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CENTER DIRECTOR'S CHECKLIST FOR NEWLY REPORTED 

WORK-RELATED INJURY 
IF AN EMERGENCY, ALWAYS OBTAIN MEDICAL TREATMENT FIRST CALL 911 

EMPLOYEE NAME: __________________ _ 

DATE: _________ _ 

CENTER LOCATION: _________________ _ 

Please collect the following documents and scan to Jasminn Dominguez, Human Resource 
Generalist at jdominguez@cleverbeeacademy.com. You can also contact her at 614-927-1765. 

Be sure to � of the list below to make sure you have collected everything. 

Have the injured worker complete the following forms: 

o FROI (first report of Injury). This application must be completed in full and signed by the injured

worker.

o Authorization to Release Medical Information (C-101)

o Accident Statement

o Provide Injured Worker with the MEDCO-14 form to take to their medical provider and explain

this form must be completed and returned to the MCO (card attached) with copy to Brightside

Academy Ohio LLC, Attn: Tara Hereford. Provide them with the enclosed Concentra locations that

employee must go to be examined/drug tested. They must go immediately.

o Academy Director completes the Accident Report. If you feel the claim is questionable, please be

sure on question #7 to explain the factual reason for questioning the claim in detail. Please be

specific and whenever possible, secure witness statements that support your position.

o Send Human Resources the FROI, Injured Workers Accident Statement, Authorization to Release
Medical Information, Academy Director's Accident report, Witness Statement if applicable

o Please refer to the Company Handbook regarding policy procedures and instructions on work

related injuries or contact Human Resources.

CORPORATE HEADQ!JARTERS • 1111 SUPERIORAVE. 4TH FLOORS • CLEVELAND. OH 44110 

T: (216) 777-3500 • F: (216) 777-3510 

----------------





7

'1't* EARLY EDUCATION AND CH1LD CARE 

: ;-' Brightside· 
f ;,. ACADEMY 

INJURED WORKER ACCIDENT STATEMENT 

Employer CLEVER BEE ACADEMY                       Policy# 1421410-0 

Employee NAME ____________ Date of Hire __________ _ 

Employee Home Address _________________________ _ 

Telephone# 

Social Security# Date of Birth _________ _ 

Accident/ Injury Date __________ _ Time of Day __________ _ 

Job Title ______________________________ _ 

Did you report injury? YES NO To whom was it reported _____________ _ 

Address where injury occurred _______________________ _ 

Local Supervisor to whom you report _____________________ _ 

Were there any witnesses? If so, please list ___________________ _ 

Was Employee doing regular job when injury occurred YES NO 

Please describe what happened at time of incident ________________ _ 
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