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Resolution 2023-208

Resolution Approving 128 Hours of Injury Leave for Byron Smith

The Board of Trustees of Franklin Township, Franklin County, Ohio, met in person in a
Regular Meeting at 12:00 p.m. on Thursday, September 21, 2023.

The trustee marked below made a motion Jor the adoption of the following Resolution:
Kl Fleshman O Leezer O Horn

BE IT RESOLVED by the Board of Trustees of Franklin Township, Franklin County,
Ohio, that the Board approves 128 hours of Injury Leave, beginning August 30, 2023,
through September 26, 2023, for Byron Smith, per the employee’s MOU.

BE IT FURTHER RESOLVED that this Resolution shall be in full force and effect
immediately upon its adoption.

The following trustee marked below seconded the motion:
O Fleshman X Leezer 00 Horn

Rollwas called for the adoption of the Resolution, and the vote was as Jollows:

Fleshman: RYES/ONO ILeezer: M YES/ OINO Horn: & YES/ O NO
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Trustee John Fleshman

) pﬁ
ustee James Leezer

¥ Trustee Ralph Horn

Altested to on this 21st day of September 2023,
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Vi W,
GFlsczﬂ Officet, Linzie Justus

Adopted: September 21st, 2023




Physician's Report of Work Ahility

Bureau of Workers’ (MEDCO-14)

e
O E@ Compensation
Instruciions
Use this form to provide detailed information about the injured warker's ability to work. Add comments to Section 4 or attach
additional information as necessary. BWC uses the information to support a request for temporary total compensation.
The treating physician must submit this form each time they. see the injured worker unless they:
o Have been awarded permanent aritl fotal disability.
o Have returned to work without restrictions within seven days of the injury.
o Are being treated after the trealing physician has released them to their former position of employment (i.e., full duty job)
held on the date of injury without restrictions.

While you may use an equivalent physician-generated document (e.g., office notes, ireaiment plan) to the MEDCO-14, ii
must contain, at a minimum, the required data elements. If you've previously submitted equivalent data, indicate the date of
the report on the form (e.g., 5/15/2021, office note).
Note: Physician assistants and nurse practitioners may complete this form; however, they may only certify temporary disability
for the first six weeks after the date of injury. Subsequent periods of temporary disability require a co-signature by the treating
physician.

« Faxform to the managed care organization if the employer is state-fund or to the employer if self-insured.

¢ Important: Failure to provide complete information may delay compensation payments to the injured worker.

Date of ipjury
23/,

]

Injured worker name Claim number

Date of Ist appointment/examination Date of this p;?intment/examma ion ate 0 ne;{t appointment/examination
11}y /2 7 7

b

0 Injtial MEDCO-14. Proceed to Section 2.

g/sﬂbsequent MEDCO-14, no changes Proceed io Section 6.
Subsequent MEDCO-14, with changes. Check the appropriate box "Reporting changes from the last evaluation” or "No
changes” in each section.

“Job description and work status poanee i O Reporling changes from last evaluation O No changes
« Have you reviewed the injured worker's job description? 8495 O No

o If yes, who provided the job description D"(Ejured worker OO Employer O MCO/BWC

Does the injured worker have any physical or health restrictions related to the allowed condifions in the claim on the
dafe of this exam? [ Yes O No -
o If yes, are the restrictions: [ Permanent? E(Temporary?

o If no, check the box fo indicate the injured worker is released to refurn to full duty as of the date of this exam. [J

Proceed to Secfion 6.

If there arg restrictions, can the injured worker return to their full duty job held on the date of injury as of the date of this
exam? [ Yes O No

o If yes, Proceed to Section 6.

o If no, provide daie restrictions began

g g 2 /573 and estimaled full duty return-to-work date (1 /IS 2.
_Proceed fo Section 3. _ _ _ )

sability information

Complete the chart below for all work-related allowed condition

U Reporting changes from last evaluation O No changes

s being freated.

Narrative description of the work-
related allowed condition

Site/Location if
applicable

ICD code

Is the condition preventing full duty release to
the job injured worker held on the date of injury?

;”ﬂ_ Dy

@ Yes O No

ﬁ-ﬂvﬂ

O Yes O No

0 Yes O No

] Yes O No

[0 Yes O No

conditions).

List all other conditions that impact treatment of the conditions lisied above

(e.g., co-morbidities or not yet allowed

BWC-3914 (Rev. July 5, 2022)
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Injured worker nameS Claim number Df-l%e /o{ l%iy
Abili aical findings, and recovery progress O Reporiing changes from last evaluation O No changes

aking'prsribed medicaton for the allowed conditions that may be a safety hazard? Ef Yes O No

* Dominant hand: E'Right [ Left )
« Circle the injured worker's physical abilities for the activities in the chart below and provide comments as necessary.

Frequency scale Strength level (Ibs.) Body side indicator
N = Never S =Sedentary 0-10 L= Le:*ft
S =Seldom  0-1 hour L= Light 0-20 R = Right
O = Occasional 1-3 hours M= Medium  0-50 B = Both
F=Frequent 3-8 hours H = Heavy 0-100 . e

4 | € =Conslant 6-8 hours VH = Very heavy >100 ‘Indicale limitations ONLY

Activity Frequency Activity Strength Frequency Activity Side

Sit Floor lift (0-177) [SA[L [ M][H][VH]|[R FroniLateralreach  [[LIR B
Stand/Walk Knee [ift (18-29") Liim||H]|[vHIINM[s]lo] Overhead reach L
Climb stairs || N|{ S || O] F || ¢ || Waist lift (30-367) LiIMI|H]||VH S JIQJLF J1C || Wrist flex/exiension
SquatKneel || W¥|| S |{O|[ F || C || Chest iift (37-60") Li|MJ|H||VH SHOJ|FJIC |} Grasp
Crawl || Overhead lift (>60") L{IM||H]||VH S J|Q || F || C || Finger manipulation
Twist .sl[o][F]lc]| push/Puil LIMJIH{VHII) S Jlo][F]iC ]| Keyboarding
Bend/Stoop |[K][S][0][F][c]| carry [l I [H ] [vH] s [s][e][F]ic}| Operate foot controls

s Injured worker can work §~1¢_hours per day and hours per week.

¢ Are there any functional restrictions based only on the allowed psychelogical conditions? T Yes [J No
o If yes, describe any functional restrictions in comments below and reference the MEDCO-16 as needed.

« Provide your clinical and objective findings supporting your medical opinion. List barriers to return to work, reasen(s) for
delayed recovery, and proposed treatment plan (e.g., modalities, therapies, surgery), including estimated duration of each
treatment or indicate if all or part of this information is in office nofes (include date(s) of notes).

Comments: 5 ; L — i | 6 s il : , e
Health and gehaviorzi Assessment: (HBA evaluates cognitive, emotional, social, and behavioral barriers that might impact physical health

problems and trealments which are associated with the allowed physical injury in the claim.}
¢ [s the injured worker's recovery not progressing, or progressing slower than expecied? 123485 O Neo

¢ Do cognitive, emotional, social, or behavioral barriers exist ihat may be inferfering with expected healing? J Yes B/NO
Vocational rehabilitation is a voluntary program for an eligible injured worker who needs assistance to remain at work or
return to work., Is the injured worker currently able to participate in a vocational rehabilitation program? [J Yes D’ﬁt{)

L Reporting changes from last evaluation O No changes

MMI is a treaiment plateau (sfatic or well-stabilized) at which no fundamental functional or physiclogical change can be
5 | expecied within reasonable medical probability, in spite of continuing medical or rehabiliiatiy procedures. Has the work-
related injury(s) or occupational disease reached MMI based on the definition above? Yes #No

« Ifyes, give MMI date: / / - Note: An injured worker may need supportive freatment to maintain his or her fevel
of function afier reaching MMI. So, periodic medical treatment may still be requested and, if approved, provided.

I'eertify the information on this form is correct to the best of my knowledge. | am aware that any person who knowingly makes
a false statement, misrepresentation, concealment of fact, or any other act of fraud to obtain payment as provided by BWC

or who knowingly accepis payment to which that person is not entitled, is subject to felony criminal prosecution and may be
punished, under appropriate criminal provisions, by a fine or imprisonment or both.

& T}iating physician’s name (Print legibly.) Address, city, state, nine-digit ZIP code
AT T Buckeye PMR - Grove City
Treating physician's signature] < 2222 Stringtown Rd
s B Grove City, OH 43123
BWC provider (PEACH) number ) Datg..‘ Telephone number Fax number
2K T i 7 / /9—/ 4% 614-871-2273 877-376-2292
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