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Tennessee Bureau of Workers’ Compensation
220 French Landing Drive, I-B
Nashville, TN 37243-1002
800-332-2667

FORM C-42G
GOVERNMENTAL EMPLOYEE’S CHOICE OF PHYSICIAN

FOR USE ONLY BY GOVERNMENTAL ENTITIES ESTABLISHED BY TCA§29-20-401
OR
SELF INSURED POOLS ESTABLISHED BY TCA850-6-405(c)(1).

State File Number: Date of Injury:
Employer: CIty Of Hendersonville gy 620809182

Address: 101 Maple Drive North

Employer Contact: —cY Cleek or Chris Taylor

Hendersonville TN Zip: 37075

City: State:

Tennessee Code Annotated 850-6-204 requires a government employer or member of a self-insured pool to offer a panel
of three physicians to the injured employee. The injured employee must select a physician from the panel.

TO BE COMPLETED BY THE EMPLOYER:

American Family Care 615-265-5008

Physician Name Phone

address 291 Indian Lake Blvd. ciy Hendersonville state N zip 37075
Physician Name —ar€Now ohone 019-590-1440

Address 280 Indian Lake Blvd. Suite 140 ., Hendersonville stae TN zip 37075
Physician Name CONCENIra phone 019-870-0143

Address 1719 Gallatin Road ciry Madison state TN zip 37115
Physician Name US HealthWorks phoge 015-865-8547

Address 1616 North Gallatin Road ciry Madison stae TN zip 37115

TO BE COMPLETED BY THE EMPLOYEE:
I have selected the following physician from the list provided to me by my employer:

Physician Name Date Selected

Employee Name Phone

Address City State Zip

Phone Email

Employee Signature Date

LB-0382 RDA 10183

Revised July 1, 2017
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FORM C-31 * COMPLETION OF THIS FORM MAY EXPEDITE RELEASE OF MEDICAL RECORDS

TENNESSEE DEPARTMENT OF LABOR AND WORKFORCE DEVELOPMENT
Division of Workers' Compensation

MEDICAL WAIVER AND CONSENT
FOR INJURIES ON OR AFTER JULY 1, 2014, THIS FORM IS NOT REQUIRED.

It is a crime to knowingly provide false, incomplete or misleading information to any party
to a workers' compensation transaction for the purpose of committing fraud. Penalties
include imprisonment, fines and denial of insurance benefits.

THIS MEDICAL AUTHORIZATION FORM ONLY PERMITS THE EMPLOYER OR THE
DIVISION OF WORKERS' COMPENSATION TO OBTAIN MEDICAL INFORMATION
THROUGH ORAL OR WRITTEN COMMUNICATION, INCLUDING, BUT NOT LIMITED
TO, CHARTS, FILES, RECORDS, AND REPORTS IN THE POSSESSION OF A MEDICAL
PROVIDER AUTHORIZED BY THE EMPLOYER PURSUANT TO T.C.A. 8 50-6-204 AND
A MEDICAL PROVIDER THAT IS REIMBURSED BY THE EMPLOYER FOR THE
EMPLOYEE'S TREATMENT.

1, , having filed a claim for workers' compensation
benefits, do hereby authorize

(Name of Medical Provider)

to furnish to my employer or my employer’s representative, and/or the Division of Workers'
Compensation any information or written material reasonably related to my work-related injury
for which I am claiming compensation.

| further authorize the release of the same information to me or my attorney.

The authorization includes, but is not restricted to, a right to review and obtain copies of all
records, x-rays, x-ray reports, medical charts, prescriptions, diagnoses, opinions and courses of
treatment.

A photocopy of the authorization may be accepted in lieu of the original.

Dated: , 20

Patient Social Security last four numbers
Witness

LB-0379 (RevV. 07/14) RDA 10183

Revised July 1, 2017
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“. OPTUM N The Pool’s Workers' Compensation Program PO Box 152539

Tampa, FL 33684-2539

MAKING IT EASY...
TO GET WORKERS' COMPENSATION PRESCRIPTIONS FILLED.

Optum has been chosen to manage your workers’ compensation pharmacy benefits for your employer or their insurer.
Below is your First Fill card that will allow you to receive your injury-related prescriptions at your local pharmacy. Please
fill out the card based on the instructions below. Please note this First Fill card is valid for 10 days from initial use. However, if
your claim is accepted and set up with The Pool, you will need to process your prescriptions using your permanent pharmacy card,
even if it is within that 10 day period.

Injured Employee:

— If you need a prescription filled for a work-related injury or
a illness, go to an Optum Tmesys® network pharmacy. Give this If you have any questions or
temporary card to the pharmacist. The pharmacist will fill need assistance p|ease contact
your prescription at low or no cost to you. ’
or have the pharmacy contact
If your workers’ compensation claim is accepted, you will Optum at:
b receive a more permanent pharmacy card in the mail.

Please use that card for other work-related injury or illness Q 1_866_940_4459

prescriptions.

| Rx |
m Most pharmacies, including Walgreens, our preferred

provider, and all major chains, are included in the network.
To find a network pharmacy call 1-866-940-4459 or visit

tmesys.com.
(" V- aN \ ( Attention Pharmacists: Enter RxBIN, RxPCN and GROUP. Member ID # format is
". OPTUM" The Pool’s Workers’ Compensation Program the date of injury and SSN combined as follows: YYMMDD123456789.
Tmesys is the designated PBM for this patient.
WORKERS’ COMPENSATION PRESCRIPTION DRUG PROGRAM
The Pool's Workers’ Tmesys Pharmacy Help Desk
Compensation Program - - -
CARRIER/TPA EMPLOYER 1 866 940 4459
NDC Envoy
INJURED WORKER NAME RxBIN 004261 or 002538
Please provide directly to Pharmacist RxPCN CAL or Envoy Acct. #
SOCIAL SECURITY NUMBER DATE OF INJURY (YYMMDD) GROUP TNMLEF
Notice to Cardholder: Present this card to the pharmacy to receive medication for
your work-related injury. To locate a pharmacy: tmesys.com.
g J
NOTE: This First Fill card is only valid for your workers’ compensation injury or illness.
Employer:
Immediately upon receiving notice of injury, fill in the information
above and give this form to the employee.
The following entities comprise the Optum Workers Compensation and Auto No Fault division: PMSI, LLC, dba Optum Workers Compensation ®
Services of Florida; Progressive Medical, LLC, dba Optum Workers Compensation Services of Ohio; Cypress Care, Inc. dba Optum Workers Com-
pensation Services of Georgia; Healthcare Solutions, Inc., dba Optum Healthcare Solutions of Georgia; Settlement Solutions, LLC, dba Optum

Settlement Solutions; Procura Management, Inc., dba Optum Managed Care Services; Modern Medical, dba Optum Workers Compensation

Medical Services, collectively and individually referred as “Optum.” IMP14-1614-247
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“OPTUM®

Optum
PO Box 152539
Tampa, FL 33684-2539

The Pool’s Workers’ Compensation Program

HACEMOS MAS SENCILLO...
EL ABASTECIMIENTO DE LAS RECETAS MEDICAS DEL PROGRAMA DE
COMPENSACION POR ACCIDENTES LABORALES.

Optum ha sido elegido para administrar los beneficios farmacéuticos de su programa de compensacién por accidentes
laborales para su empleador o su asegurador. Mas adelante incluimos su tarjeta First Fill que le permitira recibir las
recetas médicas relacionadas con su lesion en su farmacia local. Llene esta tarjeta siguiendo las instrucciones que se
indican a continuacién. Tenga en cuenta que esta tarjeta First Fill es valida por 10 dias desde su primer uso. Sin embargo, si

su reclamacion es aceptada y reqgistrada por The Pool, deberd procesar sus recetas médicas utilizando su tarjeta farmacéutica
permanente, incluso si es dentro de ese periodo de 10 dias.

Empleado lesionado:
Si necesita que se le abastezca su receta médica para una lesion

o enfermedad relacionada con su trabajo, visite una farmacia
de la red Optum Tmesys®. Entregue esta tarjeta temporal al
farmacéutico. El farmacéutico abastecerd su receta médica bajo
costo o sin costo alguno.

Si se acepta su reclamacién del programa de compensacion
por accidentes laborales, recibird una tarjeta permanente por

Si tiene alguna pregunta o
necesita ayuda, comuniquese
o haga que la farmacia se
comunique con Optum al:

correo. Use esa tarjeta para otras recetas médicas de lesiones o Q 1-866-940-4459
enfermedades relacionadas con su trabajo.

[7<] La mayoria de farmacias, incluyendo Walgreens, nuestro

m proveedor preferido, y todas las grandes cadenas de farmacias,
forman parte de la red. Para encontrar una farmacia de la red,
Ilame al 1-866-940-4459 o visite tmesys.com.

4 N\ )

A Attention Pharmacists: Enter RxBIN, RxPCN and GROUP. Member ID # format is

&
@4 , ’ : the date of injury and SSN combined as follows: YYMMDD123456789.
W OPTUM The Pool’s Workers’ Compensation Program

WORKERS’ COMPENSATION PRESCRIPTION DRUG PROGRAM

The Pool's Workers’
Compensation Program

Tmesys is the designated PBM for this patient.

Tmesys Pharmacy Help Desk
1-866-940-4459

PORTADORA EMPLEADOR

NDC Envoy
NOMBRE DEL TRABAJADOR LESIONADO RxBIN 004261 or 002538
Please provide directly to Pharmacist RxPCN CAL or Envoy Acct. #
NUMERO DE SEGURO SOCIAL FECHA DE ALA LESION (AAMMDD) GROUP TNMLFF

Aviso para el titular de la tarjeta: Presente esta tarjeta a la farmacia para recibir los
medicamentos para la lesion relacionada con su trabajo. Para ubicar una farmacia,
visite tmesys.com.

- J

NOTA: Esta tarjeta First Fill solo es valida para una lesion o enfermedad cubierta por su programa de compensacion
por accidentes laborales.

Empleador:

Inmediatamente después de recibir un aviso sobre una lesién, llene la
informacion antes indicada y entregue este formulario al empleado.

The following entities comprise the Optum Workers Compensation and Auto No Fault division: PMSI, LLC, dba Optum Workers Compensation
Services of Florida; Progressive Medical, LLC, dba Optum Workers Compensation Services of Ohio; Cypress Care, Inc. dba Optum Workers Com-
pensation Services of Georgia; Healthcare Solutions, Inc., dba Optum Healthcare Solutions of Georgia; Settlement Solutions, LLC, dba Optum
Settlement Solutions; Procura Management, Inc., dba Optum Managed Care Services; Modern Medical, dba Optum Workers Compensation
Medical Services, collectively and individually referred as “Optum.”

tmesys:

IMP14-1614-247
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