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SOUTH CAROLINA-SPECIFIC 
WORKERS’ COMPENSATION INFORMATION 

http://www.wcc.sc.gov/

DRUG-FREE WORKPLACE 

Drug-Free Workplace 

� 5.0% premium credit  
� Companies self certify DFWP program through application (NCCI form 39-1) and 

are verified prior to adding credit.  
� The Drug-Free Workplace Application, as well as other forms, is available at our 

web site, www.fhmic.com.   

Training

Supervisors 2 hours, Employees 2 hours 

SAFETY

Workplace Safety Programs 

No state specific requirements or premium credit provided.

OSHA Information 

South Carolina  is a state OSHA plan state (Region 4). Office locations are: 

1. Office – Mailing: South Carolina  Department of Labor, Licensing, and Regulation 
Office of OSHA Compliance, P.O. Box 11329  Columbia, SC 29210  

2. Office – Physical: Koger Office Park, Kingstree Building 110 Centerview Drive 
Columbia, South Carolina 29210 (803) 896-4300.  

Safety Resources*  

� http://www.llr.state.sc.us/Labor/scovp/index.asp?file=list.htm   
� https://www.scdmvonline.com/DMVpublic/  
� http://www.doc.sc.gov/InmateSearchDisclaimer.jsp  
� http://www.sled.state.sc.us/sled/default.asp?Category=CATCH_SSN  
� http://www.nsopr.gov  
� http://www.usfsafetyflorida.com  
� http://www.osha.gov/Publications/smallbusiness/small-business.pdf  



� http://www.toolboxtopics.com  
� http://www.tdi.state.tx.us/wc/safety/videoresources/index.html  
� http://www.msdssearch.com  
� http://www.ehs.cornell.edu/msds/msds.cfm  
� http://www.oshainfo.gatech.edu/  
� http://www.ehs.okstate.edu/programs.htm  
� http://siri.org/.
� http://www.free-training.com  
� http://www.fhmic.com/safetynet/posters/
� http://www.fhmic.com/policyholder/forms/

WEBSITES TO ASSIST WITH HIRING AND SCREENING*

� https://www.scdmvonline.com/DMVpublic/  
� http://www.doc.sc.gov/InmateSearchDisclaimer.jsp  
� http://www.sled.state.sc.us/sled/default.asp?Category=CATCH_SSN  
� http://www.nsopr.gov  
� http://www.backgroundchecks.com  
� http://pacer.psc.uscourts.gov/register.html  
� http://www.searchsystems.net/  

*For the most up-to-date websites, visit www.fhmic.com/safetynet/resources





















Pharmacy Instruction Letter 

Dear Injured Worker: 

Your employer's Workers' Compensation carrier, FHM Insurance Company, has joined together with 
AmeriSys and myMatrixx Pharmacy Program to provide you with a quick and convenient way to get your 
Workers' Compensation prescription drugs.  The program allows you as a member to enjoy the following: 

 No out-of-pocket payments 
 No need to fill out or file claim forms related to your outpatient prescription drugs 
 Major pharmacy chains in the network offering quick and convenient service 

Use the myMatrixx Pharmacy Form (for initial prescriptions only), given to you by your employer when 

you report an injury, at any of the pharmacies listed on the form.  A few days after the injury is reported 
you will receive a prescription card from myMatrixx.

  Walgreens  Eckerd Drugs 

  Publix   Winn-Dixie 

  K-Mart   Kash N Karry 

  CVS   Wal-Mart   

If you do not have one of those pharmacies in your area, the network includes the following chains: 

  Target    Harco 
  Rite-Aid   Golden Eagle 
  Brunos    Medicine Shoppe 
  Giant Eagle 

In addition to the major chains listed above, there are other pharmacies in the myMatrixx program. If your 

pharmacy of choice is not listed above, please contact myMatrixx at 877-804-4900 to see if it is included in 

the network. If the pharmacy is not yet enrolled, they can be contacted about participating in the myMatrixx

Pharmacy Program. 

Reminder: The myMatrixx Pharmacy Form you are given by your employer is for initial 
prescription(s) only.  It is essential that you keep in touch with your adjuster at 

FHM Insurance Company, 888-346-3461 or 407-351-1212.  You will receive an RX 
card direct from myMatrixx which should be used for any subsequent 

prescriptions.

If you have any questions about the myMatrixx program, please contact your Nurse Case-Manager 
at 888-346-3461.



Dear Employee:     You are being sent for medical treatment or evaluation for an apparent work-related injury.  Should you 

need prescriptions filled, please provide this form to the pharmacy for initial prescriptions only.  In a few days you will receive a 

prescription card from myMatrixx. The pharmacy will need your Date of Injury, Date of Birth, Social Security Number and 

the Group Number which is 10602144.   

Dear Pharmacist:      This employee is being treated for an apparent work-related injury.  Please provide a 3-day supply in 

accordance with the formulary. 

Pharmacy Input Codes: 

Wal-Mart PP Publix PSP 

Winn-Dixie PRS K-Mart PSP 

Eckerd 2343 Walgreens PPSC 

Target PSP Rite-Aid PRESCRIP 

Kash N Karry PPSC Golden Eagle PSP

Medicine Shoppe PSP CVS 5792

Giant Eagle PSP Harco PRESCRIP

Brunos PPSC   

Independent pharmacies will use BIN#014211 (may be listed as Stockton Group or Pharmacy Plus). 

Pharmacy:  Please leave “person code” blank.  Group Number is 10602144

If there are any questions, please contact myMatrixx at 877-804-4900.

Dear Employee:     You are being sent for medical treatment or evaluation for an apparent work-related injury.  Should you 

need prescriptions filled, please provide this form to the pharmacy for initial prescriptions only.  In a few days you will receive a 

prescription card from myMatrixx.  The pharmacy will need your Date of Injury, Date of Birth, Social Security Number and 

the Group Number which is 10602144. 

Dear Pharmacist:      This employee is being treated for an apparent work-related injury.  Please provide a 3-day supply in 

accordance with the formulary. 

Pharmacy Input Codes: 

Wal-Mart PP Publix PSP 

Winn-Dixie PRS K-Mart PSP 

Eckerd 2343 Walgreens PPSC 

Target PSP Rite-Aid PRESCRIP 

Kash N Karry PPSC Golden Eagle PSP

Medicine Shoppe PSP CVS 5792

Giant Eagle PSP Harco PRESCRIP

Brunos PPSC   

Independent pharmacies will use BIN#014211 (may be listed as Stockton Group or Pharmacy Plus). 

Pharmacy:  Please leave “person code” blank.  Group Number is 10602144

If there are any questions, please contact myMatrixx at 877-804-4900.

cut here

myMatrixx Pharmacy Form

myMatrixx Pharmacy Form



�

EMPLOYEE AGREEMENT 
EMPLOYEE SAFE WORKING PRACTICE/MANAGED CARE 

As a condition of employment, I __________________________________________ do hereby agree to 

             (Please print full name) 

comply with the following Employee Safe Working Practices and Managed care program.  

1. I agree to follow established departmental safety procedures. 

2. I agree to report any work-related accident or injury to my supervisor as soon as it occurs, but no later than 

the end of my duty shift.  

3. If I need treatment for a work-related injury, I understand that my employer has enrolled in a Managed Care 

Program for Workers’ Compensation with FHM Insurance Company WECARxE Program and 

AmeriSys/Coventry Network and that the following procedures must be followed for all work-related 

injuries and illnesses. Treatment received outside the Workers’ Compensation managed care arrangement is 

not compensable unless authorized by the carrier prior to the treatment date. 

� Report promptly any work-related injury to supervisor. 

� Hand carry the Introductory Letter to Physician to the approved network physician on the initial 

visit. 

� Follow the approved network physician’s instructions for any additional specialist treatment, if 

needed. 

� Ensure all medical treatment is handled only through the approved network physician.

� Direct all questions about level of care to the approved network physician, who is the focal point for

medical treatment. 

� Follow your state’s established procedures to resolve dissatisfaction with medical treatment. 

I understand that failure on my part to follow the above procedures could result in disciplinary action not to 

exclude termination and loss of Workers’ Compensation benefits.  

I also understand that according to Workers’ Compensation Law, my compensation benefits could be reduced 

for any injury that occurs because of failure to follow established safety procedures. 

_______________________________________________________        _____________________________�

Employee         Date 

_______________________________________________________       ______________________________�

Witness Signature        Date 

Original to Personnel File / Copy to Employee



     

WORKERS' COMPENSATION WECARxE NETWORK

 PROVIDER NOMINATION FORM 

 All information in the box below must be completed prior to forwarding. 

 The form will be returned if incomplete.

Employer Name:

Address:

City, State, Zip:  

Telephone #:  

Requestor Name:

Requestor Telephone #:  

Provider Name:

Group Name:  

Provider Specialty:  

Address:

City, State, Zip:  

Telephone #:  

Client's $ volume with provider:

Period represented: From:   To: 

Source of Data (1099):  

Other:

Tax ID # (if available):  

Contact Person (if available):  

Hospital Affiliation (if known):  

Reason for Nomination:  

Comments:   

Signature:    Date:

 Please forward to: AmeriSys

 Attn: Leslie Whittemore

PO Box 616648 
Orlando, FL 32861-6648 

888-346-3461 x120  /  Fax #: 407-949-3170 

  

Internal Use Only: 
Date Received:        Managed Care Representative:   
Recruitment Letter Sent:
Date of Last Contact:
Current Status:



FHM Insurance Company 

WECARxE® 

WORKERS' COMPENSATION 

DISSATISFACTION OF SERVICES PROCEDURE 

IF YOU ARE INJURED ON THE JOB 

Your employer and Workers' Compensation carrier are concerned that you receive appropriate medical 
treatment. 

Your employer has a list of health care providers and can assist you in selecting a provider from within 
the Coventry Network.  If you need to be referred to another provider or need emergency care, you may 
choose from the list of providers participating in the Network. 

If you are dissatisfied or have questions concerning the medical care and treatment provided by a 
WECARxE provider, you may, within one year from the date of treatment or care in question, file a 
complaint by contacting Amerisys at 888-346-3461 x417. 

Amerisys staff and/or Nurse Case-Manager will coordinate a resolution to the complaint and contact a 
Physician Advisor if necessary.  The Physician Advisor may require medical examinations and/or other 
information from you and the Network provider depending on the nature of the dispute.  If the Physician 
Advisor is unable to resolve the dispute to your satisfaction within ten (10) days, the matter will 
automatically be referred to the Medical Director. 

The Medical Director will issue a decision within thirty (30) days unless further information is required, in 
which case an additional thirty (30) days will be allowed.  If an agreement is not reached and you are
not satisfied with the decision of the Medical Director, you may file a request for reconsideration with the 
Division of Workers' Compensation. 

If you have any questions concerning the Coventry Network, call 888-346-3461, ext. 120 or write to: 

Coventry Health Care Workers' Compensation, Inc. 
3200 Highland Avenue 

Downers Grove, IL 60515



AmeriSys 
Dispute Resolution Form 

Employee Name: Provider Name: 

Address: Address: 

  

City:                                                 State:            Zip: City:                                                 State:            Zip:

Phone #    Phone #     

SS#: SS#: 

Please describe your dissatisfaction with services in detail below.  Include dates, names 

and the specific resolutions which you feel would remedy the situation.  Then mail this 

form to the address noted below or call 800-752-0886, Cheryl Gulasa RN, CPUR, CCM 

Issue:      Service          Medical Care          Other:     

Date of injury:      Date of dissatisfaction:    

Please describe: 

            

            

            

            

            

            

            

            

Signature       Date 

            

Cheryl Gulasa, Dispute Resolution Coordinator  

140 Alexandria Blvd., Suite H 
Oviedo, FL 32765 

(800) 752-0886 





CONSENT TO EMPLOYEE DRUG AND/OR ALCOHOL TESTING

I understand that submission to a Post-Injury Drug And/Or Alcohol Screen is a condition of employment with this
employer. I understand that, should my testing results be confirmed positive or I refuse to test, I will be subject to the
company’s disciplinary action, including possible discharge. I understand that a tampered with or an adulterated
specimen will be considered a refusal to test, resulting in possible discharge.

I hereby give my consent to release the results of my blood and/or urinalysis to the person(s) or department(s) or the
specified agent of my employer, including my employer’s Workers’ Compensation Insurance Company, for the purpose
of determining the presence of alcohol and/or other drugs in my body for the duration of my employment.

I understand that if I am injured during the course and scope of my employment and I test positive for the presence of
alcohol and/or drugs, I may forfeit my eligibility for medical and indemnity benefits I also understand that a refusal to test, 
a tampered with or an adulterated specimen under this circumstance may also result in forfeiture of my eligibility for medical 
and indemnity benefits and immediate action, including possible discharge.

By signing this form, I hereby release to the Company and/or Company’s Medical Review Officer the results of the
test(s) to which I have consented. I further authorize the Company to discuss the results with medical personnel /
physician collecting the specimen, the testing facility, its directors, officers, agents, and employees responsible for
administering the aforementioned test(s) or evaluating the results thereof and any of them herein. I also authorize the
Company to discuss the results with its legal advisors and to use the test results as a defense to any legal action to
which I am a party.

I further release any testing facility or any physicians who have tested me from any liability arising from a release of
any and all results, written reports, medical records, and data concerning my test(s) to the appropriate Employer
officials. I agree to have the results released to the Company and/or the Company’s Medical Review officer.

Employee or Applicant Signature:_____________________ Print Name:___________________ Date:___________(Parent or Guardian Signature if Employee is a Minor)
Employee or Applicant S #:________________________ Witness:______________________ Date:__________

OR

I hereby refuse to consent to submit testing for the presence of drugs and/or alcohol.

Employee or Applicant Signature:_____________________ Print Name:___________________ Date:___________(Parent or Guardian Signature if Employee is a Minor)
Employee or Applicant S #:_________________________ Witness:_____________________ Date:___________


