IEMPLOYERYS

America's smaill business insurance sSpeciallst

Basic Accident Report

Date of Report: Report Completed By:

Last Name of Injured First Name: Job Title:

Person:

Date of Accident: Time of Accident: Location of Accident:
Supervisor's Name & Job Title: Name of Witnesses:

Full Description of Injuries:

Description of accident/incident or employee’s account, including sequence of events
preceding the accident:

Basic cause and contributory causes. Explain fully unsafe act, unsafe condition,
personal factor, other:

Recommended Corrective Measures: Action By:

Names of Inspection Team Participants:

Management Review By: Date to be Completed By:

EMPLOYERS® and America's small business insurance specialist® are registered trademarks of Employers Insurance Company of Nevada. Insurance is
offered through Employers Compensation Insurance Company, Employers Insurance Company of Nevada, Employers Preferred Insurance Company, and
Employers Assurance Company. EIG Services, Inc. (in California, dba EIG Insurance Services) is an affiliated agency and adjuster. Not all insurers do
business in all jurisdictions.
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Informe Basico de Accidentes

Fecha Del Informe: Informe Completado Por:

Apellido De La Persona Primer Nombre: Puesto De Trabajo:
Lesionada:

Fecha Del Accidente: Hora Del Accidente: Lugar Del Accidente:
Nombre Del Supervisor Y Cargo: Nombre De Los Testigos:

Descripcién Completa De Las Lesiones:

Descripcion del accidente / incidente o version del empleado, incluyendo la
secuencia de eventos que preceden al accidente:

Causas basicas y causas contributivas. Explique el tipo de situacion ya sea si
fue una situacion insegura, condicion insegura, factor personal, otros:

Medidas Correctivas Recomendadas: Acciones Tomadas Por:

Nombres De Los Participantes Del Equipo De Inspeccion:

Revision Por Parte De La Gerencia: Fecha Limite De Entrega:

EMPLOYERS® y America's small business insurance specialist® son marcas registradas de Employers Insurance Company of Nevada. El seguro se ofrece
a través de la Comparfiia de Seguros de Compensacién del Empleador, la Compaiiia de Seguros del Empleador de Nevada, la Compaiiia de Seguros
Preferida del Empleador y la Compafiia de Seguros del Empleador. EIG Services, Inc. (en California, dba EIG Insurance Services) es una agencia afiliada y
de peritaje. No todas las aseguradoras realizan actividades comerciales en todas las jurisdicciones.

CL_PH_0004_US Rev 07/2016



One good reason

to think twice

about workers’
compensation fraud

EMPLOYERS® actively investigates suspected
d workers’ compensation fraud and reports such cases
€ to law enforcement authorities.

Workers’ compensation fraud costs $7.2
billion annually.

Filing a fraudulent workers’ compensation
claim could lead to serious civil or criminal
consequences, such as fines, incarceration
and/or restitution.

If you suspect workers’ compensation fraud, please contact EMPLOYERS’
Fraud Investigations Department. Call the Fraud Hotline at 1-800-750-3939
or e-mail fraudfighters@employers.com.

EEMPLIOYERS

America’s small business insurance specialist®

Copyright © 2015 EMPLOYERS. Al rights reserved. Insurance is offered through Employers Compensation Insurance Company, Employers Insurance Company of Nevada, Employers Preferred Insurance
Company, and Employers Assurance Company. EIG Services, Inc. (in California, dba EIG Insurance Services) is an affiliated agency and adjuster. Not all insurers do business in all jurisdictions.

1 Source: http://www.propertycasualty360.com/2015/07/23/3-keys-to-a-successful-workers-compensation-fraud
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Una buena razon para

pensarlo dos veces antes de
cometer fraude en una demanaa
de indemnizacion laboral

EMPLOYERS® investiga de manera activa casos
sospechosos de cometer fraude en una demanda
de indemnizacion laboral y reporta dichos casos
a las autoridades policiales.

Fraude en demandas de indemnizacion
laboral cuesta $7.2 mil millones al ano.!

Presentar una demanda de indemnizacion
laboral fraudulenta puede acarrear graves
consecuencias civiles o penales, tales como
multas, carcel y/o indemnizaciones.

Si sospecha que existe fraude en una demanda de indemnizacion laboral, péngase
en contacto con el Departamento de Investigacion de Fraude de EMPLOYERS.
Llame a la linea directa de fraude al 1-800-750-3939 o escriba al correo electronico
fraudfighters@employers.com.

EEMPLIOYERS

America’s small business insurance specialist®

Copyright © 2015 EMPLOYERS. Todos los derechos reservados. El seguro se ofrece a través de las siguientes empresas: Employers Compensation Insurance Company, Employers Insurance Company
of Nevada, Employers Preferred Insurance Company y Employers Assurance Company. EIG Services, Inc. (en California, dba EIG Insurance Services) es una agencia afiliada y ajustadora. No todas las
aseguradoras operan en todas las jurisdicciones.

1 Fuente: http://www.propertycasualty360.com/2015/07/23/3-keys-to-a-successful-workers-compensation-fraud
CM_0077IF_US
REV 09/2015



WORKERS
COMPENSATION

isasystem of benefits provided by law to most workers who have job-related injuries or illnesses. Benefits are paid for
injuries that are caused, in whole or in part, by an employee'swork. This may include the aggravation of a pre-existing
condition, injuries brought on by the repetitive use of a part of the body, heart attacks, or any other physical problem caused
by work. Benefits are paid regardless of fault.

IF YOU HAVE A WORK-RELATED INJURY OR ILLNESS, TAKE THE FOLLOWING STEPS:

1. GET MEDICAL ASSISTANCE. By law, your employer must pay for all necessary medical services required to cure
or relieve the effects of the injury or illness. Where necessary, the employer must also pay for physical, mental, or
vocational rehabilitation, within prescribed limits. The employee may choose two physicians, surgeons, or hospitals. If
the employer notifies you that it has an approved Preferred Provider Program for workers' compensation, the PPP counts
as one of your two choices of providers.

2. NOTIFY YOUR EMPLOYER. Youmust notify your employer of the accidental injury or illness within 45 days,
either orally or inwriting. To avoid possible delays, it is recommended the notice also include your name, address,
telephone number, Social Security number, and a brief description of theinjury or illness.

3. LEARN YOUR RIGHTS. Your employer isrequired by law to report accidents that result in more than three lost
work daysto the Workers' Compensation Commission. Once the accident is reported, you should receive a handbook that
explains the law, benefits, and procedures. 1f you need a handbook, please call the Commission or go to the Web site.

If you must lose time from work to recover from the injury or illness, you may be entitled to receive weekly payments and
necessary medical care until you are able to return to work that is reasonably available to you.

It is against the law for an employer to harass, discharge, refuse to rehire or in any way discriminate against an employee
for exercising his or her rights under the Workers Compensation or Occupational Diseases Acts. If you file a fraudulent
claim, you may be penalized under the law.

4. KEEPWITHINTHE TIME LIMITS. Generaly, claims must be filed within three years of the injury or
disablement from an occupational disease, or within two years of the last workers' compensation payment, whichever is
later. Claimsfor pneumoconiosis, radiological exposure, asbestosis, or similar diseases have special reguirements.

Injured workers have the right to reopen their case within 30 months after an award is made if the disability increases, but
cases that are resolved by alump-sum settlement contract approved by the Commission cannot be reopened. Only
settlements approved by the Commission are binding.

For more information, go to the Illinois Workers Compensation Commission’s Web site or call any office:

Toll-free: 866/352-3033 Chicago: 312/814-6611 Peoria: 309/671-3019 Springfield: 217/785-7087
Web site: www.iwcc.il.gov  Collinsville: 618/346-3450 Rockford: 815/987-7292 TDD (Deaf): 312/814-2959

BY LAW, EMPLOYERSMUST DISPLAY THISNOTICE IN A PROMINENT PLACE
IN EACH WORKPLACE AND COMPLETE THE INFORMATION BELOW.

Party handling workers’
compensation claims

Business address

Business phone

Effective date Termination date

Policy number Employer's FEIN
ICPN 10/11 Printed by the authority of the State of Illinois.




COMPENSACION
A LOSTRABAJADORES

es un sistema de beneficios que por ley se provee ala mayoria de trabajadores que se han enfermado o accidentado en el trabajo. Los
beneficios son pagados por |esiones que son causadas en parte o completamente por el trabajo del trabajador. Esto puede incluir €l
agravante o una condicion pre-existente, lesiones causadas por uso repetitivo de una parte del cuerpo, ataques cardiacos, o cualquier
otro problema fisico causado por el trabajo. Los beneficios son pagados sin importar la causa.

SI USTED SUFRE DE UNA LESION O ENFERMEDAD RELACIONADA AL
TRABAJO, USTED DEBE TOMAR LASSIGUIENTESMEDIDAS:

1. OBTENGA AYUDA MEDICA. Porley, suempleador debe pagar por todos los servicios médicos necesarios que se
requieran paraaiviar los sintomas de lesion o enfermedad. Si es necesario, el empleador debe pagar por rehabilitacion fisica,
mental o profesional dentro de los limites establecidos. El trabajador puede escoger dos doctores, cirujanos u Hospitales. Si el
empleador e notifica que tiene un programa de proveedor preferido (PPP) aprobado parala compensacion de trabajadores, €l
PPP cuenta como una de las dos opciones de proveedores.

2. NOTIFIQUE A SU EMPLEADOR. usted debe notificar asu empleador del accidente o enfermedad dentro de
45 dias, ya sea por escrito o verbalmente. Para evitar posibles demoras, es recomendable que la notaincluya su nombre,
direccion, nimero telefénico, nimero de Seguro Social, y una breve descripcion de lalesion o enfermedad.

3. CONOZCA SUSDERECHQOS. suempleador por ley debe reportar accidentes que resulten en més de tres dias de
ausencia al trabajo, ala Comision de Compensacion para Trabajadores. Unavez que el accidente es reportado, usted recibird un

manual que explicalaley, beneficiosy procedimientos. Si necesita un manual, por favor Ilame ala Comision o visite nuestra
red.

Si usted tiene que faltar a trabajo para recuperarse de lalesion o enfermedad, usted tiene derecho arecibir pagos semanalesy
atencion médica necesaria hasta que este capacitado pararegresar atrabajar y que el trabajo este de acuerdo a sus capacidades.

Es contralaley que el empleador moleste, despida o se niegue areemplear o de alguna manera discrimine contra un trabajador
por gjercitar sus derechos de conformidad con las leyes que rigen el seguro de accidentes de trabgjo de enfermedades
profesionales. Si usted hace una demanda fraudulenta, podré ser castigado por laley.

4, MANTENGASE DENTRO DEL LIMITE DE TIEMPO. usuamente, las quejas deben ser presentadas
dentro de los primeros tres afios del accidente o incapacidad de una enfermedad profesional, o dentro de dos afios del ultimo
pago de compensacion de trabajo, [0 que sea més reciente. Quejas por neumoconiosis, exposicion radiol égica, asbestos, o
enfermedades similares tienen requerimientos especiales.

L os trabajadores accidentados tienen derecho para volver a abrir su caso dentro de 30 meses después que la Comision haya
otorgado una decision y laincapacidad haya incrementado, pero en casos resueltos por una suma global aprobada por la
Comisién no pueden volver aabrirse. Unicamente las decisiones aprobadas por la Comision son obligatorias.

Para mas informacion, visite la Red de la Comision de Compensacion para Trabajadores o llame a nuestras oficinas:

Toll-free: 866/352-3033 Chicago: 312/814-6611 Peoria: 309/671-3019 Springfield:  217/785-7087
Web site: www.iwcc.il.gov Collinsville:  618/346-3450 Rockford:  815/987-7292 TDD (Sordo): 312/814-2959

LOSEMPLEADORESDEBEN EXHIBIR ESTE AVISO EN UN LUGAR VISIBLE
PARA TODOSLOSTRABAJADORESY LLENAR LA INFORMACION
REFERENTE A LA COMPANIA DE SEGUROS.

Nombre:

Direccion de la Compafiia:

Teléfono de la Compafiia:

Fecha efectiva: Fecha de terminacion:

NUmero de Pdliza: FEIN del Empleador:

ICPN 10/11 Impreso por la autoridad del Estado de lllinois.
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g OPTUM® EMPLOYERYS"

PO Box 152539
Tampa, FL 33684-2539

America’s smalf business insurance specialist®

MAKING IT EASY TO GET WORKERS' COMPENSATION PRESCRIPTIONS FILLED

Optum has been chosen to manage your workers’ compensation pharmacy benefits for your employer or their insurer.
Below is your First Fill card that will allow you to receive your injury-related prescriptions at your local pharmacy. Please
fill out the card based on the instructions below.

Injured person: &1 Finding a network pharmacy

— If you need a prescription filled for a work- II Most pharmacies and all major chains are

E related injury or illness, go to an Optum Tmesys® included in the network. To find a network
network pharmacy. Give this temporary card to the pharmacy call 1-866-599-5426 or visit tmesys.com.

pharmacist. The pharmacy will fill the prescription at
no cost to you.

o " Questions? Need Help?
% If your workers’ compensation claim is accepted, you

will receive a permanent pharmacy card in the mail. ' 1_866_599_5426

Please use that card for other work-related injury or
illness prescriptions.

ﬂﬂlﬁp\_ Employer:
f Immediately upon receiving notice of injury, fill

in the information below and give this form to
the employee.

[
VaN EMPLOYERS® h (" Attention Pharmacists: Enter RxBIN, RxPCN and GROUP. Member ID # format is
g TR the date of injury and SSN combined as follows: YYMMDD123456789.
‘ OPTUM America’s small business insurance specialist® ¢ aateo Injury an combined as toflows
Tmesys is the designated PBM for this patient.
WORKERS’ COMPENSATION PRESCRIPTION DRUG PROGRAM
Tmesys Pharmacy Help Desk
Employers
ploy 1-800-964-2531
CARRIER/TPA EMPLOYER
NDC Envoy
INJURED PERSON NAME RxBIN 004261 or 002538
Please provide directly to Pharmacist RxPCN CAL or Envoy Acct. #
SOCIAL SECURITY NUMBER DATE OF INJURY (YYMMDD) GROUP EMPLFF
Notice to Cardholder: Present this card to the pharmacy to receive medication for
your work-related injury. To locate a pharmacy: tmesys.com.
L J
NOTE: This First Fill card is only valid for your workers’ compensation injury or illness.
The following entities comprise the Optum Workers” Compensation and Auto No Fault division: PMSI, LLC, dba Optum Workers" Compensation ®
Services of Florida; Progressive Medical, LLC, dba Optum Workers' Compensation Services of Ohio; Cypress Care, Inc. dba Optum Workers’
Compensation Services of Georgia; Healthcare Solutions, Inc., dba Optum Healthcare Solutions of Georgia; Settlement Solutions, LLC,

dba Optum Settlement Solutions; Procura Management, Inc., dba Optum Managed Care Services; Modern Medical, dba Optum Workers’

Compensation Medical Services, collectively and individually referred as “Optum.” IMP14-2013-84
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America’s smalf business insurance specialist®

PO Box 152539
Tampa, FL 33684-2539

HACEMOS MAS SENCILLO QUE SE LE ABASTEZCA LAS RECETAS DE SU PROGRAMA
DE COMPENSACION POR ACCIDENTES LABORALES

Optum ha sido elegido para administrar los beneficios farmacéuticos de su programa de compensacién por accidentes laborales
para su empleador o asegurador. Mas adelante incluimos su tarjeta First Fill que le permitira recibir las recetas médicas
relacionadas con su lesiéon en su farmacia local. Llene esta tarjeta siguiendo las instrucciones que se indican a continuacion.

Persona lesionada: (%] Como encontrar una farmacia de la red
=1 Si necesita que se le abastezca su receta médica II La mayoria de farmacias y todas las grandes
E para una lesidon o enfermedad relacionada con cadenas de farmacias forman parte de la red.

su trabajo, visite una farmacia de la red Optum Para ubicar una farmacia de la red, llame al

Tmesys®. Entregue esta tarjeta temporal al 1-866-599-5426 o visite tmesys.com.

farmacéutico. El farmacéutico abastecera su receta

médica sin costo alguno. E i_Tiene a|guna pregunta?

> ¢Necesita ayuda?

— + Sise acepta su reclamacion del programa de
compensacion por accidentes laborales, recibira

una tarjeta permanente por correo. Use esa 1 866 599 5426
tarjeta para otras recetas médicas de lesiones o

enfermedades relacionadas con su trabajo.

w Empleador:
| Inmediatamente después de recibir un aviso

sobre una lesién, llene la informacién que
aparece a continuacién y entregue este
formulario al empleado.

4 )

at o 5"
O EMPLOYERS
‘ o PT U M America’s small business insurance specialist®

Tmesys is the designated PBM for this patient.
WORKERS’ COMPENSATION PRESCRIPTION DRUG PROGRAM

Tmesys Pharmacy Help Desk

Attention Pharmacists: Enter RxBIN, RXPCN and GROUP. Member ID # format is
the date of injury and SSN combined as follows: YYMMDD123456789.

Employers
oy 1-800-964-2531
PORTADORA EMPLEADOR
NDC Envoy
NOMBRE DEL PERSONA LESIONADA RxBIN 004261 or 002538
Please provide directly to Pharmacist RxPCN CAL or  Envoy Acct. #
NUMERO DE SEGURO SOCIAL FECHA DE LA LESION (AAMMDD) GROUP EMPLFF

Aviso para el titular de la tarjeta: Presente esta tarjeta a la farmacia para recibir los
medicamentos para la lesion relacionada con su trabajo. Para ubicar una farmacia,
visite tmesys.com.

- J

NOTA: Esta tarjeta First Fill solo es valida para una lesion o enfermedad cubierta por su programa de
compensacion por accidentes laborales.

The following entities comprise the Optum Workers” Compensation and Auto No Fault division: PMSI, LLC, dba Optum Workers" Compensation ®
Services of Florida; Progressive Medical, LLC, dba Optum Workers' Compensation Services of Ohio; Cypress Care, Inc. dba Optum Workers’
Compensation Services of Georgia; Healthcare Solutions, Inc., dba Optum Healthcare Solutions of Georgia; Settlement Solutions, LLC,

dba Optum Settlement Solutions; Procura Management, Inc., dba Optum Managed Care Services; Modern Medical, dba Optum Workers’
Compensation Medical Services, collectively and individually referred as “Optum.” IMP14-2013-84



- y©
-
EMPLOYER? P ——

EMPLOYERS® WAGE REPORT
It is necessary for us to determine the average weekly earnings of your employee named below who was injured in an
accident while in your employment even though there may have been no loss of time from work. Please complete and return
the wage report below, which is required by the worker’ compensation law. You may provide a computer print out instead of
this form.

Please fill in all wages paid to the employee during the 12 months before the accident, showing the number of days on which
any work was done during each week, including part-time days. If the injured worker was not paid on a weekly basis expain
fully, and give the earnings during the 52 weeks preceding the accident.

Week Number of days
No. Period End Date Total Hours worked Gross Pay Overtime Paid

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.




’:-MPL'JYER|‘5® P.O. Box 32036, Lakeland, FL 33802-2036

Week Number of days
No. Period End Date Total Hours worked Gross Pay Overtime Paid

27.

28.

29.

30.

31

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45,

46.

47.

48.

49.

50.

51.

52.

Totals
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Claim:
Name:

What number of hours was a normal full work day?

What number of days was a normal full work week?
If overtime was paid, was this worked on a voluntary or mandatory basis?

Did the employee receive any premium, bonus, board or lodging from you in addition to the wages listed above?

If yes, please explain amounts and basis. (ie merit based, profit sharing, etc...)

Did the employee do the same type of work during all of the time while employed by you during the year before the

accident?

If not, please explain fully:

Is the employee married?

How many dependents under 18 does the employee have?

Signed:

Date:

- . : . ®
America’s small business insurance specialist

EMPLOYERS® and America's small business insurance specialist® are registered trademarks of Employers Insurance Company of Nevada. Insurance is
offered through Employers Compensation Insurance Company, Employers Insurance Company of Nevada, Employers Preferred Insurance Company, and
Employers Assurance Company. EIG Services, Inc. (in California, dba EIG Insurance Services) is an affiliated agency and adjuster. Not all insurers do

business in all jurisdictions.
Rev 07/2016
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