
2080 CITYGATE DRIVE 

COLUMBUS, OH 43219 

614.445.3767 | www.escco.org 

MEMORANDUM | Office of Business Services 

The Educational Service Center Council of Governments (ESC-COG) has selected 3-hab 

as the Managed Care Organization (MCO) to handle the medical management for your 

workers’ compensation claims. To ensure proper handling of these claims, please find the 

enclosed 3-hab/ESC-COG materials, designed to assist you in handling a work-related 

accident.  

The ESC-COG injury report must be completed within 24 hours from the time of the injury, 

and submitted to the Office of Business Services. The 3-hab ID card contains the medical 

provider with all information needed to obtain prior authorization, submit medical bills, etc. 

Therefore, this card needs to be shown to all treating providers. The enclosed First Report 

of Injury (FROI) form must be completed by your provider and sent to 3-hab, along with all 

medical documentation. 

If additional assistance is needed, please contact 3-hab at 1.800.869.1871. 

Per the ESC-COG Staff Handbook, in the event of a work-related injury, the following step 

are necessary: 

1. Notify your supervisor immediately.

2. An employee injury/accident report must be completed within 24 hours and

submitted to the Office of Business Services.

a. Mail: 2080 Citygate Drive, Columbus, OH 43219

b. Fax: 614.445.3772

3. You must also report the injury to 3-hab.

a. Phone: 1.800.869.1871

4. Present the enclosed 3-hab ID card provided in this packet.

In an emergency, seek immediate medical attention. Your physician will be required to call 

the MCO within 24 hours of treatment to report the injury. 
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EMPLOYEE INJURY/ACCIDENT REPORT 
Return to Business Services within 24 hours. All fields must be completed. 

Fax:: 614.445.3772 

 

ATTENTION: This form contains information relating to employee 

health and must be used in a manner that protects the confidentiality 

of employees to the fullest extent possible while the information is 

being used for occupational safety and health purposes. 

This Employee Injury/Accident Report must be filled out 

when a recordable work-related injury or accident has 

occurred. This form assists the ESC of Central Ohio in 

understanding the extent and severity of work-related 

incidents. These forms must be completed, signed by the 

employee and appropriate supervisor and submitted to the 

Office of Business Services within 24 hours. 

 

Information to be completed by the 

employee. 
Name:________________________________________ 

Address: ______________________________________ 

City: ______________    State: _________  ZIP: ______ 

Date of Birth: ___/___/____   Date Hired: ____________ 

    Male         Female 

Job Title: ____________________________________ 

Department Name: _____________________________ 

Date of Injury/Accident: _________________________ 

Building/Location of incident: _____________________ 

    Address, City, State, ZIP: 

___________________________________________ 

 

 

Time employee began work: ____________ am / pm 

 

Time of injury/accident: ____________ am / pm 

 

Was medical attention or emergency treatment necessary? 

 Yes         No 

If Yes, provide name of physician or health care provider. 

     ___________________________________________ 

 

Where was treatment given, if off the work site? 

_____________________________________________ 

 

Was employee treated in an emergency room? 

     Yes         No 

 

Was employee hospitalized overnight as an in-patient? 

     Yes         No 

 

Was treatment prescribed? 

     Yes         No 

 

What was employee doing immediately prior to accident? 

(Describe activity, as well as the tools, equipment or 

material being used. Be specific.) 

 

Name a witness: 

___________________________________ 

 

What happened? How did the injury occur? 

 

 

Describe the injury. Be specific, including which part of the 

body was affected. 

 

 

Was first aid required? Explain. 

 

 

Will this injury cause loss of time?     Yes         No 

         If yes, how many days? _______ 

 

Is this an aggravation of a previous injury?   Yes      No 

 

Have you ever had a similar injury?     Yes         No 

 

 

What object or substance directly harmed the employee? 

(If this does not apply, write “N/A”) 

 

 

Signatures 

 

I certify that the above information is accurate to the best 

of my knowledge.  

 

 

Signature of Employee   Date 

 

Signature is verification that the supervisor/ 

coordinator/principal has checked the validity and 

completeness of the above statement. 

 

Supervisor/Coordinator/Principal Comments:
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