
 

 PORTAGE COUNTY 

 

 WORKER’S COMPENSATION REPORTING GUIDELINES 
 
 
MANDATORY FOR ALL WORK-RELATED INJURIES 
 Contact the County Mutual Care Line™ to report your injury to the Care Line Nurse immediately by calling (855) 650-6580 
 
PORTAGE COUNTY WORKER’S COMPENSATION EMPLOYEE INCIDENT REPORT  
 Complete all sections of this report.  Be clear and precise when describing how the injury occurred and what body parts were 

affected and how they were affected.  Submit to your immediate supervisor. 

  
SUPERVISOR’S INCIDENT INVESTIGATION REPORT  
 This section is to be completed by your Supervisor.  Supervisors forward entire report to the Department Head and Risk 

Management office within 24 hours. 
      
ATTENDING PHYSICIAN’S RETURN TO WORK RECOMMENDATIONS RECORD 

 If you seek medical attention for a work-related injury or illness, this form, or a similarly detailed form from your medical provider’s 
office, must be completed, appropriately signed, dated, and submitted to your supervisor immediately. 

 
 It is the employee’s responsibility to – 

1) Obtain proper signatures on ALL return to work forms.   
2) Advise your physician that restricted duty assignments will be made available and followed according to your 

physician’s orders. 
3) Provide a return to work form to your supervisor after each medical appointment. 
4) Know that physician’s slips taking you off work or issuing restrictions are only acceptable when –   

a. Signed by a physician, chiropractor, psychologist, dentist or podiatrist licensed to practice in the state of 
Wisconsin.  

b. The slip is issued on the same date as your appointment.  Back-dated slips will not be accepted. 
5) Understand that Worker’s Compensation benefits will not be paid if non-compliant with #3 and #4, above.   
6) Review your physician’s restrictions before leaving your appointment.  If there are any work assignments that need to 

be clarified, ask your physician to make a notation on the return to work form.  (Example:  If you are unable to climb, 
reach or pull, but are allowed to drive a truck, ask your physician to indicate on the form whether or not you can “pull” 
yourself up and “climb” into the truck’s cab.) 

7) Know that you will be asked to provide proper documentation, as stated in items #1-6 above, before work assignments will be 
issued. 

 
WITNESS STATEMENT 
 Each witness to this incident must complete a Witness Statement.  Provide a copy to each Witness listed on the Incident Report. 
 
Voluntary and Informed Consent for Disclosure of Health Care Information (2 pages) 
 Complete this form for each Medical Provider or Clinic where you’ve been treated for this injury/illness.  Provide your signature on 

both pages and return same to your supervisor.   

 
MILEAGE / OUT-OF-POCKET EXPENSE REIMBURSEMENT FORM 
 Complete this form and provide required support documentation in order to be reimbursed for mileage to and from medical 

appointments and out-of-pocket expenses for prescribed medications/equipment.  

 
BILLING INFORMATION & CLAIMS ADJUSTER PORTAGE COUNTY RISK MANAGEMENT 
Provide this billing information to all service providers. Contact with questions about your claim. 
 AEGIS CORPORATION  COLLEEN BRANDT, Risk Management Specialist 
 P.O. Box 123    1462 Strongs Avenue 
 Milwaukee, WI  53201   Stevens Point, WI  54481 
 Phone: (800) 236-6885    Phone: (715) 346-1489 
 FAX: (262) 252-6579    FAX: (715) 346-1634  
 Claims Adjuster:  JEFF ROYTEN    Email: riskmanagement@co.portage.wi.us  
 

SUMMARY of WORKER’S COMPENSATION BENEFITS*  

MEDICAL – If your injury or illness is compensable under the law, costs for reasonable and necessary medical treatment will be paid.  
COMPENSATION – If your physician assesses temporary disability, authorizes time off work or restricts the number of hours you can 
work, you may be entitled to compensation.  NOTE – 1) the first 3 days following an injury are not compensable unless you miss work 
beyond the 7th calendar day following the injury, 2) compensation begins the 4th day of lost time, and 3) benefits are approximately 2/3 
of your weekly gross wages.  For these reasons, you may choose to use earned benefits to avoid a reduction in pay in these situations.     
   Lost time from work to attend medical appointments, including physical therapy, is not compensable when appointments can be made 
outside of working hours.  If you are unable to schedule appointments outside of working hours, contact the Claims Adjuster named 
above. The adjuster, or their designee, will work with you and your medical provider to obtain appointments outside of working hours. 
EXPENSES – Mileage to and from medical appointments is reimbursable.  Out-of-pocket expenses for medications and/or equipment 
prescribed by your physician are reimbursable when proper documentation is submitted to the Claims Adjuster. 
 
*This summary is a non-exhaustive explanation of Worker’s Compensation benefits.  Full details can be found at - https://dwd.wisconsin.gov/wc/workers/ 
 

WORKER’S COMPENSATION FRAUD 
It is a felony for anyone to knowingly file a false or fraudulent claim for the purpose of obtaining Worker’s Compensation benefits.  
Anyone found guilty of performing this illegal act will be prosecuted to the full extent of the law. If convicted, the person could face up to 
2 years in prison and/or a fine up to $10,000. 
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WITNESS STATEMENT 

 
WORKER’S COMPENSATION 

WITNESS STATEMENT 

 

PORTAGE COUNTY 

WITNESS STATEMENT 

You were named as a Witness to a work-related incident involving the individual named below.  

Please complete this form, providing as much detail as you are able, and return within 24 hours to –  

Portage County Risk Management 

Courthouse Annex 

1462 Strongs Avenue 

Stevens Point, WI  54481 

Email - brandtc@co.portage.wi.us  

 
  

 ☐ AM 
INJURED EMPLOYEE   INCIDENT DATE   TIME OF INJURY  ☐ PM  

WITNESS NAME   WITNESS JOB TITLE    

INCIDENT LOCATION      

 

IF THE DATE, TIME OR LOCATION SHOWN ABOVE ARE INCORRECT, PLEASE PROVIDE CORRECTIONS HERE. 

    

WERE YOU PRESENT AT THE TIME OF THE INCIDENT?      ☐ YES    ☐ NO DID YOU SEE THE INCIDENT OCCUR?   ☐ YES    ☐ NO  

PROVIDE DETAILS ABOUT WHAT YOU OBSERVED BEFORE THE INCIDENT, AND WHEN THE INCIDENT OCCURRED.   

  

  

  

  

  

  

  

  

  

 

DID YOU SEE THE INJURED EMPLOYEE WEARING OR USING SAFETY EQUIPMENT AT THE TIME OF THE INCIDENT?   ☐ YES    ☐ NO 

IF YES, WHAT SAFETY EQUIPMENT WAS THE EMPLOYEE USING? 

  

  

  

  

 

I HAVE CAREFULLY REVIEWED THE INFORMATION CONTAINED IN THIS WITNESS STATEMENT.  TO THE BEST OF MY KNOWLEDGE 

AND BELIEF, IT IS A TRUE AND ACCURATE STATEMENT OF RECOLLECTION OF THE EVENT. 

 

WITNESS SIGNATURE   DATE   



Voluntary and Informed Consent for 
Disclosure of Health Care Information 
 

 
 

 

 

 

By law, all health care providers must provide to any employee, employer, worker’s compensation insurer or their 
representative any information reasonably related to any alleged work injury.  However, determining the relationship of 
prior medical records to a work injury can be difficult and time-consuming.  Therefore, to assist in the timely investigation 
of your claim, this document authorizes the health care provider to release medical information without attempting to 
determine the extent of its relationship to your alleged work injury. 
 
You are not required to sign this document.  You may refuse to sign this document without jeopardizing your right to 
collect worker’s compensation benefits.  However, by assisting in the investigation of your claim, you are likely to receive 
benefits quicker than if you refuse to authorize the release of medical information. 

Health Care Provider Name 

 

Street Address 

P.O. Box 

 

City State Zip Code 

Patient (Employee) Name 

 

Employer Name 

 

Patient Social Security Number* 

                 

Patient Birth Date WC Claim No. 

The patient named above hereby authorizes the health care provider named above to disclose all records checked below 
in its possession relating to the patient’s health, treatment and evaluation to: 

Name and Address of Party Authorized to Receive Protected Information 

           AEGIS CORPORATION, P.O. BOX 123, MILWAUKEE, WI  53201 

or its designated representatives, and to furnish to them a legible, certified duplicate of all records, writings, reports, test 
results and x-rays in its possession containing such information. This authorization includes all records, reports, 
correspondence, or other materials in the possession of the health care provider authorized, even if those materials were 
not generated by the health care provider, and the redisclosure of such materials is hereby authorized. This release is for 
use in the investigation, preparation, evaluation, and/or hearing of the worker's compensation claim described above. 
 

CHECK ONE: 

 A. Physical Only.  Release all records, correspondence, and any other information from whatever source 
regarding the patient's physical health, treatment and evaluation including, but not limited to, any made or 
provided by any physician, nurse, chiropractor, osteopath, dentist, physical therapist, hospital, or any other 
health care provider. 

  This consent constitutes a waiver of any privilege created by state or federal statute, regulation, rule or other authority, 
including but not limited to Wis. Stat. §§ 146.81 and 146.82, and 45 C.F.R. § 164.508. 

 B. Physical and Other.  Release all records, correspondence, and any other information from whatever source 
regarding the patient's physical and mental health, drug and alcohol abuse, HIV and AIDS tests, treatment, and 
evaluation including, but not limited to, any made or provided by any physician, psychiatrist, psychologist, nurse, 
chiropractor, osteopath, dentist, physical therapist, hospital or any other health care provider. 

  This consent constitutes a waiver of any privilege created by state or federal statute, regulation, rule or other authority, 
including but not limited Wis. Stat. §§ 51.30, 146.025, 146.81 and 146.82, 42 C.F.R., Chap. 1, subpart C, § 2.31 and 45 
C.F.R. § 164.508. 

Patient Signature (or Person Authorized to Sign for Patient) – for Option B 

 

 

Patient Signature (or Person Authorized to Sign for Patient) Date Signed 
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Department of Workforce Development 
Worker’s Compensation Division 
201 E. Washington Ave., Rm. C100 
P.O. Box 7901 
Madison, WI 53707 
Telephone:  (608) 266-1340 
Fax:  (608) 267-0394 

http://www.wisconsin.gov/wc/ 
e-mail:  DWDDWC@dwd.wisconsin.gov 

 

*Provision of your Social Security Number (SSN) is voluntary. Failure to 
provide it may result in an information processing delay.   
Personal information you provide may be used for secondary purposes 
[Privacy Law, s. 15.04 (1)(m), Wisconsin Statutes]. 
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PORTAGE COUNTY WORKER'S COMPENSATION 

MILEAGE / OUT-OF-POCKET EXPENSE 

REIMBURSEMENT FORM 

    
    

Employee Name:   Submission Date:   

 
 

MILEAGE REIMBURSEMENT REQUESTMILEAGE REIMBURSEMENT REQUESTMILEAGE REIMBURSEMENT REQUESTMILEAGE REIMBURSEMENT REQUEST    
Appointment 

Date 

Appointment 

Time 

 

Doctor's Name 

DESTINATION 

Leaving From      /          Arriving At 

Total Miles 

(round trip) 

   /  

   /  

   /  

   /  

   /  

   /  

   /  

   /  

   /  

   /  

   /  

   /  

   /  

        TOTAL NUMBER OF MILES  

    
    
    

OUTOUTOUTOUT----OFOFOFOF----POCKET EXPENSES REIMBURSEMENT REQUESTPOCKET EXPENSES REIMBURSEMENT REQUESTPOCKET EXPENSES REIMBURSEMENT REQUESTPOCKET EXPENSES REIMBURSEMENT REQUEST    
*All reimbursement requests must be accompanied by a copy of the pharmacy’s customer receipt showing  

the patient’s name, physician’s name, prescribed medication and date as well as the cash register receipt for same. 

    
    
    
Complete this form, attach documentation requested, and submit to: 
  
  Portage County Finance Department  or  Aegis Corporation 
  Risk Management Specialist     Jeff Royten, WC Claims Adjuster 
  1462 Strongs Avenue      P.O. Box 123 
  Stevens Point, WI  54481      Milwaukee, WI  53201 

Email –  brandtc@co.portage.wi.us      Email – JeffR@aegis-wi.com  
  Fax (715) 346-1634      Fax (262) 252-6579 
 
Questions?   Phone (715) 346-1489      Phone (800) 236-6885 

 

Date of Receipt 

 

Prescribing Physician 

 

*Medication / Item    

 

Total Cost of Rx 

Amount Paid by 

Other Insurance  

 

Total Cost to Patient 

      

      

      

      

       TOTAL OUT-OF-POCKET EXPENSES $ 


	SUBMIT CLAIM: 
	HIRE DATE: 
	ADDRESS: 
	CITY: 
	STATE: 
	ZIP: 
	HOME PHONE: 
	ALTERNATE PHONE: 
	OCCUPATION: 
	START TIME: 
	START AM: Off
	START PM: Off
	NORM HRS/DAY: 
	NORM HRS/WEEK: 
	NORM DAY/WEEK: 
	NormalWorkSch-Yes: Off
	NormalWorkSch-No: Off
	REPORTED TO: 
	DATE REPORTED: 
	INCIDENT DESCRIPTION: 
	INJURY DESCRIPTION: 
	topmostSubform[0]: 
	Page2[0]: 
	WITNESS[0]: 
	MEDICAL_TREATMENT_-_YES[0]: Off
	MEDICAL_TREATMENT_-_NO[0]: Off
	CLINIC[0]: 
	address_phys[0]: 
	PHONE_phys[0]: 
	HAS_NOT_MISSED_TIME[0]: Off
	AUTHORIZED[0]: Off
	IS_OFF_WORK[0]: Off
	WORK_RESTRICTIONS[0]: Off
	ADDITIONAL_COMMENTS[0]: 

	Page3[0]: 
	DATE[0]: 
	EMPLOYEE[0]: Off
	VOLUNTEER[0]: Off
	NAME_AND_POSITION_OF_PERSON_PREPARING_REPORT[0]: 
	LEFT_WORK_-_YES[0]: Off
	LEFT_WORK_-_NO[0]: Off
	IWT_-_yes[0]: Off
	IWT[0]: 
	PWSD-yes[0]: Off
	PWSD[0]: 
	SRV-yes[0]: Off
	SRV[0]: 
	UNSOMETH-yes[0]: Off
	UNSOMETH[0]: 
	IPPENU-yes[0]: Off
	IPPENU[0]: 
	IMPRMAINT-yes[0]: Off
	IMPRMAINT[0]: 
	OWA-yes[0]: Off
	OWA[0]: 
	LOFDSUP-yes[0]: Off
	LOFDSUP[0]: 
	FTOWS-yes[0]: Off
	FTWOS[0]: 
	INSUFFTRAIN-yes[0]: Off
	INSUFFTRAIN[0]: 
	OIS-yes[0]: Off
	OIS[0]: 
	LACKOEXP-yes[0]: Off
	LACKOEXP[0]: 
	BPSD-yes[0]: Off
	BPSD[0]: 
	INSUFFKNOW-yes[0]: Off
	INSUFFKNOW[0]: 
	PPENU-yes[0]: Off
	PPENU[0]: 
	SLIPPCOND-yes[0]: Off
	SLIPPCOND[0]: 
	IMPLOP-yes[0]: Off
	IMPLOP[0]: 
	XSVNOSE-yes[0]: Off
	XSVNOSE[0]: 
	IMPLFT-yes[0]: Off
	IMPLFT[0]: 
	INADGUOFHAZ-yes[0]: Off
	INADGUOFHAZ[0]: 
	SMIM-yes[0]: Off
	SMIM[0]: 
	DEFTOOL-yes[0]: Off
	DEFTOOL[0]: 
	HORSE-yes[0]: Off
	HORSE[0]: 
	PHSKPNG-yes[0]: Off
	PHSKPNG[0]: 
	INSUFLIGHT-yes[0]: Off
	INSUFLIGHT[0]: 
	OTHER-yes[0]: Off
	OTHER[0]: 
	HOW_COULD_THIS_ACCIDENT[0]: 
	CORRECT[0]: Off
	CORRECT_NO[0]: Off
	DATE_2[0]: 
	REINSTRUCTION_-_YES[0]: Off
	REINSTRUCTION_-_NO[0]: Off
	REPAIR_REPLACE_-_YES[0]: Off
	REPAIR_REPLACE_-_NO[0]: Off
	IMPROVE_PPE_-_YES[0]: Off
	IMPROVE_PPE_-_NO[0]: Off
	REDUC_CONGESTION_-_YES[0]: Off
	REDUC_CONGESTION_-_NO[0]: Off
	IMPROVE_CONSTR_-_YES[0]: Off
	IMPROVE_CONSTR_-_NO[0]: Off
	DISCIPLINE_-_YES[0]: Off
	DISCIPLINE_-_NO[0]: Off
	Corrective_Action_-_Other[0]: 
	ACTION_TAKEN_TO_PREVENT[0]: 
	SFTYRV_Y[0]: Off
	SFTYRV_N[0]: Off
	DATE_Supv_Signed[0]: 
	DATE_Ee_Signed[0]: 

	Page6[0]: 
	HCP_StreetAddress[0]: 
	HCP_POBox[0]: 
	HCP_City[0]: 
	HCP_State[0]: 
	HCP_ZipCode[0]: 
	DatePtSigned[0]: 

	Page7[0]: 
	DatePtSigned2[0]: 

	Page4[0]: 
	CLAIM_NUMBER[0]: 
	Diagnosis_Condition[0]: 
	DATE_SEEN_and_TX[0]: 
	RTW-FD_DATE[0]: 
	RTW-LD_on-DATE[0]: 
	Check_Box2[0]: Off
	Check_Box1[0]: Off
	Sedentary_Work[0]: Off
	Light_Work[0]: Off
	Light_Med_Work[0]: Off
	Medium_Work[0]: Off
	Med_Heavy_Work[0]: Off
	Heavy_Work[0]: Off
	Use_Feet_-_No[0]: Off
	Stand_Walk_-_NONE[0]: Off
	Sit_1-3_hrs[0]: Off
	Drive_1-3_hrs[0]: Off
	Use_Hands_-_Single_Grasp[0]: Off
	Use_Hands_-_Push_Pull[0]: Off
	Use_Hands_-_Fine_Manip[0]: Off
	Use_Feet_-_Yes[0]: Off
	Stand_Walk_-_1-4_hrs[0]: Off
	Sit_3-5_hrs[0]: Off
	Drive_3-5_hrs[0]: Off
	Bend_-_Freq[0]: Off
	Squat_-_Freq[0]: Off
	Climb_-_Freq[0]: Off
	Twist_-_Freq[0]: Off
	Reach_-_Freq[0]: Off
	Stand_Walk_4-6_hrs[0]: Off
	Sit_5-8_hrs[0]: Off
	Drive_5-8_hrs[0]: Off
	Bend_-_Occ[0]: Off
	Squat_-_Occ[0]: Off
	Climb_-_Occ[0]: Off
	Twist_-_Occ[0]: Off
	Reach_-_Occ[0]: Off
	Stand_Walk_6-8_hrs[0]: Off
	Bend_-_Not_At_All[0]: Off
	Squat_-_Not_At_All[0]: Off
	Climb_-_Not_At_All[0]: Off
	Twist_-_Not_At_All[0]: Off
	Reach_-_Not_At_All[0]: Off
	LIMITATIONS_INCLUDING_PRESCRIBED[0]: 
	Rest_in_Effect_Until_Date[0]: 
	Pt_Reeval_Date[0]: 
	Pt_TTD_Until_Date[0]: 
	Name_of_Provider[0]: 
	Name_of_Physician[0]: 
	Phys_Phone[0]: 
	Phys_Sign_Date[0]: 
	TTD_check[0]: Off


	DATE SIGNED: 
	SUPERVISOR OR HR REPRESENTATIVE: 
	SUPERVISOR OR HR PHONE: 
	INJURED PERSON: 
	DEPARTMENT: 
	SUPV PHONE: 
	DATE OF INJURY: 
	TIME OF INJURY: 
	Injury Time AM: Off
	Injury Time PM: Off
	ACCIDENT LOCATION: 
	WHAT WAS INJURED DOING WHEN INJURED: 
	EE HRLY RATE: 
	CLINIC: 
	Employer Name: 
	SSN: 
	BIRTH DATE: 
	Employee Name: 
	Submission Date: 
	Appointment DateRow1: 
	Appointment TimeRow1: 
	Doctors NameRow1: 
	Leaving From1: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 
	12: 

	Arriving At: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 
	12: 

	Total Miles round trip: 
	Appointment DateRow2: 
	Appointment TimeRow2: 
	Doctors NameRow2: 
	Total Miles round trip_2: 
	Appointment DateRow3: 
	Appointment TimeRow3: 
	Doctors NameRow3: 
	Total Miles round trip_3: 
	Appointment DateRow4: 
	Appointment TimeRow4: 
	Doctors NameRow4: 
	Total Miles round trip_4: 
	Appointment DateRow5: 
	Appointment TimeRow5: 
	Doctors NameRow5: 
	Total Miles round trip_5: 
	Appointment DateRow6: 
	Appointment TimeRow6: 
	Doctors NameRow6: 
	Total Miles round trip_6: 
	Appointment DateRow7: 
	Appointment TimeRow7: 
	Doctors NameRow7: 
	Total Miles round trip_7: 
	Appointment DateRow8: 
	Appointment TimeRow8: 
	Doctors NameRow8: 
	Total Miles round trip_8: 
	Appointment DateRow9: 
	Appointment TimeRow9: 
	Doctors NameRow9: 
	Total Miles round trip_9: 
	Appointment DateRow10: 
	Appointment TimeRow10: 
	Doctors NameRow10: 
	Total Miles round trip_10: 
	Appointment DateRow11: 
	Appointment TimeRow11: 
	Doctors NameRow11: 
	Total Miles round trip_11: 
	Appointment DateRow12: 
	Appointment TimeRow12: 
	Doctors NameRow12: 
	Total Miles round trip_12: 
	Appointment DateRow13: 
	Appointment TimeRow13: 
	Doctors NameRow13: 
	Total Miles round trip_13: 
	Total Number of Miles: 
	Date of ReceiptRow1: 
	Prescribing PhysicianRow1: 
	Medication  ItemRow1: 
	Total Cost of RxRow1: 
	Amount Paid by Other InsuranceRow1: 
	Total Cost to PatientRow1: 
	Date of ReceiptRow2: 
	Prescribing PhysicianRow2: 
	Medication  ItemRow2: 
	Total Cost of RxRow2: 
	Amount Paid by Other InsuranceRow2: 
	Total Cost to PatientRow2: 
	Date of ReceiptRow3: 
	Prescribing PhysicianRow3: 
	Medication  ItemRow3: 
	Total Cost of RxRow3: 
	Amount Paid by Other InsuranceRow3: 
	Total Cost to PatientRow3: 
	Date of ReceiptRow4: 
	Prescribing PhysicianRow4: 
	Medication  ItemRow4: 
	Total Cost of RxRow4: 
	Amount Paid by Other InsuranceRow4: 
	Total Cost to PatientRow4: 
	Total Cost to Patient: 
	Time of Injury AM: Off
	Time of Injury PM: Off
	WITNESS NAME: 
	WITNESS TITLE: 
	CORRECTIONS TO DATE TIME OR LOCATION: 
	WITNESS DETAILS: 
	WITNESS DESC OF SAFETY EQUIP: 
	WITNESS DATE SIGNED: 
	LOCATION OF INCIDENT: 
	Witness Present-Yes: Off
	Witness Present-No: Off
	Witness Saw Inc Occ-No: Off
	Witness Saw Inc Occ-Yes: Off
	Witness Safety Equip-Yes: Off
	Witness Safety Equip-No: Off


