WORKERS’ COMPENSATION
SELECTION OF PAYMENT OPTION
	DATE:
	
	EMPLOYEE I.D.#
	

	Employee Name
	Social Security Number

	
	

	Job Title
	Position #

	
	

	Work Location
	Work Phone #

	
	


On ________________ (date), (check appropriate box below)


 FORMCHECKBOX 
  I was injured
 FORMCHECKBOX 
  I became ill
 FORMCHECKBOX 
  I was exposed to an occupational disease

while on the job with the Technical College System of Georgia.  I have been advised that if I have to lose time for the above illness/injury, I must choose one of the following methods of payment:

 FORMCHECKBOX 

I have selected to use some or all of my accrued FLSA compensatory time, sick, annual and/or personal leave while absent due to the above.  I understand that if I use all of my accrued time and leave and am still unable to work, I will receive workers’’ compensation payments.  I have been advised that I cannot receive workers’ compensation payments and regular salary (i.e., use of accrued time or leave) at the same time.  


OR

 FORMCHECKBOX 

I have selected to receive workers’ compensation payments for lost salary instead of using accrued FLSA compensatory time or accrued leave.  I understand that I will be placed in a leave without pay status while receiving workers’ compensation payments.

II further understand that all absences from work due to workers’ compensation claims, that qualify as a serious health condition will be charged to available family and medical leave. 

	
	
	

	Employee/Representative Signature
	
	Date

	If the employee is unable to sign, a representative may sign on the employee’s behalf.

	
	Mail To:          Dept of Administrative Services

Workers’ Compensation Program

P.O. Box 38198, Capitol Hill Station

Atlanta, Georgia  30334-5529

	Relationship to Employee
	


Copies of this form are to be provided to the appropriate transactions center and your immediate supervisor.

