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TENNESSEE DEPARTMENT OF LABOR AND WORKFORCE DEVELOPMENT 

EMPLOYER'S FIRST REPORT OF WORK INJURY OR ILLNESS 

JUIUSDJCTI0N CLAIM# (STAT!: FILn II) CLAIM TYPfl CODE THE lJSE OF THIS FORM IS REQt;IR!iD UNDER THE PROVISIONS OF THF. 
OMEDON!.V TENNESSEE WORKERS' COMPENSATION LAW AND Mt;ST BF. 

CLAIMS ADM CLAIM# (INSURER CLAIM#} O1NDE.\.INJTY 
D llF.CI\MR LOSTTIMF. COMPLJ::fEU AN!) flLt:D WITH YOUR 1:-1$URANCt: CAIU<.IEK 
0 BECAME M�ll ONLY LMMBDIATEL Y Arft:K NOTIC� 0�- IN/UR\', OSHA LOG CASF. # 0 NOTIFYONI.Y lT IS A CRIME TO KNOWJ:SGLY PR0Vl[>E P,\I.SE, INCOMPl,ETE OR 
OT&ANSFER MIS LEA DINO INFORMATION TO ANY PARTY TO A W0RK!lRS' 

NAM6 OF INSURANCE CARRJER CARRl.ER FfJN C0MP);NSATION TRANSACTION FOR nu: PL'Rl'0St: OF C0MMllTING 
Public Entity Partners 62-1074045 ,RAVO, Pl!NALTIES INCLUDI! IMPRtSONMfiNT, rnres AND DtNIAL or-

CLAIMS ADMIN FIRM NAM!! /if DJFFC:ltllNT FROM fF.[N OF Cl.MS Jl.l)M 
INSURANCE BENEFITS. 

CARRIER) 59-2863407 IF YOU HAVE- QUllSTIONS, l'HE STAn NOW HAS A llt;N!iflT Rt:VIEW 

CLMS ADI PHONll # SYSTEM WHERE A WORKERS' COMPl::NSATIOl\' SPECIALIST C_.,N CLAIMS ADIIJSTER NAME 
FAX 877-469-7611 61>370-4180 800-288-0629 PROVIDE ASSISTANCE. CALL 1-800-332-2667 (TDD). 

CLAf�UIANDUN0 0fflCE AllPIU:'.liS LINE I ;\ND LIN!: 2 CITY [rNATI! 137027 
21P 

5100 Maryland Way Brentwood 
EMPLOYER NAME EMPWY!lk. fEIN SIC CODE PII0NE NUMBER 

Highland Rim Economic Corporation 62-0757461
EMPLOYER ADDRESS LINE I AND LINE 2 N"-TIJREOP BUSINESS 

PO Box 208 Community Action Agency 
INSURED !W'ORT II ICITY STATE I: ZIP EMPLOYJ::R LOCATION 

Erin N 37061 
INSURIID NAME(PARl!'.'."T CO IF Dll'f-l:Rl1:-., THAN POLICY SUMRl'.R ,..ll,l'f..[l!ff!J. li.MPLOY�IENT STATUS CODE 
llMPLOYER) 07/01/18 D FULL TIMl'1R.nouLAR -

SELF INSURED? OPARTTIMl', l_ll_X}'DATI! 
OvesONo 06/30/19 0 ru;a; WIJKKl:R 

EMPLOVElB LAST NAME PH0?-1'. INCL ARF.A CODE OENOl:R Ose,,soNAL 
OMALE Ovo1.t1NTF.ER 

FIRST Ml DcPARTMENT JU!GULARLY OPEMALE 0 APPRENTICE f1JLL TIMI:: 
WORKI;D QUNKNOWN 0 APPRRNTICE PART TIMI:: 

ADRRESS LINE I & 2 OCCUPATION Dl::sCRJM'I0N 

CITY STATE [ z1r MARITAL STATUS OMARJ!.IED N('.CI Cl.ASS CO0li: 
D UNMARRl'F.D, SrNGLI!, D SEPARATF.D 

SSN I 0ATF. OF DIRTH I DATe0FHIRD DIVORCED OUNKNOWN 

WAGE PBJU0U uw�v NUMl!E.R Of DAYS WORKED PE.R SALARY COl'<TlNUED IN LIW 0f C.:0MPENSA1'10N O Yt:S ONO 
$ OHOURLV O01-wEEKLY Wl!EK 

ODAILY OMONfHLY FULL WAGES PAID FOR DATE O F  INJURY LJ YES LJ NO 

DATE OF INJURY TIM!l Of IN/UR Y OAMOPM I TIME EMPLOYEE.BroAN woRK ON INJURY DA'fl! 
D COULD NOT Bl'. 0EITERMINED OAMOPM 

DATE EMPL0Y!lll NaflflEL) m· INJURY BODY PART Al·H:C'fl!0 CODI! NATURE OF INNR Y CODE IN
C�SEOflNJURY CODE 

N/A NIA 

DATE CLAIM ADMNDTIFIED OP INJURY How INJURY OR ILLNESS OCCURRED. Dl!SCR!BE THB INCIDENT INCLUDING \VHAT THE EMPLOY!;E WAS DOING 
JUST BEFORE, THE PART OF THE BODY AffECTED ANO HOW, AND OBJECT OR SUBSTANCE THAT OIRECTI.Y 

DATE LASl' f>A Y WORKliD I-CARMEil THE EMPLOYF.E 

DATE DISABILITY !IF.GAN 

RB11JRNTOW0RK DATE(IF APPI.JCABLE) 

DAT6 OF DEA TH (If APPLICAl:ILE) If DEATH <."l.AIM, 0IVE I/ Dt:Pt;NDENTS FOR EACH RELATIONSI-UP 
D "�DOW D FATHER -- SISTER TOTAL# DEPt:NDENTS 

DID !N)IJRY/JLLNl!SS OCCUR ON llMPLOYl!.R 'S D WJOOWER --DI\UGHTE.ll 
--

BROTHER 

PREMISES? D YES D NO D M0THi,R 
--··-

SON 
--

HANDICAPPED ClDLD 

A0DRF-<;S WHF.RE INJURY OCCURRED (IF OTHER THAN EMPLOYl!R 's PREMISES) 

I
COUNTY OF INJURY 

CfTV STATE ZIP 

PHYSICIAN NAMF. HOSP IT AL OR OFF SITE TREATMENT NAME 

ADDRESS LINE l AND 2 A0DRF.SS I.INF. I ANO 2 

CrrY I STATE I ZIP CITY I STATE I lIP 

INITIAL TRllATMf.NT D MINOR nv &�PLOVER 0 HOSPITALIZED>24 HRS LJ FVTURllMAJOR MrnlCAliLOSTTIME 
D NO MEDICAL TRf.Al MF.NT D MINOR BY C.LINJC./HOSPITAL D EMER.OEl'-CY CARE ... NTICJrATED 
DAT!l rRl!PAR.ED PR.E�AR!ill'S NAMtl & TITI.E PREPARER 'S COMPANY NAMll PUONE NUMBER 

LB-0Ul l (REV. J 2/07) Rl)A I 0183 



FORM C-42 

NT 

DIVISION OF WORKERS' COMPENSATION 

TENNESSEE DEPARTMENT OF LABOR AND WORKFORCE DEVELOPME 
220 French Landing Dr. 

Nashville, Tennessee 37243-1002 

AGREEMENT BETWEEN EMPLOYER/EMPLOYEE CHOICE OF PHYSICIAN 

It is a crime to knowingly provide false, incomplete or misleading information to any party to a workers' compensation 

transaction for the purpose of committing fraud.  Penalties include imprisonment, fines and denial of insurance benefits. 

In compliance with the Tennessee Workers' Compensation Law, T.C.A. Section 50-6-204 

1. 
Physician’s Name Telephone 

Office Address City State Zip 

2. 

Physician’s Name Telephone 

Office Address City State Zip 

3. 

Physician’s Name Telephone 

Office Address City State Zip 

4. 

Physician’s Or Chiropractor’s Name Telephone 

Office Address City State Zip 

5. 

Physician’s Name Telephone 

Office Address City State Zip 

According to the provisions of this agreement, I hereby have selected the following physician from the list 
provided to me by my employer. 

Physician chosen:  

Date of selection: 

Date of injury:    

Date of appointment: 

Employer’s Name Employee’s Name 

Street Address Street Address 

City State   Zip         City    State       Zip 

Telephone Email  Telephone    Email 

Employer’s Signature  Employee’s Signature 

Employee’s Social Security Number 

State File Number 

LB-0382 (REV. 07/14) RDA 10183 



FORM C-42 

NT 

DIVISION OF WORKERS' COMPENSATION 

TENNESSEE DEPARTMENT OF LABOR AND WORKFORCE DEVELOPME 
220 French Landing Dr. 

Nashville, Tennessee 37243-1002 

AGREEMENT BETWEEN EMPLOYER/EMPLOYEE CHOICE OF PHYSICIAN 

It is a crime to knowingly provide false, incomplete or misleading information to any party to a workers' compensation 

transaction for the purpose of committing fraud.  Penalties include imprisonment, fines and denial of insurance benefits. 

In compliance with the Tennessee Workers' Compensation Law, T.C.A. Section 50-6-204 

1. 
Physician’s Name Telephone 

Office Address City State Zip 

2. 

Physician’s Name Telephone 

Office Address City State Zip 

3. 

Physician’s Name Telephone 

Office Address City State Zip 

4. 

Physician’s Or Chiropractor’s Name Telephone 

Office Address City State Zip 

5. 

Physician’s Name Telephone 

Office Address City State Zip 

According to the provisions of this agreement, I hereby have selected the following physician from the list 
provided to me by my employer. 

Physician chosen:  

Date of selection: 

Date of injury:    

Date of appointment: 

Employer’s Name Employee’s Name 

Street Address Street Address 

City State   Zip         City    State       Zip 

Telephone Email  Telephone    Email 

Employer’s Signature  Employee’s Signature 

Employee’s Social Security Number 

State File Number 

LB-0382 (REV. 07/14) RDA 10183 



FORM C-42 

TENNESSEE DEPARTMENT OF LABOR AND WORKFORCE DEVELOPMENT 

Division of Workers' Compensation 
220 French Landing Dr. 

Nashville, Tennessee 37243-1002 

Website:    www.tn.gov/labor-wfd/wcomp.html 

AGREEMENT BETWEEN EMPLOYER/EMPLOYEE CHOICE OF PHYSICIAN 

In compliance with the Tennessee Workers' Compensation Law, T.C.A. Section 50-6-204 

Upon the report of a workplace injury, an employer should provide the employee, in writing an Agreement Between 

Employer/Employee Choice Of Physician Form C-42. The form must indicate the name of the physician chosen by  

the injured employee, be signed by the employee with a copy given to the employee, and the original kept on file with 

the employer. Employees traveling more than 15 miles one way to or from medical treatment may seek reimbursement 

from the insurance carrier for their travel expense. 

The injured employee must submit to examination by the employer's physician at all reasonable times if requested to 

do so by the employer, but the employee shall have the right to have the employee's own physician present at such 

examination, in which case the employee shall be liable to the employee’s physician for that physician's services. If 

the injured employee refuses to comply with any reasonable request for examination or to accept the medical or 

specialized medical services that the employer is required to furnish under this chapter, the injured employee's right to 

compensation shall be suspended and no compensation shall be due and payable while the injured employee continues 

to refuse. 

For injuries prior to July 1, 2014, the injured employee shall accept the medical benefits afforded hereunder; 

provided, the employer shall designate a group of three (3) or more reputable physicians or surgeons not associated 

together in practice, if available in that community, from which the injured employee shall have the privilege of 

selecting the operating surgeon or the attending physician. If the injury is a back injury, the statutory panel must be 

expanded to 4, one of whom must be a chiropractor with treatment limited to 12 chiropractic visits. Further, if the 

injury or illness requires the treatment of a physician or surgeon who practices orthopedic or neuroscience medicine, 

the employer may appoint a panel practicing orthopedic or neuroscience medicine consisting of 5 physicians, with no 

more than 4 physicians affiliated in practice. If there are not enough physicians available within the community of the 

injured worker, names of physicians from outside the community should be added. If the employer provides this panel, 

the injured employee shall be entitled to have a second opinion on the issue of surgery, impairment, and a diagnosis 

from that same panel. 

For injuries on or after July 1, 2014, the injured employee shall accept the medical benefits afforded under this 

section; provided, that in any case when the employee has suffered an injury and expressed a need for medical care, the 

employer shall designate a group of three (3) or more independent reputable physicians or surgeons, chiropractors or 

specialty practice groups if available in the injured employee’s community, from which the injured employee shall 

select one (1) to be the treating physician. If three (3) or more independent reputable physicians, surgeons, 

chiropractors or specialty practice groups are not available in the employee's community, the employer shall provide a 

list of three (3) independent reputable physicians, surgeons, chiropractors or specialty practice groups, within a one 

hundred (100) mile radius of the employee's community. When necessary, the treating physician selected shall make 

referrals to a specialist physician, surgeon, or chiropractor and immediately notify the employer. The employer shall be 

deemed to have accepted the referral, unless the employer, within three (3) business days, provides the employee a 

panel of three (3) or more independent reputable physicians, surgeons, chiropractors or specialty practice groups. In 

this case, the employee may choose a specialist physician, surgeon, chiropractor or specialty practice group to provide 

treatment only from the panel provided by the employer. When the treating physician or chiropractor refers the 

injured employee, the employee shall be entitled to have a second opinion on the issue of surgery and diagnosis from a 

physician or chiropractor specified in the initial panel of physicians provided by the employer. The employee's 

decision to obtain a second opinion shall not alter the previous selection of the treating physician or chiropractor. 

If you have any questions or need assistance in completing this form, call 1-800-332-2667. 


	C-42 final.pdf
	C20 C42 All Counties 092017.pdf

	Physican Name 1: Horizon Medical Center Emergency Room
	,kkio: 111 Hwy. 70 East
	1: Dickson
	2: TN
	4: 37055
	Phone: (931) 296-7788
	6: 806 East Main St
	68: Waverly
	state 3: TN
	edsq: 37185
	Physican Name: Dickson Medical Association
	State_2: (615) 446-2708
	xxdcvx: 758 Hwy. 46
	f324: Dickson
	523678: TN
	231: 37055
	Office Address_3: Hilcrest Clinic
	Tele 3: (931) 289-4201
	Office Address: 4891 E. Main St.
	1 city: Erin
	vcde: TN
	6tg: 37061
	Office Address_4: Houston Co. Community Hospital Emergency Room
	123698: (931) 289-4211
	2547oi: 4895 E. Main St.
	78: Erin
	klj: TN
	421: 37061
	Phy Chosen: 
	Date of selection: 
	Date of injury: 
	dte appt: 
	Name of Employer: Highland Rim Economic Corporation
	Employer Address: PO Box 208
	Employer City: Erin
	ER State: TN
	ER Zip: 37061
	ER Telphone: 931-289-4101
	email: bfinch@hghlndrim.org
	ER Signature: 
	EE Name: 
	EE Address: 
	EE City: 
	EE State: 
	EE Zip: 
	EE Telephone: 
	Email: 
	SSN: 
	sfn: 
	Physican Name 2: Waverly Clinic
	Telephone: (615) 446-0446
	,kkio 2: 301 Tyson Ave
	1 2: Paris 
	2 2: TN
	4 2: 38242
	Physican Name 2 2: Tennova Family Medicine
	Phone 2: (931) 232-5141
	6 2: 133 Dr. Robert H. Lee Dr
	68 2: Dover
	state 3 2: TN
	edsq 2: 37058
	Physican Name 3 2: Three Rivers Hospital Emergency Room
	State_2 3: (931) 296-4203
	xxdcvx 2: 451 State Spur 13
	f324 2: Waverly
	523678 2: TN
	231 2: 37185
	Office Address_3 2: Tennova Healthcare
	Tele 3 2: (931) 502-1000
	Office Address 2: 651 Dunlop Ln
	1 city 2: Clarksville
	vcde 2: TN
	6tg 2: 37040
	Office Address_4 2: 
	123698 2: 
	2547oi 2: 
	78 2: 
	klj 2: 
	421 2: 
	Phy Chosen 2: 
	Date of selection 2: 
	Date of injury 2: 
	dte appt 2: 
	Name of Employer 2: Highland Rim Economic Corporation
	Employer Address 2: PO Box 208
	Employer City 2: Erin
	ER State 2: TN
	ER Zip 2: 37061
	ER Telphone 2: 931-289-4101
	ER Signature 2: 
	EE Name 2: 
	EE Address 2: 
	EE City 2: 
	EE State 2: 
	EE Zip 2: 
	email 2: bfinch@hghlndrim.org
	EE Telephone 2: 
	Email 2: 
	SSN 2: 
	sfn 2: 
	Physican Name 2a: Henry County Medical Center
	Telephone 2b: (731) 642-1220


