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Revised 07/10/03 

Madison County Board Of Education 
 

JOB-RELATED INJURY 
INSTRUCTIONS to EMPLOYEES and SUPERVISORS 

and 
STATEMENT OF AWARENESS 

 
In compliance with Board Policy FILE: GBRI, Absences Due to Job-Related Injuries, page 10 of 11, the 
following instructions must be followed when injuries occur on the job.  Please read all instructions carefully 
and follow all that apply.  All forms mentioned are included in this document. 

 

A   >>>   INSTRUCTIONS FOR INJURED EMPLOYEE 
 

1. Report the injury to immediate supervisor within 24 hours of incident and complete 
 the following forms: 
 

• INJURY REPORT 
• STATEMENT OF AWARENESS 
• GROUP/ASSOCIATION – PROOF OF LOSS 
• PHYSICIAN CERTIFICATION (if injury requires medical attention) 

 Items 1-11 completed by employee; Items 12-16 completed by physician 
• REQUEST FOR LEAVE DUE TO JOB-RELATED INJURY (If injury requires  

 absence of one-half (1/2) day or more)  
  

2. “Each and all absences beyond three (3) days must have a physician’s authorization to be absent due 
to the reported injury.” The date listed in Item 13 of PHYSICIAN CERTIFICATION form must be 
the same as the DATE RETURNED TO WORK on REQUEST FOR LEAVE form.   

 Days absent beyond the date listed in Item 13 will require an additional PHYSICIAN 
CERTIFICATION form with the exact date for return to work specified in Item 13. 

 

B   >>>   STATEMENT OF AWARENESS (To be signed by employee) 
 

Until all forms are completed and the Board approves the requested leave, sick leave will be charged. 
If sick leave is not available, days without pay will be charged. 
 
The Board of Education may exercise the option of requiring a second opinion from another physician 
concerning injuries. 
 
Leave for job-related injuries may not exceed 90 days.  Beyond the 90 days, benefits may be 
available through insurance carried by the Board of Education with the Insurance Company of North 
America (CIGNA companies). 
 
Injury claims for further benefits, in addition to those provided by the Madison County Board of 
Education and CIGNA, will be handled by the Alabama State Board of Adjustment as authorized by 
the Code of Alabama, 1975, Section 49-9-62.  Claimants have one (1) year from the date of cause of 
action to file a claim with the Board of Adjustment. A claim that is not filed with the Board of 
Adjustment within one (1) year from the date of the accident will not be accepted. 
 
I,   , am aware of the procedures for reporting job 
related injuries to my employer and of the one-year Statue of Limitations for filing an injury 
claim before the Alabama State Board of Adjustment. 

          
               
         Signature of Employee 
 

C   >>>   INSTRUCTIONS FOR SUPERVISOR OF INJURED EMPLOYEE 
 
1. Ensure proper forms are completed as per instructions above 
2. Sign all forms where Supervisor Signature is required 
3. Forward all forms (including this page) to the Personnel Office 



Madison County Board Of Education 
 

INJURY REPORT  
FOR JOB-RELATED INJURY 

 
1.  Name of Injured Employee (Please type or print) 2.  Social Security Number 3.  Date of Birth 4.  Sex  
        (Last)                  (First)                      (MI) 
 
  _______-_____ -________  _____ /_____ / _____  ____M____ F 
 
5.  Home Address 6.  Telephone Number  7.  Job Title 8.  Status 
    (Number and Street)   (City or Town)    (State)    (Zip) 
 Home (      ) ____________  ___     Full Time 
  ___  Part Time 
 Work  (      ) ____________  ___  Contract 
 
 
9.  School / Work Site 10.  School / Work Site Address 
       (Number and Street)             (City or Town)          (State)              (Zip) 
 
 
 
 
11.  Date of Injury 12.  Time of Injury 13.  Date Employer Notified 
 
     _______ /_____ /______  _______ : _______     ____ a.m.   ____ p.m. _____ /_______ / _____  
 
 
 
14.  Is employee covered by medical insurance _____Yes  ____No 15.  Name and address of attending physician 
       
      If yes: _____  Blue Cross/Blue Shield 
 _____  Other ___________________________________  
 
 
16.  Name and address of medical facility where treated 17. Name of school / work site where injury occurred 
 
   
     

 18. Location or place where injury occurred 
      
_____  Hospitalized  ____  Outpatient  ___ Emergency Treatment 

 
19.  Describe fully what happened to cause the injury or illness 
 
 
 
 
 
20.  Describe the injury or illness in detail and indicate the body part(s) affected 
 

 
 
 
21.  Were there any witnesses to the injury? _____No  ____ Yes  (If "yes," give name, address, and telephone number) 

 
 
 
22.  
 
   _____________________________________  _______________________________   _________________________   ___________________ 
                Signature of Injured Person                Print Name Daytime Telephone Number Date 

 
 
23. 
 
______________________________________  _______________________________   _________________________   ___________________ 

 Signature of Supervisor Print Name Daytime Telephone Number Date 
 (or other designated authority) 
 
 
01/16/02 





Madison County Board Of Education 
 

PHYSICIAN CERTIFICATION 
 FOR JOB-RELATED INJURY 

 
Items 1-11 to be completed by employee; Items 12-16 to be completed by attending physician 

   
1.  Name of Injured Employee (Please type or print) 2.  Social Security Number 3.  Date of Birth 4.  Sex  
        (Last)                  (First)                      (MI) 
 
  _______-_____ -________  _____ /_____ / _____  ____ M _____  F 
 
5.  Home Address 6.  Telephone Number  7.  Job Title 8.  Status 
    (Number and Street)   (City or Town)    (State)    (Zip) 
 Home (      ) ____________  ___     Full Time 
  ___  Part Time 
 Work  (      ) ____________  ___  Contract 
 
 
9.  School / Work Site 10.  School / Work Site Address 
       (Number and Street)             (City or Town)          (State)              (Zip) 
 
 
 
 
 
11.  Date of Injury 12.  Is there reasonable expectations that the 13.  If "yes " on Item 12, give the date 
 employee will be able to return to work?        or approximate date of return. 
 
     _______ /_____ /______  _______Yes         _______ No  _____ /_______ / _____  
 
 
 
14.  If the employee can return to work, are there any restrictions on the employee's duties? _____ Yes  ____  No 
 
       If "yes", how long will the restrictions apply? 
 
 
 
 
 
 
 

 
 
 
 
15. If "no" on Item 12, give details regarding employee's inability to return to work.  
 
 
   
     
 
 
 
 
 
 
 

 
 
 
 
16.  
 
    
______________________________________  _______________________________   _________________________   ___________________ 

         Signature of Attending Physician Print Name Daytime Telephone Number Date 
 
 
01/16/02 



01/16/02 

Madison County Board Of Education 
 

REQUEST FOR LEAVE DUE TO JOB-RELATED INJURY 
 

TO BE COMPLETED IN THE EVENT A JOB-RELATED INJURY RESULTS IN ABSENCE  
FROM WORK FOR ONE-HALF (1/2) DAY OR MORE 

 
IN ADDITION: 
 

• “Each and all absences beyond three (3) days must have a physician’s authorization to be absent due 
to the reported injury.” Attach PHYSICIAN CERTIFICATION FORM - Item 13 of PHYSICIAN 
CERTIFICATION form must match DATE RETURNED TO WORK on REQUEST FOR LEAVE form. 

 
• Days absent beyond the date listed in Item 13 of PHYSICIAN CERTIFICATION form will require an 
 additional PHYSICIAN CERTIFICATION form and a new REQUEST FOR LEAVE form 
 

 
 
NAME OF EMPLOYEE:  __________________ ________________ _________________  
  Last First Middle 
 
SOCIAL SECURITY NUMBER:  __________  - ________ - ___________  
 
 
JOB SITE: _________________________________  WORK ASSIGNMENT: ________________________  
 
 
 
LEAVE DAYS REQUESTED: ______________  DATE OF INJURY:  ____________________________  
 
 
 
DATE(S) ABSENT FROM WORK:  ______________________________________________  
 
 
 
DATE RETURNED TO WORK: ________________  “Each and all absences beyond three (3) days must have a 
physician’s authorization to be absent due to the reported injury.”  If applicable, attach PHYSICIAN CERTIFICATION 
FORM – Date specified in Item 13 of PHYSICIAN CERTIFICATION form must be the same as DATE RETURNED TO WORK on 
REQUEST FOR LEAVE form. 
 
 
HAVE OTHER LEAVE REQUESTS BEEN SUBMITTED AS A RESULT OF THIS INJURY?     
   NO        YES - NUMBER DAYS _____________  
 
 
 
 
 
  ___________________________________________________  ____________________________________  
   Signature of Employee  Date 
 
 
  ________________________________________ ____________________________  
     Signature of Employee's Immediate Supervisor  Date 
 
 
  ________________________________________ ____________________________  
     Director of Personnel Approval for Board Action  Date 
 
 
 


	date: 01/16/02


