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.
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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



AN
VERMONT

DEPARTMENT OF LABOR — ATTN: WORKERS’ COMPENSATION

Form 1 (Rev. 9/11)
(Approved for use as OSHA 101 and 301)
PO Box 488
Montpelier, VT 05601-0488
(802) 828-2286
State File No.

EMPLOYER FIRST REPORT OF INJURY

Answer every question fully and report promptly to avoid a penalty. Employer’s Federal ID Number and Employee Social Security Number MUST be

provided.
1. Legal Name: 2. Business
E Name:
'FY' 3. Mail Address: No. and Street City State Zip
L
o | 4. Location (if different from Mail Address): 5. Telephone Number, Extension and Contact Person.:
Y
E | 6. Nature of Business (list principal products or service of 7. Do you regularly employ 10 or more 8. Federal ID No.:
R | concern): employees?
[] Yes [] No
9. Name: First Name Middle Initial | Last Name 10. Social Security No.: | 11. Date of Birth:
E
'FY' 12. Home Address: No. and Street 13. Home Phone No.: | 14. Work Phone No: | 15. Age:
(IS City State Zip 16. Job Title: 17. Sex:
Y 00 m [ F
E 18. Wages $ Hours Per Day 19. If board, lodging, etc. were 20. Was employee hired in | 21. Date of Hire
E furnished in addition to wages, state VT?
estimated value:
Per Days Per Week $ [T Yes [ No
22. Date of Accident: Accident Time: Began Shift: 23. Location of Accident: Town or  State
A City
o AM PM AM PM
IC 24. Machine, tool, object, motor vehicle or substance directly causing injury:
D
E | 25. On employer’s premises? [0 Yes [ No If yes, name of department: |
N | 26. Describe what employee was doing: Was this the employee’s regular occupation? 0 Yes [ No
T
27. How did accident occur? Describe events leading up to the accident:
28. Describe the injury and the part of the body injured. 29. Was this a first-aid only injury:
| [0 Yes [0 No
N
7 | 30. Any Lost Time? If yes, date disability Last date paid in | 31. Employee returned to If yes, date Medical Only Incident:
U began full: work?
R |0 Yes [ No | Yes O No Yes[] No[]
Y | 32. Did injury result in death? If yes, date of death.
U Yes [ No
33. Name and address of Physician:
34. Name and address of Hospital: | Remained Overnight []  Yes [ ‘ No
35. Insurance Company Named on Workers” Compensation Policy 35A. Claim Administrator
|
N | Name in full: Company Name
S
Policy No. Phone Number
Signed by:
Employer or Representative Title Date

Equal Opportunity is the Law



o Department of Labor, Workers’ DOL FORM 25 (Rev. 1/2018)
: Workers” Compensation
PO Box 488 State File No.

-~ Montpelier, VT 05601-0488 Ins. Co. File No.
‘ f —~ RMO|\ ‘T (802) 828-2286; TDD 800-650-4152 Date of Injury
) | www.labor.vermont.gov Fed. ID No.

WAGE STATEMENT - For injuries occurring on or after July 1, 2008

Employee:
Employer:
Wage Rate:  $ per Number of Days Hired to Work: Number of Hours Hired to Work:
Week Ending Number | Gross Wages Extras (as in 6 or 7) INSTRUCTIONS:
of Please indicate what the Read Carefully
Month Day Year Hours extra is, for example,
or Days $1000.00 bonus 1. Enter GROSS wages of employee
Worked for 26 weeks before date of accident
1 (NOT take-home pay).
2. Do not include the week of the
2 accident.
3 3. Leave blank those weeks in which
4 the employee had excused absences
for which he/she was paid for less
S than ¥z of a work week.
6 4. Leave blank those weeks in which
7 you had reduced operations or a plant
shutdown and for which the employee
8 was paid for less than % of a work
week.
3 5. Do not enter those weeks in which
10 an employee was on vacation for more
11 than % of a work week.
12 6. If room, board, lodging or other
“extras” (electricity, fuel, etc.) are
13 provided in addition to monetary
14 wages, break these down into a
weekly value, and include and
15 describe the income in the column
16 marked “EXTRAS.” This includes
17 tips if not included in gross wages.
7. Include any bonuses and
18 commissions paid to the employee in
19 addition to wages in the column
20 marked “EXTRAS.”
8. Enter the dates when your normal
21 work week ends (not the date a check
22 is issued to the employee) and the
23 number of hours or days worked.
24
25
26
When did the employee begin losing time? Was the employee paid in full for the day of the accident?

Are employee’s wages subject to any child support withholding order? [JYes [JNo
If yes, in what amount? $ per

Day of the week the check will be mailed to the claimant or deposited in the claimant’s account

This is a correct statement of the employee’s earnings as taken from the employer’s payroll records.

By: Position Title:

Signature of Preparer

Print Name: Date:




7~~~ _VERMONT

VERMONT DEPARTMENT OF LABOR

POSTING OF SAFETY RECORDS
NOTICE TO EMPLOYEES

Under Vermont law (21 V.S.A. §691a) all Vermont employers must advise their
employees of where they may review the employer’s record of workplace safety,
including workplace injury and illness. The employer’s data shall be available for
review by any employee and by the Commissioner of Labor, but this information
shall not otherwise be public information.

The employer’s data is available at:

(Location)

Employer Contact:

(Name)

Work Telephone:

Email:

For more information, contact the Vermont Department of Labor at (802) 828-2286.

(Rev. 09/14)



FORM7 (Rev. 1/17)

o

/\.,\ State File No.:

VERMONT

VERMONT WORKERS’ COMPENSATION MEDICAL AUTHORIZATION

NOTE: Title 21 VSA 8655a requires all providers to utilize and comply with this medical release
authorization form when seeking or providing medical information relative to a workers’
compensation claim. Workers’ Compensation claims are expressly exempted from the terms
and provisions of the Health Insurance Portability and Accountability Act of 1996 (HIPAA),
45 CFR 164.512(1).

A copy of 21 VSA 8§8655a is included with this form (see Page 2 of 2).

TO:

(Physician, Hospital or other medical practitioner)

This, or a photocopy, will authorize you to release to

(Insurance Carrier, Employer and/or its counsel of
record)

at the following address:

All relevant medical information you may have relating to the treatment or diagnosis of my work related injury
claim that involves injury to my:

(enter body part(s) or health condition)
that occurred on or about , 20

RELEVANT MEDICAL INFORMATION INCLUDES records relating to a past history of complaints
or treatment of a condition similar to that presented in the work injury claim or other conditions related
to the same body part and may include:

(1) Minimum data to justify services and payment, including that on the standard paper 1500 form or
electronic 837 form.

(2) Office visit notes, diagnostic reports, medical evaluations relating to the injury diagnosis or treatment.

(3) Any other relevant provider records contained in the file.

Name:

(Print Claimant/Patient Name)
Date of Birth:

Signature Date

Page 1 of 2



Page 2 of 2

Title 21: Labor
Chapter 9: EMPLOYER'S LIABILITY AND WORKERS' COMPENSATION

21 V.S.A. 8 655a. Release of relevant medical records by health care providers; department to
oversee release and use of relevant medical information

8 655a. Release of relevant medical records by health care providers; department to oversee release and
use of relevant medical information

(a) Health care providers examining or attending the examination of an injured worker pursuant to this chapter
shall provide relevant medical records and reports as requested by the injured worker, the employer, or the
department regarding the diagnosis, condition, or treatment of the worker, permanent impairment, or any
restrictions or limitations on the worker's ability to work upon receiving a written medical release authorization
from the injured worker. The authorization shall be on a form approved by the department. If the relevance of
any medical information is disputed, the department shall determine whether the requested medical information
is relevant.

(b) Medical information relevant to the specific claim includes a past history of complaints or treatment of a
condition similar to that presented in the claim or other conditions related to the same body part. Information
that may be requested includes:

(1) Minimum data to justify services and payment, including that on the standard paper 1500 form or electronic
837 form.

(2) Office notes of the examination relating to the injury diagnosis or treatment.
(3) Any other relevant provider records contained in the file.

(c) An injured worker shall only be obligated to sign a medical record release authorization approved by the
department.

(d) Any medical information received by the employer or the insurance carrier that is found not to be relevant to
the claim may not be used to deny or limit a claim. The commissioner may order that specific disclosure
requests be denied or rescinded and may make such other interim orders as are appropriate.

(e) Any medical information received in conjunction with a claim shall be used only for the purpose of
advancing or defending a claim relating to the injury or of investigating a claim of false representation or of
ensuring compliance with the workers' compensation statutes and rules. (Added 2011, No. 50, § 4.)



Workers’ Compensation
Reinstatement Rights

VERMONT LAW REQUIRES POSTING OF THIS NOTICE

21 VSA 8643b Reinstatement; seniority and benefits protected

This law provides that an employer who regularly employs ten or more people (at least
10 of whom work more than 15 hours a week), has an obligation to rehire a worker who has
suffered a work related injury provided that the following conditions are met:

1. The worker recovers from the injury within two (2) years of the onset of disability; and

2. The worker keeps the employer informed of his or her interest in reinstatement and
his or her current mailing address; and

3. The worker had an expectation of continuing work had the injury not occurred; and

4. The worker is physically capable of performing either his or her prior job, if available,
or an alternative suitable position.

Reinstatement must be with all benefits earned up to the date of injury, including both seniority
and accrued leave time. Obviously, such benefits need not accrue during the period of actual
disability.

Please note that the right to reinstatement applies only to the first available suitable job. Thus,
the employer is not obligated either to create an “extra” position for a returning worker or to lay-
off a current employee in order to comply with this law.

Should you have questions regarding the above, please contact the Vermont Department of
Labor, Workers’ Compensation and Safety Division at 802-828-2286 or our website:
www.labor.vermont.gov.

www.labor.vermont.gov
FOR FURTHER INFORMATION CONTACT:

Vermont Department of Labor
P. O. Box 488
Montpelier, Vermont 05601-0488
Email: LABOR.WCComp@vermont.gov
Telephone: (802) 828-2286
TDD: (800) 650-4152
Fax: (802) 828-2195

7~ VERMONT

DEPARTMENT OF LABOR

WC-9 (06/17)
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