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Berkshire Hathaway
5O HOMESTATE COMPANIES

Workers Compensation Division .

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.

Federal law recommends employers to report every industrial injury
or occupational disease claim to their workers compensation carrier
immediately.

Federal law also recommends that employers authorize initial medical
treatment within 24 hours of knowledge that an occupational injury of
illness has been sustained or reported, regardless of the legitimacy of
the claim.

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-EAMSh BHHC has an AM Best Credit Rating of A++ as of February 22, 2024.
A++ Superior! Forthe latest Best Credit Rating, access ambest.com.

Report a Claim

Online

bhhcpolicyholder.bhhc.com/
Client/External/Claims

Phone

(800) 661-6029

Fax
(800) 661-6984
E-mail

newclaim@bhhc.com

N/

%
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Berkshire Hathaway
HC HOMESTATE COMPANIES

Workers Compensation Division

Workers' Compensatio

Posting Requirements

Form WC - Bill of Rights for the
Injured Worker Poster

Post in one or more conspicuous places readily
accessible to all employees at all business locations

Print each page of the Poster on legal sized paper
(8.5"x 14"

(Official Code of Georgia Annotated § 34-9-81.1(a); Georgia Workers'
Compensation Board Rule 61; and Rule 81.1)

Form WC - Workers’
Compensation Fraud Poster

Post in one or more conspicuous places readily
accessible to all employees at all business locations

Medical Provider Panel Posters

o

o

Post next to Form WC - Bill of Rights for the Injured
Worker Poster

The form used will depend on the panel type in place.
Form WC-P1/P1Sp - Panel of Physicians

Print each page of the Form on legal sized
paper (8.5" x 14")

It is recommended to print the panel posters on
PINK colored paper to ensure conspicuousness

BHHC has an AM Best Credit Rating of A++ as of February 22, 2024.
Forthe latest Best Credit Rating, access ambest.com.

Required Information

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

« Designated medical providers name and contact
information

« Name of your designated insurance company
« Any additional information as indicated by form

« Please contact us for a listing of providers to
include on your panel

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

(Official Code of Georgia Annotated § 34-9-201; Georgia Workers'
Compensation Board Rule 67; Rule 81.1; and Rule 201)

2 - BHHC GA Claim Kit



WC-BILL OF RIGHTS

GEORGIA STATE BOARD OF WORKERS' COMPENSATION
BILL OF RIGHTS FOR THE INJURED WORKER

As required by law, O.C.G.A. §34-9-81.1, this is a summary of your rights and responsibilities. The Workers' Compensation Law provides you, as
a worker in the State of Georgia, with certain rights and responsibilities should you be injured on the job. The Workers' Compensation Law provides you
coverage for a work-related injury even if an injury occurs on the first day on the job. In addition to rights, you also have certain responsibilities. Your rights
and responsibilities are described below.

Employee's Rights

Employee's Responsibilities

If you are injured on the job, you may receive medical 1. You should follow written rules of safety and other reasonable
rehabilitation and income benefits. These benefits are provided policies and procedures of the employer.
to help you return to work. Your dependents may also receive
benefits if you die as a result of a job-related injury. 2. You must report any accident immediately, but not later than
30 days after the accident, to your employer, your employer's
Your employer is required to post a list of at least six doctors representative, your foreman or immediate supervisor. Failure
or the name of the certified WC/MCO that provides medical to do so may result in the loss of the benefits.
care, unless the Board has granted an exception. You may
choose a doctor from the list and make one change to another 3. An employee has a continuing obligation to cooperate with
doctor on the list without the permission of your employer. medical providers in the course of their treatment for work
However, in an emergency, you may get temporary medical related injuries. You must accept reasonable medical
care from any doctor until the emergency is over, then you treatment and rehabilitation services when ordered by the
must get treatment from a doctor on the posted list. State Board of Workers' Compensation or the Board may
suspend your benefits.
Your authorized doctor bills, hospital bills, rehabilitation in
some cases, physical therapy, prescriptions, and necessary 4. No compensation shall be allowed for an injury or death due
travel expenses will be paid if injury was caused by an accident to the employee's willful misconduct.
on the job. All injuries occurring on or before June 30, 2013
shall be entitled to lifetime medical benefits. If your accident 5. You must notify the insurance carrier/employer of your
occurred on or after July 1, 2013 medical treatment shall be address when you move to a new location. You should notify
limited to a maximum of 400 weeks from the accident date. If the insurance carrier/employer when you are able to return to
your injury is catastrophic in nature you may be entitled to full-time or part-time work and report the amount of your
lifetime medical benefits. weekly earnings because you may be entitled to some income
benefits even though you have returned to work.
You are entitled to weekly income benefits if you have more
than seven days of lost time due to an injury. Your first check 6. A dependent spouse of a deceased employee shall notify the
should be mailed to you within 21 days after the first day you insurance carrier/employer upon change of address or
missed work. If you are out more than 21 consecutive days due remarriage.
to your injury, you will be paid for the first week.
7. You must attempt a job approved by the authorized treating
Accidents are classified as being either catastrophic or non- physician even if the pay is lower than the job you had when
catastrophic. Catastrophic injuries are those involving you were injured. If you do not attempt the job, your benefits
amputations, severe paralysis, severe head injuries, severe may be suspended.
burns, blindness, or of a nature and severity that prevents the
employee from being able to perform his or her prior work and 8. If you believe you are due benefits and your insurance
any work available in substantial numbers within the national carrier/employer denies these benefits, you must file a claim
economy. In catastrophic cases, you are entitled to receive two- within one year after the date of last authorized medical
thirds of your average weekly wage but not more than $800 per treatment or within two years of your last payment of weekly
week for a job-related injury for as long as you are unable to benefits or you will lose your right to these benefits.
return to work. You also are entitled to receive medical and
vocational rehabilitation benefits to help in recovering from 9. If your dependent(s) do not receive allowable benefit
your injury. If you need help in this area call the State Board of payments, the dependent(s) must file a claim with the State
Workers' Compensation at (404) 656-0849. Board of Workers' Compensation within one year after your
death or lose the right to these benefits.
In all other cases (non-catastrophic), you are entitled to receive
two-thirds of your average weekly wage but not more than $800 10. Any request for reimbursement to you for mileage or other
per week for a job related injury. You will receive these weekly expenses related to medical care must be submitted to the
benefits as long as you are totally disabled, but no longer than insurance carrier/employer within one year of the date the
400 weeks. If you are not working and it is determined that you expense was incurred.
have been capable of performing work with restrictions for 52
consecutive weeks or 78 aggregate weeks, your weekly income 1. If an employee unjustifiably refuses to submit to a drug test
benefits will be reduced to two-thirds of your average weekly following an on-the-job injury, there shall be a presumption
wage but no more than $533.33 per week, not to exceed 350 that the accident and injury were caused by alcohol or drugs.
weeks. If the presumption is not overcome by other evidence, any
claim for workers' compensation benefits would be denied.
When you are able to return to work, but can only get a lower
paying job as a result of your injury, you are entitled to a weekly 12. You shall be guilty of a misdemeanor and upon conviction

benefit of not more than $533.33 per week for no longer than
350 weeks.

Your dependent(s), in the event you die as a result of an on-the-
job accident, will receive burial expenses up to $7,500 and two-
thirds of your average weekly wage, but not more than $800 per
week. A widowed spouse with no children will be paid a
maximum of $320,000. Benefits continue until he/she remarries
or openly cohabits with a person of the opposite sex.

If you do not receive benefits when due, the insurance
carrier/employer must pay a penalty, which will be added to
your payments.

shall be punished by a fine of not more than $10,000.00 or
imprisonment, up to 12 months, or both, for making false or
misleading statements when claiming benefits. Also, any false
statements or false evidence given under oath during the
course of any administrative or appellate division hearing is
perjury.

The State Board of Workers' Compensation will provide you with information regarding how to file a claim and will answer any other questions regarding
your rights under the law. If you are calling in the Atlanta area the telephone number is (404) 656-3818, outside the metro Atlanta area call 1-800-533-0682,
or write the State Board of Workers' Compensation at: 270 Peachtree Street, N.W., Atlanta, Georgia 30303-1299 or visit our website:
https://www.sbwc.georgia.qov. A lawyer is not needed to file a claim with the Board; however, if you think you need a lawyer and do not have your own
personal lawyer, you may contact the Lawyer Referral Service at (404) 521-0777 or 1-800-334-6865.

IF YOU HAVE QUESTIONS PLEASE CONTACT THE STATE BOARD OF WORKERS’ COMPENSATION AT 404-656-3818 OR 1-800-533-0682 OR VISIT https://www.sbwc.georgia.gov

WILLFULLY MAKING A FALSE STATEMENT FOR THE PURPOSE OF OBTAINING OR DENYING BENEFITS IS A CRIME SUBJECT TO PENALTIES OF UP TO $10,000.00 PER VIOLATION (0.C.G.A. §34-9-18 AND §34-9-19).

REVISION 07/2023 WC-BILL OF RIGHTS



] WC-BILL OF RIGHTS
JUNTA ESTATAL DE COMPENSACION DE TRABAJADORES DE GEORGIA

DECLARACION DE DERECHOS PARA EL TRABAJADOR LESIONADO

Segun lo requiere la Ley O.C.G.A. §34-9-81.1, esto es un recuento de sus derechos y responsabilidades. La Ley de Compensacion de
Trabajadores le provee a usted, como trabajador en el Estado de Georgia, ciertos derechos y responsabilidades si usted se lesiona en el trabajo. La Ley
de Compensacion de Trabajador lo provee a usted con cobertura de lesiones relacionadas con el trabajo aunque su lesion sea en el primer dia de trabajo.
Ademas de sus derechos, usted también tiene ciertas responsabilidades. Sus derechos y responsabilidades estan descritos abajo.

Derechos de los Empleados

Responsabilidades de los Empleados

Si usted se lesiona en el trabajo, usted puede recibir 1. Usted debe de seguir las reglas escritas de seguridad y otras

rehabilitacion médica y beneficios de ingresos. Estos polizas razonables y procedimientos del empleador.

beneficios son proveidos para ayudarlo a regresar al trabajo.

También sus dependientes pueden recibir beneficios si usted 2. Usted debe reportar cualquier accidente inmediatamente,

muere como resultado de lesiones recibidas en el trabajo. pero no mas tarde de 30 dias después del accidente, a su
empleador, los representantes del empleador, su capataz o

Se le requiere a su empleador que anuncie una lista de seis supervisor inmediato. Fallar en hacerlo puede resultar en la

doctores o por lo menos el nombre de un WC/ MCO perdida de sus beneficios.

certificado que provee cuidados médicos, al menos que la

Junta halla otorgado una excepcion. Usted puede escoger un 3. Un empleado tiene la continua obligaciéon de cooperar con

doctor de la lista sin el permiso de su empleador. Sin proveedores médicos en el curso de su tratamiento

embargo, en una emergencia, usted puede recibir asistencia relacionado con lesiones de trabajo. Usted debe aceptar

medica temporaria de cualquier otro medico hasta que la tratamientos médicos razonables y servicios de

emergencia termine después usted debe recibir tratamiento rehabilitacion cuando sean ordenados por la Junta Estatal de

de los médicos que se anuncian en la lista. Compensacion de Trabajadores o la Junta puede suspender
sus beneficios.

Sus cuentas médicas autorizadas, cuentas de hospital,

rehabilitacién en algunos casos, terapia fisica, recetas y 4. No se permitira compensaciéon por una lesién o muerte

gastos de transporte seran pagados si la lesion fue debido a una conducta mal intencionada de los empleados.

ocasionada por un accidente en el trabajo. Todas las lesiones

que ocurren en o antes 30 de junio de 2013 se tendra derecho 5. Debe de notificar a la compaiiia de seguro/empleador de su

a beneficios médicos de por vida. Si el accidente ocurrié en o direccion cuando se mude a un nuevo lugar. Usted debe

1 de julio del 2013 el tratamiento médico sera limitado a un notificar a la compaiiia de seguros/empleador cuando usted

maximo de 400 semanas a partir de la fecha del accidente. Si halla regresado a trabajar de tiempo completo o medio

su lesion es catastréfica en la naturaleza que puede tener tiempo y reportar la cantidad de su salario semanal porque

derecho a beneficios médicos de por vida. usted puede tener derecho a algun beneficio de ingreso aun
asi halla regresado al trabajo.

Usted tiene derecho a recibir beneficios de ingresos

semanales si usted ha perdido tiempo por mas de siete dias 6. Una esposa dependiente de un empleado difunto debe

debido a una lesién. Su primer cheque debe ser enviado a notificar a la compainia de seguro/ empleador de cambios de

usted dentro de 21 dias, después del primer dia que falto al direccion o nuevo matrimonio.

trabajo. Si esta fuera mas de 21 dias consecutivos debido a

su lesion, se le pagara la primera semana. 7. Usted debe intentar un trabajo aprobado por su medico
autorizado aunque el pago sea mas bajo que en el trabajo que

Los accidentes son clasificados ya sea catastréficos o no usted tenia cuando se lesiong, si usted no intenta el trabajo

catastréficos. Lesiones catastroficas son las que envuelven sus beneficios pueden ser suspendidos.

amputacion, paralisis severas, lesiones severas de la cabeza,

quemaduras severas, ceguera que prevenga al empleado a 8. Si usted cree que debe recibir beneficios y su compaiiia de

que pueda realizar el o ella su trabajo anterior o cualquier otro seguros/empleador niega estos beneficios. Usted debe de

trabajo disponible en numero considerable dentro de la hacer un reclamo dentro de un afio después del ultimo

economia nacional. En casos catastréficos usted tiene tratamiento medico o dentro de dos afos de su ultimo pago

derecho a recibir un promedio de dos terceras partes de su de beneficios semanales o usted perdera sus derechos a

ingreso semanal pero no mas de $800 por semana por una estos beneficios.

lesion relacionada con el trabajo durante todo el tiempo que

usted no pueda regresar a su trabajo. Usted también tiene 9. Si su (s) dependiente (s) no reciben beneficio de pagos

derecho a recibir beneficios médicos y de rehabilitacion. Si permitidos. EI dependiente debe hacer un reclamo con la

usted necesita ayuda en esta area llame a la Junta Estatal de Junta Estatal de Compensacion de Trabajadores dentro de

Compensacion de Trabajadores al (404) 656-0849. un afo después de su muerte o perderan los derechos a
estos beneficios.

En todos los otros casos (no catastréficos) usted tiene el

derecho a recibir dos terceras partes de su sueldo promedio 10. Algun pedido de reembolso a usted por millas o otros gastos

semanal pero no mas de $800 por semana de una lesion relacionados con tratamiento medico debe ser sometidos a

relacionada de trabajo, usted recibira estos beneficios la compania de seguros/empleador dentro de un afio del dia

mientras usted este incapacitado. Pero no mas de 400 que los gastos fueron incurridos.

semanas si no esta trabajando y se determina que usted esta

capacitado a desempenar con restriccion por 52 semanas 1. Si un empleado injustificadamente rehtlisa a someterse a una

consecutivas o 78 semanas agregadas sus ingresos prueba de droga después de una lesién en el trabajo habra

semanales seran reducidos a dos terceras partes de su sueldo una presuncion de que el accidente y lesién fueran causados

promedio pero no mas de $533.33 por semana, que no por droga o alcohol. Si la presunciéon no se sobrepone por

excedan 350 semanas. otras evidencias, algun reclamo hecho para beneficios de
compensacion de Trabajador seran negados.

Cuando usted pueda regresar a trabajar pero solo pueda

conseguir empleo de salario bajo como resultado de su lesion 12. Usted sera culpable de un delito menor y una vez convicto

usted tiene derecho a un beneficio semanal de no mas de
$533.33 por semana pero no mas de 350 semanas.

En caso de que usted muera como resultado de un accidente
en el trabajo, su dependiente (s) recibiran para gastos de
entierro $7,500 y dos terceras partes de su sueldo promedio
semanal, pero no mas de $800 por semana. Una esposa viuda
sin nifios se le pagara un maximo de $320,000 en beneficios
continuos hasta que EL/ELLA se vuelva a casar o abiertamente
cohabite con una persona del sexo opuesto.

Si usted no recibe beneficios cuando sea debido, la compaiiia
de seguro/empleador debe de pagar penalidades, que se
agregaran a sus pagos.

debe ser castigado con una multa de no mas de $10,000.00 o
encarcelamiento de hasta 12 meses o las dos, por hacer
declaraciones falsas o engafnosos testimonios cuando
reclame beneficios. También cualquier declaracién falsa o
evidencia falsa dadas bajo juramento durante el curso de
alguna audiencia de divisiéon de apelacién o administracion
es perjurio.

La Junta de Compensacion de Trabajadores le proporcionara la informacion relativa a la manera de presentar una reclamacion y respondera a
cualquier preguntas adicionales sobre sus derechos en virtud de la ley. Si usted llama en la zona de Atlanta, el teléfono es el (404) 656-3818 y fuera
de la zona metropolitana de Atlanta, llame al 1-800-533-0682, o escriba a la Junta Estatal de Compensacion de Trabajadores a 270 Peachtree Street,
NW, Atlanta, Georgia 30303-1299 o visita sitio web: https://www.sbwc.georgia.qov. No es necesario tener un abogado para presentar una
reclamacién a la Junta; sin embargo, si usted cree que necesita los servicios de un abogado y no tiene uno propio, usted puede ponerse en
contacto con el Servicio de Referencia de Abogados (Lawyers Referral Service) al teléfono (404) 521-0777 o al 1-800-334-6865.

SI USTED TIENE PREGUNTAS LLAME AL (404) 656-3818 O 1-800-533-0682 O VISITA SITIO WEB: https://www.sbwc.georgia.gov
CUALQUIER DECLARACION FALSA Y DELIBERADA PARA OBTENER O NEGAR BENEFICIOS ES UNA OFENSA CRIMINAL Y ES SUJETO A PENALIDADES DE HASTA $10,000 POR CADA VIOLACION (0.C.G.A. §34-9-18 Y §34-9-19).

REVISION 07/2023 WC-BILL OF RIGHTS



Georgia
State Board of Workers’
Compensation
270 Peachtree Street, N.W.
Atlanta, Georgia 30303-1299

Enforcement Division

WORKERS” COMPENSATION FRAUD
AND

INSURANCE NON-COMPLIANCE
Everyone pays the price for W.C. Fraud!

Contact the Workers’ Compensation Enforcement Division.

Toll Free Fraud Hotline: 1-800-533-0682
Office: (404) 657-7285
Fax: (404) 651-7390

Visit our Website at www.sbwc.georqgia.gov

WORKERS’ COMPENSATION FRAUD WILL BE PROSECUTED



http://www.sbwc.georgia.gov/

Georgia
State Board of Workers’
Compensation
270 Peachtree Street, N.W.
Atlanta, Georgia 30303-1299

Division de Cumplimiento

FRAUDE DE COMPENSACION AL TRABAJADOR

¢ Conoce usted a alguien que esté defraudando al sistema?

i Todos pagan el precio por fraude de compensacion al
trabajador!

Llame a la Division de Cumplimiento de Compensacion al Trabajador

Linea Gratuita contra el Fraude: 1-800-533-0682
Oficina: (404) 657-7285
Fax: (404) 651-7390

Visite nuestro sitio web www.sbwc.georgia.gov

EL FRAUDE DE COMPENSACION AL
TRABAJADOR SERA ENCAUSADO



http://www.sbwc.georgia.gov/

(This notice must be posted in a conspicuous place readily accessible to the employees at all times.)

PANEL OF PHYSICIANS
OFFICIAL NOTICE

This business operates under the Georgia Workers' Compensation Law.

WORKERS MUST REPORT ALL ACCIDENTS IMMEDIATELY
TO THE EMPLOYER BY ADVISING THE EMPLOYER PERSONALLY,
AN AGENT, REPRESENTATIVE, BOSS, SUPERVISOR, OR FOREMAN.

If a worker is injured at work, the employer shall pay medical and rehabilitation expenses
within the limits of the law. In some cases the employer will also pay a part of the worker's lost wages.

Work injuries and occupational diseases should be reported in writing whenever possible.
The worker may lose the right to receive compensation if an accident is not reported within 30 days
(see O.C.G.A. § 34-9-80).

The employer will supply free of charge, upon request, a form for reporting accidents and will
also furnish, free of charge, information about workers' compensation. The employer will also furnish
to the employee, upon request, copies of board forms on file with the employer pertaining to an
employee's claim.

A worker injured on the job must select a doctor from the list below. The minimum panel shall
consist of at least six physicians, including an orthopedic surgeon with no more than two physicians
from industrial clinics (see O.C.G.A. § 34-9-201). Further, this panel shall include one minority
physician, whenever feasible (see Rule 201 for definition of minority physician). The Board may
grant exceptions to the required size of the panel where it is demonstrated that more than four
physicians are not reasonably accessible. One change to another doctor from the list may be made
without permission. Further changes require the permission of the employer or the State Board of
Workers' Compensation.

The insurance company providing coverage for this business under the Workers’
Compensation Law is:

Insurer Name: Phone:

Address:

Insurer Email:

Instructions to injured worker: Review the following physician’s contact information and select the provider with whom
you would like to receive medical treatment.

Physician’s Contact Information: Name, Address, Phone, and website listed below:
1.

(Additional doctors may be added on a separate sheet)

O This box is checked if additional physicians are listed on separate sheet.

IF YOU HAVE QUESTIONS PLEASE CONTACT THE STATE BOARD OF WORKERS’ COMPENSATION AT 404-656-3818 OR 1-800-533-0682 OR VISIT https://sbwc.georgia.gov

Willfully making a false statement for the purpose of obtaining or denying benefits is a crime subject to penalties of up to $10,000.00 per violation (O.C.G.A. § 34-9-18 and § 34-9-19).

WC-P1 (7/2023)




(Este aviso debe ser puesto en un lugar accesible al empleado todo el tiempo.)

PANEL DE DOCTORES
AVISO OFICIAL

Esta compafiia opera bajo las Leyes de Compensacion de Trabajadores de Georgia

LOS TRABAJADORES DEBEN REPORTAR TODOS LOS ACCIDENTES INMEDIATAMENTE AL EMPLEADOR Y AVISAR AL
EMPLEADOR PERSONALMENTE, UN AGENTE, REPRESENTANTE, PATRON, SUPERVISOR O CAPATAZ.

Si un trabajador es lesionado en el trabajo el empleador debe pagar gastos médicos y rehabilitacién
dentro de los limites de la ley. En algunos casos el empleador también pagara una parte de los salarios
perdidos de los empleados.

Lesiones de trabajo y enfermedades ocupacionales deben ser reportados por escrito cuando sea
posible. El trabajador puede perder el derecho a recibir compensacién si un accidente no es reportado dentro
de 30 dias (referencia O.C.G.A. § 34-9-80).

El empleador ofrecera sin costo alguno, si es pedido, un formulario para reportar accidentes y también
debe suministrar, sin costo alguno, informacion acerca de compensaciéon de trabajadores. El empleador
también debe suministrar al empleado, cuando sea pedido, copias de formularios de la Junta archivados
con el empleador pertenecientes a reclamos de los empleados.

Un trabajador lesionado en el trabajo debe seleccionar un doctor de la lista abajo. El panel minimo
debe consistir de por lo menos seis médicos, incluyendo un cirujano ortopédico con no mas de dos médicos
de clinicas industriales (referencia O.C.G.A. § 34-9-201). Ademas, este panel debe incluir un medico
minoritario, cuando sea posible (vea la regla 201 de definicion de médicos minoritarios.) La Junta puede
otorgar excepciones al tamarfio requerido del panel donde se demuestre que mas de cuatro médicos no
son razonablemente accesibles. Un cambio de un doctor a otro en la lista se puede hacer sin permiso.
Cambios adicionales requieren el permiso del empleador o de la Junta Estatal de Compensacion de
Trabajadores.

La compaiiia de seguro que provee cobertura para esta Empresa bajo la ley de Compensacién de Trabajadores es:

Nombre de la compafiia de seguranza: Telefono:

Direccion:

Correo electronico:

Instruccions para el trabajador lesionado: Por favor de revisar la informacion de contacto de los sigientes proveedores
medicos y seleccionar el proveedor de quien quiere recibir tratamiento medico.

Informacion de contacto del proveedor medico: Nombre, direccion, telefono, y sitio web
enumerados a continuacion abajo:

1.

(Proveedores medicos adicionales se pueden agregar en pagina adicional)

O Este cuadro es marcado si es que proveedores medicos adicionales son enumerados en pagina
adicional.

SI USTED TIENE PREGUNTAS LLAME AL (404) 656-3818 o 1-800-533-0682 o VISITA SITIO WEB: https://www.sbwc.georgia.gov

HACER FALSOS TESTIMONIOS VOLUNTARIAMENTE CON EL PROPOSITO DE OBTENER O NEGAR BENEFICIOS ES UN CRIMEN SUJETO A PENALIDADES DE HASTA 10,000.00 POR VIOLACION (O.C.G.A. §34-9-18 Y §34-9-19.)

WC-P1 (8/2023)




Berkshire Hathaway
HC HOMESTATE COMPANIES

Workers Compensation Division

Georgia Medical

Provider Panels

Treating physicians can have a significant impact on a
claim's medical cost. A key component to controlling
these costs and reaching asatisfactory resolution

of a claim for all parties involved is ensuring that

the claimant receives quality medical care from a
competent physician.

In the state of Georgia, employers have two different
options, in the form of provider panels, for asserting
some influence on the selection of the treating
physician. Pursuant to O.C.G.A. § 34-9-201(b) and Board
Rule 201(a), the establishment and maintenance of one
of the panel types satisfies the employer’s obligation
to furnish medical care to injured workers. Excluding
denied claims and emergencies, a valid panel may

limit an injured worker’s physician choice to up to two
medical providers designated within the panel. Please
note, the failure to authorize initial medical treatment
upon notice of an employee’s work injury may result in
a loss of medical control and waiver of panel rights.

This document contains a summary of the essential
elements for the creation and maintenance of an
enforceable medical provider panel.

Our staff is available to assist you in this process. We
can provide a list of qualified, reputable physicians and
medical providers that are experienced in providing
treatment of industrial injuries, familiar with workers’
compensation, and strong advocates of a safe and
expedient return to work.

General Requirements

Forms

The Georgia State Board of Workers’ Compensation
(Board) has created specific forms to be used

BHHC has an AM Best Credit Rating of A++ as of February 22, 2024.
Forthe latest Best Credit Rating, access ambest.com.

by employers to display their panels. Use of the
appropriate board form is required. The completed
form must be printed on legal sized paper and posted
in a prominent place at all of the employer’s Georgia
business locations with Form WC-BOR/WC-BOR-Sp -
Bill of Rights.

» To ensure conspicuousness, it is recommended that
the form be printed on pink colored paper.

Notice to Workers

The law requires reasonable measures be taken to
ensure that employees:

« Understand the purpose of the panel and their
rights; and

° The Board recommends the use of an
acknowledgement form to be signed by all
employees to show that they have been notified
of the panel and its use. Our Acknowledgement of
Receipt and Notice of Panel Form may be used for
this purpose.

° Notice should be given prior to and upon
knowledge of an employee’s work injury.

« Receive assistance in contacting the panel
providers when necessary

° This may involve assisting a worker with
scheduling an appointment to receive treatment
for a work-related injury.

Unaffiliated Physicians

In order to count as separate choices, physicians

and physician groups used on panels should not be
associated with one another. In rural areas, where it
can be demonstrated that there are few reasonably
accessible physicians or medical providers, the Board
may allow exceptions.

9 - BHHC CT Claim Kit



EE Georgia Medical Provider Panels

Number of Providers Physician Selection And Changes
Whenever possible, a panel should exceed the o Excluding denied claims and emergencies, an
minimum number by at least one in order to ensure injured worker is required to select the authorized

panel validity in case of changes due to provider treating physician from the panel list.

retirement, relocation, etc. ° Obtain the injured worker's initial selection in
writing. Our Treating Physician Designation Form
may be used for this purpose.

PhySICIan Panel Types  Injured workers have the right to one change to
another provider listed on the panel without prior
Panel of Physicians approval. The parties must agree on or the Board

must order any subsequent changes. Referrals to
specialists made by the treating physician do not
count toward a claimant's physician selection.

e Form - Board Form WC-P1/P1Sp - Panel of
Physicians
e Minimum Requirements - The list must contain at

least six physicians or medical providers, including: .
Claim Procedures

» All work accidents and injuries must be reported to
us as soon as possible so that we are able to begin

o atleast one orthopedic surgeon

° no more than two physicians from industrial

clinics o .
the claim investigation promptly. Please have the
° atleast one minority physician injured worker complete our Georgia Employee
Accident Report.
Workers' Co_mpensation Managed « When reporting the claim, please make sure
Care Orgamzatlon (WC/MCO) Panel: to provide a copy of your posted physician
e Form - Board Form WC-P3 / P3Sp - WC/MCO Panel panel and a copy of the injured worker's signed

« Minimum Requirements: panel acknowledgment. This allows the Claims
Professional to enforce

° Only a MCO certified by the Board may be utilized
panel use.

° Each employee must receive instruction on
accessing the services of the WC/MCO, a
complete listing of the network medical providers,

and a wallet-sized card containing contact
information for the WC/MCQO, including a 24-hour,
tollfree hotline phone number.

Panel Maintenance

To guarantee panel validity over time, routine
maintenance is recommended.

Every six months to a year, each physician or provider
on a panel should be contacted to confirm that their
contact information is up-to-date and that they are
still accepting and treating workers’ compensation
patients.

AM I
BHHC has an AM Best Credit Rating of A++ as of February 22, 2024. - i i
CBESTY : y 10 - BHHC CT Claim Kit
++ SU| rior.

Forthe latest Best Credit Rating, access ambest.com.
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Berkshire Hathaway
5@ HOMESTATE COMPANIES

Workers Compensation Division

Acknowledgment of Receipt and Notice of Physician Panel

By signing this document, | am certifying that my employer,

| | provided me with a copy of their official posted panel

on |:| and has reviewed the purpose of the panel with me.

| understand that | must select a medical provider from the panel list to provide medical care for any work injuries
that | may sustain. | also understand that my employer may not be required to pay for any medical treatment that |
obtain from a medical provider that is not included on the panel.

| further understand that, if | am not satisfied with the first physician that | select from the panel, | have the right
to make one change to another physician listed on the same panel. Once | have selected a second physician

to provide treatment, | am unable to make a change without a formal request to my employer, the workers’
compensation insurance company, or the Georgia State Board of Workers' Compensation.

| understand that it is my duty to inform my supervisor and/or the appropriate personnel at my employer that | have
awork injury as soon as the injury occurs. Any delay in notification to my employer may result in a denial of workers'
compensation benefits.

| have read this acknowledgment 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 acknowledgment upon my request.

Printed Name Signature

Date

PRINT THIS FORM

11 - BHHC GA Claim Kit



WC-1 EMPLOYER'’S FIRST REPORT OF INJURY OR OCCUPATIONAL DISEASE

GEORGIA STATE BOARD OF WORKERS' COMPENSATION

EMPLOYER’S FIRST REPORT OF INJURY OR OCCUPATIONAL DISEASE

NOTE: FAILURE TO SUBMIT THIS REPORT TO INSURER IMMEDIATELY MAY RESULT IN PENALTY. MUST BE TYPED OR PRINTED IN BLACK INK.

Board Claim No. Employee Last Name Employee First Name M.1. Date of Injury
A. IDENTIFYING INFORMATION
O Male Birthdate Phone Number Empl E-mail
EMPLOYEE mployee Emal
O Female
Mailing Address City State Zip Code
Name NAICS Code Nature of Business (Trade, Transport, Mfg.,etc.)
EMPLOYER
Mailing Address Phone Number Employer FEIN
City State Zip Code Employer E-mail
INSURER / Name Insurer/Self-Insurer FEIN Insurer/ Self-Insurer File #
SELF-INSURER
Name Claims Office FEIN # Claims Office Phone Claims Office E-mail
CLAIMS OFFICE
SBWC ID# (five digit no.) Mailing Address City State Zip Code
Date Hired by Employer Job Classified Code No. Number of Days Worked Per Week W_age rate_at time of O per Hour
EMPLOYMENT/WAGE Injury or Disease: O perDay
0 per Week
Insurer Type Code List Normally Scheduled Days Off ] per Month
(I —Insurer  [1S-Self-insurer [1Group Fund
c . Date Employer had knowledge of Enter First Date Employee Failed to Work
X . ounty of Injury X
INJURY/ILLNESS Time of Injury Injury a Full Day
& MEDICAL O am
O pm
Did Employee Receive Full Did Injury/lliness Occur Type of Injury/lliness Body Part Affected
Pay on Date of Iniury? on Employer’'s jses?
Yes E:j No D Yes pﬁs No
How Injury or lliness / Abnormal Health Condition Occurred
Treating Physician (Name and Address) |nitial Treatment Given: Hospital / Treating Facility (Name and Address) X
I:I None If Returned to Work, Give Date:
D Minor: By Employer
I:I Minor: ClinicaliHospital Returned at what wage per Week
Emergency Room If Fatal, Enter Complete
Hospitalized > 24hrs Date of Death
Report Prepared By (Print or Type) Telephone Number Date of Report
[] B.INCOME BENEFITS Form WC-6 must be filed if weekly benefit is less than maximum
Previously Medical Only Date of disability:
Yes [J No | Average Weekly Wage: $ Weekly benefit: $
Date of first Payment: Compensation paid: $ or Date salary paid: Penalty paid: $
BENEFITS ARE PAYABLE FROM FOR:
O Temporary total disability D Temporary partial disability I:l Permanent partial disability of % to for weeks.
UNTIL WHEN THE EMPLOYEE ACTUALLY RETURNED TO WORK WITHOUT RESTRICTIONS. ALL OTHER SUSPENSIONS REQUIRE
THE FILING OF FORM WC-2 WITH THE STATE BOARD OF WORKERS’ COMPENSATION AND THE EMPLOYEE.
[] C.NOTICE TO CONTROVERT PAYMENT OF COMPENSATION
Benefits will not be paid because:
| [ ] D. MEDICAL ONLY INJURY (No indemnity benefits are due and/or have NOT been controverted.)
Insurer / Self-Insurer: Type or Print Name of Person Filing Form Signature Date
Phone Number E-mail

IF YOU HAVE QUESTIONS PLEASE CONTACT THE STATE BOARD OF WORKERS’ COMPENSATION AT 404-656-3818 OR 1-800-533-0682 OR VISIT http://www.sbwc.georgia.gov

WILLFULLY MAKING A FALSE STATEMENT FOR THE PURPOSE OF OBTAINING OR DENYING BENEFITS IS A CRIME SUBJECT TO PENALTIES OF UP TO $10,000.00 PER VIOLATION (O.C.G.A. § 34-9-18 AND § 34-9-19).

EMPLOYER’S FIRST REPORT OF INJURY
WC-1 REVISION 7/2021 1 OR OCCUPATIONAL DISEASE
10F 2



WC-1 EMPLOYER'’S FIRST REPORT OF INJURY OR OCCUPATIONAL DISEASE

GEORGIA STATE BOARD OF WORKERS' COMPENSATION

A. NOTICE TO EMPLOYER

1. Provide prompt medical attention; allow the employee to select a physician from your posted panel, and explain the panel
to the employee.

2. Complete Section A of this Form immediately upon your knowledge of an injury and send the WC-1 to your insurance
company or self-insurer claims office. FAILURE TO DO SO MAY RESULT IN A PENALTY.
Do not send this form to the State Board of Workers' Compensation. If you need additional help, call your insurance
company or self-insurer claims office.

3. Report serious injuries immediately by telephone to your insurer's claims department, then file this form with your insurance
company or self-insurer claims office.

B. NOTICE TO INSURER / SELF-INSURER

Upon receipt of this form, check to see that it is complete and accurate. Be sure to list the correct insurance company and
their SBWC ID number.

Complete Section B, C, or D and file with the Board and send a copy of both sides of the Form to the employee and all
counsel of record within 21 days of the employer’s knowledge of disability, injury, or death.

Section B is completed when indemnity benefits are paid or due, including salary in lieu.
Section C is completed when claim is controverted in full or in part.
Section D is completed when no indemnity benefits are due and/or have NOT been controverted.

Form WC-6 must be filed if weekly benefits are less than the maximum.

C. NOTICE TO EMPLOYEE
This form is provided for your information only.

If Section B is completed, you will receive income benefits on a weekly basis and the employer will pay medical expenses
from approved doctors. If you do not receive payment of benefits, or medical bills are not paid, call your employer or your
employer's insurance company or self-insurer claims office.

If Section C is completed, your claim of injury has been denied by the employer/insurer. If you disagree with this denial,
you must file a Form WC-14 Notice of Claim within one year of the accident with the State Board of Workers'
Compensation, 270 Peachtree Street N.W., Atlanta, Georgia 30303-1299.

If Section D is completed, you will receive medical benefits only. At this time, indemnity benefits are not due. If your medical
bills are not paid, call your employer or your employer's insurance company or self-insured claims office.

For information or assistance, contact:

STATE BOARD OF WORKERS' COMPENSATION

Toll Free: 1-800-533-0682
Atlanta: (404) 656-3818

https://sbwc.georgia.gov

IF YOU HAVE QUESTIONS PLEASE CONTACT THE STATE BOARD OF WORKERS’ COMPENSATION AT 404-656-3818 OR 1-800-533-0682 OR VISIT http://www.sbwc.georgia.gov

WILLFULLY MAKING A FALSE STATEMENT FOR THE PURPOSE OF OBTAINING OR DENYING BENEFITS IS A CRIME SUBJECT TO PENALTIES OF UP TO $10,000.00 PER VIOLATION (O.C.G.A. § 34-9-18 AND § 34-9-19).

EMPLOYER’S FIRST REPORT OF INJURY
WC-1 REVISION 7/2021 1 OR OCCUPATIONAL DISEASE
20F 2



WC-6 WAGE STATEMENT

GEORGIA STATE BOARD OF WORKERS' COMPENSATION
WAGE STATEMENT

Board Claim No. Employee Last Name Employee First Name M.I. Date of Injury

A. IDENTIFYING INFORMATION

Mailing Address
EMPLOYEE
E-mail Address City State Zip Code
Name Mailing Address
EMPLOYER
E-mail Address City State Zip Code
INSURER/ Name
SELF-INSURER
Name Mailing Address
CLAIMS OFFICE
SBWCID # Insurer/Self-Insurer File # City State Zip Code

B. COMPUTATION OF AVERAGE WEEKLY WAGE

If the weekly benefit is less than the maximum, complete the schedule below for thirteen (13) weeks immediately preceding the accident. If the employee has not been in your
employ for the thirteen (13) weeks, complete this schedule showing gross weekly earnings of a similar employee in the same employment. If either of the foregoing methods
cannot be reasonably and fairly applied, the full time weekly wage of the injured employee should be used.

O 13 Weeks of Employee’s Wages [ 13 Weeks of a Similar Employee’s Wages O Full Time Weekly Wage of Injured Employee:  $
SCHEDULE OF WEEKLY EARNINGS
From To No. of Amc?l::ts:’aid Value of Additional Compensation Total
Week MM/IggltYeYYY MM/IggltYeYYY pays Wil : . Earnings
Worked Overtime or Meals Lodging Rent Tips Other
Extra Work
1
2
3
4
5
6
7
8
9
10
11
12
13
Total
Average Weekly Earnings

C. SCHEDULED DAYS OFF

REQUIRED TO COMPLETE: O Mon O Tue QO Wed Q Thur Q Fri O Sat O Sun O No Off Days

D. REMARKS
REMARKS:
Type or Print Name Signature Date
E-mail Address Phone Number

IF YOU HAVE QUESTIONS PLEASE CONTACT THE STATE BOARD OF WORKERS’ COMPENSATION AT 404-656-3818 OR 1-800-533-0682 OR VISIT http://www.sbwc.georgia.gov
WILLFULLY MAKING A FALSE STATEMENT FOR THE PURPOSE OF OBTAINING OR DENYING BENEFITS IS A CRIME SUBJECT TO PENALTIES OF UP TO $10,000.00 PER VIOLATION (O.C.G.A. §34-9-18 AND §34-9-19).

WC-6 REVISION 12/2018 6 WAGE STATEMENT
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Berkshire Hathaway
5@ HOMESTATE COMPANIES

Workers Compensation Division

Treating Physician Designation

By signing this document, | acknowledge my employer's posted physician panel. | understand that | must select a medical
provider from the panel list to provide medical care for my work injury. | also understand that my employer may not be required
to pay for any medical treatment that | obtain from a medical provider that is not included on the panel.

| further understand that, if | am not satisfied with the first physician that | select from the panel, | have the right to make one
change to another physician listed on the same panel. Once | have selected a second physician to provide treatment, | am
unable to make a change without a formal request to my employer, the workers’ compensation insurance company, or the
Georgia State Board of Workers' Compensation.

Initial Treating Physician Selection
| hereby select the following physician to provide medical services and treatment for my work injury or illness:
Name Facility

Address Phone

I have read this form 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 document upon my
request.

Printed Name Signature

PRINT THIS FORM

15 - BHHC GA Claim Kit



WC-207 AUTHORIZATION AND CONSENT TO RELEASE MEDICAL INFORMATION

GEORGIA STATE BOARD OF WORKERS' COMPENSATION

AUTHORIZATION AND CONSENT TO RELEASE MEDICAL INFORMATION

Instructions: This form shall not be filed with the Board, unless otherwise requested.

TO: RE: Employee / Patient

Print Name and Title Last Name First Name M.I.
Address SSN Date of Injury Birthdate

City State Zip Code

This document authorizes the release of only the medical information as provided below. The above-stated entity, facility or
medical practitioner is authorized to release medical information to

in accordance with applicable State and Federal laws.

The information covered by this Authorization and Consent to Release is that authorized by O.C.G.A. §34-9-207 which reads as follows:

(@) When an employee has submitted a claim for workers' compensation benefits or is receiving payment of weekly income benefits or the
employer has paid any medical expenses, that employee shall be deemed to have waived any privilege or confidentiality concerning any
communications related to the claim or history or treatment of injury arising from the incident that the employee has had with any physician,
including, but not limited to, communications with psychiatrists or psychologist. This waiver shall apply to the employee’s medical history with
respect to any condition or complaint reasonably related to the condition for which such employee claims compensation. Notwithstanding any
other provision of law to the contrary, when requested by the employer, any physician who has examined, treated, or tested the employee or
consulted about the employee shall provide within a reasonable time and for a reasonable charge all information and records related to an
examination, treatment, testing, or consultation concerning the employee.

(b) When an employee has submitted a claim for workers' compensation benefits or is receiving payment of weekly income benefits or the
employer has paid any medical expenses, the employee, upon request, shall provide the employer with a signed release for medical records
and information related to the claim or history or treatment of injury arising from the incident, including information related to the treatment for
any mental condition or drug or alcohol abuse and to such employee’s medical history with respect to any condition or complaint reasonably
related to the condition for which such employee claims compensation. Said release shall designate the provider to whom the release is directed.
If a hearing is pending, any release shall expire on the date of the hearing.

(c) Ifthe employee refuses to provide a signed release for medical information as required by this Code section and, in the opinion of the Board,
the refusal was not justified under the terms of this Code section, then such employee shall not be entitled to any compensation at any time
during the continuance of such refusal or to a hearing on the issues of compensability arising from the claim.

Federal regulations (42 CFR Part 2), and the Health Insurance Portability and Accountability Act (HIPAA) of 1996 45 CFR
164.512(1) which reads as follows: “The covered entity may disclose protected health information as authorized by and to the
extent necessary to comply with laws relating to workers’ compensation or other similar programs, established by law, that
provide benefits for work-related illnesses or injury without regard to fault.” Anyone who receives information under this
authorization receives the same under all limitations set forth in Federal and State law regarding further dissemination of such
information.

This release shall expire in 180 days or upon written notice of revocation by the patient. If a hearing is pending, this release
shall remain in effect until the hearing and shall expire on the date the hearing is held.

Employee / Patient Signature Date

IF YOU HAVE QUESTIONS PLEASE CONTACT THE STATE BOARD OF WORKERS’ COMPENSATION AT 404-656-3818 OR 1-800-533-0682 OR VISIT http://www.sbwc.georgia.gov

WILLFULLY MAKING A FALSE STATEMENT FOR THE PURPOSE OF OBTAINING OR DENYING BENEFITS IS A CRIME SUBJECT TO PENALTIES OF UP TO $10,000.00 PER VIOLATION (O.C.G.A. §34-9-18 AND §34-9-19).

AUTHORIZATION AND CONSENT
207

WC-207 REVISION 7/2021 TO RELEASE MEDICAL INFORMATION



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

17 - BHHC GA Claim Kit



Berkshire Hathaway  EFmjp|oyee Incident Report

Workers Compensation Division

This form should be filled out by the injured employee.

Name Employer Name

Date of Incident |:| Time of incident |:| Time you began work on day of incident I:l

Address of Incident 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 incident 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 incident occurred?

The above form is true and correct.

Signature Date Completed

RESET FORM PRINT THIS FORM

18 - BHHC GA Claim Kit
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[ Berkshire Hathaway  nforme de Incidente del Empleado

Workers Compensation Division

A ser completado por el trabajador lesionado.

Nombre del empleado Nombre del empleador

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

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

| . | i |

¢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 incidente? 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 incidente?

El informe anterior es verdadero y correcto.

Firma Fecha En Que Se Complet6 El Formulario

RESTABLECER FORMULARIO IMPRIMIR FORMULARIO

19 - BHHC GA Claim Kit



HOMESTATE COMPANIES

Workers Compensation Division Em p I oym e nt I n Cid e nt

Berkshire Hathaway  Sypervisor’'s Report of

Employee Name Employer Name

Date of Incident |:| Time of incident |:| Time the employee began work on day of incident |:|
Did the employee report the incident immediately?

Address of Incident City, State Zip Offsite? (Y/N)
] B | [resorno

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 incident occurred (including self)?

Do you have any reason to question the legitimacy of the incident? If so, please explain:

20 - BHHC GA Claim Kit



EE Supervisor's Report of Employment Incident

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

|:| Unused/unavailable lifting equipment |:| Obstructed view |:| Interaction with patient or resident
|:| Unused/unavailable PPE (gloves, |:| Lack of training |:| Interaction with customer
hardhat, goggles, etc.)
|:| Wet/slippery floor |:| Chemical exposure
|:| Unused/unavailable sharps container
|:| Poor housekeeping |:| Motor vehicle incident
|:| Unguarded or improperly guarded
equipment |:| Interaction with co-worker |:| Other: |

|:| Electrical exposure

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

The above form is true and correct.

Prepared by Signature Date Completed

RESET FORM PRINT THIS FORM
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| Berkshire Hathaway . .
ald| nomestate cowranies  Informe de Incidente del Supevisor

Workers Compensation Division

Nombre del empleado Nombre del empleador

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

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

| . | i

¢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 incidente (incluyendo él mismo)?

¢Tiene usted alguna razén para dudar de la legitimidad del incidente? Si es asi, por favor, explique:

22 - BHHC GA Claim Kit



EE Informe de Incidente del Supevisor

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

|:| Equipo para levantar no usado/no |:| Vista obstruida |:| Interaccion con paciente o residente
disponible
|:| Falta de capacitacion |:| Interaccién con cliente
|:| PPE (guantes, casco, gafas, etc.) no
usado/no disponible |:| Herramientas o equipo defectuosos |:| Exposicién a producto quimico
[[] contenedor de objetos punzantes no [] piso mojado/resbaloso [] incidente de vehiculo motorizado

usado/no disponible

|:| Mala limpieza |:| 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 O-F Em p | Oyee I n Cid e n-t

Berkshire Hathaway  Witness' Report/Statement

Employee Name

Witness' Name Witness' Phone Number

| | |

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

| | | | [fesorno

Dateofncident| | Timeofincident |

Address of Incident City, State Zip Offsite? (Y/N)
| | | | [Yesorno

Did you witness the above-reported incident? 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 incident occurred?

Were any other witnesses present at the time of the incident? 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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=3]| Berkshire Hathawa . .
|| womesrars comranizr  Informe de Incidente del Testigo

Workers Compensation Division

Nombre del Empleado

INombre del Testigo | I'I'eléfono del Testigo |

IDireccic’)n del Testigo | ICiudad, Estado | |Cc’>digo Postall IFuera del Lugar de Trabajo? (Si/No)
Fecha Del Incidente Hora del incidente

I . |

Direccion del incidente Ciudad, Estado Cobdigo Postal Fuera del Lugar de Trabajo? (Si/ No)

| | . | e

¢Presenci6 el incidente? Si es asi, ¢como ocurrio?¢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 incidente?

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

La forma anterior es verdadera y correcta.

Firma del Testigo Fecha

RESTABLECER FORMULARIO IMPRIMIR FORMULARIO
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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
Albertson’s/Sav-On
Amerisource Bergen
Anchor Pharmacies
Arrow

Aurora

Bartell Drugs
Bigg’s

Bi-Lo

Bi-Mart

BJ’s Wholesale Club
Brooks

Brookshire Brothers
Brookshire Grocery
Bruno

Carrs

Cash Wise
Coborn’s

Costco

Cub

CVS

D&W

Dahl’'s

Dierbergs

Discount Drugmart
Doc’s Drugs
Dominicks

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

Longs Drug Store

Major Value

Marsh Drugs

Medic Discount

Medicap

Medistat

Meijer

Minyard

NCS HealthCare

Neighborcare

Network
Pharmaceuticals

Northeast Pharmacy
Services

Osco

P & C Food Markets

Pamida

Park Nicollet

Pathmark

Pavilions

Price Chopper

Publix

Quality Markets

Raley’s

Randalls

Rite Aid

Rosauers

Rx Express

RXD

Safeway

Sam’s Club

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

An Express Scripts Company

Sav-On
Save Mart
Schnucks
Scolari’s
Sedano
Shaw’s
Shop ‘N Save
Shopko
ShopRite
Snyder

Stop & Shop
Sun Mart
Super Fresh
Super Rx
Target
Texas Oncology Srvs
The Pharm
Thrifty White
Times

Tom Thumb
Tops
Ukrop’s
United Drugs
United Supermarkets
Vons
Waldbaums
Walgreens
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 22, 2024. EENG.21.2.2.2 28 - BHHC GA 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 22, 2024. ESP.21.2.2.5 29 - BHHC GA Claim Kit
A++ Superior!

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