
San Felipe Del Rio CISD 
Workers' Compensation Claim Information

Name of Injured Employee:

Last four digits of Social Security Number:
----------------------

Date of Injury:
----------------------

Name of Employer:
___ ___._ ...._ 

San Felipe Del Rio 
_________ 

Consolidated Independent School 
_______

District 
 _

Workers' Comp Carrier: 

Adjuster: 

P. 0. Drawer 428002, Del Rio, Texas 78842

( 830) 778-41 00

AmTrust Financial

P.O. Box 89453

Cleveland, OH. 44101 

Toll Free Phone: 888-239-3909 

Fax Number: 775-908-3724 or 877-669-9140 

----------------------
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Verification of Employment for a Reported Workers' Compensation Injury or Illness 

(Please take this form to the doctor for your medical examination) 

Employee Name _____________ Date of Injury _______ _ 

Date of Birth ______________ Social Security _______ _ 

Reported Work Related Injury or Illness: 

San Felipe Del Rio CISD workers' compensation coverage provider is AmTrust Financial.  For 

emergencies, an injured employee may go to the nearest emergency room. 

r···- -- ··-- ··- · · 
· i

Please submit all claims and medical billing information to:l 
l -- "" . . ----- . . j 

AmTrust Financial
PO Box 89453
Cleveland, OH. 44101 
Phone: 888-239-3909 
Fax:     775-908-3724 
Pre-Authorization/UniMed 
Phone: 866-931-5100 
Fax: 800-281-5438

Issuing Signature ____________ _ 

Phone Number _____________ _ 

Rachel Garcia, Employee Benefits Coordinator 
(830) 778-4100 Phone
(830) 778-4954 Fax
Rachel.garcia@sfdr-cisd.org

Title _______ _ 

Date _______ _ 

Julisa Jimenez, Employee Benefits Secretary
(830) 778-4020 Phone
(830) 778- 4954Fax

Ju lisa. ii me nez@sf dr-cisd .org



AmTrust Financial Workers' Compensation 

Medical Facilities for SFDR CISD 

RediMD 

Walter Holmsten MD, Holmsten Family & Occupational Medicine 
Family Practice, MMI/IR Certified 

1730 BF Terry Blvct, Ste. 302 
Rosenberg, TX 77471 
Phone: (281) 633-0148 
Fax: (281) 633-2298 

South Texas Urgent Care Clinic 
Jaime Gutierrez MD 
612 N. Bedell Ave. Suite A 
Del Rio, Texas 78840 
Phone: (830) 775-1166 
Fax: (830) 774-8554 

Val Verde Regional Medical Center 
(emergency care only) 

801 N. Bedell Ave. 
Del Rio, Texas 78840 
Phone: (830) 775-8566 

STAT Specialty Hospital 
(emergency care only) 

2600 Veterans Blvd. 
Del Rio, Texas 78840 
Phone: (830) 498-3000 
Fax: (830) 498-0801 







Optum
PO Box 152539
Tampa, FL 33684-2539

Optum has been chosen to manage your workers’ compensation pharmacy benefits for your employer or their insurer. 
Below is your First Fill card that will allow you to receive your injury-related prescriptions at your local pharmacy. Please 
fill out the card based on the instructions below.

Employer:
Immediately upon receiving notice of injury, fill in the information 
above and give this form to the employee.

Injured Employee:
If you need a prescription filled for a work-related injury or 
illness, go to an Optum Tmesys® network pharmacy. Give this 
temporary card to the pharmacist. The pharmacist will fill 
your prescription at low or no cost to you.

If your workers’ compensation claim is accepted, you will 
receive a more permanent pharmacy card in the mail.  
Please use that card for other work-related injury or illness 
prescriptions.

Most pharmacies, including Walgreens, our preferred 
provider, and all major chains, are included in the network. 
To find a network pharmacy call 1-866-599-5426 or visit 
tmesys.com.

NOTE:  This First Fill card is only valid for your workers’ compensation injury or illness.

MAKING IT EASY... 
TO GET WORKERS’ COMPENSATION PRESCRIPTIONS FILLED.

1-866-599-5426
Questions? Need Help?

IMP14-1614-109-FFWG

WORKERS’ COMPENSATION PRESCRIPTION DRUG PROGRAM

Notice to Cardholder: Present this card to the pharmacy to receive medication for 

your work-related injury. To locate a pharmacy: tmesys.com.

CARRIER/TPA EMPLOYER

INJURED WORKER NAME

SOCIAL SECURITY NUMBER DATE OF INJURY (YYMMDD)
Please provide directly to Pharmacist

Attention Pharmacists: Enter RxBIN, RxPCN and GROUP. Member ID # format is 

the date of injury and SSN combined as follows: YYMMDD123456789.

Tmesys is the designated PBM for this patient.

Tmesys Pharmacy Help Desk 
1-800-964-2531

NDC Envoy

RxBIN 004261 or

or

002538

RxPCN

GROUP

CAL

________

Envoy Acct. #

The following entities comprise the Optum Workers Compensation and Auto No Fault division: PMSI, LLC, dba Optum Workers Compensation 
Services of Florida; Progressive Medical, LLC, dba Optum Workers Compensation Services of Ohio; Cypress Care, Inc. dba Optum Workers Com-
pensation  Services of Georgia; Healthcare Solutions, Inc., dba Optum Healthcare Solutions of Georgia; Settlement Solutions, LLC, dba Optum 
Settlement Solutions; Procura Management, Inc., dba Optum Managed  Care Services; Modern Medical, dba Optum Workers Compensation 
Medical Services, collectively  and individually referred as “Optum.”          
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Optum ha sido elegido para administrar los beneficios farmacéuticos de su programa de compensación por accidentes 
laborales para su empleador o su asegurador. Más adelante incluimos su tarjeta First Fill que le permitirá recibir las 
recetas médicas relacionadas con su lesión en su farmacia local. Llene esta tarjeta siguiendo las instrucciones que se 
indican a continuación.

Empleador:
Inmediatamente después de recibir un aviso sobre una lesión, llene la 
información antes indicada y entregue este formulario al empleado.

Empleado lesionado:
Si necesita que se le abastezca su receta médica para una lesión 
o enfermedad relacionada con su trabajo, visite una farmacia
de la red Optum Tmesys®. Entregue esta tarjeta temporal al
farmacéutico. El farmacéutico abastecerá su receta médica bajo
costo o sin costo alguno.

Si se acepta su reclamación del programa de compensación 
por accidentes laborales, recibirá una tarjeta permanente por 
correo. Use esa tarjeta para otras recetas médicas de lesiones o 
enfermedades relacionadas con su trabajo.

La mayoría de farmacias, incluyendo Walgreens, nuestro 
proveedor preferido, y todas las grandes cadenas de farmacias, 
forman parte de la red. Para encontrar una farmacia de la red, 
llame al 1-866-599-5426 o visite tmesys.com.

NOTA:  Esta tarjeta First Fill solo es válida para una lesión o enfermedad cubierta por su programa de 
compensación por accidentes laborales.

HACEMOS MÁS SENCILLO...
EL ABASTECIMIENTO DE LAS RECETAS MÉDICAS DEL PROGRAMA DE 
COMPENSACIÓN POR ACCIDENTES LABORALES.

1-866-599-5426

¿Tiene alguna pregunta? 
¿Necesita ayuda?

WORKERS’ COMPENSATION PRESCRIPTION DRUG PROGRAM

Aviso para el titular de la tarjeta: Presente esta tarjeta a la farmacia para recibir los 
medicamentos para la lesión relacionada con su trabajo. Para ubicar una farmacia, 
visite tmesys.com.

PORTADORA EMPLEADOR

NOMBRE DEL TRABAJADOR LESIONADO

NUMERO DE SEGURO SOCIAL FECHA DE ALA LESION (AAMMDD)
Please provide directly to Pharmacist

Attention Pharmacists: Enter RxBIN, RxPCN and GROUP. Member ID # format is 

the date of injury and SSN combined as follows: YYMMDD123456789.

Tmesys is the designated PBM for this patient.

Tmesys Pharmacy Help Desk 
1-800-964-2531

NDC Envoy

RxBIN 004261 or 002538

IMP14-1614-109-FFWG

Optum
PO Box 152539
Tampa, FL 33684-2539

orRxPCN

GROUP

CAL

________

Envoy Acct. #

The following entities comprise the Optum Workers Compensation and Auto No Fault division: PMSI, LLC, dba Optum Workers Compensation 
Services of Florida; Progressive Medical, LLC, dba Optum Workers Compensation Services of Ohio; Cypress Care, Inc. dba Optum Workers Com-
pensation  Services of Georgia; Healthcare Solutions, Inc., dba Optum Healthcare Solutions of Georgia; Settlement Solutions, LLC, dba Optum 
Settlement Solutions; Procura Management, Inc., dba Optum Managed  Care Services; Modern Medical, dba Optum Workers Compensation 
Medical Services, collectively  and individually referred as “Optum.”          

FF
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San Felipe Del Rio CISD 

SUPERVISOR'S INVESTIGATION REPORT 

Name of Employee: 

Campus/Department: Position: 

Years / Month on Job Date oflnjury: Time of Injury: 

What Happened: (Describe what took place at time of injury) 

Why did it happen? (Study the accident, situation and job duties) 

What should be done? (Determine what measures should be taken to keep this from happening) 

What have you done thus far? (Taken or recommended action, follow up) 

How will this improve operations? (Objective to eliminate job hindrances) 

Investigated by: Title: 

Please print name 

Date Investigated: 

Reviewed by: Date Reviewed: 

This form must be completed by the injured worker's Supervisor and e-mailed 

to Employee Benefits and Support Services Department. 

**If the employee sees a Doctor, the Doctor's note must be taken to Support Services before the 
employee can return to work. Light duty will be evaluated on a case by case basis. 
















