1e Jasuit University s Cleveland

WORKERS’ COMPENSATION
FIRST REPORT OF INJURY (FROI) FORM

Use the “First Report of Injury” (FROI) form to file a workers’
compensation claim with John Carroll University. JCU is self-insured
and pays its own claims, so filing your FROI with the Ohio Bureau of
Workers' compensation may cause delays with processing your
claim.

Instructions:

1. Complete the “injured worker and injury/disease/death info.”
portion of the form. Failure to complete this section may delay
processing of your claim.

2. If this form is completed by the injured worker at the first visit to
a medical provider, the injured worker may give the FROI to the
provider to complete the treatment information section. The
provider or the injured worker can then submit the FROI to
either:

Cambridge Integrated Services  John Carroll University

300 W. Wiison Bridge Road 20700 North Park Bivd.
Worthington, OH 43085 University Heights OH 4118
Attn: New Claims Attn: Human Resources

(P) (800) 524-3902 (P) (216) 397-4976

(F) (877) 247-4555 (F) (216) 397-4933

3. If the injured worker does not have the FRO! form with them at
the time when medical services were provided, they must
contact the medical provider to complete the treatment
information section.



Tear off this sheet and return the completed form to your employer's managed care organization (MCO) or to your local BWC customer service office,
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