WA STATE ACTIVE DUTY — ACCIDENT CLAIM
PART | - TO BE COMPLETED BY THE MEMBER
NOTE: medical treatment for injuries or illnesses incurred during sad will only be covered if this form is completed
and submitted prior to or at the time of deactivation, and treatment is begun within one year from the date of
injury.

of the Army; 10 U.5.C. 5013, Secretary of the Navy; 10 U.S.C. 8013, Secretary of the Air Force; Department of Defense
Directive 8500.aa, Information Assurance (IA); and E.Q. 9397 (SSNJ); Revised Code of Washington (RCW) 38.08.040

Purpose: Outlines State Active-Duty deployment requirements for reporting Service Members.

Disclosure: Voluntary. Failure to provide information may result in the delay of pay and benefits if unverified information
is incorrect.

PERSONAL DATA SUBJECT TO PRIVACY ACT OF 1974 (5 USC 552A)

1. Name (Last, First, Ml) 2. Sex (Circle one) 3. Home Phone
MALE FEMALE ( )
4. Home Address 5. Mailing Address (if other than Home Address)
(Number & Street) (Apt No) (Number & Street) (Apt No)
(City) (State) (Zip) (City) (State) (Zip)
6. Height ‘. “ 7. Date of Birth 8. Military Unit of Assignment
Weight Ibs.
9. Date of Injury 10. Time of Injury 11. Where were you when injured, and address if
known.

12. Describe in detail what your injury, exposure, or infection is, and how it happened.

13. Provide complete information regarding any previous injury or illness which may relate to the medical condition
for which you are currently seeking medical treatment. State whether your currentinjury orillness is a reoccurrence
of a previous medical condition.

14 Does this injury or illness require more than First Aid that is available on site or within the command structure?

YES NO IF YES, CONTINUE ON TO PART Il AND PART IIl.
15 List any witnesses and their | 16. Did you report the incident 16b. If no, why didn’t you report the
contact phone number. to your chain of command? incident to your chain of
?
VES NO command?

16a. If yes, date you reported it.

Who did you report it to?
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WA STATE ACTIVE DUTY — ACCIDENT CLAIM
PART Il - TO BE COMPLETED BY THE MEMBER
Required only if unable to return to state active duty and released to civilian employment. The following
information is necessary to determine the amount of payments lost wages and/or disability payments.

17. Name, address, and phone 18. When did you last work for 21. Rate of Pay: S per
number of your civilian job your civilian employer? (Circle one)
I .
employer Date: Hour  Week Day Month

19. What is your civilian job title? | 22. Additional Earnings: $

20. What are your civilian job 23. Hours/day worked
duties?

Days/week worked

24. How many paying jobs do you
have?

25. Marital Status (Circle one) 26. Spouse’s Name

Married  Single  Separated Divorced Widowed

27. In the blocks below annotate the dependent children. Include unborn, and estimate birth date. Benefits will
be based in part on number of legally dependent children. If you don’t have custody complete items #28 and #29.

28a. NAME 28b. RELATIONSHIP 28c. LEGAL CUSTODY | 28d. BIRTHDATE
(Circle Yes or No)
Yes No
Yes No
Yes No
29. Name of children’s legal guardian: 30. Address of children’s legal guardian:

| declare that these statements are true and correct to the best of my knowledge and belief. In signing this form, |
am hereby authorizing doctors, hospitals, or clinics to release my medical treatment records and information to the
Washington State Military Department, State Claims Manager/Human Resources Office. This release applies to any
doctor, hospital, or medical treatment facility that has provided medical treatment to me, and expressly authorizes
the Washington State Military Department State Claims Manager to obtain medical information relating to me.
This release is for the purpose of assisting the Department in processing and adjudicating my State Active Duty
medical claim. All medical information obtained will be kept confidential.

/
(Signature) (Date)

| further authorize my employer to release any and all wage information to the Washington State Military
Department State Claims Manager for the purpose of assisting the Department in processing and adjudicating lost
wages repayment and other potential benefits, if applicable.

(Signature) (Date)
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WA STATE ACTIVE DUTY — ACCIDENT CLAIM
PART Ill - TO BE COMPLETED BY THE COMMANDER OR TASK FORCE LEADER
REFERRAL FOR MEDICAL CARE

1. Under the provisions of Section 38.40.030, Revised Code of Washington, | request the below named individual
be admitted for emergency medical/dental treatment or hospitalization as required. The above named individual
is a member of the Washington National Guard. This individual was performing duties under Title 38, Revised
Code of Washington at the time he/she was (injured) (became ill). The (injury) (illness) occurred at approximately
(time), (date), at (location).

The circumstances surrounding the (injury) (illness) are briefly described below:

2. Did the member receive medical treatment? (Circle one) YES NO
2 a. If yes, what is the name and location where member received medical treatment?

(Name) (Location)

2.b. Has this case been coordinated with/reviewed by a Washington National Guard military medical physician or
physician's assistant? (Circle one)  YES NO

If yes, whom?

If no, Why not?

3. This individual is not covered under Washington Labor & Industries. Bills must be sent to:

State Claims Manager/Human Resources Office
WA Military Department
Camp Murray, Building 20B
Tacoma, WA 98430

For questions about billing, call: 253-512-7376

4. Task Force Commander or Designated Representative (i.e., Medic) signature and date:

| have made the preliminary determination that, based upon the facts and circumstances known at this time, the
injury or illness occurred in the Line of Duty and medical treatment at government expense is therefore
warranted and authorized.

Name — Title/Rank — Please Print Signature Date

DISTRIBUTION INSTRUCTIONS FOR PARTS |, Il AND 1l

Upon completion of Part | and Part I, a copy of this form must be sent to the J1 representative in the Joint
Operations Center (JOC). You will NOT be medically cleared to return to State Active Duty until you complete this
form and submit it to the JOC.
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WA STATE ACTIVE DUTY — ACCIDENT CLAIM
PART IV —-TO BE COMPLETED BY THE ATTENDING PHYSICIAN
VERIFICATION OF MEDICAL CARE

1. Name of Hospital or Clinic 2. Address of Hospital or Clinic 3. Telephone Number

4. Patient’s Name (Last, First, Ml)

65 Attending Physician (Telephone Number ) | 76 Place of Service (Circle One)
Name:
Inpatient Outpatient Doctor’s Office
Street:
. . Emergency . )
City/State/Zip: Room Clinic Other (Describe)

7. Diagnosis (Attach additional documentation as necessary)

8. Subjective complaints supporting your diagnosis.

9. Objective findings supporting your diagnosis. Include physical, lab, and x-ray findings.

10. Treatment and diagnostic testing recommendations.

11. Date you first saw patient for 12. Was the diagnosed condition caused by this injury, exposure, or
this condition. infection? (Annotate “yes” in the appropriate block)
PROBABLY = 50% or more ( ) POSSIBLY = Less than 50% ( )
17
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WA STATE ACTIVE DUTY — ACCIDENT CLAIM
PART IV (CONTINUED) — TO BE COMPLETED BY THE ATTENDING PHYSICIAN

13. Will this condition cause the patient to miss work? (Circle one and if YES, estimate the number of days.)

NO YES (Number of days)

14. Is there any pre-existing impairment of the injured area? (Circle one and if YES describe briefly in 15a.
or attach report.)

NO YES

15 Pre-existing impairment of the injured area:

16. Has patient ever been treated for the same or 16 a. Name of physician and city of treatment.
similar condition?

(Circle one. If YES give year, name of physician,

and city of treatment in block 16a) Name of physician

NO YES ( Year) City
17. Are there any conditions that will prevent or 18. Referral physician name, address, and telephone
retard recovery? (Circle one and if YES describe number. (Complete if you refer patient to another
briefly or attach report.) doctor for follow-up.)
Name:
NO YES (describe below or attach report)
Street:
City/State/Zip:
Telephone:

19. Signature of Attending Physician. (Licensed physician must sign report.)

(Signature) (Date)
This individual is not covered under Washington Labor & Industries.
Send bills to:

State Claims Manager/Human Resources Office
Military Department
Camp Murray, Building 33
Tacoma, WA 98430
PHONE: 253-512-7376 / FAX: 253-512-7808

DISTRIBUTION INSTRUCTIONS FOR PART IV
Upon completion of Part IV of this Form, mail the original to:
State Claims Manager/Human Resources Office
Military Department
Camp Murray, Building 33
Tacoma, WA 98430
PHONE: 253-512-7376 / FAX: 253-512-7808
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