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INJURED TEAM MEMBER INFORMATION PACKET 

_____________________________________________________ 
* TAKE THIS PACKET TO YOUR
HEALTHCARE PROVIDER SHOULD YOU
REQUIRE MEDICAL TREATMENT FOR AN
ON-THE-JOB INJURY

Dear Injured Team Member, 

We are concerned about your recent reported on-the-job injury.  In the event your on-the-job injury requires 
medical treatment, please refer to the attached packet concerning the reporting procedures to be followed.  It 
is very important that these procedures be followed so that the incident and injury are 
properly documented. 

Medical expenses found to be directly related to your on-the-job injury are processed through the Washington 
State Department of Labor & Industries.  We will make every reasonable effort to assist you in getting 
claims processed promptly in order to facilitate your recovery.  A Claims Manager from the Washington State 
Department of Labor & Industries will be assigned to answer your questions and process your claim.   

We will work with you, and if necessary, your healthcare provider, in assisting your recovery and return 
to work.  This may involve temporary modified job duties assigned in compliance with your physical limits as 
defined by your doctor.   

THANK YOU FOR YOUR COOPERATION 

ENCLOSURES: 

INJURED TEAM MEMBER RESPONSIBILITIES LIST (to be reviewed by Team Member) 
RELEASE OF MEDICAL INFORMATION (to be completed by Team Member) 
LETTER TO HEALTHCARE PROVIDER:  EARLY RETURN TO WORK 

(to be completed by Healthcare Provider)  
HEALTHCARE PROVIDER'S RELEASE FORM (SAMPLE) 

(Healthcare Provider may use or provide L&I Activity Prescription Form (APF)) 
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INJURED TEAM MEMBER RESPONSIBILITIES AND PROCEDURES 

READ THE FOLLOWING RESPONSIBILITIES CAREFULLY!  IF YOU HAVE ANY QUESTIONS OR CONCERNS 
ABOUT YOUR RESPONSIBILITIES FOLLOWING AN ON-THE-JOB INJURY, PLEASE CONTACT YOUR MANAGER, 
AREA MANAGER, OR SUPERVISOR.    

1. RETURN TO WORK—Return to gainful employment as soon as reasonably possible.

2. REPORTING—Report all incidents and injuries to your MANAGER, AREA MANAGER, or SUPERVISOR as soon as
possible before leaving the worksite.  If problems arise after leaving the worksite, call your MANAGER, AREA MANAGER, or
SUPERVISOR and notify them of the situation.

3. NON-EMERGENCY TREATMENT—Prior to receiving non-emergency medical treatment:
a. Fill out, sign, and provide to your MANAGER, AREA MANAGER, or SUPERVISOR the TEAM MEMBER

INJURY REPORT, and
b. Obtain from your MANAGER, AREA MANAGER, or SUPERVISOR the INJURED TEAM MEMBER

INFORMATION PACKET to take with you to your doctor.

4. EMERGENCY TREATMENT—Immediately after receiving emergency medical treatment:
a. Call your MANAGER, AREA MANAGER, or SUPERVISOR and provide the following information:

i. date and time of your injury
ii. brief description of your injury

iii. your return to work status
iv. name, address and phone number of your doctor

b. Complete the TEAM MEMBER INJURY REPORT and provide your copy of that Report to your MANAGER,
AREA MANAGER, or SUPERVSIOR as soon as you are physically able.

5. AT THE HEALTHCARE PROVIDER’S OFFICE OR MEDICAL CARE FACILITY
a. Complete a WASHINGTON STATE INDUSTRIAL INSURANCE ACCIDENT REPORT at your doctor's office or

medical care facility.   IMPORTANT NOTE:  use the following mailing address (not your site
address) for all documents to be mailed to your employer:

  CAR WASH ENTERPRISES, INC.     
HUMAN RESOURCES

PO BOX 70527
SEATTLE, WA          

     

b. Give your healthcare provider the EARLY RETURN TO WORK letter and the HEALTHCARE
PROVIDER’S RELEASE FOR WORK (or equivalent form) contained in the INJURED TEAM MEMBER
INFORMATION PACKET.

c. Obtain a completed copy of the HEALTHCARE PROVIDER’S RELEASE FOR WORK prior to leaving the
healthcare provider’s office or medical care facility.

6. PROVIDE DOCUMENTS—Immediately following your healthcare provider visit, deliver the following
documents to your MANAGER, AREA MANAGER, or SUPERVISOR:

a. HEALTHCARE PROVIDER'S RELEASE FOR WORK
b. RELEASE OF MEDICAL INFORMATION

7. KEEP US INFORMED—Keep your MANAGER, AREA MANAGER, or SUPERVISOR informed at all times about your work
status.  You must provide either your MANAGER, AREA MANAGER, or SUPERVISOR an up-dated HEALTHCARE
PROVIDER’S RELEASE FOR WORK form or equivalent document no later than 72 hours following EACH medical visit.

8. COOPERATE—Cooperate with your MANAGER, AREA MANAGER, or SUPERVISOR and medical providers in exploring
transitional (light) duty assignments.  If at all possible, the Team Member will work in a transitional position within their physical
limitations identified by the attending medical provider.  Arrange follow-up medical visits outside working hours or pre-arrange
time away with your MANAGER, AREA MANAGER, or SUPERVISOR.

9. CONTACT INFORMATION—Keep your AREA MANAGER or SUPERVISOR informed at all times of your current address
and phone number, and the name, address and phone number of your healthcare provider.
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PROVIDE COMPLETED REPORT TO YOUR MANAGER, AREA MANAGER, OR SUPERVISOR 

RELEASE OF MEDICAL INFORMATION 
RELATED TO YOUR ON-THE-JOB INJURY 

I,______________________________________, hereby authorize release of medical information related to my 
on-the-job injury to Car Wash Enterprises, Inc., my employer, and/or APPROACH Management Services, their 
authorized representative, including reviewing and copying of all hospital, medical and rehabilitation records as 
well as discussing with my physicians, nurses, and vocational rehabilitation counselor, physical or mental health 
care providers, my medical diagnosis, treatment, care and prognosis. 

I also authorize Car Wash Enterprises, Inc. and/or APPROACH Management Services to release medical 
information concerning my on-the-job injury to the insurance program being billed for all or any part of the 
costs of my medical and rehabilitation program.   

I also hereby authorize Car Wash Enterprises, Inc. and/or APPROACH Management Services to obtain medical 
information concerning my on-the-job injury for the purpose of enabling my employer to determine if, either 
with or without certain accommodation(s):  (a) I am able to perform the essential functions of a particular job(s) 
for which I am being considered, and (b) I am able to perform those functions without creating a high 
probability of substantial harm to myself and or to others. 

A photocopy of this Release as signed by me may be used in lieu of an original, and any such photocopy shall 
have the same validity as if it were an original. 

I understand that I will be provided with a copy of this Release upon request. 

Date:________________________________________ 

Signature:____________________________________ 

DOB:________________________________________ 

SSN (Last Four):_________________________________________ 

PROVIDE COMPLETED RELEASE TO YOUR MANAGER, 
AREA MANAGER, OR SUPERVISOR 
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EXPLANATION OF EARLY RETURN-TO-WORK PROGRAM FOR THE MEDICAL PROVIDER 

Dear Healthcare Provider: 

It is our desire to assist an injured Team Member in returning to work as soon as possible after the date of 
injury.  If possible, we will place them in a temporary modified job which meets the physical restrictions 
placed on the employee by you, the treating physician. 

The purpose of our return-to-work program is two-fold:  first, to encourage a return to meaningful employment 
as soon as possible after the injury, and second, to keep the team member integrated into the work 
environment. NORMALLY, THE TEAM MEMBER WILL WORK THE SAME HOURS, WITH 
THE SAME DAYS OFF, AND EARN HIS/HER NORMAL WAGES WHILE ASSIGNED MODIFIED 
JOB TASKS.  If this is not possible, we will work with you and Labor & Industries to facilitate the Team 
Member's receipt of time loss for hours not worked and less than regular wages earned. 

To achieve success in this type of program, WE EXPECT THE TEAM MEMBER TO PROVIDE US 
WITH A WRITTEN RELEASE FROM YOU EACH TIME THEY VISIT.  By assigning this 
responsibility to the Team Member, it helps us maintain accurate payroll records and eases our 
communication process with the injured Team Member during his/her recovery. 

When the Team Member is returned to work with this information, we can determine their physical 
limitations and identify suitable job tasks.  The physical requirements of all assignments will match the 
current abilities of the Team Member as outlined by you.  With updated information from you following 
each visit by the Team Member, we will reassess job assignments and adjust the physical 
requirements accordingly until the Team Member is released for work without restriction. 

We have designed a form to solicit this information from you.  A sample is attached to this packet.  USE OF 
THIS FORM IS NOT MANDATORY.  Of importance to us is the written information upon which we can 
assign safe job duties.  WE ENCOURAGE YOU TO CALL US WHILE THE TEAM MEMBER IS IN 
YOUR OFFICE TO CLARIFY ANY QUESTIONS YOU MAY HAVE ABOUT OUR 
PROGRAM OR DETAILS SPECIFIC TO THE TEAM MEMBER'S SITUATION. 

We appreciate your help in returning this Team Member back to work.  If you have any questions, please 
contact CAR WASH ENTERPRISES, INC. at (206) 789-3700 and ask to speak with Human Resources. 

Again, thank you for your time and cooperation. 

ENCLOSURE: SAMPLE HEALTHCARE PROVIDER'S RELEASE FORM 
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SAMPLE 
(OR USE L&I ACTIVITY PRESCRIPTION FORM (APF)

HEALTHCARE PROVIDER’S RELEASE FOR WORK 
JOB DUTIES ASSIGNED TO THIS TEAM MEMBER WILL MATCH THE CAPABILITIES YOU DEFINE 

TEAM MEMBER NAME: CLAIM NUMBER: 

Diagnosis: Date of Injury: 

RETURN TO WORK STATUS 
 May return to regular work (date):  May not return to work until (estimated date):

 May return to modified work (date): Estimated Duration of Modified Work: 

PHYSICAL LIMITATIONS:  I certify the employee can perform duties within the capabilities defined as follows. 
 Without any restrictions.

NOTE:  IN TERMS OF AN 8-HOUR WORKDAY, “OCCASIONALLY” EQUALS 1-33%, “FREQUENTLY” EQUALS 34-66%, “CONTINUOUSLY” EQUALS 67-100% 

CAPABILITIES never occas. freq. contin. LIFTING\CARRYING never occas. freq. contin. 
Bend     0-5 lbs     
Squat     6-10 lbs     
Crawl     11-20 lbs     
Reach above shoulders     21-25 lbs     
Kneel     26-50 lbs     
Stoop     51-100 lbs     
Climb stairs/steps/step-stools     Repeated push/pull     
Climb ladders     Repeated simple grasp     
Walk on uneven ground     Repeated fine manipulation     
Other (specify): 

    
Other (specify): 

    

Restrictions of activities none mild Moderat
e 

total comments 

Unprotected heights     
Be around moving machinery     
Exposure to changes in temp. & humidity     
Driving automotive equip.     
Exposure to dust, fumes & gases     

IN AN 8-HOUR WORKDAY, WORKER CAN:  (CHECK FULL CAPACITY FOR EACH ACTIVITY) 

TOTAL AT ONE TIME (hours) TOTAL DURING ENTIRE 8-HOUR DAY (hours) 

Hours: 0 1/2 1 2 3 4 5 6 7 8 Hours: 0 1/2 1 2 3 4 5 6 7 8 

Sit           Sit           

Stand           Stand           

Walk           Walk           

 Job duties were explained to me by (name/title):      On (date):      

 I have received a written list of job tasks.

 I have NOT received a written list of job tasks, BUT I AGREE THAT DUTIES MAY BE ASSIGNED AND/OR
CHANGED, SO LONG AS THEY MATCH THE LIMITS DEFINED BY ME ABOVE.   No    Yes

PROGNOSIS 
Permanent Restrictions Likely?   No    Yes    Unknown at this time Medically Stationary?   No    Yes, date: 

Healthcare Provider Name (PRINT): Phone: 

Signature: Date: 


	SAMPLE

	undefined: Off
	undefined_3: Off
	undefined_4: Off


