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PROCEDURES FOR COMPLETION OF WORK COMP CLAIMS PAPERWORK 

 
Please complete the attached packet in the following manner.  Forms must be completed within 
24 hours of reporting the injury/illness to supervisor.  Notify Human Resources at (559) 278-
0865 if paperwork cannot be completed in a timely manner. 
 

Waiving Medical Treatment 
 
If the employee refuses medical treatment, the Workers’ Comp Refusal of Treatment and 
The Supervisor Accident/Injury Investigation Report forms must be completed.  Return 
these forms to Human Resources. 
 

Seeking Medical Treatment 
 
The Policy on Absences is given to the employee for work-related injury/illness. 
 
The “Authorization for Treatment” form is used for referral to San Joaquin Total Care, our 
work comp doctors in Fresno.  You can also use the form for referral to Clovis Community 
Hospital Emergency Room, or St. Agnes Hospital Emergency Room.  You may complete and 
indicate the employer is “California State University, Fresno (Foundation, Association, Ag Fdn, 
or Programs for Children).”  Give this form to the employee if referring to doctor.   
 
Form 5020 must be completed by the supervisor.  Please be sure to pay special attention to the 
section describing the injury or illness.  Return this form to Human Resources. 
 
Form DWC 1 must be completed by the Employee and Supervisor (employer).   Employee must 
complete the top section, and supervisor completes the bottom section.  Please give a copy to 
the employee.  Return the original copy to Human Resources. 
 
The New Claim Injury Form must be signed by the Employee.  Return this form to Human 
Resources. 
 
The Supervisor Accident/Injury Investigation Report must be completed by the supervisor.  
Please be as specific as possible, indicating “names of witnesses” and “causes of injury/illness”.  
Return this form to Human Resources. 
 
The Worker’s Compensation Claim Declaration in Compliance with Labor Code Section 
4906(g) must be signed by the Employee.  Return this form to Human Resources. 
 

Our work comp carrier is: 
State Compensation Insurance Fund 

P. O. Box 4000 
Fresno, CA 93755 

Phone: (559) 433-2700      
Fax: (559) 433-2750 

 
Please call Human Resources at 278-0865 if you have questions regarding these forms. 



 

 

 
 
 

Work Related Injury Contact Sheet 
 
 
 

 

 

Type of Injury 

 

 

Who to Contact 

 

 

Contact Information 

 
 

All Injuries: 

 
Auxiliary Human Resources 

Amanda Chamberlain  

 
 

(559) 278-0865 

 

For an injury that requires 

immediate medical 

attention: 

 

 
911 

 

 
911 

 

 
For medical treatment: 

 

 
San Joaquin Total Care 

 

(559) 251-2225 

5361 E. Kings Canyon 

Fresno, CA 93727 

 

 

Weekend and After hours 

medical treatment: 

 

 
St. Agnes Medical Center 

 

(559) 450-2090 

1111 E. Spruce Ave. 

Fresno, Ca. 93720 

 
 

Auxiliary Employees consist of the following corporations: 

California State University, Fresno Association, Inc.  

California State University, Fresno Foundation 

Agricultural Foundation of California State University, Fresno 

Fresno State Programs for Children, Inc.  

Associated Students, Inc. 



 

 
 

The Agricultural Foundation of California State University, Fresno policy with regard to 
absences for work-related injury/illness is as follows: 
 
Employee will be paid for the full shift on the date of injury. 
 
Benefited employees will be charged sick leave for doctor visits, physical therapy appointments, 
lab work and tests for work-related injury/illness, etc.  These absences should be designated 
with a “C” on attendance reports. 
 
Non-benefited employees should attempt to schedule doctor visits, physical therapy 
appointments, etc., outside of normally scheduled work hours. 
 
If employee has been released to modified or regular work and is unable to perform work duties, 
Human Resources should be notified immediately.   
 

Auxiliary Human Resources Office:  Telephone 278-0865 
 

 

 

 

 

 



 











 

NEW CLAIM INJURY FORM 

EMPLOYEE NAME (Nombré):  

DATE OF INJURY (Fecha en que se Lastimó): 

DESCRIBE HOW THE INJURY OR ILLNESS OCCURRED (Cómo pasó la lesíon o 

enfermedad): 

PLEASE MARK THE BODY PART INJURED (Por favor  marque la parte del cuerpo lesionada):  

 

 

0        1       2       3       4      5      6      7      8      9      10 
0= No pain (Ningún dolor)                                                   10= Greatest pain (Dolor más fuerte) 

Please circle the number between 0 and 10 that best describes your pain. 

(Por favor circule el número entre el 0 y 10 que mejor describe su dolor). 

 

DISCLAIMER 
Any person who makes or causes to be made any false or fraudulent material statement, or 

material representation for the purpose of obtaining or denying workers’ compensation benefits 

or payment’s is guilty of a felony. (Cualquier persona que haga o cause que se produzca cualquier 

declaración falsa o fraudulenta, o representación material con el propósito de obtener o negar 

beneficios de compensación al trabajador o el pago, es culpable de un delito grave.) 

 

 

 

___________________________________________                                  ________________ 
SIGNATURE OF EMPLOYEE (FIRMA DEL EMPLEADO)                                       DATE (FECHA) 
 

 









 

 
(Association, Foundation, Agricultural Foundation, Associated Students, 

Programs for Children) 
 

Worker’s Compensation Claim Declaration in Compliance 
With Labor Code Section 4906(g) 

 
Policy #________ 

 
 
It is declared by the undersigned, under penalty of perjury under the laws of the 
State of California, that I/we have not violated Labor Code Section 139.3 
(prohibited physician referrals) and that I/we have not offered, delivered, 
received, or accepted any unlawful rebate, refund, commission, preference, 
patronage dividend, discount, or other consideration, whether in the form of 
money or otherwise, as compensation or inducement for any referred 

examination or evaluation. 
 
 
______________________________________  ____________ 
Employee Signature       Date 
 
______________________________________  ____________ 
Employer Signature       Date   
 
______________________________________  ____________ 
Insurer Signature        Date 
 
______________________________________  ____________ 
Attorney Signature                   Date 



 

 
WORKERS’ COMP 

REFUSAL OF TREATMENT 
 
DATE:_______________ 
 
EMPLOYEE:__________________________ 
 
TYPE OF INJURY: _____________________ 
 
 
As of the above noted date, I am notifying California State University, Fresno Auxiliary 
Corporations of an injury that occurred on ________________. This injury ⁮ was; ⁮ was 
not initially reported by me to my supervisor on _________________. 
 
At this time I have been requested by a representative of California State University, 
Fresno Auxiliary Corporations to be medically evaluated by San Joaquin TOTALCARE. 
However, I decline to be medically evaluated for the above noted condition. I 
understand that by signing this document any future claims regarding this injury will 
require a medical evaluation by the Auxiliary health care provider listed below. I also 
understand that should I decide to seek medical treatment for this injury, I must 
immediately notify my supervisor and go the below listed provider: 
 
   PROVIDER: San Joaquin TOTALCARE 
             ADDRESS:  5361 E. Kings Canyon 
                        Fresno, CA 93727 
   PHONE:       (559) 251-2225 
 
 
I, ⁮ have; ⁮ have not, sought medical treatment for this injury from: 
 
TREATING PHYSICIAN’S NAME/ADDRESS ________________________________ 
(including City and State)          

       ________________________________ 
 

 
 
STATEMENT: I have read and agree that the above information is factual and true.  
 
 
______________________________  ________________________________ 
Employee Signature               Date        Supervisor Signature                Date 


