
Notice to Department Head or Elected Official 

 

The employer (Bee County) is required to file an Employer’s First Report of Injury or 

Illness [DWC FORM-001 Rev. 10/05] with the injured worker’s insurance carrier, and the 

injured claimant or the claimant’s representative within 8 days after the employee’s 

absence from work or receipt of notice of occupational disease. 

The Employer’s First Report of Injury or Illness provides information on the claimant, 

employer, insurance carrier and medical practitioner necessary to begin the claims 

process.  Details of the claimant’s employment and circumstances surrounding the 

injury or illness are also requested. 

It is very important that you send the Accident/Injury Report to the HR Department 

Room 305 ASAP, so that we can submit the DWC-001. The HR Department will file the 

report.  We need the Accident/Injury Report to do so, and to stay within the timeframe 

required by the Texas Association of Counties (TAC), to be in compliance and eliminate 

the risk of Workers’ Compensation Benefits from being denied. 

 You will also need to fill out the top part of the Workers’ Compensation 

Authorization for Medical Attention form.  

 

Sign your part (Dept. Head), and then give to the Employee to give to his/her 

physician. 

 

Thank you for your cooperation in this matter.  

 

Human Resources Department-Bee County  

Attention: Jaime Castillo, HR Specialist 

105 W. Corpus Christi, St., Room 305 

Beeville Texas 78102 

(P) 361-621-1550, Opt. #9 

(F) 361-492-5986  

(E) jaime.castillo@co.bee.tx.us 

 

mailto:jaime.castillo@co.bee.tx.us


Department: Soc. Sec. Num:

Name of Person Injured:

(Check One) Employee Student Cl ient Volunteer Vis i tor

Mai l ing address  of Injured:

Mari ta l  Status : M    S    D Spouse's  Name

(circle one) Sex M F

Nature of Injury:

Witness (es )

Address  where Injury Occurred:

Date of Accident:

There Phone #:

Y      N

Works i te Location of Injury (s ta i rs ,dock,ect.) Ethnici ty:

How & Why did Accident Occurred:

Supervisor's  Name: Date Reported

Return to Work date/of expected:

Phys ician's  Name: City

Hospita l Ci ty

Phone Number Return Vis i t Required:     Yes       No  

Reported By: Date:

Date forwarded to Human Resources

Comments :

ORIGINAL TO HUMAN RESOURCES    COPY TO SUPERVISOR

Date of Birth

No. Of Dependents  Chi ldren ______

If Yes  Date

Date Received By H.R

DateSignature of Supervisor

Signature of Injured/Employee Date

Cause of Injury

Did Employee Die:    Y    N

i f yes  What Date:Did Injured go for Medica l  Treatment:   Y      N

Hisp.   Nat.American    Other

(EX: Fall, Tool, Machine, ECT.)

Was Employee doing his  job: Date Lost Time Began:

Who was  Noti fied:

Does  Injured Speak Engl ish If not what Language:

Time of Injury/Accident:

BEE COUNTY

ACCIDENT/INJURY REPORT

Part of Body Injured:

White      Black      As ianRace:

Injurer's  Phone #:

 



Please give the “Workers’ Compensation Authorization for Medical Attention” 

form and the following documentation to the Injured Employee 

 

Attachments For Employee :   

 

 

1. My Matrixx – If you go to the doctor and he/she prescribes medication(s) for 

you, Please take this form with you to the Pharmacy they will use this to fill your 

prescription and bill Workers Comp 

 

2. Employee Rights and Responsibilities – These are your rights and 

responsibilities as an injured employee   (PLEASE READ); 

 

3. Bee County Authorization for Medical Attention – Fill this form out, and give to 

the physician that you decide to go to for your Workers Compensation Care, so 

that they will know where to send all bills. 

Our goal is to make this process as simple and smooth as possible for you and your 

department. If you have any questions please feel free to call the HR Department at 

361-621-1550, Opt. #9 

 

Thank You, 

 

Jaime Castillo, HR Specialist 

HR Department- Bee County  



 



 



 



BEE COUNTY  

WORKERS’ COMPENSATION 

AUTHORIZATION FOR MEDICAL ATTENTION 

 

To: Doctor/Medical Center:_______________________________________________ Date:_________________ 

Our Employee:___________________________________  Who works in/at________________________ has been 

Sent to you concerning an on job injury_________________________________________________________ 

       Type of Injury 

 

Date of Injury/Accident:___________________________ Time left work:__________________________ 

 

Approved by:____________________________________________________ Date:____________________ 

    Signature and Title 

 

Since this appointment concerns a possible Workers’ Compensation claim, please state your findings below and 

send all bills and narratives for this employee to: 

 

 

 

 

FOR PHYSICIAN’S USE ONLY 

I have examined the above referenced employee and my findings are as follows: 

 

 

 

PHYSICIAN’S RELEASE 

This employee:___________________________________________________________________ 

___ Has been released to return to work this date without restriction. 

___ Has been released to return to work without restriction on___________________________ 

          Date 

___ Has been released for limited duty work assignment on _____________________________ 

          Date 

 Restrictions:________________________________________________________________ 

 Duration of restrictions:  (Best Estimate)______________________________days. 

___ Patient will return in______days for follow-up at _____:_______ AM/PM 

___ Is unable to return to work or limited duty_____________ Full duty_____________________ 

___ Patient referred to personal physician or specialist for further evaluation.  Please indicate personal  

physician/specialist. 

 

PHYSICIAN SIGNATURE:__________________________________ DATE:_________________ 

I hereby authorize the attending physician and/or medical center to disclose the information contained on this form 

concerning my injury/condition to my employer, and hereby release the attending physician and medical center form 

any liability arising from such disclosure. 

EMPLOYEE SIGNATURE:___________________________________ DATE:__________________ 

Send Bill to: JI Companies 

P.O. Box 160120 

Austin, TX. 78716-0120 

P. 512-427-2367 

F. 512-346-9321 

Send copy to: Bee County Human Resources 

105 W. Corpus Christi St. Room 305 

Beeville, TX.  78102   P.361-621-1550 

     F.361-492-5986 

 


