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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.

Itis 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 iliness 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

G'E‘Msh BHHC has an AM Best Credit Rating of A++ as of February 1, 2023,
A++ Superior! Forthe latest Best Credit Rating, access ambest.com.

Contact Information

Online

bhhcpolicyholder.bhhc.com/
Client/External/Claims

Phone

(800) 661-6029

Fax
(800) 661-6984
E-mail

newclaim@bhhc.com
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Workers Compensation Posting Requirements

1

Form C-105 — Notice of Compliance — Workers
Compensation Law

e Postin one or more conspicuous places at all business locations

e 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 b
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.

» Postin one or more conspicuous places within each company
vehicle

o 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)

AM -
BHHC has an AM Best Credit Rating of A++ as of February 1, 2023. - | i
CBESTY ; y 2 - BHHC NY Claim Kit
++ SU| rior.

For the latest Best Credit Rating, access ambest.com.



STATE OF NEW YORK - WORKERS' COMPENSATION BOARD
ESTADO DE NUEVA YORK - JUNTA DE COMPENSACION OBRERA

NOTICE OF COMPLIANCE
TO EMPLOYEES

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

WORKING.

AVISO DE CUMPLIMIENTO

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

1. By posting this notice and information concerning your rights as 1. Su patrono estd cumpliendo la Ley de Compensacion Obrera

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 an
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.

8. 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 Box 5205
Binghamton, NY 13902-5205

Customer Service Line: 877-632-4996

4. Para el

cuando despliega este comunicado concerniente a sus derechos
como trabajador lesionado.

2. gi usted no notifica a su patrono dentro del término de 30 dias
e

haber sufrido su lesion su reclamacion podria ser
desestimada, por eso notifique inmediatamente,

d 3-Usted tiene derecho a recibir cualquier tratamiento médico

necesario relacionado con su lesion y debe gestionarlo
inmediatamente.

tratamiento de cualquier lesion o enfermedad
relacionada con el trabajo, usted puede escoger cualquier
médico, podiatra, quiropractico 6 psicologo (si es referido por un
médico autorizado) que esté autorizado y acepte pacientes de la
Junta de Compensacion Obrera. Sin embargo, si su patrono
esta autorizado a partic'gar en una organizacion certificada de
roveedores preferidos (PPQO), usted debera obtener tratamiento
nicial para cualquier lesién o enfermedad relacionada con el
trabajo de fa correspondiente entidad. Patronos que participen
en cualquiera de estos programas establecidos por ley estan
oin([;ados a proveer a sus empleados notificacion escrita
explicando sus derechos y obligaciones bajo el programa a que
esté acogido.

5. Usted debera requerir de su Médico que radique copias de los

informes medicos de su caso en la Junta de Compensacion
Obrera y en la compaiiia de seguros de su patrono, que se
indica al final de esta forma.

6. Usted tiene derecho a compensacion si su lesién relacionada

con el trabajo le impide trabajar por mas de siete dias, le obliga
a trabajar a sueldo mas bajo 6 resulta en incapacidad
permanente de cualquier parte de su cuerpo. Usted puede tener
derecho a servicios de rehabilitacidn si necesita ayuda para
regresar al trabajo.

7.No pague a nhingun proveedor médico directamente por

tratamiento de su lesion o enfermedad relacionada con el
trabajo. Ellos deben enviar sus facturas al asegurador de su
ﬁatrono. Si el caso es cuestionado, el proveedor debera esperar

asta que la Junta decida el caso, antes de iniciar gestion de
cobro alguna contra usted. Si usted no tramita su caso 6 la
Junta falla que su lesién o enfermedad no esta relacionada con
el trabajo, usted Fodrla ser responsable del pago de las facturas.
.No es obligatorio el estar representado en ninguno de los
procedimientos de la Junta, pero es un derecho que usted tiene,
el estar representado por abogado 6 por representanie
licenciado si usted asi lo desea. Si es representado, no pague al
abogado 6 al representante licenciado. Cuando la Junta decida
su caso, los honorarios seran determinados por la Junta y
descontados de sus beneficios.

9. Si tiene dificultad en conseguir un formulario de reclamacion o

necesita ayuda para llenarlo 6 tiene dudas scbre cualquier
situacion relacionada con una lesibn o enfermedad
comuniquese con la oficina mas cercana de la Junta.

CHAIR/PRESIDENTE
Workers' Compensation Board

Workers' Compensation benefits, when due, will be paid by (Los beneficios de Compensacién Obrera, cuando debidos, seran pagados por):

Insurance Carrier Name -

Phone- (800) 661-6029 Fax - (415) 675-546

Address - PO BOX 881716, San Francisco, CA 94188

For Insurance Carriors ONLY: Policy NO..........c..ocoveeiveeericriinver s

Policy in FOICE frOM ...........cocveuveeereriinirseiinnnslD i s

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

Warkers® Compensation Board

C-105 (9-1 7) Prescribad of by Chalrman

www.weh.ny.gov
State New York

the employer's place or places of business may resultin a
$250 penalty for each violation,




STATE OF NEW YORK - WORKERS” COMPENSATION BOARD
AHMF TRIZER

NOTICE OF COMPLIANCE
TO EMPLOYEES
IMPORTANT INFORMATION FOR EMPLOYEES WHO ARE

INJURED OR SUFFER AN OCCUPATIONAL DISEASE WHILE
WORKING.

. By posting this notice and information concerning your rights as an

injured worker, your employer is in compliance with the Workers’
Compensation Law.

_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.

~You are entitied to obtain any necessary medical treatment and

should do so immediately.

. 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 concemning further medical care.

. 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.

_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.

. 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.

. 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.

. 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 Box 5205
Binghamton, NY 13902-5202

Statewide Fax/£{E&: 877-533-0337
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ROBERT E. BELOTEN, CHAIR/EE

Workers' Compensation benefits, when due, will be paid by: (35 T4

SRR IR BT A )

Name of emplover (& £ &%)

BRARER. HIFRIESHEERNERBERANEEDLE)

Insurance Carrier Name -
Address - PO Box 881716, San Francisco, CA 94188
Phone - 800-661-6029 Fax - 415-675-5469

For Insurance Carriers ONLY: Policy No.
((REFATREE 2V A]: REEEHS)
Policy in Force from

(tREEEFE M)

_to.
(£)

Name, address and telephone number of licensed insurance carrier, authorized
grop selfisurer or main office of authorized self-insurer (Fh{RE 2T . FINER

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

(& DM T B EFTEN Rl 28 = A R 5 R B
BRI . )

Failure by an employer to post this notice in and about the
employer’s place or places of business may result in a $250

‘Workers' Compensation Board
Prescribed of by Chairman
State New York

C-105C (10-12)

www.weh.ny.gov

penalty for each violation.

(MREERBELAERMTREMERSSD S AEREAE
ERRRRYHTT, MEEMITH RS 250 LITRITIFK. )




STATE OF NEW YORK - WORKERS” COMPENSATION BOARD
TEF - CEAA NG L3I

NOTICE OF COMPLIANCE
TO EMPLOYEES

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

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

. 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.

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

. 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 nights
conceming further medical care.

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

. 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.

- 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.

. 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.

. 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 Box 5205
Binghamton, NY 13902-5202

Statewide Fax/ZAF ¥ A ¥ 3: 877-533-0337
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Workers’ Compensation benefits, when due, will be paid by: (7] 5Fo] |
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Insurance Carrier Name -
Address - PO Box 881716, San Francisco, CA 94188
Phone - 800-661-6029 Fax - 415-675-5469

For Insurance Larmers UNLY. FPolicy No. (E §8{AF A8 295 O2) .

Name of employer (&5 2] o] &)

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

(o] EAME D859 A4 T AYF L 17 F0
3ol = A AX 5 ojof FiTh.
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‘Workers' Compensation Board
C-105K (10'1 2} Prescribad of by Chairman WWW.WEh Ny gov

State New York

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.
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STATE OF NEW YORK - WORKERS” COMPENSATION BOARD
ETA NEW YORK - KOMISYON KONPANSASYON TRAVAYE

NOTICE OF COMPLIANCE
TO EMPLOYEES

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

. 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
conceming 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 Box 5205
Binghamton, NY 13902-5202

Statewide Fax/Faks Eta a: 877-533-0337

AVI KONFOMITE
POU ANPLWAYE YO

ENFOMASYON ENPOTAN POU ANPLWAYE KI PRAN CHOK
OSWA KI GEN MALADI NAN TRAVAY PANDAN Y AP TRAVAY

. Le patwon ou afiche avi sa a ak enfomasyon konsénan dwa

ou kom yon fravaye ki pran chok, li konfome li avek Lwa sou
Konpansasyon Travaye.

. Si ou pa fé patwon ou konnen ou pran yon chok nan 30 jou ki vini

apre dat ou pran chok la, ou ka jwenn refi pou reklamasyon ou,
kidonk fé sa imedyatman.

- Ou gen dwa pou jwenn nenpot tretman medikal ki nesesé, epi ou

ta dwe jwenn tretman medikal la imedyatman.

. Ou ka chwazi nenpot doktée, podyat, kiwoprakté oswa sikolog

sou rekomandasyon yon dokte ki aksepte pasyan Konpansasyon
Travaye Eta New York, epi ki gen otorizasyon Komisyon an. Men,
si patwon ou konséne nan yon oganizasyon founisé swen sante
prefere (PPO) ki sétifye, ou fét pou jwenn tretman yon founisé
swen sante patwon ou chwazi, epitou patwon ou fet pou ba ou yon
deklarasyon alekri sou dwa ou konsénan swen medikal pidevan.

. Ou ta dwe mande dokté ou pou li depoze kopi rapo medikal

konsénan reklamasyon ou nan biwo Komisyon Konpansasyon
Travayé epi nan konpayi asirans patwon ou, ki endike anba fom
saa.

. Ou ka gen dwa pou jwenn avantaj pou tan ou pedi si chok ou pran

nan travay ou anpeche ou fravay pandan plis pase sét (7) jou, si
chok la oblije ou travay pou pi piti salé, oswa si chok la lakoz ou
andikape nét nan nenpdt pati ké ou. Ou ka gen dwa pou jwenn
sevis reyabilitasyon si ou bezwen ed pou retounen travay.

. Ou pa ta dwe peye okenn founisé swen sante direkteman. Yo ta

dwe voye bodwo yo ba konpayi asirans patwon ou. Si gen yon
konfli, founisé swen sante a fét pou rete tann jouk I& Komisyon an
pran yon desizyon anvan li eseye touche peman an nan men ou.
Si ou pa ale nan lajistis pou reklamasyon ou, oswa s Komisyon an
deside chok ou pa asosye avek travay ou, ou ka responsab pou
peye bodwo yo.

. Ou gen dwa pou yon avoka oswa yon reprezantan Ki gen

lisans reprezante ou, men li pa obligatwa. Si ou anboche yon
reprezantan, pa peye li direkteman. Se Komisyon an k ap fikse
nenpot fré pou ou peye. epi y ap retire fré pou peye a nan lajan
dedomajman ou.

. Si ou gen pwoblém pou jwenn yon fom reklamasyon, oswa Si

ou bezwen ed pou ranpli fom nan, oswa si ou gen nenpot lot
kesyon oswa pwoblém konsénan yon chok ou pran nan travay ou,
kontakte nenpot biwo Komisyon Konpansasyon Travaye.

(1Rt € G

ROBERT E. BELOTEN, CHAIR/PREZIDAN

Workers’ Compensation benefits, when due, will be paid by: (Y ap peye avantaj Konpansasyon Travayeé, |& ou dwe resevwa li, selon:)

prensipal asirans ou ki otorize)

Insurance Carrier Name -

Address - PO Box 881716, San Francisco, CA 94188
Phone - 800-661-6029 Fax - 415-675-5469

Nimewo Kontra)

Policy in Force from ...fo
(Kontra Anvige ant) (ak)

Name, address and telephone number of licensed insurance carrier, authorized
grop selfisurer or main office of authorized self-insurer (Non, adres ak nimewo
telefon konpayi asirans ki gen lisans, asirans an gwoup ou ki otorize, oswa biwo

For Insurance Carriers ONLY: Policy No. (Pou Konpayi Asirans yo SELMAN:

Name of employer (Non patwon)

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

(YO FET POU AFICHE AVI SA A AKLE ANDEDAN AK NAN
ZON LOKAL PATWON AN OSWA LOKAL BIZNIS YO)

Failure by an employer to post this notice in and about the
employer’s place or places of business may result in a $250

‘Workers' Compensation Board
Prescribed of by Chairman
State New York

C-105H (10-12)

www.weh ny gov

penalty for each violation.

(Si yon patwon pa afiche avi sa a andedan ak nan zon lokal
patweon an oswa |okal biznis yo sa ka lakéz patwon an peye
yon amann $250 pou chak vyolasyon.)




STATE OF NEW YORK - WORKERS” COMPENSATION BOARD
STATO DI NEW YORK- WORKERS' COMPENSATION BOARD

NOTICE OF COMPLIANCE
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 conceming further medical care.

5. You should tell your doctor to file copies of medical reports conceming
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 Box 5205
Binghamton, NY 13902-5202

Statewide Fax/Linea fax valida su tutto il territorio
dello Stato: 877-533-0337

(=]

o

INFORMATIVA DI CONFORMITA
Al DIPENDENTI
INFORMAZIONI IMPORTANTI PER | DIPENDENTI VITTIME DI
INFORTUNIO O CHE SOFFRONO DI MALATTIA CORRELATA
ALLA PROFESSIONE.

. Esponendo la presente informativa e le informazioni in merto ai Suoi diritti in

quanto lavoratore infortunato, il Suo datore di lavoro agisce conformemente a
quanto stabilito dalla Workers’ Compensation Law.

.- Non notificando l'infortunio al datore di lavoro entro 30 giorni dallo

stesso, la Sua richiesta potrebbe essere respinta. Si consiglia, quindi, di
presentarla in modo tempestivo.

. Lei ha diritto a ricevere qualsiasi tipo di trattamento medico necessario. Si

consiglia, quindi, di provvedere immediatamente a tal proposito.

. Sara possibile nivolgersi, su segnalazione del medico autorizzato, a qualsiasi

medico, podologo, chiropratico o psicologo autorizzato dalla Workers'’
Compensation Board che accetfti di curare pazienti coperti da assicurazione
sul lavoro dello Stato di New York. Tuttavia, nel caso in cui il proprio datore
di lavoro faccia parte di un'organizzazione di prestatori di assistenza
sanitaria convenzionati (PPQ), si dovra ricevere il trattamento iniziale da
parte del membro di tale organizzazione deputato dal Suo datore di lavoro
a fornire assistenza medica. Il Suo datore di lavoro, quindi, Le dovra fornire
dichirazione scritta dei Suoi diritti relativi a cure mediche extra.

Dovrebbe chiedere al Suo medico di inviare le copie dei referti medici
relativi alla Sua richiesta alla Workers’ Compensation Board e alla
compagnia assicurativa del Suo datore di lavoro, che & indicata in calce
al modulo.

. Potrebbe beneficiare di un’'indennita per la perdita di giomate lavorative

qualora l'infortunio non consenta di andare al lavoro per oltre sette giorni,
obblighi a lavorare per una retribuzione minore o comporti una disabilita
permanente a qualsiasi parte del corpo. Potrebbe beneficiare dei servizi di
niabilitazione al fine di agevolarme nel reinserimento lavorativo.

Non dovra sostenere direttamente alcun tipo di spesa medica. Le ricevute
delle spese mediche dovranno essere inviate alla compagnia assicurativa
del Suo datore di lavoro. In caso di controversia, 1l professionista/

struttura sanitaria che La segue dovra attendere la decisione della
Workers’ Compensation Board prima di richiederLe il pagamento delle
spese mediche. Qualora non abbia avviato la pratica o se la Workers'
Compensation Board decida che il suo infortunio non dipenda dalla sua
attivita lavorativa, dovra farsi carico personalmente delle spese mediche.

. Lei ha il diritto di essere rappresentato da un avvocato o da un professionista

munito di licenza, pur se non obbligatoriamente. Nel caso in cui decida di
rivolgersi a un professionisia, non & necessaro pagare direttamente le sue
parcelle. Le tariffe verranno stabilite dalla Workers' Compensation Board e
detratte dal Suo premio.

. Se ha difficolta a procurarsi il modulo di richiesta di indennizzo o necessita

aiuto per compilarlo, se ha altre domande o problemi relativi all'infortunio
sul lavoro, La invitiamo a rivolgersi a una agenzia della Workers’
Compensation Board.

() Rt € G

ROBERT E. BELOTEN, CHAIR/PRESIDENTE

Workers’ Compensation benefits, when due, will be paid by: (L'indennita per infortunio sul lavoro, se dovuta, sara corrisposta da:)

Insurance Carrier Name -
Address - PO Box 881716, San Francisco, CA 94188
Phone - 800-661-6029 Fax - 415-675-5469

For Insurance Carriers ONLY: Policy No.
(SOLO per compagnie assicurative: N. Polizza)

Policy in Force from.
(Polizza in vigore da)

to
(a)

Name, address and telephone number of licensed insurance carrier, authorized grop
selfisurer or main office of authorized self-insurer (Nome, indirizzo e numero di telefono

| Name of employer (Nome del datore di lavoro)

(LA R TR R R ARl Rl iR Rl il il iR il ld Rl R RRHl.S:.)
THIS NOTICE MUST BE POSTED CONSPICUQUSLY IN AND
ABOUT THE EMPLOYER'S PLACE OR PLACES OF BUSINESS.
(LA PRESENTE INFORMATIVA DEVE ESSERE ESPOSTA BENE IN VISTA
PRESSO LA SEDE DEL DATORE DI LAVORO O PRESSO LA SEDE
DELLAZIENDA.

Failure by an employer to post this notice in and about the employer’s place

Workers' Compensation Board
Prescribed of by Chairman
State New York

C-1051 (10-12)

www.web.ny.gov

or places of business may resuilt in a $250 penalty for each violation.

(Nel caso in cui un datore di lavoro non esponga la presente informativa
presso la sua sede 0 presso la sede dell'azienda, incorre in una multa pari
a 250% per ogni viclazione.)




STATE OF NEW YORK - WORKERS” COMPENSATION BOARD
YMNPABMNEHME NO KOMNEHCALWAM PABOTHUKAM, LUTAT HbHO-UOPK

NOTICE OF COMPLIANCE
TO EMPLOYEES

IMPORTANT INFORMATION FOREMPLOYEES 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.

. 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.

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

. 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

conceming further medical care.

You should tell your doctor to file copies of medical reports conceming 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 retuming to work.

7. You should not pay any medical providers directly. They should send their bills
to your employer’s insurance carmier. If there is a dispute, the provider must
wait until the Board makes a decision before it attempts fo 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 Box 5205
Binghamton, NY 13902-5202

Statewide Fax/EQuHbIA perMoHanbHbIi HoMep chakca:
877-533-0337

=

m

=]
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W3BELLEHWE O COEMOOEHUMW YCTAHOBINEHHbIX TPEEOBAHUN
MHOOPMALWA ONA PABOTHHKOB

BAXHAA MHOOPMALIMA ONA PABOTHWMKOB, NONYUMBLUKMX HA MPOW3BOA-
CTBE TPABMbI MMM NPO®ECCHMOHATNBHBIE 3ABONEBAHKA.

. Bo ucnonHenre 3akoHa o Komnencauwax paboTtHukam, pabotogartens paamecTn

ZaHHyt0 MHhopMaLMio 0 Npaeax paboTHUKOR, NONYYMBLLIMX TPAEMBI HA NPOM3BOACTEE.

. B cnyyae nonyueHWA NpOM3BOACTEEHHOW TPABMEl Heobx0aMMO yBENOMUTE 0D 3TOM

pabotogatena B Tedenmne 30 AHeR, B NPOTMBHOM Chydyae nocTpagaeluemy paboTHuky
ByneT OTHA3AHO B BLINMATE KOMMEHC AWM.

. MocTpapaswwii Ha pabouem MecTe paboTHUE MMeeT NpaBo Ha NBYID HeobxoouMyo

MEOULIMHCKYH MOMOLLL, ¥ AomkeH Bea npomeanenws obpaTtuTbeA 3a Hel.

. PaBoTHu, nonyunBLUMiA TP3BMY MNK 3abonesadue Ha pabouysM MeCTe, UMEET NpaBo

oBpaTUTLECA K Bpady NnBoi cneuManiaaLmi no cBoaMy YCMOTPEHWIO, B TOM YMChE,

K OpTOneny, MaHyanbHoMY TEPaneBTy WK NCUXONOory, OKa3bBaOLEMY MEqHLMHCKHE
YCIYTW, MPAHAMAIOLEMY C paspelueHis YNIPABMeHUA No KoMNeHcauuam paborHukam
wrata Hek-opk nauveHToB, HanpaeneHHeX Ynpaenenuwen. OoHako, ecnd pabotogartents
NPUISPHUBAETCA CMUCKA CepTUMLMPOBAHHEIX PEKOMEH0BAHHLIX CNeLUManUCToB U
neyebHbIX yupexaeHui, To, B Nepeyi0 oyepsaik, NoCTPAABLIENY Ha NPOW3BoACTES
paboTHMKy Heobxoaumo oBpaTUTLEA K cneuManucTy, BeiDpalHomMy pabotogatenem. Mpw
3Tom paboTogaTent ofA3aH BLNaTE paboOTHUKY OOKYMEHT, B KoTopoM ByayT wanomeHsl
npaea pabGoTHWEA Ha JansHellee MeuUMHeKoe obcny¥MBaHMe.

. PaBoTHuky, nonyuMBLuemMy NpoM3BoAcTEEHHYIO TpaeMy unu 3abonesakne, cnegyet

npenynpeaqTs CBOEro Nedallerc Bpaqa o HeobxoouMocTH AomkHeIM obpa3om
PErMCTPUPOBATE M XPAHWUTE BCEe MEJMUMHCKWE CMIPABKM M 3aKIIOUEHWR, MOCKOMEKY OHUM
ByayT HeobxoaMMBE! NP Nofade 3aABNEHWA © BLINNATe KOMNEHCaLWM B YnpaeneHve
no KoMneHcalyuAM paGoTHUKaM W BeibpaHHylo paboTofaTenem cTPaxoByio KOMIaHM,
MHPOPMALMA © KOTOPOI NPUBEISHA B HUXHEN UACTU JOKYMeHTA.

. Ecnw B peayniTate nomy4eHHoi Ha paboyem MecTe TpasMbl paboTHUK noTepan

TpyaocnocobHOCTE Ha ceMb Hel U Donee, BoHyKAEH BN nepeiTi Ha paboTy © MeHbLen
3apaboTHOM NNaTof UNKW eCNW TPABMa NPUBENA K CTORKOMY HAPYLLEHWKD (Y HELIMA KaKoR-
nubo yacTy Tena, MNK opraHa, To paboTHUK UMEET NPAB0 Ha NOMYUYEHWE KOMMEHCALWA 33
noTepAHHOE BpemA. Ecnu nocne TpaeMbl, NoMyYeHHOA HA paboTe, paboTHWE He MoweT

Be3 BHELHER NOMOLLW BEPHYTECA K NpekHel paboTe, To paboTHUEY Talke MOXET BhiTh
NPefocTABNEH: MedHUMHC KOS oBCmy¥MBaHMe ANA BOCCTAHOBNEHMA TRYA0CNOCOBHOCTH.

. PaBoTHue, nenyuwewmid Tpaemy/aabonesaque Ha pabousm MecTe, He 00A3aH NNAaTHTL

3a kakoe-nubo noTpeboBaBwWweetA B 3TOA CBAIM MEJUUMHC KOS OBCNYHHBAHUE
camocToATeN:HO. MegHUMHCKoe yupeXaeHue HanpaenAeT cueT 3a yenyr
nocTpagasluemy paboTHUKY B CTPAXOBYI0 KOMNaHUIo, BuiGpaHHyo paboTogarenem.
B cnyuae BOIHWKHOBEHUA Pa3HOTMACKI MO 3TOMY BONpoCy, Npexae Yem TpeboBats
y MocTpafaselere Ha pabouemM MecTe NAaLWeHTa ONnNaTkl OKAZaHHLIX eMyled yomyr,
MeqULUHCKoe yupesaeHie obA3aHo JoKOaTLCA pelueHA YNpasneHus no JaHHoMY
sonpocy. Ecnn paboTHuk He nogan 3aAENeHWe O BLINMNATEe KOMMEHC LMK B CBA3N C
nomyueHWeM TPAEME! Ha NPOMIBOACTES, UMM YNpaEneHneM BrINo YCTAHOBNEHO, UTo
nonyyeHHan paboTHMKOM TPAaEMa He Dbina cBA3aHa ¢ erofee paboTo, To paboTHMK
06A33H CAMOCTOATENLHO ONMMATHTE YCIYTH MEAWLMHCKOTD YUPEXIeHNA.

. MNocTpapaswmii Ha pabodem mecTe paboTHUK MMEET NPaBo Ha To, YTobbl ero uHTepecsl

NPencTAENAN AAB0KAT MMM MMEIOLLWI NULEH3WK MPEACTABMTENS, OLHAKO 3T0 He
obasartensHo. B cnydae, ecnu nonyuvsLuMil TpaBMy Ha pabodyem mecTe pabotHuk
HaHUMaEeT NpefcTABMTENA, To oH/oHa He 0DA3aH ONNadYMBaTE YCNYTW NPENCTABUTENR
CAMOCTORTENEHO. PaaMep NnaTtel 3a yenyry NpeacTasuTansa ByaeT HasHayeH
YNpaeneHKeM, W BEIUTEH M3 NDMUMTAIOLUENCA NOCTPaAaBLWEMy paboTHUKY KOMNEHCALMM.
Mo sonpocam NonyyeHA BNaHKos 33ABNEHUIA, NOMOLUM B 3anonHeHWs BnaHkoe 1
MHLIM BONPOCAM W NPoBNEMaM, CERA3AHHEIM ¢ MONYYEHWeM TPaBM W 3abonesanui

Ha pabouem MecTe, obpawaiiTeck B Nboe NPeACTABMTENECTES YNPaBNeHUA No
KOMMEHCALMAM paboTHUKaM.

(12t € Gl

ROBERT E. BELOTEN, CHAIR/MPEOCEOATEND

Workers’ Compensation benefits, when due, will be paid by: (MpuanTamowmecs paboTHUKaM KoMNeHcaLMoHHbIe BbinnaTel ByayT BbinadveHbl:)

MName, address and telephone number of licensed insurance carrier, author-

TenedoH aKKpeauT 0BaHHOA CTPAX0BOM KOMNaHWK, Nuua, YNonHOMOYEHHOD
OCYLIECTBAATL FPYNMNOBOE CAMOCTPAX0BAHWE UMW ET0 TMIABHON KOHTOPHI)

Insurance Carrier Name -
Address - PO Box 881716, San Francisco, CA 94188
Phone - 800-661-6029 Fax - 415-675-5469

Policy in Force from...__....._...
(Cpok dedcmeus nonuca c)

(o)

ized grop selfisurer or main office of authorized self-insurer (Ha3paHue, agpec n

For Insurance Carriers ONLY- Policy No. (Ne cmpaxogozo nonuca (yka3bigarom
TONBKO cmpaxoabie KOMITAHUU)) . e

D e R B

Name of employer (Mmsa paGoTogaTens)

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

(JAHHOE M3BELLUEHME OOMKHO BblTb
PASMELLEHO HA BWAHBIX MECTAX B PABOYUX
NOMELLEHWAX PABOTOOATENA N OKONO HKUX.)

Failure by an employer to post this notice in and about the

Workers' Compensation Board
Prescribed of by Chairman
State New York

C-105R (10-12)

WWW.weh_ny. gov

employer’s place or places of business may result in a $250
penalty for each violation.

(OTCYTCTBME AAHHOTO M3BELLEHWMA HA BUOHLIX MecTax

B pabounx nomelleHnAx paboTogaTtena Mnv OKOMo HUX,
HakasblBaeTca wWTpadom B pasmepe $250 3a kawgbli
BEIABNEHHLIA (DaKT HapyLleHWA )




STATE OF NEW YORK - WORKERS” COMPENSATION BOARD
STAN NOWY JORK — KOMISJA DS. ODSZKODOWAN PRACOWNICZYCH

NOTICE OF COMPLIANCE
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.

_You may be entitled to lost time benefits if your work-related injury keeps
you from waork 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 retumning 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 Box 5205
Binghamton, NY 13902-5202

Statewide Fax/Nr faksu (stanowy): 877-533-0337

INFORMACJA O ZGDD'NOSPCI
DLA PRACOWNIKOW

WAZNE INFORMACJE DLA PRACOWNIKOW, KTORY DOZNALI URAZU W
PRACY LUB ZACHOROWALI NA CHOROBE ZAWODOWA W CZASIE PRACY.

1. Umieszczajgc niniejszg informacje oraz informacje na temat praw
pracownikow, ktarzy ulegl wypadkowi, pracodawca postepuje zgodnie z
przepisami WCL.

2_W przypadku niepowiadomienia pracodawcy w ciggu 30 od daty powstania
urazu wniosek o odszkodowanie zostanie odrzucony, nalezy zatem
niezwtocznie zgtaszac fakt doznania urazu.

3. Poszkodowany pracownik ma prawo do uzyskania wszelkiej niezbednej
pomocy medycznej i powinien ja uzyskac w trybie natychmiastowym.

4. Poszkodowany pracownik ma prawo do wyboru lekarza, podiatry, chiropraktyka
lub psychologa na podstawie skierowania wydanego przez lekarza, ktory
przyjmuje pacjentow stanu Nowy Jork upowaznionych do odszkodowan
pracowniczych 1 ktory jest zatwierdzony przez Komisje. Jezeli jednak pracodawca
korzysta z ubezpieczenia typu PPO, nalezy najpierw byt leczonym przez
dostawce ustug medycznych wybranego przez pracodawce. Pracodawca winien
przekazat poszkodowanemu pracownikowi pisemne oswiadczenie o jego
prawach dotyczacych dalszego leczenia.

5. Nalezy poprosic lekarza o przekazanie kopii dokumentacji medycznej dotyczacej
wniosku do Komisji ds. Odszkodowan Pracowniczych i ubezpieczyciela
pracodawcy, wskazanego w dolng] czesd niniejszego formularza.

6. Jest Pan/Pani upowazniony(-a) do Swiadczen z tytutu utraty czasu, jezeli
odniesiony uraz uniemozliwia podjecie pracy w ciggu wiecej niz siedmiu
dni, zmusza do podjecia pracy gorze] wynagradzane] lub skutkuje trwatg
niepeinosprawnoécig dowolneg] czescl ciata. Moze Panu/Pani przystugiwaé prawo
do korzystania z ustug rehabilitacyjnych, jeZeli wymaga Pan/Pani pomocy w
powrocie do pracy.

7. Nie nalezy ptacic bezposrednio zadnym dostawcom ustug medycznych.
Powinni oni wystat wystawione rachunki do ubezpieczyciela Pana/Pani
pracodawcy. W przypadku watpliwosci dostawca ustug medycznych musi
poczekac na decyzie Komisje, nim podejmie probe sciagniecia naleznosci
od Pana/Pani Jezeli Pan/Pani nie zglosi roszczenia lub Komisja uzna, ze
odniesiony uraz nie jest zwigzany z wykonywang pracg zawodowa, moze byc
Pan/Pani obcigzona kosztami leczenia.

8. Jest Pan/Pani uprawniona do skorzystania z ustug prawnika lub
licencjonowanego zastepcy, ktéry bedzie Pana/Panig reprezentowat w
sprawie, nie jest to jednak wymagane. W przypadku wynajecia zastepcy
prawnego nie nalezy bezposrednio jemu oplacac wystawionych za te ustugi
rachunkéw. Wszelkie oplaty zostang zatwierdzone przez Komisje zostang
potrgcone z kwaty przyznanego swiadczenia.

9. W razie trudnosci w uzyskaniu formularza wniosku lub jezeli zachodzi potrzeba
uzyskania pomocy w jego wypetnieniu, a takze w przypadku pytan lub problemow
zwigzanych z urazem powstatym podczas wykonywania pracy zawodowe)
prosimy o kontakt z dowolnym biurem Komisji ds. Odszkodowan Pracowniczych.

(2t €Otk

ROBERT E. BELOTEN, CHAIR/PRZEWODNICZACY KOMISJI

Workers’ Compensation benefits, when due, will be paid by: (Swiadczenia w ramach odszkodowan pracowniczych beda wyptacane w

odpowiednim terminie przez:)

Name, address and telephone number of licensed insurance carrier,
authorized grop selfisurer or main office of authorized self-insurer (Nazwa,
adres i nr telefonu licencjonowanego towarzystwa ubezpieczeniowego,

samoubezpieczyciela
Insurance Carrier Name -

Address - PO Box 881716, San Francisco, CA 94188
Phone - 800-661-6029 Fax - 415-675-5469

TYLKO dla ubezpieczycieli: Nr polisy) ...

Policy in Force from..
(Polisa obotquwqca od)

autoryzowanego samoubezpieczyciela lub gléwnego biura autoryzowanego

For Insurance Carriers ONLY: Policy No. (TYLKO dia ubezp;eczyc;ea‘r MNr ponsy

(O'OJ

Name of employer (Nazwa pracodawcy)

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

(NINIEJSZA INFORMACJENALEZY UMIESCIC WWIDOCZNYM
MIEJSCU W LUB W POBLIZU MIEJSCA LUB MIEJSC
PROWADZENIA DZIALALNOSCI PRZEZ PRACODAWCE.)

Failure by an employer to post this notice in and about the em-

Workers' Compensation Board
Prescribed of by Chairman
State New York

C-105P (10-12)

www.weh.ny.gov

ployer’s place or places of business may result in a $250 penalty for
each violation_

(Niezastosowanie sie do wymogu umieszczenia niniejszej informacji
w oraz w poblizu miejsca lub miejsc prowadzenia dzialalnosci przez
pracodawce moze skutkowac nalozeniem kary w wysokosci 250 $
za kazdy przypadek niezastosowania sie do wymogu )




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 Y ork, 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:

Name, address and telephone number of licensed insurance carrier, authorized group
self-insurer or main office of authorized self-insurer:

Insurance Carrier Name -
Address - PO Box 881716, San Francisco, CA 94188
Phone - 800-661-6029 Fax - 415-675-6029

Policy NO......covevreiirreeeesieee Policy in Force from ........ccocceveeeecrnienenns (0 TR
(For Insurance Carriers Only)
................................................................................... BY e
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
C-105.1 (9-05) SERVES PEOPLE WITH DISABILITIES WITHOUT DISCRIMINATION

Section 51 of the NYSWorkers' Compensation Law

Every employer who has complied with section fifty of this article shal 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 dl 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 provisons of this chapter, but failure to post such notice as herein provided shal 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 shdl 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 shdl 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, mutua corporation or reciprocal insurer in which such employer is insured or the
manner in which such employer has complied with any provison of this chapter. Failure for a period of ten
days to furnish such written statement shal congtitute 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
provisons of this section shdl 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.

C-105.1 Reverse (9-05)




NEW
YORK
STATE

Workers’ State of New York - Workers' Compensation Board C 2 F

Compensation

Board Employer's First Report of
Work-Related Injury/lliness

A work-related injury or illness must be reported within 10 days (Per Section 110) of the injuryl/iliness or be subject to a penalty.
Employers are not required to submit form C-2F to the Workers' Compensation Board if the employer's insurer will be submitting
the accident information electronically to the Board on the employer's behalf. If you need assistance completing this form, please
contact your insurer for guidance on the best method of reporting work-related accident information. If you submit this form to
the Board, please send it to P.O. Box 5205, Binghamton, NY 13902 and provide a copy to your insurer.

Employee Name

WCB Case Number (JCN) Date of Injury

Claim Administrator Claim Number

INSURER / CLAIM ADMINISTRATOR INFORMATION

Insurer Name Insurer ID
Name

Info/Attn

Address

City State
Postal Code Country

Claim Admin ID

EMPLOYEE INFORMATION

First Name Middle Name/Initial

Last Name Suffix

Mailing Address

City State

Postal Code Country

Phone Number Date of Hire

Date of Birth Gender [ |Male [ ] Female [_]Unknown
Employee SSN

Occupation Description

Page of www.wcb.ny.gov



CLAIM INFORMATION

Time of Injury Date Employer Had Knowledge of the Injury

Employment Status Date Employer Had Knowledge of Date of Disability
Estimated Weekly Wage Number of Days Worked Per Week

Work Week Type |:| Standard Work Week |:|Fixed Work Week |:|Varied Work Week

Work Days Scheduled |:|Sun |:|Mon DTues |:|Wed |:|Thurs |:|Fri |:|Sat

EMPLOYEE INJURY

Full Wages Paid for Date of Injury |:|Yes |:|N0 Employer Paid Salary in Lieu of Compensation |:|Yes |:|No

Initial Treatment I:lNo Medical Treatment |:|Minor On-Site Treatment By Employer |:|Minor Clinic/Hospital Treatment
|:|Emergency Evaluation DHospitaIization Greater Than 24 Hours DFuture Major Medical/Lost Time Anticipated

Death Result of Injury [ [Yes [ No [ Junknown  Date of Death Number of Dependents

Nature of Injury (i.e. Laceration, Burns, Fracture, Strain, etc)

Part of Body (i.e. left arm, right foot, head, multiple, etc)

Cause of Injury (i.e. Motor Vehicle, Machine, Strain or Injury by lifting, etc)

Accident/Injury Description (see instructions)

WORK STATUS
Initial Date Last Day Worked Return To Work Type |:|Actua| |:|Released
Initial Date Disability Began Physical Restrictions [Jves [INo
Initial Return to Work Date Return To Work Same Employer [ |Yes [ No

ACCIDENT LOCATION AND WITNESSES

Premises (see instructions) [ [Employer [ JLessee [ Jother

Organization Name

Street State
City Postal Code
County Country

Location Narrative

Witnesses Business Phone Number

Page of www.wcb.ny.gov



EMPLOYER INFORMATION

Name

Ul Number

Industry Code

Employer FEIN

Manual Classification Code

Info/Attn

Mailing Address

City State
Postal Code Country
Physical Addr
City State
Postal Code Country
Contact Name
Contact Business Phone Number
INSURED INFORMATION
Insured Name Insured FEIN

Insured Type D Insured

Policy Number ID

Policy Effective Date

|:|Self-lnsured

|:|Uninsured

Insured Location ID

Policy Expiration Date

An employer or carrier, or any employee, agent, or person acting on behalf of an employer or carrier, who KNOWINGLY
MAKES A FALSE STATEMENT OR REPRESENTATION as to a material fact in the course of reporting, investigation of,
or adjusting a claim for any benefit or payment under this chapter for the purpose of avoiding provision of such
payment or benefit SHALL BE GUILTY OF A CRIME AND SUBJECT TO SUBSTANTIAL FINES AND IMPRISONMENT.

Signature of Person Preparing Form

Print Name

The above information is true to the best of my knowledge and belief.
If prepared by the employer:

Date

Title

Phone Number

Page of

www.wch.ny.gov



~{3'n£1|¥§( Workers' . .
e JINTE | Componsation £y YER'S STATEMENT OF WAGE EARNINGS (Preceding the Date of Injury/liiness)

Claim Information - ALL COMMUNICATION SHOULD INCLUDE THESE NUMBERS

Date of Injury/iliness: WCB Case #: Claim Administrator Claim (Carrier Case) #:
Injured Worker Information
Last Name: First Name: M
Mailing Address: Line 2:
City: State: Zip Code:
Job Title: . Soclal Security #:
Insurer Information
Insurer Name: : Insurer 1D (Wi#);
Mailing Address: Line 2:
' City: State: Zip Code:
Insurer Phone #: ' Insurer Fax #; Email Address:

Employer Infermation
Employer Name:

Mailing Address: Line 2:
City: State: Zip Code: : _
Employer Phone #: Federal Tax 1D #: The Tax ID # is the {check one):DSSN D EIN

To determine Average Weekly Wage, the Board needs the gross weekly earnings for the 52 weekly perlods immediately preceding the date of the injury/
illness. This Information can be provided by 1) attaching detailed payroll information that indicales days paid and gross weekly earnings; 2} if injured worker is
paid by salary and his or her weekly pay does not change from week-to-week, attach document(s) providing their salary information for the previous 52 weeks;
or 3) by completing and submitting the Injured Worker Payrofl section on page 2 of this form.

If the Injured worker has not worked at the same employment for one year or a substantial part of the year, also attach detalled payroll informaticn for an
employee of the same class, or complete and submit the Employee of the Same Class Payroll section on page 2 of this form. “Substantlal part of the year”
does not require any particular number of days worked but as a guideline 234 days at & days per week and 270 days at & days per week .

1. Payroll information is:|:| attached |:| completed on page 2

2. Did the injured worker's compensation include board, rent, hausing, tips and/or gratuities, in addition to gross weekly earnings?DYesDNo
If Yes, what was the weekly value:
Nature of the compensation;

3. Basis for the injured worker pay rate is:D hourly Ddaily Dweekin monthly Dannually
4. The injured worker works a:[ |5 [ ] |:|7|:| Other day week.  If Other, Explain:

5. Total days paid in the preceding 52 weeks: 6. Total gross amount paid including overtime in the preceding 52 weeks:

7. Was there any wage adjustment made that affected the 52-week period? {If injured warker was In military service, please indicate and
provide date of discharge.) [ | Yes [ Ino

If "Yes", explain;

8. Was the injured worker laid off during the preceding 52 weeks? |:|Yes |:| No

If Yes, provide dates of layoff :

An employer or Insurer, or any employee, agent, or person acting on behalf of an employer or insurer, who KNOWINGLY MAKES A FALSE STATEMENT OR
REPRESENTATION as to a material faci in tha course of reporting, investigation of, or adjusting a claim for any benefit or payment under this chapter for the
purpose of avoiding provision of such payment or benefit SHALL BE GUILTY OF A CRIME AND SUBJECT TO SUBSTANTIAL FINES AND IMPRISONMENT.

Prepared By - The above information is true and to the best of my knowledge and belief.
Last Name: First Name: MI:

Employer Name:

Official Title: Daytime Phone #:
Email Address: Date of this Report:
Jo— [T




Injured Worker's Name:

Date of Injury/iliness:;

WCB Case #:

INJURED WORKER PAYROLL Enter the injured worker's gross weekly earnings for the 52 weekly periods immediately preceding the date of
injuryfiliness. In the "Days Paid" column enter the number of days compensated, including paid time off.

Week' | Week Ending
= No:: Date

Days
Paid

Gross amount pald |

including overtime

Week Ending
Date

Days
Paid

Gross amount paid

including overtime

Week Ending
Date

Days
Paid

Gross ameunt paid
including overtime

EMPLOYEE OF THE SAME CLASS PAYROLL. If the injured worker has not worked at the same employment for one year or a substantial
part of the year, enter the gross weekly earnings for an employee of the same class. "Substantial part of the year" does not require any
particular number of days worked, but as a guideline 234 days at 5 days per week and 270 days at 6 days per week.

Employee of the Same Class

First Name: Last Name: M
Job Title:

 Week: [Week Ending! Days | Gross Amount Paid Week Ending | Days | Gross Amount Paid Week Ending| Days Gross Amount Pald

= Date

Date

Paid

including Qvertime

Date

Paid

including Overtime

Paid

including Cvertime

C-240 (6-17) Page

www.wehb.ny.gov
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Instructions for Completing Employer's Statement of Wage Earnings (Form C-240)

CLAIM INFORMATION
Date of Injury/illness: Enter the date the Injured worker was injured or noticed they were ill. Enter the date in month/day/year format.
Include the four digit year.
WCB Case #; The Workers' Compensafion Board Case number.
Insurer Case #: The Claim Administrator Claim {Carrier Case} number,

INJURED WORKER INFORMATION
Last Name, First Name, Ml: Enter the injured worker's full legal name.
Mailing Address; Enter the injured worker's full address, including PO Box, if applicable, city or town, state, zip code.
Social Security #: Enter the injured worker's Social Security Number,

INSURER INFORMATION
Insurer Name: Enter the name of the Workers’ Compansation Insurer or Self-Insured Group nhame.
Mailing Address: Enter the insurer or claims administrator address, including PO Box, If applicable, city or town, state, zip code.
Phone #: Enter the insurer phone number, including area code and extension, if applicable.
Fax #: Enter the insurer fax number, including area code, if applicable.
Email Address: Enter the insurer or claims administrator email address.

EMPLOYER INFORMATION
Employer Name: Enter the name of the injured worker's employer,
Mailing Address: Enter the employer's full address, including PO Box, if applicable, city or town, state, zip code.
Phone #: Enfer the employer phone number, including area code and extension, if applicable.
Federal Tax ID #: Enter the employer Federal Tax ID number.

1. Payroll Information - Indicate if payroll information is attached to this form or if the information is entered on page 2.

. Other Earnings: If the injured worker received board, rent, housing, tips andfor other gratuities, provide the weekly value and describe the
additional earnings. Note: Other earnings does not include accrued time such as vacation,

3. Wage Information: Enter the basis for injured worker's pay rate (hourly, daily, weekly, monthly or annually),

4. Days Worked Per Week: Check the number of days per week the injured worker's work schedule is based on. If it is otherthan a 5, 6 or 7
day week, explain.

5. Total Days Paid: Enter the total number of days for which the Injured warker was paid in the 52 weeks immediately prior to the date of injury/
illness, including paid tire off. If days paid (compensated) is zero, provide an explanation in quastion 7. Do not include accrued time such as
vacation time.

6. Total Gross Amount Paid Including Overtime: Enter the injured worker's total gross pay (prior to taxes) for the 52 weeks immediately prior
to the date of injury/iliness, including overtime. Do not use the injured worker's take-home pay. "Wages" means the money rate at which the
service rendered by the injured worker is compensated under the contract of hire in force at the time of the injury.

7. Wage Adjustments: If any wage adjustments (e.g., if the injured worker was demoted) were made during the 52 weeks prior to the injury/
ilness, explain. Advise if the injured worker was in military service during the 52 week period, and give date of discharge.

8. Laid Off: Indicate if the injured worker was laid off dunng the 52 week period immediately prior to the date of |njuryflllness and provide the
dates of layoff.

PREPARED BY _
Last Name, First Name, MI: Enter the preparet's full legal name,
Employer Name: Enter the name of the preparer's employer,
Official Title: Enter the preparer's official title.
Phone #: Enter the preparer's phone number, including area code and extension, if applicable.
Email Address: Enter the preparer's email address.
Date of this Report: Enter the date this report was prepared,

INSTRUCTIONS FOR COMPLETING INJURED WORKER PAYROLL AND EMPLOYEE OF SAME CLASS PAYROLL

Injured Worker Payroll
Woeek Ending Date: Enter the week ending dates far each of the 52 weeks rmmedlately prior to the date of |njury/||lness
Days Compensated (including paid time off). In the "Days Paid" column, give the number of days worked in the employment for which
the worker was paid, including paid time off., If days paid (compensated) is zero, provide an explanation in question 7 on page 1. Do not
include accrued time such as vacation fime.
Gross Amount Paid including Overtime: Enter the injured worker's average weekly gross pay {prior to taxes), including overtime. Do not
use the injured worker's take-home pay. "Wages" means the money rate at which the service renderad by the injured worker is
compensated under the contract of hire in force at the time of the injury.

Employee of the Same Class Payroll: Give the gross weekly wages for an employee of the same class if the injured worker warked less than
a substantial part of the year (234 days for a 5-day worker, or 270 days for a 6-day worker). In addition, provide name of employee in the
same class and their job title. NOTE: "Number of days worked" is a guideline, and the Board may find that an injured worker has worked a
substantial part of the year even if the injured worker did not work 234 days (5-day worker) or 270 days (6-day worker).

If attaching payroll information, do not submit page 2. All attachments should include the Injured Worker's full name,
WCB Case # and Date of Injury/iliness.

Submit by mail or electronically directly to:

=

New York State Workers' Compensation Board Fax #: (877) 533-0337

PO Box 5205 WCB Address for Email Filing: webclaimsfiling@web.ny.qgov

Binghamton, NY 13902-5205 WCB Web Upload Link; https:/fwcbdoc.services.conduent.com/

C-240 (617) - INSTRUCTIONS (DO NOT SCAN) T homwery conronsanol sono s cnso seves e www.web.ny.gov
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QUICK GUIDE FOR INJURED WORKERS
You were injured at work.
What now?

If you have suffered a workplace injury or illness, you may be eligible for workers’ compensation benefits. You
may have already received medical treatment. If you haven'’t, you should seek medical care as soon as possible.

For assistance with your claim, call the Workers’ Compensation Board (Board) at (877) 632-4996.

YOUR RESPONSIBILITIES

® Notify your employer, in writing, detailing when, where and how you were injured or became ill. Do this
as soon as possible within 30 days of injury or iliness. Do not text it; instead send a letter, email or other
document that can be saved or printed.

B Advise your health care providers that you have a work-related injury or iliness and give the name of your
employer’s workers’ compensation insurer. If you do not know the name of your employer’s insurer, either
ask your employer or contact the Board immediately. Your health care provider will file medical reports with
the Board and with your employer or its insurer. A medical report needs to be filed with the Board for you to
access your benefits.

B® File an Employee Claim (Form C-3) reporting your injury or illness to the Board as soon as possible. You must
notify the Board of your injury or iliness within two years. If you injured the same body part before, or had a
similar iliness, you must also file a Limited Release of Health Information (Form C-3.3).

Citizenship and immigration status are not factors in workers’ compensation.

How to file a claim

Quickest method: Visit wcb.ny.gov and select “File a Claim.”

For questions about filing a Form C-3, or to receive a copy of the form, please call
(877) 632-4996. A Board representative will help you.

MEDICAL AND TRAVEL EXPENSES

Medical care to treat your work-related injury or illness is a workers’ compensation benefit that is provided at
no cost to you. Medical bills for your injury or iliness are paid directly by your employer’s workers’ compensation
insurer to your health care provider. If your case is disputed by the insurer, the health care providers will be paid
if the Board decides your case in your favor. However, if the Board decides against you, or if you don’t pursue a
case, you will have to pay the health care provider or hospital (or submit the bill(s) to your own health insurer).

Your employer’s workers’ compensation insurance covers medically necessary drugs and equipment your
health care provider prescribes. You may also be reimbursed for mileage, public transportation or other
necessary expenses incurred when traveling for treatment. Submit those expenses (including receipts if you
have any) to your employer’s workers’ compensation insurer and to the Board on a Claimant’s Record of
Medical and Travel Expenses and Request for Reimbursement (Form C-257).

Generally, you can choose any health care provider authorized by the Board. You can search for an authorized
health care provider in your area using the “Health Care Provider Search” feature at wcb.ny.gov. You can also
use occupational health clinics. However, if your employer’s workers’ compensation insurer has a Preferred
Provider Organization (PPO) to provide care for workers’ compensation injuries, you must get your first treatment
from the PPO network. If that insurer also has a pharmacy or diagnostic network, you must receive services within
these networks. The insurer must tell you about its required provider networks and how to use them. However, in
an emergency, you can see any provider.

PAGE10F2 WCB.NY.GOV - (877) 632-4996



QUICK GUIDE FOR INJURED WORKERS

BENEFITS FOR LOST WAGES

You are entitled to a portion of your lost wages, which must be paid promptly, if your injury or illness affects
you in one or more of the following ways:

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

After you have healed from your injury or illness and when no further medical improvement is expected
(typically one year after the date of accident/illness or surgery, if surgery was performed), you can ask your
doctor to evaluate whether your accident/iliness has resulted in a permanent injury/condition. To learn more
about this benefit, please visit web.ny.gov, click on the “Workers” section, then select “Disability Classifications.”

You may hire an attorney or licensed representative for help with your claim, but it isn’t required. You or
your family should not directly pay your attorney or licensed representative. Their fees are approved by the
Board and deducted from your lost wage award.

If your case is disputed, you may receive disability benefits while the case is pending review by the Board.
To get a Notice and Proof of Claim for Disability Benefits (Form DB-450), visit wcb.ny.gov; call the Board
for assistance; or visit a Board office. If the case is resolved in your favor, the disability benefits will be
deducted from your lost wages award.

WHAT’S NEXT?

The workers’ compensation insurer will contact you. If your claim is accepted, your health care providers will
be paid, and lost wage benefits begin. If your case needs a hearing, the Board will contact you. There are
online resources available to make the hearing process easier:

® eCase: You can upload and view case-related documents online with the Board’s eCase system,
which is used to process claims for injured workers. You must register for eCase at wch.ny.gov.

® Virtual Hearings: You have the option of attending hearings without having to travel to a Board
office by using virtual hearings. Learn more about virtual hearings, and the Board’s free app, at
wcb.ny.gov/virtual-hearings.

HELP IS AVAILABLE

Sometimes you need help getting back to work. Your employer may have alternative or light duty
assignments that enable you to work while you heal. An injury or iliness can also cause family or financial
problems. The Board has vocational rehabilitation counselors and social workers to help. Call the Board for
more information on available services and for assistance.

If you are concerned about dependency on opioid pain medications, please call the NYS OASAS HOPELine
at 877-8-HOPENY (877-846-7369).

Important Contact Information

claims@wcb.ny.gov

Workers’ Compensation Board

(877) 632-4996

wcb.ny.gov
New York State Workers’ Compensation Board NEWYORK | Workers’
PO BOX 5205 greormnmy | Compensation
Binghamton, NY 13902-5205 Board

PAGE20F 2 WCB.NY.GOV - (877) 632-4996
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éww Workers' Employee Claim C-3
gomﬂensatlon State of New York - Workers' Compensation Board
oar 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.
WCB Case Number (if you know it):
A. YOUR INFORMATION (Employee)

1. Name: 2. Date of Birth: / /
First Mi Last
3. Mailing address:
Number and Street/PO Box/Apartment No. City State Zip Code
4. Social Security Number: - - 5. Phone Number: ( ) 6.Gender:[ M [ JF []X

7. Will you need a translator if you have to attend a Board hearing? [ves LINo i yes, for what language?
B. YOUR EMPLOYER(S)
1. Employer when injured:

2. Phone Number: ( )

3. Your work address:

Number and Street City State Zip Code

4. Date you were hired: / / 5. Your Supervisor's name:

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

7. Did you lose time from work at the other employment(s) as a result of your injury/illness? [ Jves [INo
C. YOUR JOB on the date of the injury or iliness

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) L] FulTime [ PartTime [] Seasonal [] Volunteer [ ] Other:

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

6. Did you receive lodging or tips in addition to your pay? [Jves [Ino If yes, describe:

D. YOUR INJURY OR ILLNESS
1. Date of injury or date of onset of illness: / / 2. Time of injury: CJam [pm

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

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

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

6. How did the injury/illness happen? (e.g., | 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):

IR
C-3.0 6-22
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YOUR NAME: - o — DATE OF INJURY/ILLNESS: / /
D. YOUR INJURY OR ILLNESS continued
8. Was an object (e.g., forklift, hammer, acid) involved in the injury/illness? Clves [INo If yes, what?

9. Was the injury the result of the use or operation of a licensed motor vehicle? [Ives [INo
If yes, L] your vehicle L] employer's vehicle [ ] othervehicle  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/iliness? [ Jyes [ ] No

If yes, notice was given to: [] orally [in writing  Date notice given: / /

11. Did anyone see your injury happen? [_]Yes [1No [] Unknown Ifyes, list names:

E. RETURN TO WORK

1. Did you stop work because of your injury/illness? [ ] Yes, on what date? / / L] No, skip to Section F.
2. Have you returned towork? [ Jyes [_INo Ifyes, on what date? / / [ ] reqular duty [ limited duty
3. If you have returned to work, who are you working for now?  [_] Same employer [ ] Newemployer [ Self employed
4. What is your gross pay (before taxes) per pay period? How often are you paid?
F. MEDICAL TREATMENT FOR THIS INJURY OR ILLNESS
1. What was the date of your first treatment? / / (] None received (skip to question F-5)
2. Were you treated on site? [ Jves [ No
3. Where did you receive your first off site medical treatment for your injury/illness? [Inone received [ Emergency Room
[ Doctor's office L] Clinic/Hospital/Urgent Care L] Hospital Stay over 24 hours

Name and address where you were first treated:

Phone Number: ( )

4. Are you still being treated for this injury/iliness? [ves [ No
Give the name and address of the doctor(s) treating you for this injury/illness:

Phone Number: ( )

5. Have you had another injury to the same body part, or a similar illness? [lves [ No

If yes, were you treated by a doctor? [ Jyes [ INo 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:

6. Was the previous injury/illness work related? [ _]Yes [_] No
If yes, were you working for the same employer that you work for now? [ Jyes [ ] No

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

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.

Employee's Signature: Print Name: Date: / /

On behalf of Employee: Print Name: Date: / /
An individual may sign on behalf of the employee only if they are legally authorized to do so and the employee is a minor, mentally incompetent or incapacitated.

| certify to the best of my knowle%ge, 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): Date: / /
Print Name: Title:
ID No., ifany: R If Licensed Representative, License No.: Expiration Date: / /
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Instructions for Completing Employee Claim (Form C-3)

Please complete this form and send it to the Workers' Compensation Board centralized mailing address listed at the end of these
instructions. If you need additional help completing this form, contact the Workers' Compensation Board at 1-877-632-4996. You
may also fill this form out online at 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/iliness on the top of page two.

Section A - Your Information (Employee):
In Section A, enter your name, address and other requested information.
Note on Item 7: Board hearings are conducted in English. If you need a translator, select Yes and indicate the language needed.

Notification Pursuant to the New York Personal Privacy Protection Law
(Public Officers Law Article 6-A) and the Federal Privacy Act of 1974 (5 U.S.C. § 552a).

The Workers' Compensation Board's (Board’s) authority to request that claimants provide personal information, including their
social security number, is derived from the Board’s investigatory authority under Workers' Compensation Law (WCL) § 20, and
its administrative authority under WCL § 142. This information is collected to assist the Board in investigating and administering
claims in the most expedient manner possible and to help it maintain accurate claim records. Providing your social security
number to the Board is voluntary. There is no penalty for failure to provide your social security number on this form; it will not
result in a denial of your claim or a reduction in benefits. The Board will protect the confidentiality of all personal information in
its possession, disclosing it only in furtherance of its official duties and in accordance with applicable state and federal law.

Section B - Your Employer(s):

In Section B, enter the name, address, phone number and other information of the employer you were working for at the time of the
injuryl/iliness.

Note: Your employer is the company or agency that issues your paycheck. If you are a contractor at a work site or office, the
staffing agency or vendor who hired you is your employer, not the work site or office where you report to work.

Section C - Your Job on the Date of the Injury or lliness:
In Section C, enter your job title, work activities and pay information.

Section D - Your Injury or lliness:

In Section D, enter your injury or illness information.

Item 1: Enter the date you were injured or the first date you noticed you became ill.

If this is an illness or occupational disease, skip item 2. The date you were injured must be in month/day/year format. The year
should be written as four digits, e.g., 2015.

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/iliness 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/iliness (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/iliness occurred (e.g., | was lifting a heavy box off a truck). This should include all people
and events involved in the injury/iliness.

Item 7: Indicate fully the nature and extent of your injury/iliness, including all body parts injured. Be as specific as possible (e.g., |
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 the date you stopped working.
If you have not stopped working, check No and skip to the next section.

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 iliness
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.).
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Section F - Medical Treatment for This Injury or lliness:

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/iliness 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 iliness. 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 iliness, 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 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 iliness. 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 iliness, check if your previous injury or iliness 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 nearest Workers' Compensation Board Office. (See below.) 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, telephone or
visit the nearest Workers' Compensation Board Office listed below.

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 they are 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, their 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

C-3.0 (6-22)



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

Immediately tell your employer or supervisor when, where and how you were injured.

Secure medical care immediately.

Tell your doctor to file medical reports with the Board and with your employer or its insurance carrier.

Make out this claim for compensation and send it to the nearest Workers' Compensation Board Office. (See below.) 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, telephone or
visit the nearest Workers' Compensation Board Office listed below.

Go to all hearings when notified to appear.

Go back to work as soon as you are able; compensation is never as high as your wage.

Your Rights:

Generally, you are entitled to be treated by a doctor of your choice, provided they are 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.

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.

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.)

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.

Compensation is payable directly and without waiting for an award, except when the claim is disputed.

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, their 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.

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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Yok |Workers' | imited Release of Health Information C-3.3
sTATE | Compensation (HIPAA) =D

Board State of New York - Workers' Compensation Board
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: . . This form does NOT allow your health care provider(s)
® Voluntary. Your health care provider(s) must give you the same care, to release the following types of information:

payment terms, and benefits, whether you sign this form or not.
o Limited. It gives your health care provider(s) permission to release only

those health records that are related to the previous illness/condition you @ HiV-related information
describe below.

o Temporary. It ends when your current claim for compensation is established ® Psychotherapy notes
or disallowed and all appeals are exhausted.

® Revocable. You can cancel this release at any time. To cancel, send a letter ® Alcohol/Drug treatment

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.

o 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/iliness: / /

6. Current injury/iliness, 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
iliness. 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. | 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.

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

If the claimant is unable to sign, the person signing on the claimant's behalf must fill out and sign below:

Your name Relationship to Claimant Signature (ink only -- use blue ballpoint pen, if possible.) Date
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Occupational injury/illness éw Workers’

OPPORTUNITY. Compensation
Board

STATEMENT OF RIGHTS

To all workers who are injured while working or who suffer from an
occupational disease: You may be entitled to workers’ compensation benefits

1. You may be entitled to lost wage benefits if your work-related injury/iliness keeps you from work for more than
seven days, causes you to earn lower wages, or results in a permanent disability. In volunteer firefighters’ and
volunteer ambulance workers’ cases, compensation for lost time or loss of earning capacity may be payable
from date of injury/illness.

2. You are entitled to medical treatment related to your injury/iliness and should get it immediately. You can see
any health care provider in an emergency. After that, you must see a NYS Workers’ Compensation Board (Board)
authorized provider or go to an occupational health clinic. You can search for a provider at wcb.ny.gov. Do not
pay the health care provider directly; they will bill your employer’s workers’ compensation insurer. If that insurer
has a pharmacy or diagnostic network, you must receive services within these networks. The insurer must tell
you about its required provider networks and how to use them.

3. Your employer is liable for repairing or replacing any prosthesis (e.g., artificial members, false teeth, eyeglasses)
that has been lost or damaged in the course of employment. You are also entitled to reimbursement for
medication, crutches, or any equipment properly prescribed by your provider, as well as transportation and
other necessary expenses for travel to and from your health care provider’s office or hospital. (You should get
receipts for all such expenses.)

4. Your employer is not permitted to ask you to waive your right to compensation or deduct money from your
wages to pay for workers’ compensation insurance premiums. Further, you cannot be fired or discriminated
against because you filed a claim for benefits.

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

6. If your claim is disputed on the grounds that your injury/iliness is not work-related or did not arise in the line of
volunteer firefighter or ambulance worker duties, then you may be required to cover the costs of your medical
treatment. You may qualify for disability benefits for non-work injuries. For information on disability benefits,
contact the Board at (877) 632-4996.

Note: A quick return to work and an active lifestyle may help you get better faster. For help returning to work, or
with family or financial problems due to your injury/iliness, call the Board at (877) 632-4996 and ask for vocational
rehabilitation or social work assistance.

To file a claim:

1. Tell your employer, in writing, that you were injured or made ill due to your job, within 30 days of the accident or
onset of iliness.

2. Report your injury/illness to the Board as soon as possible. To do so, obtain and file an Employee Claim (Form C-3).
Note: Volunteer firefighters file the Volunteer Firefighter’s Claim for Benefits (Form VF-3), volunteer ambulance
workers file the Volunteer Ambulance Worker’s Claim for Benefits (Form VAW-3).

IMPORTANT: If you do not notify the Board of your injury or iliness within two years, you risk losing the right to benefits.

3. Tell your health care provider to send copies of medical reports concerning your claim to the Board and to your
employer’s insurance company at the addresses on the bottom of this form.

FOR HELP OBTAINING A CLAIM FORM OR FILLING IT OUT, OR OTHER QUESTIONS ABOUT A WORK-RELATED

INJURY OR ILLNESS, PLEASE CALL (877) 632-4996. A BOARD REPRESENTATIVE WILL HELP YOU.

This information is a simplified presentation of your rights under the Workers’ PRESCRIBED BY THE CHAIR,
Compensation Law. It is provided, as required by Section 110 of the Workers’ WORKERS’ COMPENSATION BOARD
Compensation Law, by your employer’s insurance carrier: NYS Workers’ Compensation Board,
Centralized Mailing, PO Box 5205,
Carrier nameand addresshere Binghamton, NY 13902-5205
WCB.NY.GOV
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Enfermedad o lesion profesional NEwYork | Workers’

OPPORTUNITY. Compensation

DECLARACION DE DERECHOS Board

A todos los trabajadores que se lesionan mientras trabajan o que sufren una enfermedad
profesional: pueden tener derecho a las prestaciones de compensacion obrera

1. Puede tener derecho a las prestaciones por pérdida de salario si su enfermedad o lesion relacionada con el trabajo le impide
trabajar durante mas de siete dias, le hace ganar un salario inferior o le provoca una incapacidad permanente. Los bomberos
voluntarios y los trabajadores voluntarios de ambulancias pueden recibir la indemnizacién por el tiempo perdido o la pérdida
de la capacidad de generar ingresos a partir de la fecha de la lesiéon o enfermedad.

2. Tiene derecho a recibir tratamiento médico relacionado con su lesion o enfermedad y debe recibirlo de inmediato. Puede
acudir a cualquier profesional médico en caso de emergencia. Después debe acudir a un proveedor autorizado por la
Junta de Compensacioén Obrera del Estado de Nueva York (la Junta) o a una clinica de salud ocupacional. Puede buscar un
proveedor en wch.ny.gov. No pague la consulta; el profesional médico facturara a la aseguradora de compensacion de los
trabajadores de su empleador. Si la aseguradora tiene una red de farmacias o de diagndstico, debe recibir los servicios dentro
de estas redes. La aseguradora debe informarle sobre sus redes de proveedores obligatorias y cémo utilizarlas.

3. Su empleador es responsable de reparar o sustituir cualquier prétesis (por ejemplo, miembros artificiales, dientes postizos,
gafas) que se haya perdido o dafiado en el transcurso del trabajo. También tiene derecho al reembolso de los medicamentos,
muletas o cualquier equipo debidamente prescrito por su médico, asi como el transporte y otros gastos necesarios para iry
volver de la consulta médica o del hospital (debe solicitar los recibos de todos esos gastos).

4. Su empleador no puede pedirle que renuncie a su derecho a una indemnizacién ni deducirle dinero de su salario para pagar
las primas del seguro de accidentes de trabajo. Ademas, no puede ser despedido ni discriminado por haber presentado una
reclamacién de prestaciones.

5. Tiene derecho a ser representado por un abogado o representante autorizado, pero no es un requisito. Si contrata a un
abogado o representante autorizado, no debe pagarle directamente. La Junta fijard sus honorarios y se deduciran de su
indemnizacién.

6. Sise impugna su reclamacion por considerar que su lesién o enfermedad no esta relacionada con el trabajo o no se produjo
en el ejercicio de las funciones de bombero voluntario o trabajador de ambulancias, es posible que se le exija que cubra los
costos de su tratamiento médico. Puede calificar para recibir las prestaciones de incapacidad por lesiones no laborales. Para
mas informacién sobre las prestaciones por incapacidad, llame a la Junta al (877) 632-4996.

Nota: una rapida reincorporacién al trabajo y un estilo de vida activo pueden ayudarle a mejorar mas rapido. Si necesita ayuda
para volver al trabajo, o para resolver problemas familiares o econémicos debidos a su lesién o enfermedad, llame a la Junta al
(877) 632-4996 y solicite rehabilitacion profesional o asistencia social.

Para presentar un reclamo:

1. Comunique a su empleador, por escrito, que se ha lesionado o enfermado debido a su trabajo, en los 30 dias siguientes de
producido el accidente o del inicio de la enfermedad.

2. Comunique su lesién o enfermedad a la Junta lo antes posible. Para hacerlo, solicite y presente una Reclamacién del
Empleado (Formulario C-3). Nota: los bomberos voluntarios presentan la Solicitud de Prestaciones para Bomberos
Voluntarios (Formulario VF-3), los trabajadores voluntarios de ambulancias presentan la Solicitud de Prestaciones para
Trabajadores Voluntarios de Ambulancias (Formulario VAW-3).

IMPORTANTE: si no notifica a la Junta su lesién o enfermedad en el plazo de dos afios, se arriesga a perder el derecho a las
prestaciones.

3. Pidale a su médico que envie copias de los informes médicos relativos a su reclamo a la Junta y a la compafiia de seguros de
su empleador a las direcciones que figuran en la parte inferior de este formulario.

SI NECESITA AYUDA PARA SOLICITAR UN FORMULARIO DE RECLAMACION O PARA RELLENARLO, O SI TIENE

ALGUNA OTRA PREGUNTA SOBRE UNA LESION O ENFERMEDAD RELACIONADA CON EL TRABAJO, LLAME AL
(877) 632-4996. UN REPRESENTANTE DE LA JUNTA LE AYUDARA.

Este documento es una presentacién simplificada de sus derechos ESTABLECIDO POR LA PRESIDENCIA,
bajo la Ley de Compensacién Obrera. La compafiia aseguradora de su JUNTA DE COMPENSACION OBRERA
empleador la proporciona, tal como lo exige el articulo 110 de la Ley de NYS Workers’ Compensation Board,
Compensacion Obrera: Centralized Mailing, PO Box 5205,
Nombre y direccién de la aseguradora aqui Binghamton, NY 13902-5205
WCB.NY.GOV
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HC HOMESTATE COMPANIES

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.

BERKSHIRE HATHAWAY HOMESTATE INSURANCE COMPANY e BROOKWOOD INSURANCE COMPANY e CONTINENTAL DIVIDE INSURANCE COMPANY
CYPRESS INSURANCE COMPANY e OAK RIVER INSURANCE COMPANY e REDWOOD FIRE AND CASUALTY INSURANCE COMPANY

Quintero, Kayleigh

www.bhhc.com 22047164



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

e 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.

e 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.

e 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

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

e | 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.

e | understand that any change in my employment status may affect my right to receive benefits.

e | 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.

e | 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.

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

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

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

DD-1 (5-21) www.wcb.ny.gov
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York |Workers' b BECT DEPOSIT AUTHORIZATION FORM
sTATE | Compensation

Board 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

| certify that | am entitled to receive the underlying compensation payments or death benefits and circumstances
entitling me to benefits or death benefits have not changed. | 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:

DD-1 (5-21) www.wcb.ny.gov
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| Berkshire Hathaway Authorization for the Release of Information

N\
*

HOMESTATE COMPANIES

Workers Compensation Division Autorizacion Para La Liberacion De Informacidn
Claim Number/Nimero de Reclamo Date of Injury / Fecha de la Lesién
Employee/Empleado Date of Birth / Fecha de Nacimiento

| 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 divisiones 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. | 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 psiquiatricos, correspondencia médica, notas de los doctores y enfermeros(as), e

historiales médicos relevantes a mi reclamo de compensacién 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.

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 informacion del empleo y de recursos humanos, incluyendo pero no limitado a: expedientes de contrataciéon y empleo,
declaraciones de némina e ingresos, documentacion relacionada a esta o cualquier otra lesion relevante, y cualquier otra
informacioén pertinente que provea los beneficios y servicios necesarios para completar este reclamo.

The released information is required for the following reasons:

La informacién 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 preparacion, investigacion, evaluacion, revision, y descubrimiento adecuado del reclamo de
beneficios de compensacion de trabajadores. Especificamente, para determinar la causa y la naturaleza y extension de
cualquier posible condicién médica pre-existente, concurrente o agravante con potencial médico, legal, o implicaciones
facticas en esta lesién o lesiones relacionadas al trabajo.

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 informacién médica necesaria para proporcionarle el
mejor cuidado médico posible y consejeria médica.
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EE Authorization for the Release of Information/Autorizacién Para La Liberacion De Informacién

3 Tofacilitate recovery of all benefits paid toward your workers' compensation claim from any third party responsible for this
injury.

Para facilitar la recuperacion de todos los beneficios pagados por su reclamo de compensacion de trabajadores de
cualquier tercer parte responsable de esta lesion.

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 evaluacion, tratamiento, y recuperacion de esta lesion.

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 informacién necesaria para determinar apropiadamente acciones adicionales como resultado de la

lesion o condicién, 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 autorizacién es efectivo inmediatamente, y esta sujeto a la revocacion del abajo firmante en
cualquier momento excepto a la extension en que se hayan tomado acciones en dependencia con esto de aqui en adelante,
y si no es revocado anteriormente, terminara con la conclusién del reclamo si no se presenta una revocacién expresa.

A copy or fax is as valid as the original.

Una copia o fax es tan valida como el original.

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

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

He leido esta autorizacion y entendido completamente su contenido en su totalidad. He hecho preguntas sobre
todo lo que no estaba claro para miy estoy satisfecho con las contestaciones que he recibido. Yo entiendo que

tengo derecho a recibir una copia de esta autorizacidn una vez lo solicite.

Signature/Firma Date/Fecha

N/

Print This Form/ Imprimir Formulario

32 - BHHC NY Claim Kit
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Berkshire Hathaway . .
m(®)( HOMESTATE COMPANIES Med|ca| H|Story Request

Workers Compensation Division

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

Dates of

Doctor or Group Name, Address Phone
Treatment

Reset Form Print This Form
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Berkehire Hathawey  Employee Accident Report

Workers Compensation Division

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 I:l

Address of Accident City, State Zip Offsite? (Y/N)
| | | | | |Yes or No

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

Reset Form Print This Form

34 - BHHC NY Claim Kit



N\
*

[ Berkshire Hathaway  jnforme De Accidente Del Empleado

Workers Compensation Division

A ser completado por el trabajador lesionado.

Nombre del empleado Nombre del empleador

Fecha del accidente I:l Hora del accidente I:l Hora en que usted empez6 a trabajar el dia del accidente |:|

Direccién del Accidente Ciudad, Estado Cobdigo Postal Fuera del sitio? (S/N)

| | | [simv |

¢Como ocurrid la lesion? ;Qué deberes del trabajo estaba desempefiando? Por favor, describa en sus propias palabras.

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

¢Ha buscado algtin tratamiento médico para estas lesiones? Si es asi, especifique dénde y cuando.

¢Se ha lesionado anteriormente alguna vez esta parte de su cuerpo (si 0 no)? Si es asi, por favor, describa coémo y dénde ocurrié(eron) la(s)
lesidon(es) anterior(es).

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

¢A quién informé la lesion? ¢Cuando fue informada la lesion? 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 Complet6 El Formulario

Restablecer formulario Imprimir Formulario
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HOMESTATE COMPANIES

Workers Compensation Division Em p I oym e nt ACCi d e nt

Berkshire Hathaway  Sypervisor’'s Report of

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)
| | | [Yesorno

How did the injury occur? What job duties was the employee 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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EE Supervisor’s Report of Employment Accident

Indicate working conditions present that led to accident (please check all that apply)
|:| Unused/unavailable lifting equipment |:| Obstructed view

D Unused/unavailable PPE (gloves, D Lack of training
hardhat, goggles, etc.)

|:| Wet/slippery floor
|:| Unused/unavailable sharps container

|:| Poor housekeeping
D Unguarded or improperly guarded
equipment D Interaction with co-worker

|:| Electrical exposure

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

|:| Interaction with patient or resident
D Interaction with customer
|:| Chemical exposure

|:| Motor vehicle accident

D Other: |

The above form is true and correct.

Prepared by Signature

Date Completed

Reset Form

Print This Form
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Berkshire Hathaway — |nforme Del Supervisor De
Accidente De Empleado

Workers Compensation Division

Nombre del empleado Nombre del empleador

Fecha del accidente |:| Hora del accidente |:| Fecha en que se informé el accidente I:l
¢Informo el empleado el accidente inmediatamente?

Direccién del Accidente Ciudad, Estado Codigo Postal Fuera del sitio? (S/N)

|| | | | [sino |

¢Como ocurrid la lesion? ;Qué deberes del trabajo estaba desempefiando el empleado?

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

¢Ha buscado el empleado algtin tratamiento médico para estas lesiones? Si es asi, especifique donde y cuando.

¢Qué testigos estuvieron presentes cuando ocurrié el accidente (incluyendo él mismo)?

¢Tiene usted alguna razén para dudar de la legitimidad del accidente? Si es asi, por favor, explique:
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EE 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 |:| Vista obstruida |:| Interaccion con paciente o residente
disponible
D Falta de capacitacion D Interaccién con cliente
|:| PPE (guantes, casco, gafas, etc.) no
usado/no disponible |:| Herramientas o equipo defectuosos |:| Exposicion a producto quimico
D Contenedor de objetos punzantes no |:| Piso mojado/resbaloso |:| Accidente de vehiculo motorizado

usado/no disponible

D Mala limpieza D Other: |

|:| Interaccion con compafiero de trabajo

|:| Equipo no resguardado o
incorrectamente resguardado

|:| Exposicién eléctrica

¢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 elaboracion:

Restablecer formulario Imprimir Formulario
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HOMESTATE COMPANIES

Workers Compensation Division of E m p | oye e Acci d e n-t

Berkshire Hathaway  Witness' Report/Statement

Employee Name

Witness' Name Witness' Phone Number

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

| | | | ] | [YesorNo

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

Address of Accident City, State Zip Offsite? (Y/N)
| B | [resormo

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

Reset Form Print This Form
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HOMESTATE COMPANIES

Workers Compensation Divion de accidente del empleado

Berkshire Hathaway  Informe del Testigo/Declaracion

Nombre del Empleado

Nombre del Testigo Teléfono del Testigo

Direccioén del Testigo Ciudad, Estado Codigo Postal Fuera del Lugar de Trabajo? (Si/No)
I | . | [simvo

Fecha Del Accidente Hora del accidente Hora en que comenzo6 a trabajar el dia del accidente

Direccion del accidente Ciudad, Estado Cobdigo Postal Fuera del Lugar de Trabajo? (Si/ No)
| | | | | | |Yes or No

¢Presenci6 el accidente? Si es asi, ¢como ocurrié?:Qué deberes laborales estaba realizando el empleado?

¢Qué parte(s) del cuerpo del empleado resultaron lesionadas? Describa el tipo de lesién (tension, moretén, etc.)

¢Qué dijo el empleado lesionado en el momento de la lesion? ¢El empleado lesionado se quejé de dolor en el momento de la lesion? Si se
quejaron de dolor, especifique la(s) parte(s) del cuerpo(s).

¢Qué hizo el empleado después de que ocurrid el accidente?

¢Habia otros testigos presentes en el momento del accidente? Si es asi, por favor escribalos aqui.

La forma anterior es verdadera y correcta.

Firma del Testigo Fecha

Reset Form Print This Form
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An Express Scripts Company

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.

Atencidn Trabajador Lesionado:

En su primera visita, por favor entregue esta notificacion a
cualquier farmacia enumerada al reverso para acelerar el
procesamiento de sus recetas aprobadas de compensacion
para trabajadores (segun 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 Atencion 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

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 #:

{mployee Date of Birth: / /

~

!

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.

~

j

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

© 2018 Matrix Healthcare Services, Inc. | An Express Scripts Company. All Rights Reserved. CRP1806_0245 EME46657 OT480160



Participating Retail Network Pharmacies

A&P

Acme Pharmacy
Albertson’s
Albertson’s/Acme
Albertson’s/Osco
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RXD
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Walmart
Wegmans
Weis

Winn Dixie



Berkshire Hathaway
HC

HOMESTATE COMPANIES

Workers Compensation Division .

$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.

GEAMsh BHHC has an AM Best Credit Rating of A++ as of February 1, 2023. FENG.21.21.2 44 - BHHC CT Claim Kit
A++ Superior!

For the latest Best Credit Rating, access ambest.com.



Berkshire Hathaway
HC

HOMESTATE COMPANIES

Workers Compensation Division .

$1000 RECOMPENSA

Informacion que lleva al arresto y a la condena de cualquier compaiiero de
trabajo, profesional de cuidado medico, o abogado que represente un reclamo
fraudulento en contra de Berkshire Hathaway Homestate Companies*.

En la mayoria de los estados es un delito grave hacer que haga una declaracion
de material fraudulento para obtener beneficios de Compensacion 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.

Ayudenos 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 informacion sobre un reclamo fraudulento por favor
llame de inmediato a nuestra LINEA GRATUITA DE FRAUDE.

1 (800) 300-JAIL

*La recompensa méaxima es de $1,000 por conviccion. En caso de que mas de una persona presente informaciones sobre la misma demando
fraudulenta. BerkshireHathaway dividira la recompensa por partes iguales entre aquellas persones que aportaron informaciones para obtener
la conviccion. Berkshire Hathaway se reserva el derecho de determinar qué informacion presentaré a la agencia judicial correspondiente. El
proceso de crimenes es la responsibilidad exclusiva de las autoridades, que pueden decidir si el proceso debe entablarse or no. Cualquier
disputa que pudiera surgir en la interpretacion de esta ofreta sera resuelta por la propia Comparia de Seguros Berkshire Hathaway. Este
programa esta sujeto a cambios a cancelacion sin aviso previo.

GEAMsh BHHC has an AM Best Credit Rating of A++ as of February 1, 2023. ESP.21.215 45 - BHHC CT Claim Kit
A++ Superior!

For the latest Best Credit Rating, access ambest.com.
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