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Supervisor Responsibilities for Reporting Workers' Compensation Injury 

 
 

1. ALL INJURIES NEED TO BE REPORTED, no matter how minor.   
 
2. If this is a serious injury and requires transport to a hospital or more than one day out of 

work, contact the Oswego County Self-Insurance Office immediately and provide the 
employee’s name, brief injury description, employee’s contact information and treatment 
facility. 

 
3. Complete the C-2F and submit to the Oswego County Self-Insurance Office within 24 hours 

of injury/illness. 
 
4. Give employee the Workers' Compensation packet and ensure that all applicable forms 

have been completed, reviewed, signed and submitted to the Oswego County Self-Insurance 
Office within 10 days of injury/illness: 

   
 Letter to injured worker – this is given to employee to keep and includes 

important information about the employee’s claim. 

 Pharmacy benefits form – information regarding the pharmacy benefit manager 

must be provided to the pharmacy with the employees initial fill.  

 Partners Program Incident Report Form - this form is to be completed by the 

employee AND supervisor. 

 Partners Program Witness Statement - this form is to be given to each individual 

the employee lists as a witness to the incident. 

 
5. Ensure that all forms are fully completed and signed or the Oswego County Self-Insurance 

Office will return them for improper completion.  
 

6. To expedite processing, forms should be e-mailed to melissa.turner@oswegocounty.com 
or faxed to (315) 349-8254. 

 
7. Notify the Oswego County Self-Insurance Office immediately via phone or e-mail with any 

change in work status and fax or email all doctor’s notes. 
 
If you have any questions regarding the above or want to provide additional information 
regarding this claim, please contact Melissa Turner at (315) 349-8285 or 
melissa.turner@oswegocounty.com. 



Oswego County Self-Insurance Plan 
for Workers' Compensation 

46 East Bridge Street 
Oswego, NY 13126 

 
 
 
To all Oswego County & other municipal Workers' Compensation claimants: 
 
We are sorry to hear that you were hurt at work.  Because of the physical and financial hardship 
that a work-related injury can cause, the Oswego County Self-Insurance Office, along with Triad 
Group, works closely with you, your employer, and your physician towards a common goal of 
returning you to work as quickly as possible. 
 
In an effort to make this process less confusing, please follow the steps below to ensure quicker 
handling of your claim. 
 
 Notify your supervisor of the incident, even if you do not seek medical treatment or lose 

time from your job. 
 
 Complete Partners Program Incident Report Form with your supervisor. 

 
 DO NOT PAY FOR MEDICAL BILLS ASSOCIATED WITH YOUR INJURY!  Notify all physicians 

and health-care providers of the proper billing information:  Triad Group, 400 Jordan Road, 
Troy, NY 12180. 

 
 DO NOT PAY FOR PRESCRIPTIONS!  Information regarding the pharmacy benefit manager is 

attached and must be provided to the pharmacy with your initial fill. 
 
 If you are losing time from work, there is a 7-day waiting period before Workers' 

Compensation benefits begin.  After the 7-day waiting period, you can choose to continue 
using sick time or begin using Workers' Compensation benefits.  Please notify your supervisor 
of your choice as soon as possible.  If you are out of work for more than 14 days, your time 
may be reimbursed by the NYS Workers' Compensation Board.  This does not apply to 207c or 
207a claims. 

 
 Keep in contact with your supervisor/employer if you are losing time from work. 

 
For your information, below is a list of representatives to contact with any questions: 
 
Melissa Turner, Oswego County Self-Insurance Office, (315) 349-8285 
For general claims questions or if you have received bills from providers related to your claim. 
 
Marjorie Montross, Claims Adjuster at Triad Group, 1-800-337-7419, ext 303 
For questions regarding your claim status, payment process, and return-to-work information. 
 



Effective 2/1/2023 Oswego County Self-Insurance Plan has changed its PBM 

(Pharmacy Benefit Manger) to AWPRx.  If you are injured at work, the card 

below has the BIN, PCN and RxGRP numbers needed for you to pick up a 

temporary prescription:    
 

 

 
 

The phone number for pharmacies to call to fill a 

temporary script is 888-700-0922. 
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Triad Group 
 WORKERS’ COMPENSATION INCIDENT REPORT FORM 

 
EMPLOYEE SECTION 
 
Employee Name                           
 
Date of Injury           Time of Injury                Time Work/Shift Started       
 
Mailing Address                           
 
City              State  NY      Zip Code       
             
Phone Number          Personal Email Address           
 
Date of Hire         Date of Birth          Gender    Male   Female  
 
Employee SSN           Job Title                
     
Immediate Supervisor                  Phone Number         
 
Location of the incident                         
 
Weather Conditions                           
 
Describe the activity being performed at the time of the injury or illness           
                             
                             
                               
 
What safety equipment was in use at the time of incident?              
                             
                             
                               
 
What training had you received concerning the activity you were performing at the time of the injury?    
                             
                               
 
Describe in your words what happened to cause the injury              
                             
                             
                               
 
Was medical care required at the time of the injury?   YES   NO 
 
If yes, name of doctor or facility?                        
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Body Part Injured:     Right       Left     Both 
 

  Head     Eye     Ear    Neck     Shoulder  

  Back     Hand     Arm     Elbow     Wrist  

  Finger:   Index    Middle    Ring   Little Finger/Pinkie    Thumb    Leg 

  Ankle    Hip    Knee    Foot    Lung(s) 

  Other ________________________________________________________________________________ 

 
Type of Injury: 

  Bruise    Laceration    Dislocation    Fracture    Puncture 

  Sprain/Strain    Burn    Cut    Exposure to: _____________________

  Other (explain): _________________________________________________________________________ 

 
Cause of Injury: 

  Struck By    Slip    Twist    Repetitive Motion    Unknown 

  Struck Against    Trip    Turn    Other (how): ____________________ 

  Lifting    Push    Pinch  __________________________________

  Fall    Pull    Bite   

 
Witnesses to injury                Phone Number 

                               

                               

                               

 
In addition to this position, do you work for any other organization?   YES   NO 
 
If yes, name of the organization and your normal workhours:              
                               
 
Your normal work duties:                        
                             
                             
                               
 
Who did you notify about this incident?                      
 
Date notification made?                          
 
Do you have any recommendations on how this incident could have been avoided?        
                             
                             
                               
 
Employee Signature:                  Date:         
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SUPERVISOR SECTION 
 
Supervisor’s Name                   Job Title           
 
Phone Number               
 
Date Supervisor Had Knowledge of the injury           
 
At the time of the incident was the employee performing a job related function?         
                             
                             
                             
 
Who gave the employee the job assignment?                    
 
What training had been provided to the employee for this assignment?            
                             
                               
 
What safety equipment was in use at the time of the incident?              
                             
                               
 
Did you interview the employee or any witnesses at the time of the incident?          
                             
                               
 
Could this incident have been avoided and if so how?                
                             
                               
 
What corrective action has been taken involving this incident?              
                             
                               
 
Supervisor’s Signature:                  Date:       



Rev 10/21   Page 1 of 2 

 

 

Triad Group  
WORKERS’ COMPENSATION WITNESS STATEMENT FORM 

 
THIS DOCUMENT HAS BEEN PROVIDED TO YOU BECAUSE YOU HAVE BEEN LISTED ON A WORKPLACE INJURY 
REPORT TO HAVE WITNESSED AN INCIDENT THAT INVOLVED INJURY TO: 
 
Injured Worker         Date of Injury      
  

Please have the witness or individual conducting the interview of the witness complete and sign this document. 

 
Name                
 
Home Address:               

(Street Address, City, State and Zip) 
 
Contact Phone Number          Date of Interview      
 
Location of Interview           Conducted By      
 
Did you witness an incident involving the above named individual and did you observe the individual to have been 
injured as a result of the incident?            
 
Please describe what you observed?           
               
               
                
 
Did you see the entire incident or did you come up to the incident at some point in time?   
                
 
How was it that you were at the location at the time of the incident?      
                
 
From what you were able to observe please describe the nature of the individual’s injuries   
               
               
                
 
Did you observe the use of any safety equipment at the time of the incident?     
                
 
Were there other witnesses to the incident?  If yes, can you provide their names? 
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What was the time of day and location of this event?        
                
 
Additional Comments:            
               
               
               
               
               
               
                
 
 
 
Interviewer Signature:        Date:     
 
 
Witness Signature:         Date:     


	C-2F 3.4.15
	Partners Program - Incident Report 3.18.16
	Partners Program - Witness Statement Form 11.3.15
	Workers' Comp Employee Instructions
	Workers' Comp Supervisor Instructions

	AccidentInjury Description see instructions 1: 
	AccidentInjury Description see instructions 2: 
	AccidentInjury Description see instructions 3: 
	Injured Worker: 
	Name: 
	Home Address: 
	Contact Phone Number: 
	Date of Interview: 
	Location of Interview: 
	Conducted By: 
	injured as a result of the incident: 
	Please describe what you observed 1: 
	Please describe what you observed 2: 
	Please describe what you observed 3: 
	Please describe what you observed 4: 
	Did you see the entire incident or did you come up to the incident at some point in time 1: 
	Did you see the entire incident or did you come up to the incident at some point in time 2: 
	How was it that you were at the location at the time of the incident 1: 
	How was it that you were at the location at the time of the incident 2: 
	From what you were able to observe please describe the nature of the individuals injuries 1: 
	From what you were able to observe please describe the nature of the individuals injuries 2: 
	From what you were able to observe please describe the nature of the individuals injuries 3: 
	From what you were able to observe please describe the nature of the individuals injuries 4: 
	Did you observe the use of any safety equipment at the time of the incident 1: 
	Did you observe the use of any safety equipment at the time of the incident 2: 
	Wtiness 1: 
	Witness 2: 
	Witness 3: 
	Witness 4: 
	Witness 5: 
	Witness 6: 
	What was the time of day and location of this event 1: 
	What was the time of day and location of this event 2: 
	Additional Comments 1: 
	Additional Comments 2: 
	Additional Comments 3: 
	Additional Comments 4: 
	Additional Comments 5: 
	Additional Comments 6: 
	Additional Comments 7: 
	Additional Comments 8: 
	Date of Injury: 
	Date: 
	Date_2: 
	Employee Name: 
	Date of Injury0: 
	Time of Injury: 
	Time WorkShift Started: 
	Mailing Address: 
	City: 
	Zip Code: 
	Phone Number: 
	Personal Email Address: 
	Date of Hire: 
	Date of Birth: 
	Gender: Off
	Employee SSN: 
	Job Title: 
	Immediate Supervisor: 
	Phone Number_2: 
	Location of the incident: 
	Weather Conditions: 
	Describe the activity being performed at the time of the injury or illness 1: 
	Describe the activity being performed at the time of the injury or illness 2: 
	Describe the activity being performed at the time of the injury or illness 3: 
	Describe the activity being performed at the time of the injury or illness 4: 
	What safety equipment was in use at the time of incident 1: 
	What safety equipment was in use at the time of incident 2: 
	What safety equipment was in use at the time of incident 3: 
	What safety equipment was in use at the time of incident 4: 
	What training had you received concerning the activity you were performing at the time of the injury 1: 
	What training had you received concerning the activity you were performing at the time of the injury 2: 
	What training had you received concerning the activity you were performing at the time of the injury 3: 
	Describe in your words what happened to cause the injury 1: 
	Describe in your words what happened to cause the injury 2: 
	Describe in your words what happened to cause the injury 3: 
	Describe in your words what happened to cause the injury 4: 
	Was medical care required at the time of the injury: Off
	If yes name of doctor or facility: 
	Right: Off
	Left: Off
	Both: Off
	Head: Off
	Eye: Off
	Ear: Off
	Neck: Off
	Shoulder: Off
	Back: Off
	Hand: Off
	Arm: Off
	Elbow: Off
	Wrist: Off
	Finger: Off
	Index: Off
	Middle: Off
	Ring: Off
	Little FingerPinkie: Off
	Thumb: Off
	Leg: Off
	Ankle: Off
	Hip: Off
	Knee: Off
	Foot: Off
	Lungs: Off
	Other: Off
	Bruise: Off
	Laceration: Off
	Dislocation: Off
	Fracture: Off
	Puncture: Off
	SprainStrain: Off
	Burn: Off
	Cut: Off
	Exposure to: Off
	Other explain: Off
	Struck By: Off
	Slip: Off
	Twist: Off
	Repetitive Motion: Off
	Unknown: Off
	Struck Against: Off
	Trip: Off
	Turn: Off
	Other how: Off
	undefined: 
	Lifting: Off
	Push: Off
	Pinch: Off
	undefined_2: 
	Fall: Off
	Pull: Off
	Bite: Off
	Witnesses to injury 1: 
	Witnesses to injury 2: 
	Witnesses to injury 3: 
	Phone Number 1: 
	Phone Number 2: 
	Phone Number 3: 
	undefined_3: Off
	In addition to this position do you work for any other organization: 
	If yes name of the organization and your normal workhours: 
	undefined_4: 
	Your normal work duties 1: 
	Your normal work duties 2: 
	Your normal work duties 3: 
	undefined_5: 
	Who did you notify about this incident: 
	undefined_6: 
	Do you have any recommendations on how this incident could have been avoided 1: 
	Do you have any recommendations on how this incident could have been avoided 2: 
	Do you have any recommendations on how this incident could have been avoided 3: 
	Date1: 
	Supervisors Name: 
	Job Title_2: 
	Phone Number_3: 
	Date Supervisor Had Knowledge of the injury: 
	At the time of the incident was the employee performing a job related function 1: 
	At the time of the incident was the employee performing a job related function 2: 
	At the time of the incident was the employee performing a job related function 3: 
	At the time of the incident was the employee performing a job related function 4: 
	Who gave the employee the job assignment: 
	What training had been provided to the employee for this assignment 1: 
	What training had been provided to the employee for this assignment 2: 
	What training had been provided to the employee for this assignment 3: 
	What safety equipment was in use at the time of the incident 1: 
	What safety equipment was in use at the time of the incident 2: 
	What safety equipment was in use at the time of the incident 3: 
	Did you interview the employee or any witnesses at the time of the incident 1: 
	Did you interview the employee or any witnesses at the time of the incident 2: 
	Did you interview the employee or any witnesses at the time of the incident 3: 
	Could this incident have been avoided and if so how 1: 
	Could this incident have been avoided and if so how 2: 
	Could this incident have been avoided and if so how 3: 
	What corrective action has been taken involving this incident 1: 
	What corrective action has been taken involving this incident 2: 
	What corrective action has been taken involving this incident 3: 
	Date_22: 


