Dept of Labor & Industries  Dept of Labor & Industries Solicitare de redeschidere a cererii de despagubire

State Fund Self-Insurance Din cauza agravarii stérii
PO Box 44291 PO Box 44892

Olympia WA 98504-4291 Olympia WA 98504-4892

Fax: 360-902-6100 Fax: 360-902-6900

Numarul solicitarii

Informatii despre lucrator
Completati partea dvs. in intregime si trimiteti-o furnizorului dvs. de servicii medicale in termen de 30 de zile de la data la care serviciile medicale
au devenit necesare din cauza unei agravari a starii dvs. de sanatate. Cererea completata de dvs. si de furnizorul dvs. trebuie sa fie primita de
catre departament sau de catre autoasigurator in termen de 60 de zile de la data la care serviciile medicale au devenit necesare din cauza
Tnrautatirii starii dvs. de sanatate.

Folositi acest formular numai daca starea dvs. de sanatate s-a agravat si cererea dvs. a fost inchisd de mai mult de 60 de zile. Daca ati suferit o
alta accidentare la locul de munca, completati un nou formular Raport de accident de munca sau de boala profesionala.

Tn cazul in care prestatiile pentru pierderea de timp sunt platite inainte de a se lua o decizie privind redeschiderea si cererea dvs. nu este
redeschisd, vi se va cere sa rambursati prestatiile respective. Veti primi informatii cu privire la cererea dvs. de redeschidere Tn termen de 90 de
zile de la primirea de catre Departament a cererii de redeschidere.

Nume (primul prenume, al doilea prenume, nume de familie) V-ati schimbat numele de la data inchiderii cererii?
ONu [ODa Dacada, treceti numele anterior:
Numarul de telefon de acasa Numarul de asigurare sociala (numai pentru ID)
Adresa de domiciliu actuala Adresa postala (daca este diferita de adresa de domiciliu)
Oras Stat Cod postal  |Oras Stat Cod postal

[ Prefer ca corespondenta mea sa ajunga la reprezentantul meu (indicati numele si adresa postala a reprezentantului)

Data vatamarii initiale Data Tnchiderii cererii

Angajatorul la momentul producerii vatamarii initiale Numele complet al medicului care v-a tratat Tn momentul inchiderii cererii
de despagubire

Ce parti ale corpului dvs. sunt afectate de aceasta vatamare/boala? Data la care starea s-a agravat dupa inchiderea cererii

Care sunt afectiunile dvs. fizice actuale? Ati suferit alte leziuni/boli de la data inchiderii cererii de despagubire?
Nu [ Da Dacé da, explicati

Starea dvs. s-a agravat din cauza altei vatamari/accidente, fie la locul de  |Ati primit vreun tratament medical pentru aceasta afectiune de la

munca, fie in afara acestuia? inchiderea cererii?

ONu [JDa Dacada, explicati ONu [ODa Dacada, enumerati numele si adresa (adresele)
medicului (medicilor) curant(i).

Numele doctorului Numar de telefon |Numele doctorului Numar de telefon

Oras Stat Cod postal  |Oras Stat Cod postal

In prezent, sunteti angajat?
[Jba [JNu Dacénu,dece? []Pensionar []Inaptpentru muncd [ Concediat [] Demisionat Ultima zi lucrata:

Ati solicitat sau primiti vreuna dintre prestatiile enumerate mai jos?
Somaj [ Concediu medical [ Asistenta sociald  [] Beneficii de pensie  [] Asigurare de dizabilitate
[] Alte compensatii de asigurare industrial&d? (de exemplu, lucratori portuari, legea Jones, cai ferate)

Angajatorul actual sau ultimul angajator

Adresa Numar de telefon

Oras Stat Cod postal

Tipul activitatii De cét timp lucrati pentru acest angajator?

Denumirea si atributiile postului dvs.

Ce alti angajatori si ce alte locuri de munca ati avut de cand a fost inchisa cererea dvs.?

Nota: Persoanele care fac declaratii false pentru a obtine prestatii de servicii industriale sunt pasibile de sanctiuni civile si penale. Declar
ca aceste declaratii sunt adevarate dupa cunostintele si convingerile mele. Prin semnarea acestui formular, autorizez medicii, spitalele,
clinicile sau alte persoane care detin informatii medicale sa transmita dosarele mele medicale Departamentului Muncii si Industriilor
si/sau angajatorului autoasigurat.

Semnatura solicitantului Data

F242-079-293 Application to Reopen Claim Due to Worsening of Condition (Romanian) 06-2022



Provider Information Claim number

Please complete this form and send it to the State Fund Program or the Self Insurance Program. It will enable us to determine if the
current medical condition is due to a worsening of a previous injury. A claim can only be reopened if there has been an objective
worsening of the allowed condition since the date of closure and that worsening is not due to an unrelated or preexisting condition or a
new injury.

The completed application must be received by the Department or self-insurer within 60 days of any medical services made necessary
by a worsening of the worker’s condition.

You will be paid for the office call and diagnostic studies necessary to complete the form, however, payment for any additional services
not authorized by the department will depend on our decision on the reopening request. You must be participating in the L&l Medical
Provider Network (MPN) to be designated as attending provider, administer treatment, or certify physical restrictions resulting
in workers’ compensation benefits (exception: out-of-state providers don’t need to be in the MPN). If the claim is reopened,
benefits cannot be paid for services provided more than 60 days prior to our receipt of the form. Answer all questions completely to
ensure timely action on this reopening application. Please mail to the appropriate address on the reverse side. Do not attach a bill to
this form.

Please describe patient’s current symptoms.

What was the FIRST date you saw the patient for these symptoms after Are the symptoms the result of the covered injury?
claim closure? [Ovyes [No

List all the elements of your current medical findings including history, examination, and test results that would support a measurable (objective)
worsening of the industrial injury or occupational disease since claim closure or the last reopening denial. Attach test results and findings.

Upon what information did you rely to make comparison to substantiate worsening? Check appropriate box.
] Provider at the time of claim closure [ ] Reviewed the previous medical file  [] Contacted the previous provider
[ other:

Does the current condition prevent the patient from working? Beginning date of current disability
[ONo [Yes If yes, estimate number of days off work:

Describe the physical limitations and/or restrictions preventing the patient from working. Please provide the basis for your opinion.

Could the patient return to work with modified or different duties (i.e. light, sedentary work or transitional part time work)?

List all medical factors that might impede or influence the patient’s recovery.

What is your specific curative treatment plan? Please include expected recovery time and indicate when the patient may return to some form of work.

Diagnosis of condition found by examination.

ICD Codes.

Provider name (please print) Provider number

Provider address Provider phone number

City State Zip Code |Provider’s signature and date

Benefits may be delayed if this form is not filled out completely.
Please retain a copy of this reopening application for your records.
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