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P.O. Box 881236 San Francisco, CA 94188
(888) 495-8949
bhhc.com

Dear Policyholder:
Thank you for placing your workers compensation coverage with Berkshire 
Hathaway Homestate Companies (BHHC). We look forward to working with 
you to fulfill all your workers compensation needs.

Enclosed you will find documentation necessary for the processing and 
administration of a claim in the event of a workplace injury, as well as 
important information regarding workers compensation requirements for 
your state (i.e. posting notices, compliance laws, etc). Please utilize the 
documents included to collect valid information regarding the injured 
employee and incident, and send the documents in when reporting the 
claim or upon request. Any completed document should be sent directly 
to BHHC using mail, e-mail, or fax. The assigned claims professional will 
forward necessary documentation onto the appropriate state entity.

It is critical that you promptly report all new claims using one of the 
contact methods listed to the right.

New York state law recommends employers report every industrial injury or 
occupational disease claim to their workers compensation carrier as soon 
as possible or within five days of employer knowledge of injury.

State law also requires that employers authorize initial medical treatment 
within 24 hours of knowledge that an occupational injury of illness has 
been sustained or reported, regardless of the legitimacy of the claim. 
Failure to comply may result in the loss of “medical control” and a 
significant increase in the potential claim cost.

We will attempt to contact you and the injured worker within 24 hours of 
receiving the First Report of Injury. Your cooperation in allowing the injured 
employee to speak with one of our Claims Professionals is appreciated.

Should you have any questions regarding the contents of this kit, a claim, 
or claim reporting, please contact our Customer Care Center at  
(888) 495-8949. Questions regarding your insurance policy or coverage 
should be directed to your broker or agent. We thank you for choosing 
BHHC as your workers compensation carrier and look forward to providing 
you superior customer service and compassionate care for your  
injured workers.

BERKSHIRE HATHAWAY HOMESTATE COMPANIES

Contact Information

Online

bhhc.com/workers-compensation/
claim-center/report-a-claim.aspx

Phone

(800) 661-6029

Fax

(800) 661-6984

E-mail

newclaim@bhhc.com
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Workers Compensation Posting Requirements

Form C-105 – Notice of Compliance – Workers’ 
Compensation Law
• Post in one or more conspicuous places at all business locations

• Print on letter sized (8.5” x 11”) paper

To complete the form, please enter the following information in the spaces 
provided:

• Your company name

• Name of your designated insurance carrier

• Your policy number and policy effective dates (start and end)

For your convenience, our other contact information has been entered on 
the Poster.

(New York Workers’ Compensation Law § 51)

Form C-105.1 – Notice to be Posted by 
Employer Under NY WCL Section 51 for 
Automotive or Horse-Drawn Vehicles
Please note, this posting is only required for the following:

1	 Employers that own or operate automotive or horse-drawn vehicles 
with no minimum staff of regular employees required to report for work 
at an established place of business maintained by such employer.

2	 Every employer engaged in the business of moving household goods or 
furniture.

• Post in one or more conspicuous places within each company
vehicle

• Print on white 6” x 4” index card or ledger

To complete the form, please enter the following information in the spaces 
provided:

• Your company name and a signature of a company representative

• Your designed insurance company/carrier name

• Your policy number and policy effective dates (start and end)

For your convenience, our other contact information has been entered on 
the Poster.

(New York Workers’ Compensation Law § 51)
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STATE OF NEW YORK· WORKERS' COMPENSATION BOARD 
ESTADO DE NUEVA YORK-JUNTA DE COMPENSACION OBRERA 

NOTICE OF COMPLIANCE AVISO DE CUMPLIMIENTO 
TO EMPLOYEES 

IMPORTANT INFORMATION FOR EMPLOYEES WHO ARE 
INJURED OR SUFFER AN OCCUPATIONAL DISEASE WHILE 
WORKING. 

1. By posting this notice and information concerning your rights as 
an injured worker, your employer is in compliance with the
Workers' Compensation Law.

2. If you do not notify your employer within 30 days of the date of
your injury your claim may be disallowed, so do so
immediately.

3. You are entitled to obtain any necessary medical treatment and
should do so immediately.

4. You may choose any doctor, podiatrist, chiropractor or
psychologist referred by a medical doctor that accepts NY
State Workers' Compensation patients and is Board
authorized. However, if your employer is involved in a certified
preferred provider organization (PPO) you must first be treated
by a provider chosen by your employer and your employer
must give you a written statement of your rights concerning
further medical care.

5. You should tell your doctor to file copies of medical reports
concerning your claim with the Workers' Compensation Board
and with your employer's insurance company, which is
indicated at the bottom of this form.

6. You may be entitled to lost time benefits if your work-related
injury keeps you from work for more than seven days, compels
you to work at lower wages or results in permanent disability to
any part of your body. You may be entitled to rehabilitation
services if you need help returning to work.

7. You should not pay any medical providers directly. They should
send their bills to your employer's insurance carrier. If there is a
dispute, the provider must wait until the Board makes a
decision before it attempts to collect payment from you. If you
do not pursue your claim or the Board rules that your injury is
not work-related, you may be responsible for the payment of
the bills.

8. You are entitled to be represented by an attorney or licensed
representative, but it is not required. If you do hire a
representative do not pay him/her directly. Any fee will be set
by the Board and will be deducted from your award.

9. If you have difficulty in obtaining a claim form or need help in
filling it out, or if you have any other questions or problems
about a job-related injury, contact any office of the Workers'
Compensation Board.

NYS Workers' Compensation Board 
Centralized Mailing 

PO Box5205 
Binghamton, NY 13902-5205 

Customer Service Line: 877-632-4996 

A EMPLEADOS 
INFORMACION IMPORTANTE PARA EMPLEADOS QUE 
SEAN LESIONADOS O SUFRAN UNA ENFERMEDAD 
OCUPACIONAL MIENTRAS TRABAJAN. 

1. Su patrono esta cumpliendo la Ley de Compensacion Obrera
cuando despliega este comunicado concerniente a sus derechos
coma trabajador lesionado.

2. Si usted no notifica a su patrono dentro del termino de 30 dias
de haber sufrido su lesion su reclamaci6n podrla ser
desestimada, por eso notifique inmediatamente.

3. Usted tiene derecho a recibir cualquier tratamiento medico
necesario relacionado con su lesi6n y debe gestionarlo
inmediatamente.

4. Para el tratamiento de cualquier lesion a enfermedad
relacionada con el trabajo, usted puede escoger cualquier
medico, podiatra, quiropractico o psicologo (si es referido por un
medico autorizado) que este autorizado y acepte pacientes de la
Junta de Compensacion Obrera. Sin embargo, si su patrono
esta autorizado a participar en una organizacion certificada de
proveedores prefendos (PPO), usted debera obtener tratamiento
micial para cualquier lesion o enfermedad relacionada con el
trabajo de la correspondiente entidad. Patronos que participen
en cualquiera de estos programas establecidos por ley estan
obligados a proveer a sus empleados notificacion escrita
explicando sus derechos y obligaciones bajo el programa a que
este acogido.

5. Usted debera requerir de su Medico que radique copias de las
informes medicos de su caso en la Junta de Compensacion
Obrera y en la compafiia de seguros de su patrono, que se
indica al final de esta forma.

6. Usted tiene derecho a compensaci6n si su lesi6n relacionada
con el trabajo le impide trabajar por mas de siete dlas, le obliga
a trabajar a sueldo mas baJo o resulta en incapacidad
permanente de cualquier parte de su cuerpo. Usted puede tener
derecho a servicios de rehabilitacion si necesita ayuda para
regresar al trabajo.

7. No pague a ningun proveedor medico directamente por
tratamiento de su lesion o enfermedad relacionada con el
trabajo. Elias deben enviar sus facturas al asegurador de su
patrono. Si el caso es cuestionado, el proveedor debera esperar
hasta que la Junta decida el caso, antes de iniciar gestion de
cobra alguna contra usted. Si usted no tramita su caso 6 la
Junta falla que su lesion o enfermedad no esta relacionada con
el trabajo, usted podrla ser responsable del pago de las facturas.

8. No es obligatono el estar representado en ninguno de las
procedimientos de la Junta, pero es un derecho que usted tiene,
el estar representado par abogado 6 por representante
licenciado si usted asi lo desea. Si es representado, no pague al
abogado 6 al representante licenciado. Cuando la Junta decida
su caso, las honoraries seran determinados par la Junta y
descontados de sus beneficios.

9. Si tiene dificultad en conseguir un formulario de reclamaci6n a
necesita ayuda para llenarlo 6 tiene dudas sabre cualquier
situaci6n relacionada con una lesi6n o enfermedad
comuniquese con la oficina mas cercana de la Junta.

CHAIR/PRESIDENTE 
Workers' Compensation Board 

Worl<ers' Compensation benefits, when due, will be paid by (Los beneficios de Compensaci6n Obrera, cuando debidos, seran pagados par): 

For Insurance Carriers ONLY: Policy No ......................................... ....... .......... . 

Policy in Force from ...... .................... . 

Warters' Compensation Board 
c .. 1 Q5 (9,.17) Prescribed ofby Chairman 

State New York 

.......... to ............................................. . 

www.wcb.ny.gov 

Name of employer (Nombre del patrono) 

THIS NOTICE MUST BE POSTED 
CONSPICUOUSLY IN AND ABOUT THE 
EMPLOYER'S PLACE OR PLACES OF 
BUSINESS. 

Failure by an employer to post this notice in and about 
the employer's place or places of business may result in a 
$250 penalty for each violation. 















State of New York
WORKERS' COMPENSATION BOARD

PRESCRIBED COPY
Form C-105.1

Notice to be Posted by Employer Under NY WCL Section 51
 for Automotive or Horse-Drawn Vehicles

Color: White
   Size: 6" X 4"

Stock: Index or Ledger

STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

The undersigned employer hereby gives notice that he/she has conformed to the provisions of the
Workers' Compensation Law and the rules of the Workers' Compensation Board of the State of
New York, and that he/she has secured the payment of compensation to his/her employees, and the
dependents of employees, engaged in employments enumerated in or brought within the provisions
of said law.  Such compensation has been secured for such employees in accordance with Section
50 of the Workers' Compensation Law, by insuring with:

 

Policy No.........................................Policy in Force from ................................. to ....................................
                                                   
...................................................................................        By .........................................................................
          Legal Name of Insured (Employer)                                           Signature of Employer      

Failure by an employer to post this notice in an automotive or horse-drawn vehicle as required by NY WCL
Section 51, or in every vehicle used to move household goods or services, may result in a $250 penalty for

each violation.

THE WORKERS' COMPENSATION BOARD EMPLOYS AND
SERVES PEOPLE WITH DISABILITIES WITHOUT DISCRIMINATIONC-105.1 (9-05)

(For Insurance Carriers Only)

C-105.1 Reverse (9-05)

                                              Section 51 of the NYS Workers' Compensation Law
 
Every employer who has complied with section fifty of this article shall post and maintain in a conspicuous
place or places in and about his place or places of business typewritten or printed notices in form prescribed
by the chairman, stating the fact that he has complied with all the rules and regulations of the chairman and
the board and that he has secured the payment of compensation to his employees and their dependents in
accordance with the provisions of this chapter, but failure to post such notice as herein provided shall not in
any way affect the exclusiveness of the remedy provided for by section eleven of this chapter. Every
employer who owns or operates automotive or horse-drawn vehicles and has no minimum staff of regular
employees required to report for work at an established place of business maintained by such employer and
every employer who is engaged in the business of moving household goods or furniture shall post such
notices in each and every vehicle owned or operated by him. Failure to post or maintain such notice in any of
said vehicles shall constitute presumptive evidence that such employer has failed to secure the payment of
compensation. The chairman may require any employer to furnish a written statement at any time showing
the stock corporation, mutual corporation or reciprocal insurer in which such employer is insured or the
manner in which such employer has complied with any provision of this chapter. Failure for a period of ten
days to furnish such written statement shall constitute presumptive evidence that such employer has
neglected or failed in respect of any of the matters so required. Any employer who fails to comply with the
provisions of this section shall be required to pay to the board a fine of up to two hundred fifty dollars for
each violation, in addition to any other penalties imposed by law to be deposited into the uninsured employers'
fund. 

Name, address and telephone number of licensed insurance carrier, authorized group
self-insurer or main office of authorized self-insurer:
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THIS AGENCY EMPLOYS AND SERVES PEOPLE WITH DISABILITIES WITHOUT DISCRIMINATION 

 
 

STATE OF NEW YORK 
WORKERS’  COMPENSATION BOARD 

100 BROADWAY-MENANDS 
ALBANY, NY 12241 

(877) 632-4996 
 

 
 

 

You were injured at work. What now? 
The New York State Workers’ Compensation Board has received notice you suffered a 
workplace injury or illness, so we’re preparing a workers’ compensation case in your 
name. You may have already received medical treatment. If you haven’t, you should 
seek medical care as soon as possible. 

A Worker’s Responsibilities 
• You must tell your employer, in writing, when, where and how you were injured. 

Do this within 30 days of injury. 
• Medical reports are necessary for your case. Advise your doctors that you have a work-

related injury, and give the name of your employer. Do not pay for your care 
yourself or use other health insurance. Tell your doctor to file reports with the Board 
and with your employer or its insurance carrier. If your case is disputed, the Board 
needs a medical report on your injury to begin resolving your claim. 

Starting a Case 
Once your employer knows of your injury, it must notify this Board. You should file an 
employee claim (C-3 form) reporting your injury as soon as possible. (You must notify the 
Board of your injury or illness within two years.) If you injured the same body part 
before, or had a similar illness, you must also file a Form C-3.3. 
 
If you haven’t already filed a C-3 or C-3.3 (if necessary), there are three ways to do it. 
 
• Visit www.wcb.ny.gov/content/main/onthejob/howto.jsp to complete the form. 
• Complete the enclosed paper forms, and mail them to the Board.  
• Call 1-866-396-8314. A Board employee will complete the form with you. 

Health Care Bills 
Do not pay your doctor or hospital. Those bills are paid by the insurer unless the Board 
disallows your case. If your case is disputed, the providers are paid when the Board 
decides your case. If the Board decides against you, or if you don’t pursue a case, you will 
have to pay the doctor or hospital. 
 

Your employer’s insurance covers medically necessary drugs and equipment your 
doctor prescribes. You’re also entitled to carfare or necessary expenses incurred when 
traveling for treatment. (Get receipts for those expenses.) 



Claimant Information Packet 

NEW YORK STATE WORKERS'  COMPENSATION BOARD 

Generally, you can choose any doctor authorized by the Board. You can also use 
occupational health clinics. However, if your employer’s insurer has a preferred 
provider organization to provide care for workers' compensation injuries, you must get 
your initial treatment from those providers. If that insurer also has a pharmacy or 
diagnostic network, you must get service within these networks. If the carrier uses these 
networks, it must also tell you its service providers and how to use them. 

Benefits for Lost Wages 
You are entitled to a portion of your lost wages if your injury affects you in one or more 
ways: 

1. It keeps you from work for more than seven days; 
2. Part of your body is permanently disabled; 
3. Your pay is reduced because you now work fewer hours or do other work. 

 

An employer or insurer can accept your claim and begin paying your lost wage benefit 
promptly. Sometimes, employers and carriers dispute a claim. When that occurs, the 
Board strives to resolve most cases within 90 days. 
 

You may hire an attorney or licensed representative, who can be helpful with complex 
or disputed claims, but it isn’t required. The Board sets their fees and they will be 
deducted from your lost wages award. You or your family should not pay anything 
directly to your attorney or licensed representative.  
 

If your case is disputed, you may receive disability benefits while the case is heard. 
You’d pay them back out of your lost wages award. To get a DB-450 form, visit 
www.wcb.ny.gov/content/main/forms/db450.pdf or a Board office, or call (800) 353-3092. 

Help is Available 
People sometimes need help getting back to work. Your employer may have a return to 
work program that can get you back to work in light duty or an alternative position 
while you heal. An injury can also cause family or financial problems. The Workers' 
Compensation Board has rehabilitation counselors and social workers to help. Call (877) 
632-4996 for more assistance. 

What’s Next? 
Your employer or its insurance carrier will contact you if your claim is accepted. When 
that happens, your treatment will be paid and lost wage benefits begin. If your case is 
challenged, the Board will notify you about resolving the case. If more information is 
necessary, the Board will contact you and tell you how to file it. 

Important Contact Information 
Workers’ Compensation Board (877)632-4996 General_Information@wcb.ny.gov 
Disability Benefits (800)353-3092 www.WCB.NY.Gov 
NYS Bar Association Lawyer 
Referral and Information Service 

(800)342-3661 lr@nysba.org. 

 



Employee Claim 
State of New York - Workers' Compensation Board 

THE WORKERS' COMPENSATION BOARD EMPLOYS AND SERVES PEOPLE 
WITH DISABILITIES WITHOUT DISCRIMINATION

C-3

Number and Street                                                           City                                                                                            State                        Zip Code

B.  YOUR EMPLOYER(S)
1. Employer when injured:

3. Your work address:

6. List names/addresses of any other employer(s) at the time of your injury/illness:

7. Did you lose time from work at the other employment(s) as a result of your injury/illness? NoYes

Female

A.  YOUR INFORMATION (Employee)
1. Name:

3. Mailing address:

4. Social Security Number: 6. Gender: Male

C.  YOUR JOB on the date of the injury or illness
1. What was your job title or description?

 2. What types of activities did you normally perform at work?_________________________________________________________________ 

 3. Was your job? (check one) Full Time Part Time Seasonal Volunteer   Other:____________________

4. What was your gross pay (before taxes) per pay period? 5. How often were you paid?

Yes 6. Did you receive lodging or tips in addition to your pay?  If yes, describe:No

D.  YOUR INJURY OR ILLNESS

3. Where did the injury/illness happen? (e.g., 1 Main Street, Pottersville, at the front door)

 If no, why were you at this location? NoYes 4. Was this your usual work location?

5. What were you doing when you were injured or became ill? (e.g., unloading a truck, typing a report) _______________________________

WCB Case Number (if you know it):

Fill out this form to apply for workers' compensation benefits because of a work injury or work-related illness.  Type or 
print neatly.  This form may also be filled out on-line at www.wcb.ny.gov.

Number and Street/PO Box                                                           City                                                                                            State                        Zip Code

7. Will you need a translator if you have to attend a Board hearing? Yes No If yes, for what language?

6. How did the injury/illness happen? (e.g., I tripped over a pipe and fell on the floor) 

 7. Explain fully the nature of your injury/illness; list body parts affected (e.g., twisted left ankle and cut to forehead):______________________

        First                                                   MI                                                             Last

5. Your supervisor's name:

2. Date of Birth: ______/______/______

5. Phone Number: (_____)_______________

2. Phone Number: (_____)_______________

4. Date you were hired: _____/_____/_____

1. Date of injury or date of onset of illness: ______/______/______ AM PM2. Time of injury: 

          www.wcb.ny.govC-3.0 (1-11)  Page 1 of 2

               -           -
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No

No

D.  YOUR INJURY OR ILLNESS continued
If yes, what? NoYes 8. Was an object (e.g., forklift, hammer, acid) involved in the injury/illness?

 9. Was the injury the result of the use or operation of a licensed motor vehicle?
 If yes, your vehicle employer's vehicle other vehicle License plate number (if known):

 If your vehicle was involved, give name and address of your motor vehicle insurance carrier:

 10. Have you given your employer (or supervisor) notice of injury/illness?

in writingorally   If yes, notice was given to: ____________________________________

11. Did anyone see your injury happen? If yes, list names:________________________________________

F.  MEDICAL TREATMENT FOR THIS INJURY OR ILLNESS
  None received (skip to question F-5)

3. Where did you receive your first off site medical treatment for your injury/illness?  none received 
Doctor's office

Emergency Room
Clinic/Hospital/Urgent Care Hospital Stay over 24 hours 

 Name and address where you were first treated:

4. Are you still being treated for this injury/illness? 
Give the name and address of the doctor(s) treating you for this injury/illness:

5. Do you remember having another injury to the same body part or a similar illness? 

6. Was the previous injury/illness work related?
 If yes, were you working for the same employer that you work for now?

NoYes

NoYes

Yes

NoYes

No Yes

NoYes
Yes

An individual may sign on behalf of the employee only if he or she is legally authorized to do so and the employee is a minor, mentally incompetent or incapacitated. 

I am hereby making a claim for benefits under the Workers' Compensation Law.  My signature affirms that the information I am providing is true 
and accurate to the best of my knowledge and belief. 

Employee's Signature: Print Name:
On behalf of Employee: Print Name:

If yes, were you treated by a doctor? NoYes    If yes, provide the names and addresses of the doctor(s) who treated 
 you and COMPLETE AND FILE FORM C-3.3 TOGETHER WITH THIS FORM:

Any person who knowingly and with INTENT TO DEFRAUD presents, causes to be presented, or prepares with knowledge or belief that it 
will be presented to, or by an insurer, or self-insurer, any information containing any FALSE MATERIAL STATEMENT or conceals any 
material fact, SHALL BE GUILTY OF A CRIME and subject to substantial FINES AND IMPRISONMENT.

YOUR NAME:________________________________________________ DATE OF INJURY/ILLNESS: ______/______/______

Date notice given: _____/_____/_____

limited duty

E.  RETURN TO WORK
1. Did you stop work because of your injury/illness?

2. Have you returned to work? regular duty

3. If you have returned to work, who are you working for now? Same employer New employer Self employed

4. What is your gross pay (before taxes) per pay period? How often are you paid?

NoYes

NoYes

, on what date? _____/_____/_____                     , skip to Section F.

If yes, on what date? _____/_____/_____

Date: _____/_____/_____

Date: _____/_____/_____

1. What was the date of your first treatment? ______/______/______
2. Were you treated on site? Yes No

Phone Number: (_____)_______________

Phone Number: (_____)_______________

Unknown

First                                           MI                                                    Last

C-3.0 (1-11)  Page 2 of 2

I certify to the best of my knowledge, information and belief, formed after an inquiry reasonable under the circumstances, that the allegations and other factual 
matters asserted above have evidentiary support, or are likely to have evidentiary support after a reasonable opportunity for further investigations or discovery.

Signature of Attorney/Representative (if any):

Print Name: Title: 

ID No., if any:  R

Date: _______/_______/_______

If Licensed Representative, License No.: Expiration Date: _______/_______/_______
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 Limited Release of Health Information
(HIPAA)

State of New York - Workers' Compensation Board
C-3.3

WCB Case No. (if you know it):___________________________
To Claimant:  If you received treatment for a previous injury to the same body part or for an illness similar to the one described in your current
Claim, fill out this form. This form allows the health care providers you list below to release health care information about your previous injury/
illness to your employer's workers' compensation insurer. The federal HIPAA law (Health Insurance Portability and Accountability Act of 1996)
says you have a right to get a copy of this form. If you do not understand this form, talk to your legal representative. If you do not have a legal
representative, the Advocate for Injured Workers at the Workers' Compensation Board can help you. Call: 800-580-6665.

To Health Care Provider: A copy of this HIPAA-compliant release allows you to disclose health information. If you send records to the
employer's workers' compensation insurer in response to this release, also mail copies to the Claimant's legal representative. (If no legal
representative is listed below, send copies to the Claimant.) Health care providers who release records must follow New York state law and
HIPAA.

This release is:
Voluntary. Your health care provider(s) must give you the same care,
payment terms, and benefits, whether you sign this form or not.
Limited. It gives your health care provider(s) permission to release only
those health records that are related to the previous illness/condition you
describe below.
Temporary. It ends when your current claim for compensation is established
or disallowed and all appeals are exhausted.
Revocable. You can cancel this release at any time. To cancel, send a letter
to the health care provider(s) listed on this form. Also, send a copy of your
letter to your employer's workers' compensation insurer and the Workers'
Compensation Board. Note: You may not cancel this release with respect to
medical records already provided.

    For records only. It gives your health care provider(s) listed on this form
permission to send copies of your health care records to your employer's
workers' compensation insurer.

This form does NOT allow your health care provider(s)
to release the following types of information:

 HIV-related information

 Psychotherapy notes

 Alcohol/Drug treatment

Mental Health treatment (unless you check below)

Verbal information (your health care providers may
not discuss your health care information with anyone)

 Any medical records released will become part of your workers' compensation file and are confidential under the Workers' Compensation Law.
A.  YOUR INFORMATION (Claimant)
      1. Name:__________________________________________________________________ 2. Social Security Number:______-_____-______
      3. Mailing Address: _________________________________________________________________________________________________
      4. Date of Birth: ______/______/______    5. Date of the current injury/illness: ______/_______/_______
      6. Current injury/illness, including all body parts injured:_____________________________________________________________________
           ______________________________________________________________________________________________________________
      7.  Your legal representative's name and address (if any):___________________________________________________________________
            ______________________________________________________________________________________________________________
            Check here if you allow your health care provider(s) to release mental health care information.

B.  YOUR HEALTH CARE PROVIDER(S) (List all health care providers who treated you for a previous injury to the same body part or similar
illness.  If more than 2 providers attach their contact information to this form.)

     1.  Provider:__________________________________________________________________ 2. Phone Number: (______)_______________
      3.  Mailing Address: _________________________________________________________________________________________________
      4.  Other provider (if any):_______________________________________________________ 5. Phone Number: (______)_______________
      6.  Mailing Address:_________________________________________________________________________________________________
C.  READ AND SIGN BELOW.  I hereby request that the health care provider(s) listed above give my employer's workers' compensation

insurer copies of all health records related to any previous injury/illness, to all body parts, described above.

           ____________________________________________________________________________________________________________

             If the claimant is unable to sign, the person signing on his/her behalf must fill out and sign below:

           ______________________________________________________________________________________________________________

Claimant's signature (ink only -- use blue ballpoint pen, if possible.)                                                                                  Date

Your name                                   Relationship to Claimant                    Signature (ink only -- use blue ballpoint pen, if possible.)             Date

Versión en español al reverso de la forma.



   www.wcb.ny.govC-3.3 (12-09)

WCB Case No. (if you know it) (Número de caso WCB [si lo sabe])

 Divulgación limitada de información sobre la salud
(HIPAA)

 Estado de NuevaYork - Junta de Compensación Obrera (WCB)
C-3.3

Al reclamante:  Si usted recibió tratamiento por una lesión anterior en la misma parte del cuerpo o por una enfermedad similar a la que motiva
ahora su reclamación, complete este formulario. Este formulario les permite a los proveedores de salud que usted señala a continuación divulgar
a la compañía de seguros de compensación obrera de su empleador la información sobre su salud relacionada con su lesión/enfermedad
anterior. La Ley federal HIPAA (Ley de portabilidad y responsabilidad del seguro de salud de 1996) establece que usted tiene derecho a recibir
una copia de este formulario. Si no comprende este formulario, hable con su representante legal. Si no tiene un representante legal, el
Representante de los obreros lesionados de la Junta de Compensación Obrera puede ayudarlo. Llame al 800-580-6665.
Al proveedor de salud: Una copia de esta divulgación, redactada según lo que establece la ley HIPAA, le permite divulgar información sobre la
salud. Si envía los registros al asegurador de compensación obrera del empleador en respuesta a la presente divulgación, también debe enviar
por correo copias al representante legal del reclamante. (Si a continuación no se especifica un representante legal, envíe las copias al
reclamante). Los proveedores de salud que divulgan los registros deben cumplir con las leyes del estado de Nueva York y la HIPAA.

Esta divulgación es:
Voluntaria. Su(s) proveedor(es) de salud deben otorgarle la misma
atención, condiciones de pago y beneficios, independientemente de que
usted firme este formulario o no.
Limitada. Le otorga a su(s) proveedor(es) de salud permiso para divulgar
únicamente los registros médicos que se relacionen con la enfermedad/
afección anterior que usted describe a continuación.
Temporal. Termina cuando se otorgue o desestime su actual reclamación
de compensación y se hayan agotado todas las apelaciones.
Revocable. Usted puede cancelar esta divulgación en cualquier momento.
Para hacerlo, envíe una carta al (a los) proveedor(es) de salud que se
indican en este formulario. Además, envíe una copia de su carta a la
compañía de seguros de compensación obrera de su empleador y a la Junta
de Compensación Obrera. Nota: No podrá cancelar esta divulgación en lo
que se refiere a registros médicos que ya se hayan provisto.

    Solamente para registros. Le otorga a su(s) proveedor(es) de salud que se
indica(n) en este formulario permiso para enviar copias de sus registros de
salud a la compañía de seguros de compensación obrera de su empleador.

Este formulario NO autoriza a su(s) proveedor(es) de
salud a divulgar los siguientes tipos de información:

 Información relacionada con el VIH

 Notas de terapia psicológica

 Tratamientos por abuso de alcohol o drogas

Tratamiento de salud mental (a menos que usted lo
indique a continuación)

Información verbal (sus doctores no pueden hablar
con nadie sobre su información de salud)

Los registros médicos divulgados se incorporarán a su expediente de compensación obrera y son confidenciales conforme a la
Ley de compensación obrera.

A.  YOUR INFORMATION (Claimant)   INFORMACIÓN PERSONAL (Reclamante)
      1. Name (Nombre)                                                           2. Social Security Number (Número de seguro social)
      3. Mailing Address (Dirección postal)
      4. Date of Birth (Fecha de nacimiento)                            5. Date of the current injury/illness (Fecha de la lesión/enfermedad actual)
      6. Current injury/illness, including all body parts injured (Descripción de la lesión/enfermedad actual, incluyendo todas las partes del
          cuerpo lesionadas)
      7.  Your legal representative's name and address (if any)  (Nombre y dirección de su representante legal [si corresponde])
          Check here if you allow your health provider(s) to release mental health care information.  (Marque aquí si autoriza a su(s) proveedor(es) de
          salud a divulgar información sobre tratamientos de salud mental.)
B.  YOUR HEALTH CARE PROVIDERS (List all health care providers who treated you for a previous injury to the same body part or similar

illness.  If more than 2 providers, attach their contact information to this form.
       SU(S) PROVEEDOR(ES) DE SALUD (Enumere todos los proveedores de salud que le han tratado por lesiones previas a las mismas

areas del cuerpo ó por enfermedades semejantes.Si son más de 2 proveedores, adjunte su información de contacto a este formulario.)
      1.  Provider (Proveedor de salud)                      2. Phone Number (No de teléfono)
      3.  Mailing Address (Dirección postal)
      4.  Other provider (if any) (Otro proveedor [si corresponde])          5. Phone Number (No de teléfono)
      6.  Mailing Adress (Dirección postal)
C. READ AND SIGN BELOW  I hereby request that the health care provider(s) listed above give my employer's workers' compensation

insurer copies of all health records related to any previous injury/illness, to all body parts, described above.  LEA Y FIRME A
CONTINUACIÓN.  Por la presente solicito que los proveedores de salud aquí enumerados le provean al asegurador de compensación
obrera de mi patrono copias de todos los records médicos relacionados a cualquier lesión/enfermedad aquí enumeradas.

      If the claimant is unable to sign, the person signing on his/her behalf must fill out and sign below:  (Si el reclamante no puede firmar, la
persona que firme el formulario en su nombre y representación debe llenar y firmar a continuación)

Claimant's signature (Firma del reclamante ) use solo tinta - preferiblemente azul                                                Date (Fecha)

Your name (Su nombre)        Relationship to Claimant (Relación con el reclamante)                   Signature(Firma)                   Date(Fecha)

CONTESTA LAS SIGUIENTES PREGUNTAS, EN INGLÉS SI ES POSIBLE, EN LOS ESPACIOS PROVISTOS Y FIRMA
AL FRENTE DE LA FORMA.

 xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx

 xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
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Instructions for Completing Form C-3, “Employee Claim” 
  

Please complete this form and send it to the Workers' Compensation Board centralized mailing address listed at the bottom
of these instructions. If you need additional help in completing this form, contact the Workers' Compensation Board at 
1-877-632-4996. You may also fill this form out online at: http://www.wcb.ny.gov/ 
  

If you do not have or know your Workers' Compensation Board Case Number, please leave this field blank. It is not 
required to process your claim. Remember to enter your name and the date of your injury/illness on the top of page 
two.  

Section A  - Your Information (Employee): 
Item 1: Enter your full name, including first name, middle initial, and last name. 
Item 2: Enter your date of birth in month/day/year format. Include the four digit year. 
Item 3: Enter your mailing address, including P.O. Box, if applicable, city or town, state, and Zip code. 
Item 4: Enter your Social Security Number. This is very important to help service your claim faster. 
Item 5: Indicate the primary contact phone number, including area code. This may include a cell phone number. 
Item 6: Indicate your gender (Male or Female). 
Item 7: Board hearings are conducted in English.  If you will need a translator to understand the proceeding, the Board will  
             provide one.  Check Yes and indicate the language needed. 
  

Section B  - Your Employer(s): 
Item 1: Indicate the employer you were working for at the time you were injured or became ill. 
Item 2: Enter the phone number for this employer, either a primary contact number or the number for your supervisor. 
Item 3: Enter the employer's address, including P.O. Box, if applicable, city or town, state, and Zip code. 
Item 4: Indicate the date you were hired by this employer. 
Item 5: Enter your direct supervisor's name, whom you report to on a regular basis. 
Item 6: If you have more than one job, please indicate the names and addresses of all other employers you work for besides 

the one you were injured at. Please attach a separate sheet if you need more room. 
Item 7: Check Yes if you lost time from any of your other jobs as a result of your injury or illness; otherwise, check No. 
  

Section C  - Your Job on the Date of the Injury or Illness: 
Item 1: Indicate your current job title or job description (e.g., warehouse worker). 
Item 2: Indicate your typical work activities for this job (e.g., keeping inventory, unloading trucks, etc.). 
Item 3: Check the type of job you had. 
Item 4: Enter your gross pay (before taxes) per pay period. 
Item 5: Indicate how often you received a paycheck (weekly, bi-weekly, etc.). 
Item 6: Indicate if you received any tips or lodging in addition to your regular pay. If you did, describe them. 
  

Section D  - Your Injury or Illness: 
Item 1: Enter the date when you were injured or the first date you noticed you became ill. Enter the date in month/day/year 
 format. Include the four digit year. If this is an illness or occupational disease, then skip item 2. 
Item 2: Enter the time when the injury occurred. Check whether it was AM or PM. 
Item 3: Indicate the location where the injury/illness occurred, including the address of the building and the physical 

location in the building where the injury/illness happened. 
Item 4: Check whether this was your normal work location. If it was not, explain why you were at this location. 
Item 5: Describe in detail what you were doing at the time of the injury/illness (e.g., unloading boxes from a truck by hand). 

This explains the events leading up to the injury. 
Item 6: Describe in detail how the injury/illness occurred (e.g., I was lifting a heavy box off a truck). This should include all 

people and events involved in the injury/illness. 
Item 7: Indicate fully the nature and extent of your injury/illness, including all body parts injured. Be as specific as possible. 

(e.g., I strained my back trying to lift a heavy box. It hurts to bend over or hold even lighter objects now.) 
Item 8: Indicate if some object was involved in the accident OTHER THAN a licensed motor vehicle. Other objects may 

include a tool (e.g., hammer), a chemical (e.g., acid), machinery (e.g., forklift or drill press), etc. 
Item 9: Indicate if a licensed motor vehicle was involved in the accident. If so, check if the motor vehicle involved was 
  yours, your employer's, or a third party's. Include the license plate number (if known). If your vehicle was involved,  
 fill out the name and address of your automobile liability insurance carrier. 
Item 10: Check if you gave your employer or supervisor notice of your injury or illness. If so, indicate who you gave notice  
    to as well as if it was orally or in writing. Include the date you gave notice. 
Item 11: Check if anyone else saw the injury happen. If anyone did see it, include their name(s). 
  

Section E  - Return to Work: 
Item 1: If you stopped working as a result of your work-related injury/illness, check Yes and indicate on what date you 

stopped working. If you have not stopped working, check No and skip to the next section.



Section E  - Return to Work (cont): 
Item 2: If you have since returned to work, check Yes. Also indicate on what date you started working again, as well as if you 

have returned to your Normal Duties or if you are on Limited or Restricted Duty. (If you have not returned to your full 
pre-injury or illness work duties, then you are on Limited Duty.) 

Item 3: If you have returned to work, indicate who you are working for now. 
Item 4: Enter your gross pay (before tax pay) per pay period for the job you are working at now. Indicate how often you are 

receiving a paycheck (weekly, bi-weekly, etc.). 
  

Section F  - Medical Treatment for This Injury or Illness: 
Item 1: If you did not receive medical treatment for this injury/illness, check None Received and skip to item 5. Otherwise, 

enter the date you first received treatment for this injury/illness and complete the rest of this section. 
Item 2: Check if you were first treated on the job for this injury or illness. 
Item 3: Check the location where you first received off site medical treatment for your injury or illness. Include the name and  

address of the facility as well as the phone number (including area code). 
Item 4: If you are still receiving ongoing treatment for the same injury or illness, check Yes and indicate the name and 

address of the doctor(s) providing treatment as well as the phone number (including area code); otherwise check No.  
Item 5: If you believe you already had an injury to the same body part or a similar illness, check Yes and indicate if you were 

treated by a doctor for this injury or illness. If you were treated by a doctor, indicate the name(s) and address(es) of the 
doctor(s) whom provided care and complete and file Form C-3.3 together with this form. 

Item 6: If you had a previous injury or illness, check if your previous injury or illness was work-related. If Yes, check if 
the injury or illness happened while working for your current employer. 
  

Sign Form C-3 in the place provided for "Employee's Signature on page 2, print your name, and enter the date you signed the 
form. If a third-party is signing on behalf of the employee, that person should sign on the second signature line.  If you have 
legal representation, your representative must complete and sign the attorney/representative's certification section on the 
bottom of page 2. 
  

What Every Worker Should Do in Case of On-The-Job Injury or Occupational Disease: 
  

1. Immediately tell your employer or supervisor when, where and how you were injured. 
2. Secure medical care immediately. 
3. Tell your doctor to file medical reports with the Board and with your employer or its insurance carrier. 
4. Make out this claim for compensation and send it to the Workers' Compensation Board centralized mailing address.  Failure to file 

within two years after the date of injury may result in your claim being denied. If you need help in completing this form, contact the
Workers' Compensation Board at 1-877-632-4996. 

5. Go to all hearings when notified to appear. 
6. Go back to work as soon as you are able; compensation is never as high as your wage. 
  

Your Rights: 
  

1. Generally, you are entitled to be treated by a doctor of your choice, provided he/she is authorized by the Board. If your employer is 
involved in a preferred provider organization (PPO) arrangement, you must obtain initial treatment from the preferred provider 
organization which has been designated to provide health care services for workers' compensation injuries. 

2. DO NOT pay your doctor or hospital. Their bills will be paid by the insurance carrier if your case is not disputed. If your case is 
disputed,  
the doctor or hospital must wait for payment until the Board decides your case. In the event you fail to prosecute your case or the 
Board decides against you, you will have to pay the doctor or hospital. 

3. You are also entitled to be reimbursed for drugs, crutches, or any apparatus properly prescribed by your doctor and for carfares or other 
necessary expenses going to and from your doctor's office or the hospital. (Get receipts for such expenses.) 

4. You are entitled to compensation if your injury keeps you from work for more than seven days, compels you to work at lower wages, 
or results in permanent disability to any part of your body. 

5. Compensation is payable directly and without waiting for an award, except when the claim is disputed. 
6. Injured workers or dependents of deceased workers may represent themselves in matters before the Board or may retain an attorney or 

licensed representative to represent them. If an attorney or licensed representative is retained, his/her fee for legal services will be 
reviewed by the Board and if approved will be paid by the employer or insurance company out of any compensation benefits due. 
Injured workers or dependents of deceased workers should not directly pay anything to the attorney or licensed representative 
representing them in a compensation case. 

7. If you need help returning to work, or with family or financial problems because of your injury, contact the Workers' Compensation 
Board office nearest you and ask for a rehabilitation counselor or social worker. 

  
This form should be filed by sending directly to the address listed below:

 
                                                 New York State Workers' Compensation Board 
                                                                         Centralized Mailing 
                                                                               PO Box 5205
                                                                  Binghamton, NY 13902-5205
 
                                                      Customer Service Toll-Free Number: 877-632-4996 
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P.O. BOX 881716 • SAN FRANCISCO CA 94188 • TOLL FREE: (800) 661-6029 • FAX: (415) 675-5469 

 
Per 12 NYCRR 300.26, beginning July 1, 2021, recovering workers have the right to have workers’ compensation 
benefit checks and/or proceeds from a settlement agreement directly deposited into a bank account of their choosing.  
 
Included is the Direct Deposit Authorization Form (DD-1) with additional information and instruction.  
 
Upon notice of a work related injury, please provide the two page form to the recovering worker for his/her 
consideration.  
 
If you or the recovering worker have questions, please contact our Customer Care Center at 888-495-8949. 
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STATE OF NEW YORK 
WORKERS' COMPENSATION BOARD 

 
DIRECT DEPOSIT AUTHORIZATION FORM 

Directions: To begin, change, or cancel the transmittal of workers' compensation benefit checks and/or proceeds from a 
settlement agreement pursuant to WCL § 32 (hereinafter settlement proceeds) directly to a financial institution, fill out this 
form and submit the form to: 

 
Berkshire Hathaway Homestate Companies 
PO Box 881716 Or Fax to (415) 675-5469 
San Francisco, CA 94188 

 

CLAIMANT'S RIGHTS TO DIRECT DEPOSIT 
 

 This form is optional, but you have the right to receive your workers' compensation indemnity benefits or death 
benefits in the form of direct deposit. You also have the right to receive your workers' compensation indemnity 
benefits or death benefits by paper check in the mail. 

 
 You have the right to cancel the direct deposit at any time by checking the appropriate box on this form and 

forwarding the completed form to Berkshire Hathaway Homestate Companies. The request will be 
implemented within forty-five days of receipt of notice, and thereafter payment of benefits will be sent by paper 
check. 

 
 Beginning July 1, 2021, you have the right to have such payments deposited into at least two bank accounts at 

your request, either as a percentage of the total benefit or a fixed dollar amount for each deposit. Berkshire 
Hathaway Homestate Companies may require a minimum amount of up to $20 into each bank account. 

 

AUTHORIZATIONS & UNDERSTANDINGS 
 

 I authorize Berkshire Hathaway Homestate Companies to directly deposit my workers' compensation 
indemnity benefits or death benefits into the specified bank account(s). 
 

 I authorize Berkshire Hathaway Homestate Companies to debit the account to recover any credits deposited in 
error. Berkshire Hathaway Homestate Companies may recover credits deposited in error by any lawful means. 
IMPORTANT: This consent does not authorize Berkshire Hathaway Homestate Companies to recover alleged 
over payments of established and awarded benefits. 
 

 I understand that any change in my employment status may affect my right to receive benefits. 
 

 I understand that any false statement or failure to disclose a material fact to obtain or increase my benefits may 
result in criminal prosecution, disqualification from benefits, and repayment of any funds deposited to my 
account. 
 

 I understand that the failure to notify Berkshire Hathaway Homestate Companies of any change in financial 
institution or account may delay receipt of my benefits or settlement proceeds. 
 

 I understand that to change or cancel the direct deposit for my workers' compensation indemnity benefits or 
death benefits, I need to submit this form to Berkshire Hathaway Homestate Companies. 
 

 I understand that I have an obligation to immediately notify Berkshire Hathaway Homestate Companies if I am no 
longer entitled to such payments, or of changes in circumstances which affect my entitlement to such payment. 
 

 I understand that Berkshire Hathaway Homestate Companies may require me to certify annually that I continue to 
elect the receipt of such benefits by direct deposit, and that if I fail to do so, Berkshire Hathaway Homestate 
Companies may discontinue direct deposit and thereafter provide benefits by paper check. 

http://www.wcb.ny.gov/
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DIRECT DEPOSIT AUTHORIZATION FORM 
Do not send to the Workers' Compensation Board. 

 
         NEW ENROLLMENT  CHANGE  CANCEL 
  SECTION 1 (TO BE COMPLETED BY CLAIMANT) 

Depositor/Claimant's Name (last, first): WCB Claim Number: 

Phone Number (including area code): E-mail Address: 

Address: 

DEPOSITOR/CLAIMANT/JOINT ACCOUNT HOLDER CERTIFICATION 
I certify that I am entitled to receive the underlying compensation payments or death benefits and circumstances 
entitling me to benefits or death benefits have not changed. I understand that Berkshire Hathaway Homestate 
Companies may request an annual certification of continued entitlement to such payments or benefits and that such 
certification must be provided within sixty days to continue payments by direct deposit. 
Depositor/Claimant Certification Signature Date 

Joint Account Holder Certification Signature Date 

SECTION 2  
Please check with your financial institution to complete the requested information in this section. Direct deposit is only 
available if your financial institution is part of the New York State Automated Clearinghouse. In addition, the depositor's 
name MUST appear on the account. 
 
Name of Financial Institution: Account Type: 

 
Checking Savings 

Amount or Percentage to be deposited: 

Depositor's Account Number (EFT Format): Routing Number: 

 
Name of Second Financial Institution: Account Type: 

Checking Savings 
Amount or Percentage to be deposited: 

Depositor's Account Number (EFT Format): Routing Number: 
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Authorization for the Release of Information
Autorización Para La Liberación De Información

Claim Number/Número de Reclamo	 Date of Injury / Fecha de la Lesión

Employee/Empleado	 Date of Birth / Fecha de Nacimiento

I hereby authorize the divisions of Berkshire Hathaway Homestate Companies, their representative or bearer, to review, inspect, 

copy, and/or photograph any and all of the following documents:

Por este medio autorizo las divisiónes de Berkshire Hathaway Homestate Companies, su representante o portador, a revisar, 

inspeccionar, copiar, y/o fotografiar cualquier y todo de los siguientes documentos:

1	 Any and all medical records, including but not limited to office and hospital records, laboratory results, diagnostic reports 

and films, psychiatric records, medical correspondences, doctor’s and nurse’s notes, and medical histories relevant to my 

workers’ compensation claim. I also hereby give permission to Berkshire Hathaway Homestate Company representatives to 

contact the attending physicians involved in the treatment of all related conditions.

Cualquier y todo expediente médico, incluyendo pero no limitado, a los expedientes de la oficina y hospitales, resultados 

de laboratorios y filminas, expedientes psiquiátricos, correspondencia médica, notas de los doctores y enfermeros(as), e 

historiales médicos relevantes a mi reclamo de compensación de trabajadores. También, por este medio le doy permiso a 

los representantes de Berkshire Hathaway Homestate Company para comunicarse con el médico tratante envuelto en el 

tratamiento de todas las condiciones relacionadas.

2	 All employment and human resource information including but not limited to: hiring and employment records, payroll 

and income statements, documentation related to this or any other relevant injury and any other information pertinent to 

providing benefits and services necessary for the completion of this claim.

Toda información del empleo y de recursos humanos, incluyendo pero no limitado a: expedientes de contratación y empleo, 

declaraciones de nómina e ingresos, documentación relacionada a esta o cualquier otra lesión relevante, y cualquier otra 

información pertinente que provea los beneficios y servicios necesarios para completar este reclamo.

The released information is required for the following reasons:

La información liberada es requerida por las siguientes razones:

1	 To provide for adequate preparation, investigation, evaluation, review, and discovery of a claim for workers compensation 

benefits. Specifically, to determine the causation and the nature and extent of any possible pre-existing, concurrent or 

aggravating medical conditions with potential medical, legal, or factual implications in the this work-related injury or 

injuries.

Para proporcionar una preparación, investigación, evaluación, revisión, y descubrimiento adecuado del reclamo de 

beneficios de compensación de trabajadores. Específicamente, para determinar la causa y la naturaleza y extensión de 

cualquier posible condición médica pre-existente, concurrente o agravante con potencial médico, legal, o implicaciones 

fácticas en esta lesión o lesiones relacionadas al trabajo.

2	 To provide the treating physician, consultant or evaluator with medical information necessary to provide you with the best 

possible medical care and medical advice.

Para proporcionar al médico tratante, consultor, o evaluador con la información médica necesaria para proporcionarle el 

mejor cuidado médico posible y consejería médica.
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Authorization for the Release of Information
Autorización Para La Liberación De Información

3	 To facilitate recovery of all benefits paid toward your workers’ compensation claim from any third party responsible for this 

injury.

Para facilitar la recuperación de todos los beneficios pagados por su reclamo de compensación de trabajadores de 

cualquier tercer parte responsable de esta lesión.

4	 To ensure that you are accurately compensated for any amount of lost wages, time or resources while undergoing 

evaluation, treatment and recovery for this injury.

Para asegurar que usted se encuentra compensado correctamente por cualquier cantidad de salarios, tiempo, o recursos 

perdidos mientras se somete a la evaluación, tratamiento, y recuperación de esta lesión.

5	 To obtain any information necessary to appropriately determine further actions as a result of the injury or condition and to 

prevent further issues for you and other employees.

Para obtener cualquier información necesaria para determinar apropiadamente acciones adicionales como resultado de la 

lesión o condición, y para prevenir problemas adicionales para usted y otros empleados.

6	 This consent and authorization is effective immediately, and is subject to revocation by the undersigned at any time except 

to the extent that action has been taken in reliance hereon, and if not earlier revoked, it shall terminate on conclusion of the 

claim without express revocation.

Este consentimiento y autorización es efectivo inmediatamente, y está sujeto a la revocación del abajo firmante en 

cualquier momento excepto a la extensión en que se hayan tomado acciones en dependencia con esto de aquí en adelante, 

y si no es revocado anteriormente, terminará con la conclusión del reclamo si no se presenta una revocación expresa.

A copy or fax is as valid as the original.

Una copia o fax es tan válida como el original.

Names, Addresses, and Phone Numbers of Providers/Nombres, direcciones, y números de teléfonos de los proveedores

I have read this authorization and fully understand its entire contents. I have asked questions about anything that 
was not clear to me and I am satisfied with the answers I have received. I understand that I have a right to receive a 
copy of this authorization upon my request.

He leído esta autorización y entendido completamente su contenido en su totalidad. He hecho preguntas sobre 
todo lo que no estaba claro para mí y estoy satisfecho con las contestaciones que he recibido. Yo entiendo que 
tengo derecho a recibir una copia de esta autorización una vez lo solicite.

Signature/Firma	 Date/Fecha
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Medical History Request

Employee Name	 Date of Injury

Employer Name	 Completion Date

Please complete this form by providing your medical history for the past 5 years. This will help ensure that we are able to provide 

all of your medical records to your current treating physician for you to receive the proper care for your work injury.

Thank you for your cooperation.

Past Injuries, Disabilities, or Other Medical Conditions

Hospitalizations

Hospital Name & Address Phone Date(s) Adimitted

Treating Physicians or Groups

Doctor or Group Name, Address Phone
Dates of 
Treatment
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Employee Accident Report
This for should be filled out by the injured employee.

Name	 Employer Name

Date of Accident Time of accident Time you began work on day of accident

Address of Accident	 City, State	 Zip	 Offsite? (Y/N)

How did the injury occur? What job duties were you performing? Please describe in your own words.

What part(s) of your body was injured (indicating right and/or left)?

Have you sought any medical treatment for these injuries? If so, specify where and when.

Have you ever injured this part of your body before (yes or no)? If so, please describe how and when the previous injury(s) occurred.

What witnesses were present when the accident occurred? Please provide names if applicable.

Who did you report the injury to? When was the injury reported? Please provide name(s) and job title(s).

What did you do after the accident occurred?

The above form is true and correct.

Signature	 Date Completed
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Informe De Accidente Del Empleado
A ser completado por el trabajador lesionado.

Nombre del empleado	 Nombre del empleador

Fecha del accidente Hora del accidente Hora en que usted empezó a trabajar el día del accidente

Ubicación del accidente (especifique si es una dirección fuera del sitio)

¿Cómo ocurrió la lesión? ¿Qué deberes del trabajo estaba desempeñando? Por favor, describa en sus propias palabras.

¿Qué parte(s) de su cuerpo resultó(aron) lesionada(s) (indicando derecha y/o izquierda)?

¿Ha buscado algún tratamiento médico para estas lesiones? Si es así, especifique dónde y cuándo.

¿Se ha lesionado anteriormente alguna vez esta parte de su cuerpo (sí o no)? Si es así, por favor, describa cómo y dónde ocurrió(eron) la(s) 
lesión(es) anterior(es).

¿Qué testigos estuvieron presentes cuando ocurrió el accidente? Por favor, proporcione nombres si es aplicable.

¿A quién informó la lesión? ¿Cuándo fue informada la lesión? Por favor, proporcione nombre(s) y puesto(s).

¿Qué hizo después de ocurrido el accidente?

El informe anterior es verdadero y correcto.

Firma	 Fecha En Que Se Completó El Formulario
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Supervisor’s Report of  
Employment Accident

Employee Name	 Employer Name

Date of Accident Time of accident Time you began work on day of accident

Did the employee report the accident immediately?

Address of Accident	 City, State	 Zip	 Offsite? (Y/N)

How did the injury occur? What job duties were you performing?

What part(s) of the employee’s body were reported as injured?

Has the employee sought any medical treatment for these injuries? If so, specify where and when.

What witnesses were present when the accident occurred (including self)?

Do you have any reason to question the legitimacy of the accident? If so, please explain:
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Supervisor’s Report of Employment Accident

Indicate working conditions present that led to accident (please check all that apply)

Unused/unavailable lifting equipment

Unused/unavailable PPE (gloves, 
hardhat, goggles, etc.)

Unused/unavailable sharps container

Unguarded or improperly guarded 
equipment

Electrical exposure

Obstructed view

Lack of training

Wet/slippery floor

Poor housekeeping

Interaction with co-worker

Interaction with patient or resident

Interaction with customer

Chemical exposure

Motor vehicle accident

Other:

What changes could be made to eliminate or reduce the hazard(s) identified above?

The above form is true and correct.

Prepared by	 Signature	 Date Completed
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Informe Del Supervisor De 
Accidente De Empleado

Nombre del empleado	 Nombre del empleador

Fecha del accidente Hora del accidente Fecha en que se informó el accidente

¿Informó el empleado el accidente inmediatamente?

Ubicación del accidente (especifique si es una dirección fuera del sitio)

¿Cómo ocurrió la lesión? ¿Qué deberes del trabajo estaba desempeñando el empleado?

¿Qué parte(s) del cuerpo del empleado se informaron como lesionadas?

¿Ha buscado el empleado algún tratamiento médico para estas lesiones? Si es así, especifique dónde y cuándo.

¿Qué testigos estuvieron presentes cuando ocurrió el accidente (incluyendo él mismo)?

¿Tiene usted alguna razón para dudar de la legitimidad del accidente? Si es así, por favor, explique:
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Informe Del Supervisor De Accidente De Empleado

Indique las condiciones de trabajo presentes que conllevaron al accidente (por favor, marque todas las que apliquen).

Equipo para levantar no usado/no 
disponible

PPE (guantes, casco, gafas, etc.) no 
usado/no disponible

Contenedor de objetos punzantes no 
usado/no disponible

Equipo no resguardado o 
incorrectamente resguardado

Exposición eléctrica

Vista obstruida

Falta de capacitación

Herramientas o equipo defectuosos

Piso mojado/resbaloso

Mala limpieza

Interacción con compañero de trabajo

Interacción con paciente o residente

Interacción con cliente

Exposición a producto químico

Accidente de vehículo motorizado

Other:

¿Qué cambios se pueden realizar para eliminar o reducir el(los) peligro(s) identificado(s) anteriormente?

El informe anterior es verdadero y correcto.

Elaborado por	 Puesto	 Fecha de elaboración:
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Witness’ Report/Statement 
of Employee Accident

Employee Name

Witness’ Name 	 Witness’ Phone Number

Witness’ Address	 City, State	 Zip	 Offsite? (Y/N)

Date of Accident Time of accident Time you began work on day of accident

Address of Accident	 City, State	 Zip	 Offsite? (Y/N)

Did you witness the above-reported accident? If so, how did the injury occur? What job duties was the employee performing?

What part(s) of the employee’s body were injured? Describe the type of injury (strain, bruise, etc.)

What did the injured employee say at the time of injury? Did the injured employee complain of pain at the time of injury? If they complained of 
pain, please specify the body part(s).

What did the employee do after the accident occurred?

Were any other witnesses present at the time of the accident? If so, please list them below.

The above form is true and correct.

Witness’ Signature	 Date Completed
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Workers’ Compensation Temporary Prescription ID Card 
 

 To the Injured Worker: 

On your first visit, please give this notice to any 

pharmacy listed on the back side to speed the processing 

of your approved workers’ compensation prescriptions. 

Questions or need assistance locating a participating retail 

network pharmacy? Call the Express Scripts Patient Care 

Contact Center at 800.945.5951. 

Atención Trabajador Lesionado: 

En su primera visita, por favor entregue esta notificación a 

cualquier farmacia enumerada al reverso para acelerar el 

procesamiento de sus recetas aprobadas de compensación 

para trabajadores (según las pautas establecidas por su 

empleador). 

Si tiene cualquier duda o necesita ayuda para localizar una 

farmacia de venta al por menor participante de la red, por 

favor llame al Centro de Contacto para Atención a Clientes 

de Express Scripts, al 800.945.5951. 

 

 

 To the Pharmacist: 

Express Scripts administers this workers’ compensation 
prescription program. Please follow the steps below to 
submit a claim. Standard first fill shall not exceed a 14-day 
supply or a cost of $150. This form is valid for up to 30 days 
from date of injury (DOI). Limitations may vary. For 
assistance, call Express Scripts at 888.786.9640. 

Pharmacy Processing Steps 

Step 1: Enter BIN number 003858 

Step 2: Enter processor control WC 

Step 3: Enter the group number as it appears above 

Step 4: Enter the injured worker’s nine-digit ID number 

Step 5: Enter the injured worker’s first and last name 

Step 6: Enter the injured worker’s date of injury 
 
 
 
 
             
 

 

 

 

 

 

Thank you for using a participating retail network 

pharmacy. Even though there is no direct cost to you, it’s 
important that we all do our part to help control the 
rising cost of healthcare.  

Please see other side for a list of participating retail 
network pharmacies. 

 To the Supervisor: Please fill in the 

information requested for the injured worker. 

 

 
Employee Information 

________________ ______ _________________________ 
 First   M   Last  

_______________________________________________ 
Street Address or PO Box 

___________________ __________________ __________ 
 City   State  ZIP  

 

Employer Name  

________________________________________________ 

 

Express Scripts  

ID#: _____________________________________ 

Your SSN is your temporary ID number; present to the pharmacy at the time 

prescription is filled. You will receive a new ID number shortly.  

 

Date of Injury: _______ / _______ / _______  
MM/DD/YYYY 

G3YA 
Group #:  

 

 

Employee Date of Birth: _______ / _______ / _______ 
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A & P 
Acme Pharmacy 
Albertson’s 
Albertson’s/Acme 
Albertson’s/Osco 
Albertson’s/Sav-On 
Amerisource Bergen 
Anchor Pharmacies 
Arrow 
Aurora 
Bartell Drugs 
Bigg’s 
Bi-Lo 
Bi-Mart 
BJ’s Wholesale Club 
Brooks 
Brookshire Brothers 
Brookshire Grocery 
Bruno 
Carrs 
Cash Wise 
Coborn’s 
Costco 
Cub 
CVS 
D&W 
Dahl’s 
Dierbergs 
Discount Drugmart 
Doc’s Drugs 
Dominicks 

 
Drug Emporium 
Drug Fair 
Drug Town 
Drug World 
Eckerd 
Econofoods 
EPIC Pharmacy 

Network 
FamilyMeds 
Farm Fresh 
Farmer Jack 
Food City 
Food Lion 
Fred’s 
Gemmel 
Giant 
Giant Eagle 
Giant Foods 
Hannaford 
Harris Teeter 
H-E-B 
Hi-School Pharmacy 
Hy-Vee 
Jewel/Osco 
Kash n Karry 
Keltsch 
Kerr 
Kmart 
Knight Drugs 
Kroger 
LeaderNet (PSAO) 

 
Longs Drug Store 
Major Value 
Marsh Drugs 
Medic Discount 
Medicap 
Medistat 
Meijer 
Minyard 
NCS HealthCare 
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$1000 REWARD
For information leading to the arrest and conviction of any co-worker, health care 
professional, or the attorney representing a fraudulent workers compensation 
claim to Berkshire Hathaway Homestate Companies (BHHC)*.

In most states, it is a felony to make or cause to be made a knowingly false or 
fraudulent material statement in order to obtain workers compensation benefits. 
BHHC believes that any party engaging in such fraud should be prosecuted to the 
fullest extent of the law, including jail sentences.

Please do your part to help! Putting criminals out of operation benefits all of us, 
including keeping your employer’s premium rates reasonable.

Call our toll-free fraud hotline immediately  
if you have information on a fraudulent claim.

1 (800) 300-JAIL
*Maximum reward of $1,000 per conviction. In the event that more than one individual submits information regarding the same fraudulent claim, 
BHHC will equally divide the reward among those providing information used in obtaining the conviction. BHHC reserves the right to determine 
what information, if any, will be provided to the appropriate law enforcement agency. Criminal prosecutions are the sole responsibility of the 
authorities and may or may not be pursued at their discretion. Any issues regarding the interpretation of this policy shall be resolved by BHHC  
at their sole discretion. Program subject to change or termination without prior notice.
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$1000 RECOMPENSA
Información que lleva al arresto y a la condena de cualquier compañero de 
trabajo, profesional de cuidado medico, o abogado que represente un reclamo 
fraudulento en contra de Berkshire Hathaway Homestate Companies*.

En la mayoría de los estados es un delito grave hacer que haga una declaración 
de material fraudulento para obtener beneficios de Compensación al Trabajador. 
Berkshire Hathaway Homestate Companies cree que cualquier persona que se 
involucre en tal fraude debe ser procesado con todo el rigor de la ley, incluyendo 
SER SENTENCIADO A LA CARCEL.

Ayúdenos de su parte. El poner a estos delincuentes fuera de op eraciones 
nos beneficia a todos, incluso esto ayuda a mantener los réditos bajos de la as 
eguranza de su empleador.

Si usted tiene información sobre un reclamo fraudulento por favor 
llame de inmediato a nuestra LINEA GRATUITA DE FRAUDE.

1 (800) 300-JAIL
*La recompensa máxima es de $1,000 por convicción. En caso de que más de una persona presente informaciones sobre la misma demando 

fraudulenta. BerkshireHathaway dividirá la recompensa por partes iguales entre aquellas persones que aportaron informaciones para obtener 
la convicción. Berkshire Hathaway se reserva el derecho de determinar qué informacion presentará a la agencia judicial correspondiente. El 
proceso de crímenes es la responsibilidad exclusiva de las autoridades, que pueden decidir si el proceso debe entablarse or no. Cualquier 
disputa que pudiera surgir en la interpretación de esta ofreta será resuelta por la propia Compañia de Seguros Berkshire Hathaway. Este 
programa está sujeto a cambios a cancelación sin aviso previo.
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