Instructions

STATE OF HAWAII

DEPARTMENT OF LABOR AND INDUSTRIAL RELATIONS
DISABILITY COMPENSATION DIVISION

Please completely fill out the WC-2 PHYSICIAN'S REPORT FORM.

The Delivery Information section below lists various delivery options. Please select the most convenient method and

submit the completed form accordingly.

Please remember to sign and date the form before submitting it.

Delivery Information

Delivery by U.S. Mail, In-Person, or via Fax

Princess Keelikolani Building, 830 Punchbowl! Street, Room 209, Honolulu, Hawaii 96813
INSTRUCTION SHEET FOR FORM WC-2 PHYSICIAN'S REPORT

Oahu

Kauai

Maui

Princess Keelikolani Building
830 Punchbowl Street, Room 209
Honolulu, Hawaii 96813

Mailing Address:
P.O. Box 3769
Honolulu, Hawaii 96812-3769

Phone: (808) 586-9161
Fax: (808) 586-9219

3060 Eiwa Street, Room 202
Lihue, Hawaii 96766

Phone: (808) 274-3351
Fax: (808) 274-3355

2264 Aupuni Street #2
Wailuku, Hawaii 96793

Phone: (808) 984-2072
Fax: (808) 984-2071

Hawaii

West Hawaii

75 Aupuni Street, Room 108
Hilo, Hawaii 96720

Phone: (808) 974-6464
Fax: (808) 974-6460

Ashikawa Building
81-990 Halekii Street, Room 2087
Kealakekua, Hawaii 96750

If Mailing, Please Mail to This Address:
P.O. Box 49, Kealakelua, Hawaii 96750

Phone: (808) 322-4808
Fax: (808) 322-4813

Visit our Website at www.hawaii.gov/labor for ALL interactive and downloadable forms.

(Rev. 01/2022)



WC-2 rev. 01/2022

CASE NUMBER

STATE OF HAWAII
DEPARTMENT OF LABOR & INDUSTRIAL RELATIONS
DISABILITY COMPENSATION DIVISION

DATE RECEIVED
WC-2 PHYSICIAN'S REPORT
NOTE: COMPLETE THE FILLABLE-DARK SHADED BLOCKS

TYPE OF REPORT

O FIRST [OFIRST & FINAL [JFINAL [JINTERIM [J CONSULTING [J RATING

PATIENT INFORMATION - SECTION 1

PATIENT NAME - LAST FIRST M.I. SUFFIX
ADDRESS CITY STATE ZIP CODE
EMAIL ADDRESS PHONE NUMBER

c D -
IDENTIFICATION TYPE IDENTIFICATION NUMBER DATE OF INJURY/ILLNESS (I/I) DATE OF FIRST TREATMENT IF PATIENT DECEASED, GIVE DATE
[ ssN [ PASSPORT

EMPLOYER - SECTION 2

REGISTERED EMPLOYER NAME DBA
ADDRESS CITY STATE ZIP CODE
EMPLOYER POINT OF CONTACT (POC) PHONE NUMBER EMAIL ADDRESS

¢ > -

WC INSURANCE CARRIER AND ADJUSTER - SECTION 3

CARRIER CARRIER ID CARRIER CASE NUMBER
ADDRESS CITY STATE ZIP CODE
NAME OF ADJUSTING COMPANY ADJUSTER NAME
EMAIL ADDRESS PHONE NUMBER ADJUSTER ID NUMBER
«c ) -

PHYSICIAN INFORMATION - SECTION 4

NAME OF PHYSICIAN PHONE NUMBER EMAIL ADDRESS
ADDRESS cITY STATE | ZIP CODE
NO YES NO YES
1. ARE YOU THE ATTENDING PHYSICIAN? O O 4. DO YOU THINK PHYSICAL REHABILITATION WILL BE O O
NECESSARY?
2. HAS THE PATIENT BEEN BURNED? O O
5. DO YOU THINK MEDICAL REHABILITATION WILL BE
3. IS THERE A POSSIBILITY OF OTHER DISFIGUREMENT? O O O O

NECESSARY?
A. STATE IN PATIENT’S OWN WORDS WHERE AND HOW THE INJURY/ILLNESS OCCURRED - Please continue in Supplemental Section (SS) if additional space is needed.

B. GIVE ACCURATE DESCRIPTION AND EXTENT OF INJURY/ILLNESS - Specify ALL parts of the body involved and state objective findings. Please continue in
Supplemental Section if additional space is needed.

MULTIPLE Bopy PARTS? [ ] NO [ YES
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EQUAL OPPORTUNITY EMPLOYER/PROGRAM
Auxiliary aids and services are available upon request to individuals with disabilities.
TDD/TTY Dial 711 then ask for (808) 586-9161.
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CASE NUMBER

# SIDE OF INJURY/ILLNESS PART(S) OF BODY DISFIGUREMENT BURN

1. | O LEFT [ RIGHT ] FRONT [ BAck I no [ YEs [ no [ vEs
2. | [ LEFT [ RIGHT [ FRONT [ BAck Ono  [JVYES Ono [Oves
3. | [ LEFT [ RIGHT [ FRONT [ BAck Ono [ VYES Ono  [JVYEes
4. | OLEFT [ RIGHT [ FRONT [ Back Ono  [JVYES On~o [ ves
s. | OLEFT  [JRIGHT [ FRONT O Back Ono [OVYES Ono [OvVes

C. IS INJURY/ILLNESS MENTIONED ABOVE THE ONLY CAUSE OF PATIENT’S CONDITION? D YES D NO - state contributing causes. Please continue in SS if space needed.

D. WHO ENGAGED YOUR SERVICES? - Please continue in SS if space needed. E. IS FURTHER TREATMENT REQUIRED? D NO D YES - How long?
F. WERE X-RAYS TAKEN? IF YES, BY WHOM? - Please continue in SS if additional space is needed. DATE(S)
Ono [OYES

G. X-RAY DIAGNOSIS - Please continue in Supplemental Section if additional space is needed.

H. WAS PATIENT TREATED IF YES, BY WHOM? - Please continue in SS if additional space is needed. DATE(S)

BY ANYONE ELSE?

[ No [J YES

WAS PATIENT HOSPITALIZED? DATE OF ADMISSION DATE OF DISCHARGE NAME OF HOSPITAL

O no O vYEs

ADDRESS CITY STATE ZIP CODE

I. DESCRIBE SUBSEQUENT TREATMENT TO BE PROVIDED BY YOU - Please continue in Supplemental Section if additional space is needed.

DID I/I RESULT IN DATE DISABILITY BEGAN PATIENT TYPE OF WORK DATE RESUME(D) WORK ON
DISABILITY FOR WORK? [ wAS ABLE TO RESUME WORK ] REGULAR WORK
O no [ vEs [ wILL BE ABLE TO RESUME WORK | [ LIGHT WORK

PATIENT STOPPED TREATMENT WITHOUT ORDERS ON PATIENT DISCHARGED AS CURED ON

Describe below. Include scars, discolorations, deformities, etc. Please continue in
J. DOES PATIENT HAVE ANY DEFECT OR DISFIGUREMENT? | I | I - : . P N 2 ?
NO YES Supplemental Section if additional space is needed.

K. FINAL DIAGNOSIS - Please continue in Supplemental Section if additional space is needed.

PHYSICIAN SIGNATURE NAME OF PHYSICIAN DATE
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EQUAL OPPORTUNITY EMPLOYER/PROGRAM
Auxiliary aids and services are available upon request to individuals with disabilities.
TDD/TTY Dial 711 then ask for (808) 586-9161.
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CASE NUMBER

SUPPLEMENTAL - SECTION 5
A. STATE IN PATIENT'S OWN WORDS WHERE AND HOW THE INJURY/ILLNESS OCCURRED (continued from Section 4.A)

B. GIVE ACCURATE DESCRIPTION AND EXTENT OF INJURY/ILLNESS (continued from Section 4.B)

C. IS INJURY/ILLNESS MENTIONED ABOVE THE ONLY CAUSE OF PATIENT’S CONDITION? IF NO, STATE CONTRIBUTING CAUSES (continued from Section 4.C)

D. WHO ENGAGED YOUR SERVICES? (continued from Section 4.D)

E. IS FURTHER TREATMENT REQUIRED? IF YES, HOW LONG? (continued from Section 4.E)

F. WERE X-RAYS TAKEN? IF YES, BY WHOM? (continued from Section 4.F)

G. X-RAY DIAGNOSIS (continued from Section 4.G)

H. WAS PATIENT TREATED BY ANYONE ELSE? IF YES, BY WHOM? (continued from Section 4.H)

I. DESCRIBE SUBSEQUENT TREATMENT TO BE PROVIDED BY YOU (continued from Section 4.I)

J. DOES PATIENT HAVE ANY DEFECT OR DISFIGUREMENT? IF YES, DESCRIBE BELOW. INCLUDE SCARS, DISCOLORATIONS, DEFORMITIES, ETC. (continued from Section 4.3)

K. FINAL DIAGNOSIS (continued from Section 4.K)
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EQUAL OPPORTUNITY EMPLOYER/PROGRAM
Auxiliary aids and services are available upon request to individuals with disabilities.
TDD/TTY Dial 711 then ask for (808) 586-9161.
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ENGLISH This document contains important information. If you need language
assistance at no cost to you, please contact us by telephone or in person
immediately.

ILOKANO Daytoy nga dokumento ket addaan ti importante nga impormasyon. No
masapul mo ti mangipatarus nga libre, pangngaasim ta awagan na kami
ti telepono wenno umay na kami kitaen nga daras.

TAGALOG Ang dokumentong ito ay naglalaman ng importanteng impormasyon. Kung
nangangailangan kayo ng libreng tulong para maintindihan ito,
mangyaring makipag-ugnay sa amin sa pamamagitan ng telepono o
makipagkita kagaad sa amin.

CHINESE WA EEE S . MARETERRINES WIS, EE L5 3A1HT
SIMPLIFIED W iB sl A0 A = 7 SR Bl

CHINESE WA EEE R ﬁD%@%E%%’E‘J%%%HﬁHE@%, A ST 2 A AT
TRADITIONAL 58 sl sfe AP0 A 5 5 R B Bl

S

SPANISH Este documento contiene informacion importante. Si necesita los servicios
de un intérprete sin costo alguno para usted, por favor llame de inmediato
por teléfono o contacte con alguna persona de nuestra oficina.

JAPANESE OEFICGEEBELERAS I TV ET, BETCAAREDLIES %
twi Bk, FRWCERS 2T HERND f$méﬁof<téuo

CHUUKESE Mei auchea met masowan ei taropwe. lka pwe ke mochen aninis ren
noumw chon chiaku esap kamo, kose mochen kokori kich won tengwa ika
fen pusin chuto rech.

MARSHALLESE llo pepa in ewor melele ko aorok. Ne kwoj aikuj jiban na ukok ilo ejjelok
wonen, jouj im kokkeitaak kem ilo talboon ak ilo wobij e ien eo emakaa;j
tata.

KOREAN o] BME Z83 AR} X3y o] Q&L Fa R oo 8o
I Q3FA M, H}i A3} A AY oA st Al L.

VIETNAMESE  Tai liéu nay bao gdbm cac thong tin quan trong. Néu ban can hd trg ngon
nglr mién phi, xin vui Idbng dén gap tryc tiép chung téi hoac lién lac qua
dién thoai ngay lap tirc.

EQUAL OPPORTUNITY EMPLOYER/PROGRAM
Auxiliary aids and services are available upon request to individuals with disabilities.
TDD/TTY Dial 711 then ask for (808) 586-9161.
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