, or their representative, will have explained to them 
their rights and entitlements under the workers' compensation laws and under Social Security. 
 
D.   COMMUNICATION 
 
Communication between all parties concerned is very important to efficient claims handling and 
should be considered an integral part of the job of every supervisor in the city.  Too often 
information concerning a claim does not reach the party who needs it because it was not passed on.  
For example, a supervisor may not be informed that an employee's disability will continue longer 
than expected, or the Claims Administrator is not notified when an employee has returned to work.  
It is imperative that the Claims Administrator be kept apprised of all the aspects and details of the 
accident.  The time limit set by law for denying claims is ninety (90) days from the date of 
knowledge of the injury.  The time limit set by law for making the first benefit payment is fourteen 
(14) days from the first date of lost time.  This means that the Claims Administrator simply must 
have the complete cooperation of all persons involved in the reporting procedures. 
 
Service to injured employees can have an important bearing on employees with respect to labor 
relations and morale.  A well treated injured employee is less likely to hire an attorney and tie up the 
case with unnecessary litigation. 
 
E.   EXECUTIVE RESPONSIBILITY 
 
It is important that there be a clear understanding as to who is officially responsible for the city's 
compliance with the workers' compensation laws.  As laws become more complex and penalties for 
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non-compliance more severe, this responsibility will become even more important.  Because of this, 
it is best if the person with delegated executive responsibility directly supervises the person or 
persons who handle the details of assisting injured employees in filing claims, completing the 
employer's report of injury, etc.  This person, therefore, needs to know to what extent he or she can 
operate on their own authority and when and who to consult when questions come up that they can't 
answer.  Lack of authority to obtain certain information often leads to vague and incomplete claim 
reports, delays, and additional work. 
 
F.    BENEFIT DELIVERY & TIME LIMITATIONS 
 

1. Temporary Disability Waiting Period 
 

The first payment of temporary disability indemnity shall be made no later than fourteen (14) 
days after the employer has knowledge of the disability, unless liability for the injury is 
denied as per Labor Code Section 4650.   

 
Pursuant to Labor Code Section 4652, injured employees are not entitled to temporary 
disability payments for the first three (3) days of disability, excluding the day of the injury, 
unless the disability period exceeds fourteen (14) days.  Should fourteen (14) days be 
exceeded, temporary disability benefits would be payable for each day of disability, 
including Saturdays, Sundays, and holidays.  NOTE:  Prior to January 1, 1990, the law stated 
that the disability period had to exceed twenty-one (21) days. 

 
Once the employee who has been charged with the three (3) day waiting period returns to 
work and subsequently loses time from work due to the same injury, no waiting period will 
be charged for later absences.  The waiting period need not be the three (3) days immediately 
following the date of injury, but may consist of two (2) or more short absences.   

 
If the employee is seen by a physician on the date of his/her injury and is instructed to take 
time off, or if the employee has sustained an obvious injury which would have precluded the 
ability to work on the regularly scheduled days off, then the days off are counted as part of 
the waiting period.  Where the employee does not seek medical treatment until the second or 
third day following the injury and the injury is obviously not disabling, the attending 
physician's opinion will control regarding the employee's ability to work on the off days.  
However, you might want to obtain your own medical/legal evaluation in certain cases, 
rather than leaving total control to the physician. 

 
2. Temporary Disability Payments 

 
Payment of temporary disability shall be made every two (2) weeks on the day designated 
with the first payment.  In other words, if the Claims Adminsitrator pays the first payment on 
a Tuesday, benefits will be due every other Tuesday thereafter. 
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3. Permanent Disability Notices 
 

With the last payment of temporary disability indemnity,  the Claims Administrator shall 
provide one of the following: 

 
a. A notice that no permanent disability will be paid due to the fact that the 

doctor has indicated there is no permanent impairment or limitation; 
 

b. A notice that permanent disability may be or is payable, but the amount 
cannot be determined because the employee's condition is not yet permanent 
and stationary; or 

 
c. A notice that permanent disability is payable. 

 
When either of the above three (3) notices are sent, they must include the administrative 
procedure to contest such a decision and advise the employee of his or her right to consult an 
attorney as per Labor Code Section 4061. 

 
4. Permanent Disability Payments 

 
Payment of permanent disability shall be made every two (2) weeks on the day designated 
with the first payment.  In other words, if the Claims Administrator pays the first payment on 
a Tuesday, benefits will be due every other Tuesday thereafter.  The only exception to this is 
if the employer is continuing the employee's wages under a salary continuation plan. 

 
5. Penalties 

 
If any temporary or permanent disability payments are not made on time as required, the 
amount of late payment shall be increased by 10% and shall be paid, without application, by 
the employee. 

 
This penalty provision does not apply to any payment that may be owing prior to or within 
fourteen (14) days after the claim form was submitted to the employer.  If the employer is 
unable to determine whether temporary disability is owed, the employee must be advised as 
to why the payment cannot be made, what additional information is required, and when the 
employer expects to have the information necessary to make the decision. 
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 SECTION IV - WORKERS' COMPENSATION FORMS 
 
 
A. DWC FORM 1 - EMPLOYEE CLAIM FORM 
 
The present law requires that within thirty (30) days of an injury, the employee must inform his or 
her employer that a work related injury has occurred, in a written, signed form.  The form to be 
completed by an injured employee is the DWC Form 1.  Knowledge of an injury, either verbally or 
in writing, or by the employer's person in authority, is considered sufficient notice as per Labor Code 
Sections 5400 & 5402. 
 
Labor Code Section 5401 states that the employee claim form must be given to an injured employee 
within hoarsen (1) working day after the employer's knowledge of injury.  This form shall provide 
the injured employee's name and address, the time and place of the injury, and the nature of the 
injury.  The notice shall further include a description of the procedures and assistance available to 
the employee.  If an employee has suffered an obvious injury and has failed to submit this form, it 
would be in the best interest of the city to complete the DWC Form 5020 and send it to the Claims 
Administrator as soon as the employer receives knowledge of the injury. 
 
The city is only responsible for issuing this form, not for insuring that the form is returned by the 
employee.  However, when the form is returned to the city, the city is required to give a signed copy 
to the employee and the original is to be kept by the employer. 
 
It is important that each city be aware that if the Office of Benefits Assistance and Enforcement 
(OBAE) performs an audit, a penalty can be assessed for not issuing this form within the designated 
one (1) working day.  There is also the potential for a penalty if OBAE audits a claim file and  this 
form is not contained in the claim file.  An example of this form is located in the final section of this 
manual. 
 
B.   DWC FORM 5020 - EMPLOYER'S REPORT OF INJURY 
 
An Employer's Report of Occupational Injury or Illness must be completed within five (5) days from 
date of injury.  This is called a DWC Form 5020.  It is the form that is filled out for injuries that 
involve medical treatment and/or lost time from work.  It is the most important document you will 
fill out for a workers' compensation claim.  It should be completed as promptly and completely as 
possible.  If all the information is filled in properly, it will save the Claims Administrator a lot of 
time in beginning the process of setting up the required file and in responding to the needs of the 
injured employee.  In addition to being required by law, this form is essential for efficient claims 
processing. 
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Many times, it will not be known whether a claim will result in lost time from work.  If, subsequent 
to the submission of the DWC Form 5020, it turns out that an employee starts losing time from work 
because of a previously reported injury, immediately notify the Claims Administrator.  There is an 
example of the DWC Form 5020 in the final section of this manual. 
 
C.   DWC 500 FORMS 
 
These forms are completed by the Claims Administrator and are used as written notification to an 
injured employee of the benefits they will receive or have received. 
 
D.   NOTICE OF RETURN TO WORK 
 
This form is absolutely vital to the smooth functioning of the self-insurance program. 
 
The purpose of the form is to notify the Claims Administrator of the exact day that the employee 
returned to work so that benefits are not over paid, under paid, or paid in such a way that they 
conflict with payroll records. 
 
Many treating physicians do not indicate an estimated or actual return to work date.  Without the 
Notice of Return to Work sent by the employer directly to the Claims Administrator, benefit 
payments may be paid for periods of time for which the injured employee should not be paid. 
 
Completing this form notifies the Claims Administrator whether the employee is unable to continue 
regular employment.  Benefits may be paid on a different basis if "normal employment" has not 
resumed.  A telephone call to the Claims Administrator  is considered as an acceptable substitute for 
this form.  An example of this form is contained in the final section of this manual. 
 
E. SUPERVISOR'S REPORT OF INJURY 
 
Each time there is an injury or accident, the supervisor of the injured employee may fill out this type 
of form.  This is not a mandatory form, but it can be helpful to the Claims Administrator in the 
handling of the claim. 
 
F. MEDICAL SERVICE ORDER 
 
This form should be filled out and given to the injured employee at the time he or she is being sent to 
a physician for a work related injury.  The employer does have the right to control the employee's 
medical treatment for the first thirty (30) days and can state which doctors will be authorized to treat 
their employees.  However, the employee has the right to notify the employer in writing prior to the 
date of injury that he or she would like to pre-designate a personal physician.  In such case, the 
employee has the right to treat with their own physician from the date of injury.  However, in order 
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for an employee to pre-designate a personal physician, the physician must be a doctor of medicine or 
a doctor of osteopathy, must have previously directed the medical treatment of the employee, and 
must be the custodian of the employee's medical records including the employee's medical history.  
An example of this form is contained in the final section of this manual. 
 
 
 SECTION V - MEDICAL BENEFITS 
 
A.    SELF-PROCURED MEDICAL TREATMENT 
 
If an employee has not previously given written notice to the employer that he or she has a personal 
physician, the employer has the legal right to control the medical care and treatment of its 
industrially injured employees for the first thirty (30) days.  If the employee seeks treatment by his 
or her own physician without 1) giving the employer notice of injury, 2) giving the employer the 
opportunity to provide a treatment, or 3) without obtaining prior approval, such medical care is 
considered self-procured.  However, it is important the employer understands that to require usage of 
a physician or facility which has been designated by the employer, the information must be posted at 
prominent locations and an effort should be made to ensure that all employees are aware of this fact. 
 
B.   FIRST AID CLAIMS 
 
Pursuant to Title 8, California Code of Regulations, Section 14311(c): 
 

"First Aid" is any one-time treatment, and any follow-up visit for the purpose of observation 
of minor scratches, cuts, burns, splinters, and so forth, which do not ordinarily require 
medical care.  Such one-time treatment, and follow-up visit for the purpose of observation, is 
considered first aid even though provided by a physician or registered professional 
personnel. 

 
If an injury does not require professional medical treatment, then appropriate treatment should be 
administered by the city and no forms are required to be completed.  
 
The Executive Committee of the CSJVRMA has directed that claims requiring professional medical 
treatment must be handled one of the following two ways: 
 

1. The city can submit the claim to the third party administrator for handling.  If this is 
done, the city will be charged the appropriate administrative charge during the 
annual report process.  However, the city will be assured that the claim is being 
handled professionally by an experienced claims examiner. 

 
2. The city can handle first aid claims on their own.  If this is done, all medical bills 
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must be paid by the city directly within 60 days as required by the Office of Benefits 
Assistance and Enforcement (OBAE).  If bills are not paid within 60 days, a 10% 
self-imposed penalty must be added to the total of the bill.  The city must give the 
DWC Form 1, employee claim form, to the injured employee.  If it is returned to the 
city by the employee, the city must send the DWC Form 1 to the third party claims 
administrator for their filing.  In addition, a note must be attached to the Form 
requesting that the third party claims administrator file the Form for future reference 
if necessary and that no action should be taken.  The filed DWC 1s will not be 
considered "claims" for the purpose of charging an administrative fee.  Regardless of 
whether the DWC Form 1 is returned to the city, the city must also complete the 
DWC Form 5020, employer's report of injury, and file it for future reference.  This 
form should not be sent to the third party administrator if the city wishes to handle 
the claim on their own.  If the third party administrator receives the Form 5020, they 
have an obligation under State law to set up a claim.   

 
While the law allows employers to handle first aid claims requiring professional medical treatment 
on their own, it is highly recommended that the cities follow the procedures outlined in number 1 
above. 
 
C.    TRANSPORTATION EXPENSES - LODGING, HOTEL, MEALS 
 
When an employee submits to a medical examination at the request of their employer, all reasonable 
expenses of transportation, meals, and lodging relative to reporting for such examination will be 
paid, together with one (1) day of temporary disability benefits for each day of wages lost as a result 
of the requested examination.  Reasonable expenses of transportation include mileage fees from the 
employee's home to the place of the examination and back, at the rate of $.24 per mile, plus any 
bridge tolls.  This type of expense payment is normally handled by the Claims Administrator. 
 
 
 SECTION VI - MEDICAL/LEGAL EVALUATIONS 
 
One of the most extensive areas of change in the 1989 legislation concerns medical/legal 
evaluations.  There are basically different procedures and rules for represented and unrepresented 
employees in obtaining medical/legal evaluations.  Only qualified Medical Examiners (QMEs) can 
evaluate unrepresented employees and either a QME or an Agreed Medical Examiner (AME) may 
evaluate a represented employee.  Following the 1993 reform act, medical/legal evaluations are 
limited to one (1) comprehensive medical/legal evaluation which will be performed by the treating 
physician.  If there is a dispute regarding the comprehensive medical/legal evaluation, the employee 
and the employer are each allowed to obtain one (1) medical/legal evaluation.  Additional 
medical/legal evaluations are allowed if the requesting party pays for the evaluation.  For example, if 
the employee desires an additional evaluation beyond the comprehensive medical/legal evaluation 
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by the treating physician and his or her own medical/legal evaluation, one can be obtained, but it 
must be paid for by the employee.  In this instance, the employer would have no obligation to pay 
for the additional evaluation. 
 
The following information deals only with evaluations and examinations to determine permanent 
disability ratings. 
 
A.   QUALIFIED MEDICAL EXAMINERS AND UNREPRESENTED EMPLOYEES 
 
Only qualified medical evaluators (QMEs) may examine an unrepresented employee to resolve one 
of the following questions: 
 

1. The extent of permanent disability, 
 

2. Whether or not the employee's condition has reached permanent and stationary 
status, or 

 
3. The need for continuing medical care resulting from the injury. 

 
The Claims Administrator provides a form which enables the injured employee to request 
assignment of a QME panel of three physicians.  Upon receipt of the request, the Medical Director 
must, within five (5) working days, appoint such a panel on a random basis.  If the panel is not 
assigned within fifteen (15) working days, the employee shall have the right to obtain a formal 
medical evaluation from any QME of his or her choice.   
 
The Medical Director shall notify the employee of a QME panel by using a form which states the 
physicians' name, address, telephone number, specialty, and number of years in practice.  The form 
shall also advise the employee of his or her rights to transportation expenses and temporary 
disability for each day necessary for the examination. 
 
NOTE: Labor Code Sections 4601 and 4062.1 state that the Claims Administrator may not seek the 
use of an Agreed Medical Evaluator, nor can the parties obtain an Agreed Medical Examination 
when the employee is unrepresented. 
 
The employee shall be solely responsible for making an appointment with the QME.  At the 
appointment, the evaluator shall give the employee a brief description of his or her education and 
training.  The evaluator shall also give the employee an opportunity to ask questions concerning the 
evaluation process and evaluator's background.  The employee shall participate in the evaluation as 
requested by the evaluator unless the employee has good cause to discontinue the evaluation, in 
which case he or she has the right to terminate the evaluation.  If this occurs, the employee will be 
entitled to a new panel for a formal medical evaluation.   
Within thirty (30) days of receipt of a rating from the Disability Evaluation Unit, the employee or 
the employer may request that the Office of Benefit Determination either reconsider the rating, 
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obtain additional information from the QME to address any issues not addressed, or to remedy any 
report that is not prepared in accordance with the procedures of the Industrial Medical Council.  This 
request shall be in writing, shall specify the reasons that the ratings should be reconsidered, and shall 
be served on the parties involved. 
 
If the QME selected by the unrepresented employee does not complete the formal medical 
evaluation report within the forty-five (45) days established by the Industrial Medical Council, the 
employee shall have the right to a new panel of three (3) QMEs.  Neither the employee nor the 
employer shall have any liability for the formal medical evaluation which was not completed in a 
timely manner, unless the employee waives his or her right to a new evaluation and elects to accept 
the original report. 
 
B.   AGREED MEDICAL EXAMINER AND THE REPRESENTED EMPLOYEE 
 
When an employee is represented by an attorney and either party objects to a determination made by 
a treating physician concerning the permanent and stationary status of the employee, the extent and 
scope of the medical treatment, the existence of new and further disability, permanent disability, or 
the employee's preclusion or likely preclusion to engage in his or her usual occupation, then the 
objecting party shall notify the other party in writing of this objection.  They then go through an 
AME/QME process which will be explained below.  It should be noted that the words pertaining to a 
preclusion or likely preclusion to engage in his or her usual occupation normally pertain to the 
question of whether or not an employee is a qualified injured worker (QIW) for the purpose of 
vocational rehabilitation.  However, this could be interpreted to include situations where the 
employee's right to temporary disability benefits are questioned. 
The parties must initially seek to reach an agreement on which medical examiner to use.  They have 
ten (10) days plus an extended twenty (20) day period to reach such an agreement, and if they do not 
do so, they may not select an AME at a later date. 
 
Any evaluation, other than from a treating doctor obtained prior to the period an AME agreement 
was reached or attempted to be reached, will not be admissible in any Workers' Compensation 
Appeals Board proceeding. 
 
As previously stated, following the 1993 reform act, medical/legal evaluations are limited to one (1) 
comprehensive medical/legal evaluation which will be performed by the treating physician.  If there 
is a dispute regarding the comprehensive medical/legal evaluation, the employee and the employer 
are each allowed to obtain one (1) medical/legal evaluation.  Additional medical/legal evaluations 
are allowed if the requesting party pays for the evaluation.  For example, if the employee desires an 
additional evaluation beyond the comprehensive medical/legal evaluation by the treating physician 
and his or her own medical/legal evaluation, one can be obtained, but it must be paid for by the 
employee.  In this instance, the employer would have no obligation to pay for the additional 
evaluation. 
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The parties shall agree as to what information is to be provided to an AME.  The information 
includes records prepared or maintained by the employee's treating physician and any medical or 
non-medical records relevant to determination of the medical issue.  In addition, other information 
can be provided to the doctor if the information which a party proposes to provide is served on the 
opposing party twenty (20) days before the information is provided to the evaluator.  Subsequent 
communications can also be made, provided that it is also served on the opposing party when 
material is sent. 
 
C. GENERAL RULES 
 
All AMEs and QMEs are allowed to consult with another QME, or a physician who is eligible for an 
appointment as a QME, when reasonably necessary to produce a medical evaluation within the 
standards of the Industrial Medical Council (IMC).  They may also consult with a medical evaluator 
who is not a QME or who may or may not be licensed to practice in California.  This provision 
applies only if the physician consulted possesses the necessary expertise in a specialty area which is 
not normally treatable without a complete and accurate formal medical evaluation, and such 
evaluation cannot be otherwise obtained.  The request for these consultations can be made by either 
party, in writing, to the Medical Director who may consent to the same guidelines and time 
limitations of the IMC. 
 
All AMEs and QMEs shall serve a formal medical evaluation and a summary form on the Office of 
Benefit Determination within forty-five (45) days of the examination.  Twenty (20) days after the 
receipt, the Office of Benefit Determination shall calculate the permanent disability involved and 
serve both the employer and the employee with the determination, although ratings are not usually 
served this soon. 
 
No ex parte communications with the medical evaluator are allowed.  The party making the 
prohibited communication shall be subject to being charged with contempt before the Workers' 
Compensation Appeals Board and shall be liable for costs incurred by the aggrieved party as a result 
of the prohibited communication. 
 
Upon completing an evaluation, the AME or QME shall summarize the findings on a form 
prescribed by the IMC and serve the formal medical evaluation and the summary form on the 
employee, employer, and the Administrative Director. 
 
D.   FILING OF APPLICATIONS AND DISPUTED CLAIMS 
 
In cases where injury is not in dispute, an application relating to the issues of permanent disability or 
need for continuing medical care cannot be filed until there has been a determination of those issues 
by a physician.  The physician for an unrepresented employee must be a QME and either a QME or 
AME for a represented employee. 
If a formal medical evaluation from an AME or QME selected from a three (3) member panel 



CSJVRMA WORKERS' COMPENSATION  
CLAIMS PROCEDURES MANUAL 
PAGE 18 
 
 
resolves any issue so as to require an employer to provide compensation, the employer shall 
commence the payment of compensation or file an Application for Adjudication of the Claim. 
 
E.   NEW AND FURTHER DISABILITY 
 
When a Petition to Reopen is filed with the Workers' Compensation Appeals Board within five (5) 
years from the date of injury alleging new and further disability, a formal medical evaluation shall be 
obtained pursuant to the rules and regulations.  When an AME or QME has previously made a 
formal medical evaluation, subsequent or additional evaluations shall be conducted by the same 
AME or QME, unless the workers' compensation judge has made a finding that he or she did not rely 
on the prior evaluator's formal medical evaluation or the prior evaluator is no longer qualified or 
readily available. 
 
 
 SECTION VII - DISABILITY BENEFITS 
 
A.   DEFINITION 
 
An employee sustaining an injury arising out of and in the course and scope of employment is 
considered to be temporarily disabled when determined by the treating physician to be unable to 
work during the recovery period. 
 
Temporary disability payments continue during the entire time the employee is unable to work and 
can continue for an unlimited amount of time. 
 
B.   TEMPORARY DISABILITY 
 
Pursuant to Labor Code Section 4661.5, any temporary disability payment made two (2) years or 
more from the date of injury is to be paid in accordance with the temporary disability earnings 
amount in effect on the date the payment is made.  The weekly benefit rates for temporary disability 
are as follows: 
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If the employee is on a monthly salary, the actual weekly earnings equal the monthly salary times 
twelve (12) months divided by fifty-two (52) weeks.  To obtain the disability benefit rate on a daily 
basis, simply divide the weekly temporary disability rate by seven (7) days.  Payments must be made 
not less frequently than every two (2) weeks. 
 
Disputes usually arise when the employee has been released by the treating physician to return to 
some form of modified work.  In the event the employee refuses an offer of modified work within 
the medical restrictions set forth by the treating physician, the refusal can be the basis for 
terminating payments of temporary disability.   
 
If modified work is not offered or is not generally available, payments for temporary disability will 
continue until such time the employee is released by the treating physician for return to  regular 
work or modified work becomes available.   
 
C.    PERMANENT DISABILITY 
 
Permanent disability represents the residuals of an injury by some permanent loss of a part, or a 
function of the body, or some restriction of the employee's ability to work.  It causes impairment of 
earning capacity, less than normal use of a member, or a competitive handicap in the open labor 
market. 
 
After the employee has reached maximum improvement, or his or her condition has been permanent 
and stationary for a reasonable period of time, as determined by the treating physician, the remaining 
residuals reflect the degree of permanent partial disability. 
 
Permanent disability is expressed in percentages.  The permanent disability rate is determined in the 
same manner as the temporary disability rate, the difference being the maximum amount payable.  

                   WEEKLY                   DATE OF INJURY  MINIMUM         MAXIMUM 
  1/1/83 - 12/31/83     $84.00  $196.00 
  1/1/84 - 12/31/89    112.00  224.00 
  1/1/90 - 12/31/90      98.00 *, **  266.00 
  1/1/91 -  6/30/94       AWW ***  336.00 
  7/1/94 -  6/30/95   126.00 ****  406.00 
  7/1/95 -  6/30/96   126.00 ****  448.00 
  7/1/96 -  ???????   126.00 ****  490.00 
 
 AWW = Average Weekly Wage 
 

* Actual earnings are paid for AWW between $99.00 and $112.00. 
** $112.00 is payable for AWW between $112.00 and $168.00. 
*** $126.00 is payable for AWW between $126.00 and 168.00. 
**** $126.00 is payable for AWW between $126.00 & $189.00. 



CSJVRMA WORKERS' COMPENSATION  
CLAIMS PROCEDURES MANUAL 
PAGE 20 
 
 
The number of weeks of permanent disability benefits for each percent of disability increases 
depending on the severity of the injury.  The following table shows the various permanent disability 
rates: 

 
In addition, for injuries occurring on or after January 1, 1991, the number of weeks of permanent 
disability will increase for injuries causing disability greater then twenty-five (25) percent.  The 
calculations for the increased number of weeks will be figured using the present formula. 
 
When permanent disability is determined to be seventy (70) percent or more, the employee is 
additionally entitled to a life pension. 
 
Payments for advances of permanent disability are made on the 4th day after the employee's 
condition has become permanent and stationary, or on the 4th day after the last payment of 

            WEEKLY        

  DATE OF INJURY    MINIMUM      MAXIMUM 
 1/1/83 - 12/31/83  $50.00 $130.00 
 1/1/84 - 12/31/91   70.00             140.00 
 1/1/91 - 06/30/94   70.00             140.00/148.00 
 7/1/94 - 06/30/95   70.00             140.00/148.00/158.00/168.00 
 7/1/95 - 06/30/96   70.00             140.00/154.00/164.00/198.00 
 7/1/96 - ????????    70.00             140.00/160.00/170.00/230.00 
 
The maximum numbers shown following 1/1/91 are shown in different increments because 

the maximum benefit increases when the percentage of permanent disability increases as 
stated in the Labor Code. 
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temporary disability indemnity, whichever occurs first.  Labor Code Section 4651 requires 
permanent or temporary disability payments to be made not less frequently than twice in each 
calendar month unless otherwise ordered by the Workers' Compensation Appeals Board.  Advance 
payments must be instituted where there is evidence of permanent or partial disability. 
 
The only satisfactory excuse for delaying payment for advances toward permanent disability is a 
medical or legal opinion which expresses doubt that permanent disability has resulted.  In order to 
excuse the delay in making payments and avoid a penalty, there must be a genuine doubt as to the 
employer's liability for payments.  This doubt must arise from a medical or legal standpoint. 
 
D.      VOCATIONAL REHABILITATION 
 
If an employee is deemed by the Rehabilitation Unit to be a "qualified injured worker" then his or 
her employer must provide a viable vocational rehabilitation program.  A maintenance benefit shall 
be paid until the employee has completed an approved program.  Also provided are reasonable living 
and/or travel expenses if the employee must train away from home, as well as all training or 
educational expenses.  Reasonable living expenses are allowed in any situation where the employee's 
cost of living has increased due to the participation in vocational rehabilitation and travel expenses 
are allowed for any rehabilitation related mileage. 
 
The following table shows the new maintenance benefits amounts to be paid while an employee is 
participating in a rehabilitation plan: 

 

               WEEKLY         
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For injuries occurring prior to January 1, 1994, when an aggregate total disability continues for 
ninety (90) days, the Claims Administrator must assign a rehabilitation counselor to meet with the 
employee and explain the employee's rights and obligations pertaining to vocational rehabilitation.  
When the aggregate total disability exceeds ninety (90) days and the employee has not previously 
been identified as a qualified injured worker, the rehabilitation counselor will provide the treating 
physician with a job description that has been developed with the employee.  The rehabilitation 
counselor will request that the treating physician determine the employee's medical eligibility for 
rehabilitation services.  The treating physician's determination of medical eligibility shall take into 
account the employee's current and probable future medical condition, an estimate of the employee's 
current and potential functional limitations, the ability of the employee to accept and participate in 
rehabilitation services if and when indicated, the ability of the employee to engage in light duty, if 
available, and any other information as may reasonably be called for by the Administrative Director. 
 If the treating physician is unable to make an assessment at the time of the initial contact, the 
rehabilitation counselor will continue to monitor the employee's recovery and request the treating 
physician to report as soon as the physician is able to determine whether the employee is medically 
eligible.  The doctor is required to report a minimum of every sixty (60) days.  Please note that this 

   DATE OF INJURY  MINIMUM MAXIMUM 
 
  1/1/83 - 12/31/83   $84.00 $196.00 
  1/1/84 - 12/31/89    112.00  224.00 
  1/1/90 - 12/31/90      98.00*, **  266.00 
  1/1/91 -  6/30/94        AWW ***  336.00 
  7/1/94 -  6/30/95   126.00 ****  406.00 
  7/1/95 -  6/30/96   126.00 ****  448.00 
  7/1/96 -  ???????   126.00 ****  490.00 
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process is not required for injuries occurring after January 1, 1994. 
 
When the aggregate total disability exceeds three hundred and sixty-five (365) days and the 
employee has not been previously identified as being medically eligible for vocational rehabilitation, 
there shall be a rebuttable presumption that the employee is medically eligible for vocational 
rehabilitation services.  
 
Nothing in the Labor Code requires an employee to accept the provision of vocational rehabilitation 
services.  A notice to decline vocational rehabilitation services shall include: 
 

1. A written description of the employee's rights, benefits, and protection so the 
employee can make an informed decision; 

 
2. Notice of the employee's right to consult with the Information and Assistance Officer 

or an attorney; and 
 

3.  The declination of vocational rehabilitation services shall be in  ten (10) point bold 
face type and shall be signed by the employee and his or her representative, if any. 

 
If the employee unreasonably fails to cooperate in the provision of vocational rehabilitation services, 
fails to cooperate in the development or implementation of a vocational rehabilitation plan, or fails 
to cooperate in completing an approved plan, the employee shall not be entitled to receive the 
maintenance benefit for the period of unreasonable failure on the part of the employee.  Should the 
Claims Administrator make the decision to withhold benefits, the employee will be provided with 
written notice of the reasons for withholding benefits and the employee's right to object within ten 
(10) days of the notice.  If the employee objects to the withholding of payment, the Rehabilitation 
Unit shall conduct an expedited hearing to determine if the employee is entitled to receive payments. 
 A copy of the determination shall be served by certified mail on the employee and Claims 
Administrator within ten (10) days of the employee's objection.  The Claims Administrator shall 
continue payment of the maintenance benefit until receipt of the determination. 
 
The liability of the employer for rehabilitation services shall terminate if any of the following occur: 
 

1. The employee has been properly notified of his or her eligibility and rights and 
declines the vocational rehabilitation services; 

 
2. The employee has completed an approved rehabilitation plan; 

 
3. The employee unreasonably fails to complete an approved plan; and/or 

 
4. The employee has not requested vocational rehabilitation services within ninety (90) 
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days of the notification that he or she is medically eligible.  (In order to terminate 
liability under this section, the Claims Administrator must send a second notice to 
the employee after the initial notice of medical eligibility.  This notice must be sent 
no earlier than forty-five (45) days and no later than seventy (70) days after the 
employee's receipt of the first notice.) 

 
The employee shall continue to receive temporary disability benefits until he or she reaches 
permanent and stationary status, even if enrolled in a vocational rehabilitation program.  Once an 
employee has reached permanent and stationary status, the maintenance benefit is payable as noted 
above.  During this time period, the maintenance benefit can be supplemented with permanent 
disability payments up to the injured worker's regular temporary disability rate by using permanent 
disability advances that are due or payable as per Labor Code Section 139.5. 
 
There is a specific prohibition as to settlement or commutation of rehabilitation services.  However, 
the judge may make a finding that there are good faith issues which, if resolved against the 
employee, would defeat the employee's right to all compensation under this division. 
 
E.   DEATH BENEFITS 
 
The following table indicates the amounts to be paid 
for industrial injuries resulting in death: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Two (2) or more total dependents take the exclusion of all partial dependents. 
 
Deaths occurring on or after July 1, 1994 will be paid benefits at the decedent's temporary disability 
rate, however, this rate will not be less that $224.00 per week and shall be paid at least twice each 

 NUMBER OF                 *****************PRIOR TO**********
 DEPENDENTS    1/1/90   1/1/91   7/1/94  
 
1 TOTAL AND  $70,000  $95,000  $115,00
NO PARTIAL  
 
2 OR MORE TOTAL  95,000  115,000  135,00
 
3 OR MORE TOTAL  95,000  115,000  150,00
 
1 TOTAL AND 1 OR  70,000 +  95,000 + 115,00
MORE PARTIAL 4 X ANNUAL 4 X ANNUAL 
    SUPPORT  SUPPORT 
 
NO TOTAL AND 1  70,000   95,000  115,00
OR MORE PARTIAL- 
4 X ANNUAL SUPPORT 
NOT TO EXCEED.. 
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calendar month as per Labor Code 4702(b). 
Where the decedent leaves surviving minor children, benefits will continue at the temporary 
disability rate until the youngest child reaches eighteen (18) years of age.  This benefit will continue 
even if the amounts being paid exceed the statutory maximum amounts as set forth above.   
 
For injuries which occur on or after 1/1/90, there is a conclusive presumption of dependency for the 
surviving spouse who, on the date of death, earned $30,000 or less in the twelve (12) months 
preceding the death . 
 
Burial expenses are $5,000 for deaths which occur on or after 1/1/91.  This applies to all employers, 
including public agencies. 
 
In addition to the immediate telephone and letter report to the Division of Industrial Safety relating 
to industrial fatalities, an investigation will be made to determine dependency status, either total or 
partial, to whom the employee was contributing support or to whom the employee was liable for 
support at the time of injury including names, ages, relationships, and addresses.  This investigation 
will be conducted by the Claims Administrator with the cooperation of the city. 
 
If the deceased's spouse died before the employee and leaves a dependent child or children, the 
Board will appoint a guardian (usually a near relative) to act as trustee to receive the death benefit 
for the support of the child or children. 
 
If the surviving spouse prefers to do so, he or she may have an attorney handle their claim; but, in an 
uncontested case the spouse gains nothing and will incur a legal fee.  Also, the surviving spouse may 
personally file an application with the Workers' Compensation Appeals Board without obtaining an 
attorney.  However, as mentioned above, the spouse gains nothing by filing an application with the 
Workers' Compensation Appeals Board in an uncontested case, because the employer will 
voluntarily agree to pay the same amount as the Workers' Compensation Appeals Board would 
award after a hearing. 
 
Occasionally, dependents ask that a portion of the total amount due them be paid immediately to 
meet emergency expenses, to pay off a note or mortgage, etc.  This may only be accomplished by 
means of a "commutation of benefits".  Approval of a commutation must be obtained from the 
Workers' Compensation Appeals Board. 
 
F.   MINORS 
 
A minor, for purposes of workers' compensation, is any person under the age of eighteen (18), 
whether married or single, male or female.  A minor appearing before the Workers' Compensation 
Appeals Board must be represented by a guardian ad litem, or a general guardian, or such claimant 
can dispute a judgment of the Workers' Compensation Appeals Board when he or she reaches legal 
age.  
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Compensation due to an injured minor may be paid directly to the minor until the parent or guardian 
gives the employer or its Claims Administrator written notice that the parent or guardian claims the 
compensation.  Payments to the minor, prior to receipt of this written notice, is full release for the 
amount so paid.  The minor cannot disaffirm such payments on appointment of a guardian or upon 
reaching legal age of majority.  When a minor sustains an injury which results in only temporary 
disability, the weekly benefit rate is calculated in the same manner as for an adult. 
 
If the minor's injury results in permanent disability, the weekly benefit rate for payment of 
permanent disability benefits will be based on the weekly sum, which under ordinary circumstances 
would probably be earned at age eighteen (18) in the occupation to which the minor would 
reasonably have been promoted if the injury did not occur.  If such probable earnings cannot 
reasonably be determined, the average weekly earnings shall be taken at $105.00, which was the 
maximum rate in 1972.  The maximum rate has gone up substantially since then, however, this 
particular Labor Code Section has not been amended and does still specifically state $105.00. 
 
For injuries occurring on or after April 1, 1972, a minor is presumed to have the ability to raise his 
or her average earnings, so he or she is entitled to the maximum permanent disability benefit rate. 
 
 
 SECTION VIII - STATUTE OF LIMITATIONS 
 
There are three (3) fundamental reasons for workers' compensation legislation: 
 

1. To promptly provide industrially injured employees with medical care and treatment 
and to provide disability payments for lost time from work; 

 
2. To eliminate the necessity of the delays, hazards, and expenses of litigation involved 

in industrial injury cases; and 
 

3. To limit the employer's liability to reasonable, but adequate compensation payments 
and necessary medical expenses. 

 
If employees are to receive such benefits at no expense to themselves and with practically no delay, 
then there must be a corresponding obligation on their part to cooperate by promptly reporting 
industrial injuries.  In the event of dissatisfaction with the action taken in their individual case, they 
may elect to present their claim to a higher authority.  (See Section XI) 
 
A.   THIRTY (30) DAY NOTICE 
 
Service of written notice of an injury on the employer is required within thirty (30) days after 
occurrence of the injury in order to maintain a claim for compensation as set forth in Labor Code 
Section 5400.  This procedure is rarely followed because any knowledge of an injury is considered 
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to be written notice.  However, lack of any direct or constructive notice of an injury may represent 
an affirmative defense for self-procured medical treatment up to the date of notice.  Prejudice due to 
lack of notice is an affirmative defense and bears the burden of proof.  When the Workers' 
Compensation Appeals Board does find prejudice by lack of notice, the right to maintain the claim 
for compensation is barred. 
 
B.    ONE (1) YEAR STATUTE 
 
Original proceedings for disability indemnity and medical care where no benefits have been 
furnished must be filed within one (1) year from the date the employee first suffered the disability 
and knew or, in the exercise of reasonable diligence, should have known that the disability was work 
related, as per Labor Code Section 5412. 
 
In the event an employee suffers from an occupational disease or cumulative injury, the filing of a 
claim would be limited to within one year from the date when the disability was found to be work-
related. 
 
Legislation which became effective on January 1, 1976 provides for notification to any employee of 
his or her possible right to workers' compensation benefits.  If such notification is not provided to the 
employee, then the statute is tolled. 
 
C.    FIVE (5) YEAR STATUTE 
 
When the employee's injury has been accepted as work related, the employee has five (5) years from 
the date of injury to file an application claiming that the original injury caused any new and further 
disability.  The Workers' Compensation Appeals Board generally considers any ratable permanent 
disability as a new and further disability.  The Board retains continuing jurisdiction over formal 
awards it has issued.  It has no jurisdiction over new applications filed if they are filed later than five 
(5) years from the date of injury. 
 
D.    DEATH CLAIMS 
 
When death results, claims before the Workers' Compensation Appeals Board must be filed as 
follows: 
 

1. within one (1) year from the date of death, when the death occurred within one (1) 
year from the date of injury, or 

 
2. within one (1) year from the date of last furnishing of any benefits when death 

occurred more than one (1) year from the date of injury, or 
 

3. within one (1) year of the date of death, when death occurs more than one (1) year 
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after the date of injury and compensation benefits have been furnished. 
 
No claim may be filed more than one (1) year after the date of death, nor more than five (5) years 
from the date of injury, except that no limitation of time runs against any dependent who is under 
eighteen (18) years of age at the time of injury, or incompetent, unless and until a guardian or trustee 
is appointed. 
 
E.   RE-OPENING CASES 
 
When a case has progressed to the point where one of the statutes becomes effective, no treatment 
should be offered without approval from the Claims Administrator. 
 
From a legal standpoint, the employee would require a formal order from the Workers' 
Compensation Appeals Board before treatment could be demanded after five (5) years from the date 
of injury, unless a continuing medical award has been previously made.  This assumes the issue of 
medical care has been decided before the five (5) years has run.  If the five (5) years has run and 
there has not been a prior award of medical care, the employee would not have any right to reopen 
the case in order to amend the prior award. 
 
The running of the statute of limitations is an effective defense. The employer may elect to waive the 
statute if the circumstances justify the action.  These cases would generally be limited to those where 
the injured employee is still employed, where the injury was properly reported, and where the 
condition needing treatment is directly related to the original injury. 
 
F.    TOLLING, SUSPENSION OR LOSS OF DEFENSE, ESTOPPEL 
 
Under certain circumstances, a limitation period may be tolled or suspended and, in some rare 
instances, totally negated.  For example, no time limitation runs against a minor (since March 4, 
1974, eighteen years is age of majority) or an incompetent until a guardian is approved.  This would 
cover claims by minor dependents.  The limitation period on claims by persons in military service is 
suspended during time of service. 
 
The employer may be denied the right to a statute defense if the employee was influenced to delay 
filing a claim. 
 
G.    LITIGATION 
 
All disputed claims will be resolved either formally or informally by the Workers' Compensation 
Appeals Board.  Any correspondence concerning litigation of a claim should be forwarded as soon 
as possible to the Claims Administrator.  Also, anyone requesting information or serving a subpoena 
should be referred to the Claims Administrator.  If it is necessary to accept a subpoena, do so, and 
notify the Claims Administrator immediately. 
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 SECTION IX - ADMINISTRATIVE STRUCTURE 
 
A.   DIVISION OF WORKERS' COMPENSATION (DWC) 
 
The Division of Workers' Compensation is the name for what was formerly the Division of 
Industrial Accidents.  Under its jurisdiction are the Office of Benefit Assistance and Enforcement 
(OBAE) and the Office of Benefit Determination (OBD). 
 
The Office of Benefit Assistance and Enforcement performs those services which were previously 
performed by the Claims Bureau and the Information and Assistance Bureau.  This office 
administers benefit payment and notice requirements, conducts audits, and is responsible for the civil 
penalty provisions of the 1989 reform legislation. 
 
The Office of Benefit Determination is responsible for assuring the prompt delivery of compensation 
to the injured worker.  The department will also advise the Industrial Medical Council as to whether 
or not individual QMEs are preparing evaluations which can be satisfactorily rated by the Disability 
Evaluation Unit. 
 
B.   INDUSTRIAL MEDICAL COUNCIL (IMC) 
 
The Industrial Medical Council (IMC) replaced the Medical and Chiropractic Advisory Committee.  
The Council consists of nine (9) doctors of medicine, at least one (1) of whom  must be a 
psychiatrist and one (1) of whom specializes in occupational medicine.  The rest of the council 
consists of two (2) doctors of osteopathy, two (2) doctors of chiropractic medicine, and one (1) 
physical therapist, all of whom must be licensed to practice in California, and one (1) medical 
economist. 
 
In order to qualify for the Council, the doctors must be experienced in treating and evaluating 
industrial injuries and must maintain an active practice, twenty (20) percent of which is devoted to 
direct patient treatment.  A physician or surgeon needs to be Board certified in his or her specialty, a 
chiropractor must be recognized by an approved chiropractic association, and a psychologist must 
hold a doctoral degree and have not less than five (5) years post doctoral experience or be Board 
certified in clinical psychology. 
 
In addition to appointing QMEs, the IMC formulates rules and regulations and time frames for 
reporting on medical/legal evaluations.  They also recommend a reasonable level of fees for 
physicians performing services under this division.  After public hearings, the IMC formulates rules 
governing the time frames for preparation and submission of evaluations by AMEs and QMEs.  
They will also develop procedures for the determination of other specified medical issues such as 
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permanent and stationary status, medical eligibility for rehabilitation, extent and scope of treatment, 
new and further disability, and the need for continuing medical care.  Finally, they will develop the 
procedures used in determining compensability for psychiatric injuries. 
 
The members of the IMC will be appointed to staggered four (4) year terms.   
 
C.   QUALIFIED MEDICAL EVALUATORS (QME) 
 
The IMC will appoint QMEs in each of the respective specialties as required for the evaluation of 
medical issues as per Labor Code 139.2.  A QME will be appointed to a four (4) year term and will 
be required to devote a minimum of twenty (20) percent of his or her medical practice to patient 
treatment or to have acted as an AME on at least eight (8) occasions within the twelve (12) months 
immediately preceding the appointment.  Additionally, a QME must be Board certified or qualified 
for certification.  The IMC may make exceptions for QME appointment for retired physicians or 
those in teaching positions who are exceptionally well qualified.  No physician whose full time 
practice is limited to forensic evaluation of disability will be appointed as a QME. 
 
Additional criteria are involved for reappointment as a QME.  In order to be reappointed, a QME 
must 1) have completed all formal medical  evaluations  within a reasonable time after assignment, 
2) have not had more that thirty (30) percent of his/her evaluations of unrepresented employees 
rejected by the Workers' Compensation Judge during the prior four (4) year term, 3) have completed 
the necessary continuing education, and 4) have not been terminated or suspended during the most 
recent term as a QME.  If the evaluator does not meet these criteria, the IMC may, at its discretion, 
appoint or deny reappointment according to the rules formulated by the Council. 
 
 
 SECTION  X - AUDITS AND PENALTIES 
 
A.    AUTHORITY AND STRUCTURE OF AUDIT POWER 
 
The Office of Benefit Assistance and Enforcement (OBAE) has, among others, the duty to be, 
"responsible for the enforcement of the civil penalty provisions of Labor Code Section 129.5".  
Labor Code Section 129 places the duty upon OBAE to audit insurers, self-insured employers, and 
third party administrators to make certain that injured workers and dependents receive promptly and 
accurately the full measure of compensation benefits to which they are entitled. 
 
Half of the audit subjects are selected at random, while the other half are on a priority schedule 
based on information obtained from the "Benefit Notice Program" (Labor Code Section 138.4), 
through "Information and Assistance Services", and other factual information that indicates a subject 
is, "failing to meet its obligation under this division or any other division (commencing with Section 
3200) or the regulations of the Administrative Director" (Labor Code Section 129(b). 
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B.    NOTICE OF ASSESSMENT FOLLOWING AUDIT 
 
After an audit, if OBAE determines that, "any compensation, interest, or penalty is due and unpaid to 
an employee or dependent", the Director will serve upon the insurer, self-insured employer, or third 
party administrator a "Notice of Assessment" detailing the amounts due and unpaid in each case and 
order the amounts paid to the person entitled (Labor Code Section 129(c). 
 
A Notice of Assessment will be served personally or by registered mail in accordance with 
Subdivision 8 of Section 11505 of the Government Code.  A copy will also be sent to the affected 
employee or dependent. 
 
The Notice of Assessment will become final and the assessment shall be paid unless contested 
within fifteen (15) days of receipt by the insurer, self-insured employer, or the third party 
administrator.  Failure to comply with the Notice of Assessment within fifteen (15) days of receipt 
may subject that entity to an additional "administrative penalty" (Labor Code Section 129.5(a). 
 
If the amounts indicated in the Notice of Assessment are not paid within thirty (30) days after 
service, and the time is not tolled during any appeal to the Administrative Director because a subject 
contests the penalty, Labor Code Section 1298 states that the employer shall also be liable for 
reasonable attorney's fees necessarily incurred by the employee or dependent to obtain the amounts 
due.  Presumably, this means that if the claim is litigated through the Workers' Compensation 
Appeals Board process and they agree that those benefits are owing, then the attorney's fees will be 
assessed independently against the carrier or self-insured employer and not out of the benefits 
owing. 
 
C.    OBAE'S ADMINISTRATIVE PENALTY POWER 
 
OBAE has the power to assess an "administrative penalty" against an insurer, self-insured employer, 
or third party administrator for failure to comply with a Notice of Assessment within fifteen (15) 
days; failure to pay the undisputed portion of an indemnity payment, the reasonable cost of medical 
treatment of an injured worker, or the charge or cost of implementing an approved vocational 
rehabilitation plan and, "failure to comply with any rule or regulation of the Administrative 
Director".  This is obviously a broad power and the spectrum of potential violation is great.  Below 
are listed some rules and regulations of the Administrative Director that are often overlooked: 
 

1. Notice to Employee of the right to designate a physician; 
 
 

2. Duty of the employer to give notice of the right to designate  and promptly authorize 
such designated physician or facility to provide all medical treatment; furnishing the 
name and address of the person to whom the billing should be sent; and arranging for 
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delivery to the selected physician or facility all medical information related to the 
claim; 

 
3. Any employer desiring a change of an employee-selected physician must file the 

appropriate petition with the Administrative Director for an order requiring the 
employee to select an employer-designated physician (good cause must be shown); 

 
4. The employer shall secure certification of a consulting physician under Labor Code 

Section 4602, and direct a letter in triplicate to the Division of Workers' 
Compensation containing the name and address of the employee, the name and 
address of the consulting physician, and the field of practice of the consulting 
physician; 

 
5. Notice Requirements.  This is one of the areas of most exposure to administrative 

penalties under this section.  Prompt investigation, notice of workers' compensation 
entitlement, and determination of acceptance or denial of the claim is extremely 
important.;   

 
6. An employer must advise an employee of his rights to workers' compensation 

benefits in writing upon receiving knowledge of an injury or notice sufficient to 
investigate the facts; 

 
7. The employer "shall post and keep posted in a conspicuous place or places..." non-

liability for off-duty recreational, social, or athletic activity which is not part of the 
employee's regulated duties; and 

 
8. It is the duty of the employer to notify the Administrative Director of the death of 

every employee. 
 
The following factors are considered in the establishment of what monetary amount the insurer, self-
insured employer, or third party administrator shall be fined: 
 

1. The gravity of the violation; 
 

2. The good faith of the insurer, self-insured employer, or third party administrator; 
 

3. The history of previous violations, if any; and 
 

4. The frequency of the violations. 
D.    OBAE'S CIVIL PENALTY POWER 
 
In addition to the foregoing notice of assessment and the assessment of an administrative penalty, 
OBAE also has the power to assess a civil penalty up to $100,000, "upon finding, after hearing, that 
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an employer, insurer, or third party administrator for an employer had knowingly committed and has 
performed with a frequency, as to indicate a general business practice, any of the following: 
 

1. Induced employees to accept less than the compensation due, or made it necessary 
for employees to resort to proceedings against the employer to secure compensation 
due, 

 
2. Refused to comply with known and legally indisputable compensation obligations, 

 
3. Discharged or administered compensation obligations in a dishonest manner, and/or 

 
4. Discharged or administered compensation obligations in a manner such as to cause 

injury to the public or those dealing with the employer or insurer." 
 
It should be noted that the employer is specifically included as being a party liable for a civil 
penalty.  In effect, this could prove to be a discrimination type of employer violation for knowingly 
committing the aforementioned practice.  It is unlikely that such civil penalties assessed against an 
employer who has knowingly violated the provision would be insurable under the standard workers' 
compensation policy. 
 
 

SECTION  XI - ADJUDICATION, ARBITRATION, AND SETTLEMENT 
CONFERENCES 

 
A.    ADJUDICATION 
 
Pursuant to Labor Code 5500, an Application for Adjudication of a claim may be filed by the 
employee or the employer any time there is a bonafide dispute after service of the claim form.  The 
application shall specify the nature of the dispute, the action being requested of the Workers' 
Compensation Appeals Board, the efforts previously made to resolve the issues in dispute, and shall 
be accompanied by medical reports and other documents indicating the basis of the dispute and 
supporting the action requested. 
 
Following 1\1\91, if the dispute in a case where either the nature and extent of permanent disability 
or the need for continuing medical care is not denied, an Application for Adjudication cannot be 
filed until an AME or a QME has made a finding on the issue.  Once the application is filed, a 
hearing will be held not less than ten (10) days  and no more than sixty (60) days after the filing. 
The Administrative Director will establish a priority calendar for those issues requiring an expedited 
hearing and decision, and those hearings will be held within thirty (30) days after the application is 
filed.  The types of issues requiring an expedited hearing include: 
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1. Entitlement to medical treatment; 
 

2. Entitlement to, or the amount of, temporary disability; 
 

3. The employee's entitlement to vocational rehabilitation services or the termination of 
an employer's liability to provide vocational rehabilitation; 

 
4. The employee's entitlement to compensation from one (1) or more responsible 

employers and the employers disputed liability as among themselves; and 
 
5. Any other issue that may be determined by the Administrative Director. 

 
The Workers' Compensation Appeals Board still has the ability to affirm, rescind, alter, or amend 
any original order, decision, or award.  In any case where the Workers' Compensation Appeals 
Board rescinds or reduces an order, decision, or award because they were procured by fraud, the 
Workers' Compensation Appeals Board will refer the case to the Fraud Bureau and to the District 
Attorney of the county in which the fraud occurred. 
 
B.   ARBITRATION 
 
The arbitration provision provides for voluntary and mandatory arbitration as to certain issues and 
only applies to employees or dependents who are represented by an attorney. 
 
Labor Code Section 5275 states that the parties may voluntarily submit virtually any issue regarding 
benefit entitlement  to arbitration.  However, in the area of mandatory arbitration, the following 
issues will be referred to arbitration: 
 

1. Insurance coverage; 
 

2. Right of contribution per Labor Code Section 5500.5; and 
 

3. If the applicant has not requested a continuance or delay, then between 1\1\91 and 
1\1\94, the following cases will also be arbitrated: 

 
a) Permanent disability where an informal rating has indicated that the level of 

disability will be a fifteen (15) percent standard or less, and the presiding 
judge determines that the case will not be set for hearing within one hundred 
and ten (110) calendar days from the date of filing of the Application of 
Adjudication; or 

 
b) Permanent disability where an informal rating has indicated that the 

permanent disability will be a twenty (20) percent standard or less, and the 
presiding judge determines the case will not be set for hearing within one 
hundred and fifty (150) calendar days from the date of filing of the 
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Application of Adjudication. 
 
The presiding judge shall prepare a list of all eligible attorneys who apply to be placed on a list of 
eligible arbitrators.  These persons include any certified specialists in workers' compensation or 
someone who is eligible to become certified, a retired workers' compensation judge, a retired 
Workers' Compensation Appeals Board member, or an attorney who has been certified to serve as a 
judge pro tem.  No attorney shall be included in a panel of arbitrators if he or she has served as a 
judge in any proceeding involving the same case, or has represented, or his or her firm has 
represented any party in the same case. 
 
Arbitrators may be selected by agreement of the parties.  If no agreement can be reached, the 
presiding judge will assign a panel of five (5) arbitrators selected at random for the parties' use.  No 
more than three (3) arbitrators on a five (5) member panel may be either defense attorneys or 
applicants attorneys.  Also, no more than two (2) may be retired workers' compensation judges or 
Workers' Compensation Appeals Board members.  From this five (5) member panel, each of the 
parties shall strike two (2) members and the remaining person shall serve as an arbitrator. 
 
In any dispute between the employee and employer, the employer shall bear all costs.  In other 
disputes, such as those between an employer and insurer, an employer and lien claimant, defendants 
under Labor Code Section 5500.5, and dependents who dispute their proportionate share of death 
benefits, the costs will be borne equally.  Any disputes as to cost or fees will be within the exclusive 
jurisdiction of the Workers' Compensation Appeals Board. 
 
An arbitration proceeding may commence at any place and time agreed upon by the parties.  If the 
parties cannot agree on a time or place, then the arbitrator shall order the date, time, and place.  
Arbitration proceedings shall commence not less than thirty (30) days and no more than sixty (60) 
days from the date an arbitrator is selected, unless all the parties agree otherwise.  Ten (10) days 
prior to arbitration, each party shall submit to the arbitrator and serve on the opposing party any 
reports, records, and other documentary evidence upon which the party intends to rely. 
 
Upon conclusion of the arbitration, the arbitrator shall have thirty (30) days to submit his or her 
findings and award.  The findings of fact, award, order, or decision of the arbitrator shall have the 
same force and effect as an award, order, or decision of a workers' compensation judge, and the same 
appeal procedures would apply. 
 
Unless the parties agree otherwise, failure of an arbitrator to submit his or her decision within thirty 
(30) days shall result in forfeiture of the arbitrator's fees and shall vacate the submission order and 
all stipulations. 
 
C.   SETTLEMENT CONFERENCES 
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The 1989 reform legislation called for the establishment of the position of a referee within the 
structure of the Workers' Compensation Appeals Board.  This referee is responsible for handling 
mandatory settlement conferences.  A referee will be a person who is eligible to be a workers' 
compensation judge or eligible to be an arbitrator within the workers' compensation system. 
 
In all cases where the applicant is represented by an attorney, a mandatory settlement conference 
will be conducted by a referee not less than ten (10) days and no more than thirty (30) days after the 
filing of an Application for Adjudication of a claim.  If the dispute is not resolved, a regular hearing 
will be held within seventy-five (75) days after the application is filed.  
 
Ten (10) days prior to the mandatory settlement conference the parties must file a conference 
statement noting the specific issues in dispute, listing the exhibits, and disclosing witnesses.  
Discovery will close on the date of the mandatory settlement conference.    Any evidence not 
disclosed and obtained thereafter shall not be admissible unless the proponent of the evidence can 
demonstrate that it was not available or could not have been discovered by the exercise of due 
diligence prior to the settlement conference.  Caveat:  These disclosure provisions could be very 
troublesome, particularly in cases involving sub rosa evidence.  
 
During a mandatory settlement conference, the referee shall have the authority to resolve the dispute, 
including the authority to approve a compromise and release agreement or issue a stipulated findings 
and award.  If the dispute cannot be resolved, the referee will frame the issues and stipulation for 
trial. 
 
D.   ADJUDICATION OF MEDICAL LIENS 
 
Labor Code Section 4903.4 requires that medical lien disputes be resolved in a separate proceeding.  
This proceeding may include binding arbitration if the employer, lien claimant, and the employee, (if 
necessary) agree to such a proceeding.  The costs regarding binding arbitration between a lien 
claimant and an employer would be borne equally between the employer and the lien claimant. 
 
E.   ATTORNEY'S FEES 
 
The following instances  are situations where the fees for the attorney of the injured employee would 
be payable in addition to benefits: 
 

1. Where an employer fails to pay a notice of assessment as a result of an audit and it 
becomes necessary for the employee or dependent to obtain an attorney to obtain the 
amounts due; 

 
2. If the Claims Administrator files an application contesting a formal medical 

evaluation by an AME; 
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3. If the employer files an application when the injured employee is unrepresented and 
the employee "does not obtain a rebuttal report"; or 

 
4. Fees for conducting discovery when a party makes an ex parte communication with 

an AME or QME(this would apply to attorneys for any party when the other side 
engages in such conduct). 

 
An attorney for an injured employee is required to give a written disclosure form, as promulgated by 
the Administrative Director, to the injured employee, and a copy of that form signed by the injured 
employee and the attorney must be sent to the Claims Administrator. 
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 SECTION  XII - DEFINITIONS 
 
 
AME  Agreed Medical Examiner 
 
AOE/COE Arising out of Employment/in the Course of Employment 
 
AWW  Average Weekly Wage 
 
C&R  Compromise & Release 
 
DWC  Department of Workers' Compensation 
 
IMC  Industrial Medical Council 
 
IVE  Independent Vocational Evaluator 
 
OBAE  Office of Benefit Assistance & Enforcement 
 
PD  Permanent Disability 
 
QME  Qualified Medical Examiner 
 
QIW  Qualified Injured Worker 
 
QRR  Qualified Rehabilitation Representative 
 
RTW  Returned to Work 
 
TD  Temporary Disability 
 
WCAB Workers' Compensation Appeals Board 
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 SECTION XIII - SAMPLE FORMS 
 
 
The following six pages of this manual contain sample forms as follows: 
 
1) DWC Form 1, employee claim form; 
 
2) DWC Form 5020, employer's report of injury; 
 
3) "Facts for Injured Workers" booklet; 
 
4) Posting notice; 
 
5) Supervisor's Accident Report; and 
 
6) Examination and/or treatment authorization form. 




