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I. Policy 
 

It is the policy of the Dalton Police Department to document, report, and assist an 
employee with obtaining necessary medical treatment for all injuries and illnesses that 
arise out of an employee’s being engaged in the course and scope of his or her 
employment, in accordance with the policies and procedures of the City of Dalton and in 
compliance with the Georgia Workers’ Compensation Act, Chapter 9 of Title 34 of the 
Official Code of Georgia. 

 
II. Procedure 
 

A. Employee Responsibilities 
 

1. The employee shall report all work-related injuries and illnesses to a 
Supervisor immediately, regardless of whether or not medical attention is 
needed. 

 
2. An injured employee in need of medical treatment shall report to one of the 

physicians listed on the City of Dalton’s panel of physicians.  The panel of 
physicians is posted on several bulletin boards located throughout the 
Police Services Center.  If immediate medical attention is needed, and the 
offices of the physicians listed on the City of Dalton panel are closed, the 
employee shall go to the emergency room at Hamilton Medical Center. 

 
3. The employee may be required to submit to a drug screen, pursuant to 

policy GO97-3.8, Drug Free Workplace Policy and Procedure on 
Substance Abuse, Contraband Articles, and Employee Assistance; III, I, 5. 

 
B. Supervisor Responsibilities 

 
1. Determine if medical attention is needed, and direct the employee to one 

of the physicians listed on the panel or, if an emergency, to the emergency 
room at Hamilton Medical Center or other proper treating facility. 

 
2. When applicable, advise the employee to submit to a drug screen, pursuant 
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to policy GO97-3.8, Drug Free Workplace Policy and Procedure on 
Substance Abuse, Contraband Articles, and Employee Assistance; III, I, 5. 

 
3. Start the workers’ compensation form WC-1, Employer’s First Report of 

Injury or Occupational Disease, regardless of whether or not medical 
attention is needed or received (Appendix A). 
 

4. The following sections of form WC-1 shall be initially completed by a 
Supervisor: 

 
a. Employee’s name (last, first, and middle initial) 
 
b. Date of injury or illness 
 
c.  County of injury or illness 
 
d. On employer’s premises? (yes or no) 
 
e. Time of injury or illness 
 
f. First date employer made aware 
 
g.  First date employee failed to work a full day 
 
h. How did the injury or illness / abnormal health condition occur?   
 Include address or location, if applicable.  
 
i. Describe the injury or illness in detail.   
 
j. Include the source of the injury or illness and indicate the part of 

body affected. 
 
k.  Treating physician (name and address) 
 
l. Level of initial treatment given 
 
m.  Hospital (name and address) 

 
5. Contact the Chief of Police’s administrative assistant by leaving a voice 

mail or an email to advise that an injury or illness has occurred and that the 
WC-1 has been started and is being forwarded. 

 
6. Forward the WC-1 to the Chief of Police’s administrative assistant 

immediately. 
 

7. Follow up with the employee. 
 

a. Find out medical status 
 

b. Offer to help 
 



GO98-3.15 
Workers’ Compensation 

RESTRICTED LAW ENFORCEMENT DATA 
The data contained in this manual is confidential for internal department use only and shall not be divulged outside the department without the 
written approval of the Chief of Police. 
 Page 3 of 7 

c. Report any change of status to the Chief of Police’s administrative 
assistant 

 
C. Chief of Police’s Administrative Assistant Responsibilities 

 

1. Complete the remainder of the WC-1 and any additional forms. 
 

2. Forward the completed WC-1 to the workers’ compensation insurance 
carrier. 

 
3. Monitor any expenses associated with the claim and report any 

inconsistencies to the Chief of Police, Human Resources Director, and 
Division Commander of employee. 

 
D. Return to Duty Procedure 

 
Employees returning to work following a serious health condition or work-related 
injury or illness shall have the Human Resources FMLA Return to Work Medical 
Evaluation form completed by their physician (Appendix B).  Sworn employees 
shall also be required to have the attending physician complete the physical 
readiness assessment Medical Release Form (Appendix C).  The applicable 
form(s) shall be submitted to the employee’s Division Commander prior to the 
employee’s return to duty.   
 

 
 

This policy supersedes any previous policies issued. 
 

BY ORDER OF 
 
 
 

_____________________________________________________ 
CHIEF OF POLICE 
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Appendix A 

 



GO98-3.15 
Workers’ Compensation 

RESTRICTED LAW ENFORCEMENT DATA 
The data contained in this manual is confidential for internal department use only and shall not be divulged outside the department without the 
written approval of the Chief of Police. 
 Page 5 of 7 



GO98-3.15 
Workers’ Compensation 

RESTRICTED LAW ENFORCEMENT DATA 
The data contained in this manual is confidential for internal department use only and shall not be divulged outside the department without the 
written approval of the Chief of Police. 
 Page 6 of 7 

Appendix B 

_______________________ 
         Date______________________ 
Dear: ___________________________________ 
 
This letter is in reference to _____________________________________________________________ 
our employee and your patient. We are investigating the eligibility of this employee to return to work following a 
“serious health condition, which made the employee unable to perform the functions of such employee’s position”.  
 
A “serious health condition” when utilized as a basis for family leave, means an illness , injury, impairment, or 
physical or mental condition involving either inpatient care in a hospital, hospice, or residential health care facility, or 
continuing treatment by a health care provider.  
 
The essential functions of this employee’s job are as follows. Please indicate in your opinion if he/she will be able, or 
not, to perform these functions, and any restrictions you recommend, as of the expected return to work date of 
_____________. 
 

To be completed by supervisor To be completed by health care provider 
JOB TASK/RESPONSIBILITY Yes 

No 
RESTRICTIONS 

JOB TASK/RESPONSIBILITY Yes 
No 

RESTRICTIONS 

JOB TASK/RESPONSIBILITY Yes 
No 

RESTRICTIONS 

Thank you for your help in this process. Should you have any questions regarding this request, please contact me 
directly.  
 
_____________________________        ________________________________              ______________________ 
            Supervisor Name           Title                            Phone 
 
In your opinion, when will he/she be able to return 
to work and resume his/her normal duties?               _________________________________________ 
 
Name of health care provider _________________________________________ Phone _______________________ 
 
Signature ____________________________________________ Date __________________________ 
 
 

Patient /employee signature authorizing release of information ___________________________________________ 
 
 Please return this completed form to the  
 patient, in person or to the following address: __________________________________________________ 
       Patient name     
                                                              _________________________________________________ 
       Patient address 
          _________________________________________________ 

Human Resources 
FMLA 

Return to Work 
Medical Evaluation 
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Appendix C 
 

MEDICAL RELEASE FORM 
 

Individual’s Name_____________________________________________ 
 
Dalton Police Officers are required to perform a variety of essential physically demanding tasks, 
including the following: 
 
 Walking for extended periods 
 Short sprints 
 Long pursuits lasting over 2 minutes 
 Running up and down stairs 
 Pushing heavy objects 
 Jumping over and around obstacles 
 Lifting and carrying heavy objects, sometimes up and down stairs 
 Using hands and feet in use of force situations 
 Using force in short and long term (greater than 2 minutes) efforts 
 Bending and reaching 
 Dragging people and objects 
 
To measure an individual’s capability to perform these critical tasks, all applicants and incumbents 
must undergo physical readiness testing, which may consist of the performance of or simulation 
of the previously listed tasks. 
 
 
Your professional opinion is requested as to whether the individual can safely participate in 
physical fitness testing and exercise training. 
 
PLEASE CHECK ONE: 
 
_______ There are no contraindications to the individual either 1) being capable of 

performing the essential physical tasks and 2) being capable of undergoing the 
physical readiness testing. 

 
_______ There are contraindications and it is not recommended that the individual 

participates in the physical readiness testing or exercise training at this time. 
 
Physician’s signature: ______________________________________________________ 
 
Date: ________________________ 
 
 
 
 
TRA MRF 092419 


