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The Department for Community Based Services (DCBS) carries accident insurance for Kentucky Works Program (KWP) WEP/COM participants.  These individuals are not covered by Worker's Compensation.  This insurance covers WEP/COM participants, while the individual is attending the WEP/COM activity.

If the participant has an accident which results in injury or death during WEP/COM participation, an insurance claim must be filed.  When the accident is covered by another insurance (e.g., car insurance or homeowner’s insurance), that insurance is billed first, and any uncovered medical bills are paid by the WEP/COM insurance.
The process for filing the claim is as follows:

A.
The worker informs the WEP/COM provider about the accident insurance coverage when the participant is placed in a WEP/COM component.  The provider is instructed to contact the staff person (contractor or Family Support) who negotiated the placement immediately when a participant is injured.
[B.
If the individual was placed by a contractor, the contractor notifies the Field Services Supervisor (FSS) of the injury within 3 work days.  The contractor also documents the incident on OTIS.]
C.
The FSS or designated representative contacts the Family Self-Sufficiency Branch (FSSB) at fssbk-tap@ky.gov to obtain the accident insurance claim form.  Identify the e-mail as “WEP/COM Accident Report” in the subject line and include the following information in the body of the e-mail:

1.
Participant's name;


2.
Participant’s social security number;


3.
Case number;


4.
FSS assigned to complete the claim process;


5.
The address of the local office;


6.
Date of injury; and 

7.
Location, including building and city, of the accident.    

D.
The FSS or designated representative contacts the participant by form PAFS-2, Application Letter or Notice of Expiration, within 5 work days of the accident.  Form PAFS-2 must state:

1.
Insurance coverage for the injury must be pursued;

2.
A claim form must be completed, and itemized medical bills obtained in order to file the claim;


3.
The participant is not to use the medical card for injury costs. 

If the participant does not respond in 7 work days, the supervisor or designated representative sends a second form PAFS-2.  Contact with the participant can be by phone or face-to-face interview.  Note:  Any and all efforts are made to contact the participant (e.g. hospital visit or home visit).  If the participant is unable to be contacted, no further action is needed.  If the accident results in the death of the participant, attempt to contact the executor of the participant's estate.

E.
Do not mail claim forms to the participant or the physician.  The supervisor or designated representative assists the participant in completing the claim forms and sends the completed insurance claim forms and itemized medical bills to DCBS/FSSB, 275 E. Main St. 3E-I, Frankfort, KY 40621 within 30 days of the initial contact with the participant.  Inquire KAMES for information regarding other insurance coverage for the participant.  Questions regarding entries on the form are routed to FSSB.

F.
FSSB reviews the claim forms and submits the claim to the insurance company.

G.
The completed claim form must be provided to the insurance company within 90 days after the accident or injury occurs.  Notify FSSB if the timeframe cannot be met.

H.
DO NOT complete form PA-40, Third-Party Liability Health Insurance, indicating the participant has this insurance coverage.  The insurance only covers the participant while attending the WEP/COM activity.

I.
The supervisor or designated representative submits any subsequent bills to FSSB for submittal to the insurance company.
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