Voc. Rehab Plan

QuickStart Guide

Workers” Compensation Commission

The Vocational Rehabilitation Plan can be submitted directly through CompHub by a Practitioner. Using the Voc Rehab Plan Form you will complete the Plan
using the space provided, acquire signature(s), and upload the approved VR Plan. Find this process under Start New Action>Voc. Rehab>Voc. Rehab Plan.

Review the Claim Information section for

accuracy.

Claim Details Employer/insurer

COMAR 14.09.07.09 and serve it on all the parties in the case.

INSTRUCTIONS: Pursuant to COMAR 14,0907 118 (3), a vocational rehabilitation practitioner shall complete this form as soon as practicable after being notified of their selection under

» Claim Information

Services Propesed Targeted Jobs Claimant's Diagnosis Hierarchy of Services Vocational Assessment/Rationale/Suppor Goals/Responsibilities Certification

Upload and Submission Process

+ Targeted Jobs

Duration of the plan

First Name: John Middle Mame: M Last Name: Smith
Plan Start Date: MM/ dd/yyyy Plan End Date: MM/dd/yyyy Plan Cost:
Email: John, Smithi@wec.invalia Address: ézL‘la.IsCK’D:I'??CTT?(RMD 21043- Date Of Injury: 08M01/2023 Please click the + sign to add targeted jobs
~ List Targeted Jobs
Phone: 234-557-8899 DOB: 01/01/1970
No records
Pre-Injury Wage: 599600 -
b Ly Octepation: e Targeted Jobs Tab
w Claimant Attorneys
No records
+ Certification
/ I, John Smith the undersigned disabled covered employee, do hereby certify that | have read the attached Vocational Rehabilitation plan and that | understand the following:

Services Proposed Targeted Jobs Claimant's Diagnosis Hierarchy of Services

Vocational AssessmentRationale/Suppor. ..

Goals-‘%ibiliiies Certification

Upload and Submission Process

b

e

Confirm services recommended (If self-employment skip to claimant diagnos|s).

Job Placement: v Retraining: 0JT:

Sell Employment:

Al Complete the form by entering the respective data into the

Targeted Jobs, Claimant's Diagnosis, Hierarchy of Services, Voc.

Assessment, and Goals tabs.

1) This plan is an agreement that outlines each party's responsibilities with regard to my vocational rehabilitation.
2) The Insurer will pay rehabilitation benefits equal to weekly temporary total disability benefits as well as the expenses of the rehabilitation services.

3) The time frame(s) agreed 1o by the parties may be extended if necessary. If the Insurer refuses lo agree 1o an extension and | believe | am entitled to additional rehabilitation services,
I have the right to request a hearing before the Commission and to have a Commissioner determing whether services should be continued.

4) 1 am not required to accept any employment offered to me unbess | agree that it is suitable employment. | am aware that if the Insurer believes the employment is stable and | have
dechined to accept it, the Insurer may payment of benefits and and assert my non-codperation. | understand that | may requast a hearing to have a
Commissioner determine whether the employment offer was suitable employment.

5) The Insurer may stop if the Insurer i that ion services are no longer y or if they ine that | am not ing in the

rehabilitation effort.

6) If benefitlexpensa payments are stopped for any reason with which | do not agree, | have the right to request a hearing and have a Commissioner decide the issue.
7) | have a right to be an active participant in my rehabilitation and have both the right and the responsibility to express my desires and expectations.

£) | have a right to confer with an attomey regarding the terms of the rehabilitation plan.

(v ] | HAVE READ THIS CERTIFICATION ANDVOR HAVE HAD IT EXPLAINED TO ME, AND | UNDERSTAND ITS PROVISIONS

Claimant Name: John Smith Claimant Signature:

WCC Claim No: W401786 Date Signed: MM/ddiyyyy

/

El Once the Certification tab is reached, the Claimant must
review the proposed plan and enter the Claimant Name and
Date Signed.




Voc. Rehab Plan

Plan Submission

The final tab of the form allows you to generate the VR Plan, acquire signatures, upload any supporting documentation,
and sign your submission. Once the plan has been received by the Commission you will receive electronic notification.

Workers” Compensation Commission

(Ml Electronic Signatures: Enter the names of the
parties and llick the Generate Document

[F PN S

button. Print/Download the document and

Zarvoes Proposed Tageoed Jobs Cpimary's Dagrosis sty of Sereoes Wocational Asstiames Bascnaie Supportng Docurmentmion Gy Besconsoioe Catfomon

Upkoad g Submsson Process

obtain physical signatures on the plan.
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Remember, you can save this task and come
back later!

« Garwrate Document

Prpaue 500 8 frmm, CH0W O (0 QORER DODCEsd VOT MABD DI BUTION DR OW 1D BT e form for DL

et Prigroeiend iotalcral Rehatbision M

CLAIM INFORMATION

WCC Claim & Date of Injury: | DOB: 01/01/1970 | Insurer Name: CHESAPEAKE Contact Number

—

» Uplosd Supporsng Dooumnnts

ol G O P 100 BHOW 0 siGRT IRarang Setumeni

Upiowd Caurant

~ CERTIFICATHDNG AND SIGNATURE

a | HEREEY CERTIFY S50 o Hoverber L H33. Bt service of T focegeing was mads In scoorfiencs wits COMAR 540001
g B chec riw Dou, | T e i e shecironic sgrarisre of e subemiiee Sor Al PUrPo s usder T Maryiand worosn’ Compensadon Liw, Toe § of e Liber & B
“ H N";gdmﬂw

0f o Annobsaes Cooe of Maryiand ans e Marpiand Usiforr Emcirossc Tressscbon s 2ot Tine 31 of e Sommerca Liw Arocie of

'W401786 06/07/2022 EMPLOYERS' INSURANCE
= Upload Signed Docurant COMPANY
o i DEOMESETY ERAILIYE T8 MIITY, DAISE UGS (WO TS0 DOTONE ID LINMT Ened VDrasonal Benabicason Ran TT Benefits SS5I/5500 Benefits | Other Benefits InsurerAttorney: s Alice Baker Contact Number
$664.00 4105551111 Fss

Phone Mumber : Insurer Rep/ Adjuster

| 234-567-8899

Claimant Name: John Smith Phone Number

Adddress: | EmployerName: 101 EATON Contact Number
i | LIQUORS LLC 64112345678
ELLICOTT CITY MARYLAND | 21043- VR Counselor's Name: WCE Regs:

| VR Councelor Business Address
Company/DORS Information : | Work Phone Number :

Centact Number
Pre Injury Wage: $996.00

Claimant Attorney
Educational Level Attained :

Pre Injury Occupation: Anticipated Wages : Optional: VR counselor's email address

SECTION | = VOCATIONAL REHAEILIATION PLAN INFORMATION

“*Please note that only Section | SINEHNEN g the duration of VR services

Informational

\

Don't forget to Sign and Certify!

Once signatures have been acquired, click the Upload Document
icon to upload the signed VR Plan.
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