Oregon Medicaid \

Personal Injury Liens Unit (PIL)

Internet Based Web Form
for Reporting Accidents or Incidents to PIL =



Why did PIL move to an interne’ﬁ\
based reporting form?

Paper forms are labor intensive for everyone.

PIL has moved to a paperless environment and this will contmu
to reduce the amount of paper we receive.

Paper forms were handwritten or typed and sent by email, faf( 0

by regular mail leaving out key information which in turn took\
longer to process. \

PIL needed a more effective procedure to track and process
referrals.

We were drowmng in paper!



Value of the online form

Easy to access and complete.
Uses drop down menus for many of the questions.

Some fields are mandatory, which collects much needed
information.

Submitter can print summary page of their submission |
which can be saved on a computer or printed. \

Submitter gets an email with a confirmation number for
tracking and confirms the form was received by PIL.

It’s quick and easy for PIL to locate the submission.

Turn-around time for processing is faster.



Personal Injury Liens (PIL)

Accident or Incident Reporting System

This system is used to report an accident or incident that caused an injury to an
individual who was covered by Medicaid/OHP.

Notice: You will need a current browser — such as Ghrome, Mozilla Firefox, or Internet Explorer versions 9 or higher.
Please note: For security reasons, this form will timeout after 20 minutes of inactivity.

it may be helpful to have the following information ready before completing this form:

+ Qregon Health |0 { Medicaid 1D number of the individual(s) invoived in the accident or incident
« Date and location of the acoident

+ Date of birth of the injured individual{s)

« Insurance or attomey infarmation (¥ apphcable)

a (4] B

Client Attorney Ccco Adjuster

Choose this bution i you are reporting for  Choose this button i you are the Aiomey  Choose this button i you are reporingfor  Ghoose this button i you are the

yourseif or ar2 agfing on behaliof 3 o reporting for the Afiorney who is 2 Coordinated Care Omganzation (CCO)  Insutance Adjustes or reporting for the:
2 relatve, the inj andtheir  and are requesting & fien assignment Insurance Adjuster wha is represening

guardian, i case  depe OR the ¥ i the injured parsan andior their

workes, consenvator, agant, or you have the Defendant (Torfieasor). depandants or the parson responsible for

thair Power of Atiomey. the accidentinjury.

Note: You will have an opportunity to print or save a copy of your submission after submitting this form.

Quick tip: Selecting a Submitter type above will allow you to continue to the next step.

¥ ; : baut this form, OPAR Personal Injury Liens Unit at 503-378-4514 or 800-377-3841,

The URL is EASY to remember:
WWww.reportinjury.org




The PIL web form is very robust t
customized for each submitter ty

It has been designed to collect information differently
depending on the relationship the submitter has with th
injured person.

This means a Client, an Attorney, an Insurance Adjuster 0
a Coordinated Care Organization will each have a dlfferén
user experience. \

It’s important the submitter select the right Path (green .
button) before they begin.



This training will not show step by
step instructions for each section o
each of the four paths, however it |
will explain key sections that appear
in all paths and provide tips for \
successfully submitting personal |
injury information to PIL.



The first step is to select a green butt
that best fits the Submitter

Personal Injury Liens (PIL)

Accident or Incident Reporting System

This system is used to report an accident or incident that caused an injury fo an
individual who was covered by Medicaid/OHP.

Notice: You will need a current browser — stch as Ghrome, Mozilla Firefox, or intemet Explorer versions 9 or higher.
Please note: For securify reasons, this form will timeout after 20 minutes of inactivity.

It may be helpful to have the following information ready before completing this form:

- Cregon Health 10 f Medieald 1D number of the individualis) invalved in the accident or incident
+ Date and location of the acsident

+ Date of birth of the injured individual(s)

+ Insurance or attomey information (if appbcable)

Choose this bution # you are reporting for ~ Choose this button if you a CHoac B Ty putpes e porting for  Chaose this button ff you are the
yourssi or are aciing on behalf of 3 or reporting for the. Ahnma'ywhn ion (C m) i Wmm
MegicsidiOHP recipient as their relative, representing the injurad person eir andarzraq esting 3 iel: i

guardian, authorized ive. case OR the atiomey he injured perzon an dforma

worker, conservator, agent, or you have the Defendant (Tortfeaser). dependants or the persan responsible for
their Power of Attormey. the acoidentinjury

Note: You will have an opportunity to print or save a copy of your submission after submitting this form.

Quick tip: Selecting a Submitter type above will aliow you to continue to the next step.

If you ne=d technical assistance or have any questions abaut this form, pissse contact OPAR Personal Injury Liens Unit st 503-378-4514 or 800-377-3841

Select Client - if you are representing a Medicaid recipient

Select Attorney - if you are representing a client or tortfeasor
Select CCO - if you are a Coordinated Care Organization
Select Adjuster - if you work for an insurance company




Each of the four paths requires information al
submitter. The submitter step may have slight
variations depending on the submitter type. Fc
example, PIL only asks for the name of a CCO o

CCO path.

Persanal Injury LIF'HS :F‘IL}
Accedent o Incidant Reporting Systa

Submitter Contact Information
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All paths contain a combination of mandatory ah‘
fields. Mandatory fields ensure PIL receives neces
information to process your request timely.

Submitter Contact Information

VWil you need 10 know 3bout reporting as "Chent™ This option i3 for a client or e Sism
representative. The Submitber does mot have to be the client or the injured person but they

Afe thie PErSon we will contach I we have questions. They also receive he confimation Y
emad afer this form is submitted : Awiponibie Fary

Note: The mandatory fields are marked with an asterisk and highlig
red if left blank. The mandatory fields have to be completed befg
user can go to the next step.



The Client Path asks two questions at the beginning.
1) Was anyone injured? 2) Did the client receive a lett¢
The answer to these questions determine what additic
information is needed. L

Personal Injury Liens (PIL)

Accident or Incident Reporling Syslem

Provide information about medical attention

You may have feceived 3 lefter from the Oregon Department of HUman Serces, Personal Injury Liens Und or may fave
been mstrucied by a DH3: 34 worker o contact us reganding an accident of incident. Please answer the following

quiestions aboul e incidenl.
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After selecting an option in the drop down box click Next a
proceed to the next step.



Every path collects information about
Injured Person(s) |

Primary Injurad Parson
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About the Primary Injured Person: If an adult is the only person injured — list then

Primary. If an adult and one or more children are injured in the same accident o
incident, list the adult as Primary and add the children in the step for Additio
Injured people. If no adult is injured but one or more children were injured
one of the children as Primary and any other children in the Additional
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Every path collects insurance inform

\
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Claim Information
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Note: When a Medicaid client is injured in an accident or incident and the person’s
injuries are covered by other insurance, the state is required to recover any money
the state paid for that injury. The insurance sections of all paths are where the
insurance needs to be reported. The form tells you the types of insurance to ad



When you click the Add
Insurance button a
new window (modal)
will open.

Sometimes the form
will ask for the injured
person’s own insurance
and sometimes the
form will ask for the
insurance for the party
responsible for the
accident or incident.

Follow the instructions
in each section of each
path. They give
guidance on who’s
insurance PIL is asking
for.

Insurance Information

Provide details for the insurance company, insurance policy, and insurance adjuster.

Insurance Company Information

Pravide the rame and address of the insuranee comgany.

Ingurance Company Name

Address or PO Box Address 2

City States Zip Code

Pleass select.. ~

Insurance Policy Information

Pravide the insurance palicy infarmation, including the name and contact i dan of the pol

insurance palicy).

INBUrance Coverage Type
Please select...

Follcy Mumber Clalm Number, If applicable

First Hame Middia Inifial Last Name

or Government Nams, "
Address or PO Box Address 2
City Stats Zip Coda
Please select. . v

Phong Mumbar Extenaion Emall Addrazs
123-456-T 580

Insurance Adjuster Information

Pravide the rame and i o for the i adjuster, if svailable.

Firgt Hame Middis Initial Last Name

Phone Humber Extenaion Emall Addrass
123-456-TB00

Fax Numbar

123-456-TB00

business wha awns the




Every Path collects Attorney informa\t

]
WP piect “Hied @ Mo el Looiten n e

Insurance Informaton for the Primary Injured Person
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Note: Sometimes an injured person will retain an attorney to represent them in an
action against the party that may be responsible for the accident or incident. There m
also be times when the party responsible for the accident or incident will also hire
attorney to represent them. The instructions in each section provide guidance o
attorney you should report.



When you click the Add
Attorney button a new
window (modal) will
open.

Sometimes the form will
ask for the injured
person’s attorney and
sometimes the form will
ask for the attorney for
the person that may be
responsible for the
accident or incident.

Follow the instructions in

each section of each
path. The instructions
provide guidance on
who’s attorney PIL is
asking for.

Attorney Information

Provide name and contact information for the attorney or law firm.

Attorney Information
Flrm Mame

Middie Inbttal

Address or PO Box




The Injured Person(s) Dashboart

Personal Injury Liens (PIL)

Accident or Incident Reporting System

Injured Person(s)

Please add other person(s) in the household who were injured in the accident or incident and are on the same

Medicaid/OHP case You can add as many injured people as needed. They just need to be in the same household and are

on the same Medicaid/OHP case. If there are other injured people who are not in the same household or on the same
Medicaid/OHP case, please report them on a separate form.

Hzm ‘Retationahip ‘Oragon Health 1D Actlong
ubeniter Info v
injured Pareon *
e Doa dma)  1zasem [ o | B sl v
Accident Info
Dacs & Comman
eview & Submit

IF yeth e decbinical assistance o have any questions shout this o, please contct OPAR Persoral Injury Lisns Unit 34 503-3754514 or 800-377-3841.

Oflice of Payment Aceuracy and Recovery  Aceessibilly Privacy Paliey

The dashboard collects everyone that is on the same Medicaid case tha
were injured in the same accident or incident. Use the Add an Injure
Person button to add more people. If only one person was injured,
Next to move to the next step. You can make edits to the Prima
Person by clicking the Edit button.



Add Additional Injured Person

Personal Injury Liens (PIL)

Accident or Incident Reporting System

Additional Injured Person

Please tell us about the injured person. The person you are reporting must have been injured in the same accident or
incident and are on the same Medicaid/OHP case as the Primary Injured Person.

First Mame * Middle initial Last Hame

Steps
1. Subsmitier

Agdress orPOBOX  Addressl 2 Injured Peraon

Resgonsible Party h?

| Accident inka

Docs & Comments

cHy L ods Review & Sutmit
Please sede,

Phona Humbsr Extsnalon Email Addresz
‘Dregon Health 1D ¢ Mediceld ID Humber * Dete of Birth * Soclal SecuTity Number | 55M)

i do L find dhe 1D pumber? Why o e pesd iz i
How Iz thiz pereon redated to the Primary injured Person that you added In this form? *
| Pleasa select.

_Ilhll was 3 motor vehicls accident (MVA) wae this person the driver, @ passenger, a pedestrian or othar? It this was not 3
WA, eslact "Not & Motor Venicle Accident” In the dropdown. *

Pleass selsct.

This section asks for information about additional injured persons. It
asks how the additional person is related to the Primary Injured Persc
and their insurance and attorney information.



Add information about the'
Responsible Party ‘

Personal Injury Liens (PIL)

Accident or Incident Reporting System

Responsible Party

Please add responsible parties that may be legally responsible for the accident or incident. You can add as many
responsible parties as needed.

I + fddel Responsile Party | Steps
Type Hame Actlana

1. Submitter Info o
red Perscn

2 i ~
H o 1. Responsibde Party *
s L
5 Docs & Comments
8. Review & Submit

I your need technical ar hawe any qussti this Soem, please contadt OPAR Persoaal injury Lisns Unit &t 503-376-4514 or B00-377-3841.

DHice of Paymant Accuracy and Recovery  Accessibiiity  Privacy Palicy

.\
If another person, a business or a government may be responsible for
the accident or incident, it should be reported in the Responsible

Party section. If the submitter knows who the responsible party me
be, they can add them by clicking the Add Responsible Party bu



Add the Responsible Party by selecting an o'
from the drop down box |

Accident or Incident Reporting System

Responsible Party

Provide information about the party that may be legally liable to pay the medical expenses associated with the accident or
incident. If the responsible party is the primary injured person or is unknown, please select "Other” and explain.

Select Responsibie Party Type *
Steps
1. Suibemitier v
2 Injured Pers o v
4 Party €«
ent
leuunlzrlmhoe ha.. may cover infuries retated o this accident ar incident. This Incledes motor vehicls, uninsured and 5. Decs & Comments
underinsuned motonist, PIP (Persohal Injury Protection), Waerkers' Compansation, commesdal liability, business abiity and casualty 8. Raview & Submit
Insurance, D0 nalcnlnu ge or & o Care [CCO).
+ fdd insurance
COHmpany Policy Humber  Clakm Number Actions
Attorney Information for the Responsible Party :
it the fesparisible party parson is By an altarey, please enter the stiomeay sfarmalion.
+ fudel Atsorrisy
Atltormey Hame Firm Name Actione

After you select an option, additional fields will open where yo
can enter Responsible Party contact information, insurance an
attorney information.




The Accident or
Incident

In this section PIL
asks for
information about
the accident or
incident.

Note: This view is
for the Client
Path. The other
three paths ask
for less
information about
the accident or
incident.

Personal Injury Liens (PIL)

Accident or Incident Reporting System

Accident or Incident Information
Please tell us about the accident or incident that caused the injury.

Accident or Incident Information Steps
et st Hddont Type of Ambdent 1. Submitier Info v
Please select... ~ 2 Injured Persen bl
: : 3. Responsible Pasty #*
Descrina the Accident or incidant = Accldent info +
5. Does & Comments
Review & Submit

Location of Accident

Agdress or Approximats Location

city* Btate Zp Code
Plaase selsct. ~
Injuries.

Brienly deseribe the Injuries. If you &re FepOrtng mullipis INfures peopls, enter EACH peraon’s name separatsly and list their
injuriss. *

EXBMPIS: fahn Jones_ broken am. Mary Jones, whiglash.
D1 this sccident or Incldent nappan while working? *

Pleass select.. ~

Citations

Did 3 k3w entorcament officer lzeue a tickst of citation? *

Plesse select. ~

- -

F you need techaical assistance or have any questions sbout this foem, phease contsct OPAR Personal injury Liens Unit 22 503.378-4514 or B00-377-3841.



You are almost done!

Personal Injury Liens (PIL)

Accident or Incident Reporting System

Provide Documentation and Comments

You can provide any additional information in the comments section. You can also upload any documents you would like
to submit. For example, a police report, citation or other documents related to the accident or incident.

Upload Documentation .

Uplead any décumants related o Bis injury o incident st you want t nclude. Exameles of what you can send us are copies of
pofice reports or the incident repart from a business.

1 Submitter Info
2 Injured Person
1. Respansible Party
Document Catagary 4 Acadent Info
5. Doca & Comments

£ S A S Y

Pleass select ik 6 Review & Submit
select Flls
Browse. ..

Accaptable fe formats are DOC, DOCK, POF, JPG, JPEG, TIF. or PNG. Max file size is 2 MB.

Documant Name category Actlons

Provide Comments

Use this space for 2ny Informetion you would Hke to Includs [optional).

Previous | =

I you need techalcal assistance or kave any questions about this foem, please contact OPAR Personal injury Lisns Unita: B03-378-4514 or S00-377-3841.

In this section you can upload documents such as a rele
. . . . oy s 21
information authorization or additional comme



Personal Injury Liens (PIL)

Accident or Incident Reporting System

Please review your information before submitting

. o
ReVI ew a n d ed I t yo u r Check all details, select Edit to make changes to any section/entry. When ready, select Continue.
°
entries oo
1. Submitter |
2

Submitter Information

Contact Information

Before you submit the e
form, you have the
opportunity to review S — T
what you’ve entered
and make any e T
corrections necessary.

If you find something o

you would like to add e o
or correct, click Edit. o -
Shown here is a partial
view. The review page
will show all of your
entries.

////////

.........




Time to Submit!

Citations

Did a law enforcement officer issue a ticket or citation? Unknown
‘What violation(s) was/were listed on the ticket or citation?

Enter the name of the persan(s) who got the ticket, if known

Documents & Comments
Documents
Document Name Document Type
Comments
None

Electronic Signature

Oregon law requires a Medicaid/OHP recipient or the individual's attomey to give notice of any claim against another person or entity
that may be liable for the injury, including their name and address.

[ [ By checking this box, | acknowledge that | have read the statement above. * ]

Previous Continue

technical assistance or have any questions about this form, please contact OPAR Personal Injury Liens Unit at 503-378-4514 or 800-377-3841.

Office of Payment Accuracy and Recovery Accessibility Privacy Policy

At the bottom of the review page, click the acknowledgement box.



Warning Message

Submission Warning

Please note that once you click "Sign & Submit" you will not be able to retrieve the form for
editing.

After submitting you will have an opportunity to print or save your submission information.

Cancel Sign & Submit

IMPORTANT: Once you click the Sign and Submit button you cannot retract or
modify your submission. If you need to make corrections, click Cancel and ma

your edits and then submit.



You have successfully submittec

OREGON.GOV

Personal Injury Liens (PIL)

Accident or Incident Reporting System

(V]
Thank you!

Your submission has been received. You will receive a confirmation email shortly.

@ Confirmation Number: PIL427

6/25/2018 12:39:08 PM

pa

Click the Print or Save button bel ‘you wish o iled summary of your submission.

& Print or Save

Please Note: You will not be able to print or save the detailed summary after you leave this page.

Important Information

If all of the required information was included in your submission, it meets the
requirements to notify DHS and OHA. Please do not mail or fax the same
information to DHS or OHA.

If you have questions or require a status update, contact the Personal Injury Liens
Unit (PIL) at 503-378-4514 (local calls) or 1-800-377-3841 (toll free). You can also
contact PIL by email at personal.injury@state.or.us . Please include your
confirmation number in the email

What whould you like to do next?

1'am finished. Exit this form Start a new submission, using the same contact information Start a new submission, with new contact information

Thing to know about this page:

1. It shows the date, time and confirmation number
2. You can print or save your submission

3. It gives you three choices of what you can do next
4. Once you leave this page, you can not go back to it



\

The submitter will receive a confirmation email shortly afte
submitting the form. The email will contain a confirmation |
confirmation ID can be used to track your submission. Below
example of the confirmation email.

Your Personal Injury Liens (PIL) Accident/Incident Notification has been successfully submitted.

Oregon Health ID / Medicaid D associated with this request: AB123456

Your confirmation number is: PIL427

***¥ |mportant information ***

If all of the required information was included in your submission, it meets notification requirements to DHS | OHA.
*** please do not mail or fax the same information to DHS | OHA, ***

This is a system generated email that does not accept replies.

Submissions are processed in the order they are received. Please allow seven to ten business days for your submission to be processed. If you have questions or require a status
update, please contact PIL at 503-378-4514 (local calls) or 800-377-3841 (toll free). You can also contact PIL by email at personal.injury@state.or.us. When contacting us, please
include your confirmation number.

Thank you,

Parsonal Injury Liens Unit




Resources

For questions about reporting requirements or help completing
the form, contact:
e Personal Injury Liens Unit

Email: personal.injury@dhsoha.state.or.us

Phone: 503-378-4514 or 1-800-377-3841

For technical issues with the form, contact:
* Barbara Key, Office of Payment Accuracy and Recovery
Email: barbara.key@state.or.us




