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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.

Texas 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-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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Posting Requirement

The Notice to New Employees Handout

« Must be distributed to all employees:

° At the time of hire (when employee is required to complete W-4 and
I-9 forms or, after a break in service, when employee is required to
complete W-4 form on the first day the employee reports back to
duty)

o Within 15 days after the date workers' compensation insurance
coverage is terminated or canceled

o Within 15 days after the date workers' compensation insurance
coverage takes effect

(Texas. Labor Code § 406.005 and 28 Texas Administrative Code § 110.101)

Notice 6 — Notice to Employees Concerning
Workers" Compensation in Texas Poster

e Postin one or more conspicuous places at all business locations
° Personnel office if any
° Other locations where employees are likely to see on a regular basis

o Text of form fields must be in at least font size 16

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

e Your company name

« Name of your designated insurance company (enter in two locations on
form)

« Your policy effective date

« Please note, the form fields are designed to populate text meeting the
statutory font-size requirement.

(Texas. Labor Code § 406.005 and 28 Texas Administrative Code § 110.101)

AM I
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EE Workers Compensation Posting Requirements

Employer’s Notice of Ombudsman  Notice 9 — Notice Re(?arding

Program Certain Work-Relate
» Postin one or more conspicuous places at all Commumcable Diseases ,
business locations and Eligibility for Workers
° Personnel office, if any Compensation Benefits
° Other locations where employees are likely to be PLEASE NOTE, USE OF THIS POSTER IS ONLY
on a regular basis REQUIRED FOR THOSE EMPLOYERS THAT EMPLOY
(28 Texas Administrative Code § 276.5) CERTAIN WORK TYPES!
e Only pertains to the following employments
Employer’s Notice Regarding First ° Emergency medical services
Responder Liaison to Assist in o Paramedics
Workers' Compensation Disputes ° Fire fighters
REQUIRED ONLY FOR EMPLOYERS WHO EMPLOY ° Law enforcement officers
PUBLIC SAFETY WORKERS! ° Correctional officers
« Post in one or more conspicuous places at all + Postin one or more conspicuous places at all
business locations business locations
(28 Texas Administrative Code § 276.5) ° Personnel office, if any

o Other locations where employees are likely to
see on a regular basis

. 3 I
NOtICG 8 - Requwed Workers ° Each version (English and Spanish) must be
Compensation Coverage Poster posted
PLEASE NOTE, USE OF THIS POSTER IS ONLY (28 Texas Administrative Code § 110.108)

REQUIRED FOR CONTRACTORS ENGAGED IN A
BUILDING OR CONSTRUCTION PROJECT FOR A
GOVERNMENT ENTITY!

» Regardless of the identity of their employer or

status as an employee, coverage includes the
following:

° Persons providing, hauling, or delivering
equipment or materials

° Persons providing labor or transportation or
other services related to the project

e Postin one or more conspicuous places at each
work site

° Each version (English and Spanish) must be
posted

(28 Texas Administrative Code § 110.110(d)(7))

AM I
BHHC has an AM Best Credit Rating of A++ as of February 22, 2024. - i i
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Texas Department of Insurance

Division of Workers’ Compensation
7551 Metro Center Drive, Suite 100 « Austin, Texas 78744-1645

512-804-4000 telephone * 512-804-4001 fax « www.tdi.texas.gov

YOU MAY USE YOUR OWN LETTERHEAD WITH
THE FOLLOWING INFORMATION

Reference Rule 110.101

(@ Inaddition to the posted notice required by subsection (e) of this section, employers, as
defined by Labor Code Section 406.001, shall notify their employees of workers’
compensation insurance coverage status, in writing. This additional notice:

1)

)

(3)

(4)

()

shall be provided at the time an employee is hired, meaning when the employee is
required by federal law to complete both a W-4 form and an 1-9 form or when a
break in service has occurred and the employee is required by federal law to
complete a W-4 form on the first day the employee reports back to duty;

shall be provided to each employee, by an employer whose workers’
compensation insurance coverage is terminated or cancelled, not later than the 15"
day after the date on which the termination or cancellation of coverage takes
effect;

shall be provided to each employee, by an employer who obtains workers’
compensation insurance coverage, not later than the 15" day after the date on
which coverage takes effect, as necessary to allow the employee to elect to retain
common law rights under Labor Code Chapter 406;

shall include the text required in the posted notice (see rule 110.101 (e)(1), (e)(2),
(€)(3), (e)(4) for appropriate language); and

if the employer is covered by workers’ compensation insurance (subscriber) or
becomes covered, whether by commercial insurance or through self-insurance as
provided by the Texas Workers” Compensation Act (Act), shall include the
following statement:

NOTICE TO NEW EMPLOYEES

“You may elect to retain your common law right of action if, no later than five days
after you begin employment or within five days after receiving written notice from
the employer that the employer has obtained workers’ compensation insurance
coverage, you notify your employer in writing that you wish to retain your common
law right to recover damages for personal injury. If you elect to retain your
common law right of action, you cannot obtain workers’ compensation income or
medical benefits if you are injured.”

Notice to New Employees Rev. 01/13 DIVISION OF WORKERS’ COMPENSATION



Texas Department of Insurance

Division of Workers’ Compensation
7551 Metro Center Drive, Suite 100 » Austin, Texas 78744-1645
512-804-4000 telephone « 512-804-4001 fax « www.tdi.texas.qov

YOU MAY USE YOUR OWN LETTERHEAD WITH
THE FOLLOWING INFORMATION

Reglamento de Referencia 110.101

(@) Ademas del aviso que debe ponerse a la vista, el cual es requerido por la sub seccion (e)
de esta seccién, los empleadores, segun lo definido por la Seccién del Cddigo Laboral
406.001, deberan notificar por escrito a sus empleados sobre el estado de la cobertura de
compensacion para trabajadores. Ademas, este aviso:

(1) debera ser proporcionado al momento en que el empleado es contratado, es decir,
cuando la ley federal requiere que el empleado complete el formulario W-4 y el
formulario 1-9, o cuando haya ocurrido una interrupcion en el servicio y la ley federal
requiere que el empleado complete el formulario W-4 en el primer dia en que el
empleado se reporta de regreso a sus deberes;

(2)  debera ser proporcionado a cada empleado, por un empleador cuya cobertura de
seguro de compensacion para trabajadores ha sido anulada o cancelada, a no mas
tardar del dia 15, después de la fecha en la cual la anulacién o cancelacion entra en
vigor,

(3) debera ser proporcionado a cada empleado, por un empleador que obtiene una
cobertura de seguro de compensacion para trabajadores, a no mas tardar del dia
15, después de la fecha en la cual la cobertura entra en vigor, segun lo necesario
para permitir que el empleado opte por conservar su derecho comun (common law
right, por su nombre en inglés) bajo el Capitulo 406 del Cédigo Laboral;

(4)  debera incluir el texto que es requerido en el aviso que debe ponerse a la vista (ver
el reglamento 110.101 (e)(1), (e)(2), (e)(3), (e)(4) para obtener el lenguaje
apropiado); y

(5) si el empleador esta cubierto por un seguro de compensacion para trabajadores
(subscriptor) u obtiene una cobertura, ya sea mediante un seguro comercial o se
convierte en auto asegurado segun lo proporcionado por la Ley de Compensacion
para Trabajadores de Texas (Ley), debera incluir la siguiente declaracion:

AVISO A LOS NUEVOS EMPLEADOS

“Usted puede optar por conservar su derecho comun de accién de ley (common law
right of action, por su nombre en inglés) si, a no mas tardar de cinco dias después que
usted comienza su empleo o dentro de cinco dias después de recibir aviso por escrito
por parte del empleador donde se informa que el empleador ha obtenido una
cobertura de seguro de compensacion para trabajadores, usted le notifica a su
empleador por escrito que desea conservar su derecho comudn de accion de ley para
recuperarse de dafos por lesiones personales. Si opta por conservar su derecho
comun de accion de ley, usted no puede obtener beneficios médicos o de ingresos de
compensacion para trabajadores si se ha lesionado.”

Notice to New Employees Rev. 01/13 DIVISION OF WORKERS' COMPENSATION


http://www.tdi.texas.gov/

Texas Department of Insurance

Division of Workers’ Compensation
7551 Metro Center Drive, Suite 100 » Austin, Texas 78744-1645
512-804-4000 telephone « 512-804-4001 fax « www.tdi.texas.qov

YOU MAY USE YOUR OWN LETTERHEAD WITH
THE FOLLOWING INFORMATION

Quy tic dan chiéu 110.101

(@) Ngoai thdng b4o dwoc niém yét theo yéu ciu tai tiéu muc (e) ctia muc nay,
cac chd nhan, nhw dugc dinh nghia tai Muc 406.001 ctua B6 Luat Lao Bong,
phai thong b&o bang van ban cho cac nhan vién ctia minh vé tinh trang pham
vi bdo hiém bdi thuweng lao déng. Théng bao bd sung nay:

(1) sé dwoc cung cap vao thdi diém nhan vién dwoc thué tuyén, cé nghia la
khi nhan vién dwoc phap luat lién bang yéu cau phai hoan tat cad mau W-
4 va mau 1-9 hodc khi da xay ra sw gian doan trong cdng viéc, va nhan
vién dwoc phap luat lién bang yéu cau phai hoan tat mau W-4 vao ngay
dAu tién nhan vién tré lai 1am viéc;

(2) sé dwoc cung cap cho méi nhan vién, b&i chd nhan khi pham vi bao
hiém bdi thweng lao déng bi chAm dirt hodc huy b, khéng tré hon ngay
th(r 15 sau ngay pham vi bdo hiém bj chdm dit hodc huy bd cé hiéu lyc;

(3) sé& dwoc cung cap cho méi nhan vién, b&i chii nhan nhan dwoc pham vi
b&o hiém bdi thwdng lao dong, khéng tré hon ngay thé 15 sau ngay
pham vi bdo hiém dé c6 hiéu lyc, d& cho phép nhan vién lya chon tiép
tuc cac quyén loi can thiét theo théng luat theo Chwong 406 Pao Luat
Lao Béng;

(4) sé bao gdbm ca phan ndi dung dwoc yéu cau trong théng bao dwoc niém
yét (xem quy téc 110.101 (e)(1), (e)(2), (e)(3), (e)(4) dé str dung ngdn
nglr phu hop); va

(5) néu chi nhan c6 pham vi bao hiém bbi thwong lao dong (co6 ghi danh)
hodc dwoc pham vi bao hiém, du qua bao hiém thwong mai hoac qua
hinh thire tw bao hiém nhw dwoc quy dinh b&i Pao Luat Béi Thwdng Lao
Pong Tiéu Bang Texas (Pao Luat), sé bao gdbm tuyén bé sau:

THONG BAO GUT CHO CAC NHAN VIEN MOI

“Ban c6 thé chon tiép tuc cic quyén loi can thiét ciia minh theo thong luat
néu, khong qua 5 ngay sau khi ban dwoc tuyén dung hoiic trong vong 5 ngay
sau khi nhan dwoc vin ban thong bao ciia chii nhan ring chi nhan di c6 bao
hlém b61 thuwong lao dong, ban bao cho chi nhan cua ban bz‘lng van ban la ban
muén tlep tuc cac quyen lgi can thiét ciia minh theo thong luat dé bu dap cho
thiét hai d6i véi thwong tich ¢4 nhan. Néu ban chon tiép tuc cic quyén hanh
dong theo thong luat, ban khong thé nhan dwgc lgi tirc hoidc nhirng quyen loi
vé y té tir bdi thuwong lao dong néu ban bij thwong tich.”

Notice to New Employees Rev. 03/13 DIVISION OF WORKERS' COMPENSATION
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NOTICE TO EMPLOYEES CONCERNING

WORKERS’ COMPENSATION IN TEXAS

COVERAGE: [Name of employer]
has workers’ compensation insurance coverage from [name of commercial insurance company]

in the event of
work-related injury or occupational disease. This coverage is effective from [effective date of workers’
compensation insurance policy] . Any injuries or occupational diseases which occur on or after
that date will be handled by [name of commercial insurance company]
. An employee or a person acting on the employee’s behalf,
must notify the employer of an injury or occupational disease not later than the 30th day after the date
on which the injury occurs or the date the employee knew or should have known of an occupational
disease, unless the Texas Department of Insurance, Division of Workers’ Compensation (Division)
determines that good cause existed for failure to provide timely notice. Your employer is required
to provide you with coverage information, in writing, when you are hired or whenever the employer
becomes, or ceases to be, covered by workers’ compensation insurance.

EMPLOYEE ASSISTANCE: The Division provides free information about how to file a workers’
compensation claim. Division staff will answer any questions you may have about workers’
compensation and process any requests for dispute resolution of a claim. You can obtain this assistance
by contacting your local Division field office or by calling 1-800-252-7031. The Office of Injured
Employee Counsel (OIEC) also provides free assistance to injured employees and will explain your
rights and responsibilities under the Workers’ Compensation Act. You can obtain OIEC’s assistance

by contacting an OIEC customer service representative in your local Division field office or by calling
1-866-EZE-OIEC (1-866-393-6432).

SAFETY VIOLATIONS HOTLINE: The Division has a 24 hour toll-free telephone number for
reporting unsafe conditions in the workplace that may violate occupational health and safety laws.
Employers are prohibited by law from suspending, terminating, or discriminating against any employee
because he or she in good faith reports an alleged occupational health or safety violation. Contact the
Division at 1-800-452-9595.

Notice 6 (01/13) TEXAS DEPARTMENT OF INSURANCE, DIVISION OF WORKERS’ COMPENSATION Rule 110.101(e)(1)




COVERED EMPLOYER

Texas Workers’ Compensation Rule 110.101(e)(1) requires employers who are covered by workers’
compensation through a commercial insurance company to advise their employees that they do have
workers’ compensation insurance coverage and to advise their employees of the Texas Department
of Insurance, Division of Workers’ Compensation's toll free number to obtain additional information
about their workers' compensation rights.

Notices in English, Spanish and any other language common to the employer's employee population
must be posted and:
1. Prominently displayed in the employer's personnel office, if any;

2. Located about the workplace in such a way that each employee is likely to see the notice on a
regular basis;

3. Printed with a title in at least 26 point bold type, subject in at least 18 point bold type, and text in
at least 16 point normal type; and

4. Contain the exact words as prescribed in Rule 110.101(e)(1).

The notice on the reverse side meets the above requirements. Failure to post or to provide notice
as required in the rule is a violation of the Act and Division rules. The violator may be subject to
administrative penalties.

Do Not Post This Side



AVISO A LOS EMPLEADOS SOBRE LA
COMPENSACION PARA TRABAJADORES

EN TEXAS
COBERTURA: [Name of the employer]

tiene cobertura de
seguros de compensacion para trabajadores con [name of the commercial
insurance company]
para protegerle en caso de una lesion o enfermedad ocupacional relacionada
con el trabajo. Esta cobertura esta vigente desde [effective date of workers’
compensation insurance policy] . Cualquier lesion
o enfermedad ocupacional que ocurra en o después de esta fecha sera
manejada por [name of commercial insurance company]
. Un empleado o una
persona que actue en nombre del empleado, debe notificar al empleador
sobre una lesion o una enfermedad ocupacional a no mas tardar de treinta
(30) dias, a partir de la fecha en que ocurri6 la lesion o en la fecha en la que
el empleado se enterd o deberia de haberse enterado de la enfermedad
ocupacional, al menos que el Departamento de Seguros de Texas, Division
de Compensacion para Trabajadores (Texas Department of Insurance,
Division of Workers’ Compensation — TDI-DWC, por su nombre y siglas en
inglés) (Divisidon) determine que existié una buena causa para que no se
haya notificado al empleador dentro del tiempo sefialado. Su empleador
tiene la obligacion de proporcionarle a usted informacion por escrito sobre
la cobertura cuando usted es contratado o cuando su empleador adquiere o
deja de tener una cobertura de seguro de compensacion para trabajadores.

ASISTENCIA AL EMPLEADO: La Division proporciona informacion
gratuita sobre como presentar una reclamacion de compensacion para
trabajadores. El personal de la Division contestara cualquier pregunta

que usted pueda tener sobre la compensacion para trabajadores y
procesara cualquier solicitud de resolucion de disputas relacionada con una
reclamacion. Usted puede obtener este tipo de asistencia comunicandose
con su oficina local de la Divisién o llamando al teléfono 1-800-252-7031. La
Oficina de Asesoria Publica para el Empleado Lesionado (Office of Injured
Employee Counsel — OIEC, por su nombre y siglas en inglés) también ofrece
asistencia gratuita a los empleados lesionados y ellos le explicaran cuales
son sus derechos y responsabilidades bajo la Ley de Compensacion para
Trabajadores. Usted puede obtener la asistencia de OIEC comunicandose
con un representante de servicio al cliente de OIEC en su oficina local de la
Divisién o llamando al 1-866-EZE-OIEC (1-866-393-6432).

LINEA DIRECTA PARA REPORTAR VIOLACIONES DE

SEGURIDAD: La Division cuenta con una linea gratuita telefénica que
esta en servicio las 24 horas del dia para reportar condiciones inseguras
en el area de trabajo que podrian violar las leyes ocupacionales de salud
y seguridad. La ley prohibe que los empleadores suspendan, despidan o
discriminen en contra de cualquier empleado porque él o ella de buena
fe reporta una alegada violacion ocupacional de salud o seguridad.

Comuniquese con la Division al teléfono 1-800-452-9595.
Notice 6 (01/13) TEXAS DEPARTMENT OF INSURANCE, DIVISION OF WORKERS’ COMPENSATION Rule 110.101(e)(1)




EMPLEADOR CON COBERTURA

El Reglamento 110.101 (e)(1) de Compensacion para Trabajadores de
Texas requiere que los empleadores que cuentan con una cobertura de
compensacion para trabajadores mediante una compafia de seguros
comercial notifiquen a sus empleados que ellos cuentan con una cobertura
de seguro de compensacion para trabajadores e informen a sus empleados
sobre el numero de la linea telefonica gratuita del Departamento de
Seguros de Texas, Division de Compensacion para Trabajadores para
obtener informacién adicional sobre sus derechos de compensacion para
trabajadores.

Avisos en inglés, espaiol y cualquier otro idioma comun para la poblacion
de los trabajadores del empleador deben ser puestos a la vista y:

1. Mostrarse en un lugar prominente de la oficina de personal del
empleador, si es que la hay;

2. Ubicar este aviso en el area de trabajo de tal manera que los
empleados lo vean regularmente;

3. Eltitulo debe ser impreso en tamano 26, en letra negrita de punto, el
tema debe ser impreso en tamano 18, en letra negrita de punto, y el
texto, por lo menos en tamano 16 en letra negrita de punto normal; y

4. Contener las palabras exactas segun lo sefialado en el Reglamento
110.101 (e)(1).

El aviso que se muestra al reverso de esta pagina cumple con los
requisitos que se han senalado en la parte de arriba. El negarse a mostrar
o proporcionar esta informacion, segun lo requerido en el reglamento es
una falta a la ley y a los reglamentos de la Division. El infractor podria estar
sujeto a sanciones administrativas.

NO MOSTRAR ESTE LADO



THONG BAO CHO CAC NHAN VIEN VE
VIEC BOI THUONG LAO BONG O TEXAS

PHAM VI BAO HIEM: [Tén chd nhan]
c6 pham vi bdo hiém bdi thwdng lao ddng cla
[tén cOng ty bdo hiém thwong mai]
trong trwo'ng hgp cé nhirng thwong tich lién quan
dén céng viéc hodc nhirng bénh tat do nghé nghiép tao ra. Pham vi bao
hiém nay cé hiéu Iwc tir [ngay hiéu lwc cta hop ddng bao hiém lao déng]

. B4t ctr thwong tich hodc bénh tat do nghé nghiép
tao ra xay ra vao ngay hodc sau ngay dé sé dwoc gidi quyét bdi [tén cla
cong ty bao hiém thwong mai]

. M6t nhan vién hoac moét
nguwdi co quyén thay mat ngwdi nhan vién dé phai théng bao cho chd nhan
vé thuwong tich hodc bénh tat do nghé nghiép tao ra khéng qua ngay th 30
sau ngay thwong tich xay ra hodc ngdy ma nhan vién biét hoac I& ra phai
biét vé& bénh tat do nghé nghiép tao ra, trir phi Co Quan Bao Hiém Tiéu
Bang Texas, Ban B6i Thudng Lao Bdng (Ban) xac nhan rang viéc khéng
thong bao kip thoi la c6 nguyén nhan chinh dang va hop ly. Chd nhan cua
ban bat budc phai cung cap cho ban nhirng théng tin lién quan dén viéc bao
hiém, bang van ban, khi ban dwoc thué tuyén hodc bat ky lic ndo chl nhan
bat ddu hoac cham dut bao hiém bbdi thwdng lao ddng.

HO TRO CHO NHAN VIEN: Ban Bbi Thwéng Lao Bong cung cép théng
tin mién phi vé cach thirc ndp hd so yéu cau boi thweng lao ddng. Nhan
vién clia Ban sé tra 1&i bat cir cau hdi nao ban co thé cé lién quan dén viéc
bdi thwdng lao ddng va tién hanh bat clr yéu cau nao dé giai quyét su tranh
chap yéu cau thanh toan. Ban c6 thé nhan duwoc sy hd tro nay bang cach
lién lac v&i van phong dia phwong ctia Ban hodc goi s6 1-800-252-7031.
Van Phong C6 Van Cho Nhan Vién Bi Thwong Tich (OIEC) ciing cung cap
sw hoé tro mién phi cho cac nhan vién bi thwong tich va sé giai thich nhirng
quyén loi va trach nhiém cuia ban theo Dao Luat Béi Thwérng Lao Pong.
Ban c¢6 thé nhan dwoc sy hd tro ctia OIEC bang cach lién lac v&i ngudi dai
dién dich vu yém tro' ctia van phong OIEC dia phwong cla ban hay goi sb
1-866-EZE-OIEC (1-866-393-6432).

PUONG GIAY NONG VE VI PHAM AN TOAN: Ban Bé&i Thuong Lao
bong co sb dién thoai mién phi hoat dong 24/24 dé nhan bao cao nhirng dir
kién mat an toan noi lam viéc ma cé thé vi pham dén stre khde nghé nghiép
va luat an toan. Luat phap cdm chd nhan dinh chi, sa thai, hodc phan biét
dbi xtr véi bat ky nhan vién nao béi vi ngwdi nay da bao cao mét cach trung
thwe moi sy vi pham vé sirc khde nghé nghiép hoac an toan. Xin lién lac voi
Ban Boi Thwdng Lao Béng & sb 1-800-452-9595.

Notice 6 (03/13) TEXAS DEPARTMENT OF INSURANCE, DIVISION OF WORKERS’ COMPENSATION Rule 110.101(e)(1)



COVERED EMPLOYER

Texas Workers’ Compensation Rule 110.101(e)(1) requires employers
who are covered by workers’ compensation through a commercial
insurance company to advise their employees that they do have workers’
compensation insurance coverage and to advise their employees of the
Texas Department of Insurance, Division of Workers’ Compensation's
toll-free number to obtain additional information about their workers’
compensation rights.

Notices in English, Spanish and any other language common to the
employer’s employee population must be posted and:1.

1.
2.

4.
5.

Prominently displayed in the employer’s personnel office, if any;2.

Located about the workplace in such a way that each employee is
likely to see the notice on a regular basis;3.

Printed with a title in at least 26 point bold type, subject in at least 18
point bold type, and text in

at least 16 point normal type; and4.

Contain the exact words as prescribed in Rule 110.101(e)(1).

The notice on the reverse side meets the above requirements. Failure to
post or to provide notice as required in the rule is a violation of the Act and
Division rules. The violator may be subject to administrative penalties.

Do Not Post This Side



NOTICE TO EMPLOYEES CONCERNING ASSISTANCE AVAILABLE
IN THE WORKERS’ COMPENSATION SYSTEM FROM THE
OFFICE OF INJURED EMPLOYEE COUNSEL

Have you been injured on the job? As an injured employee in Texas, you have the right to free assistance
from the Office of Injured Employee Counsel (OIEC). OIEC is the state agency that assists unrepresented
injured employees with their claim in the workers’ compensation system.

You can contact OIEC by calling its toll-free telephone number: 1-866-393-6432.
More information about OIEC and its Ombudsman Program is available at the agency’s website (www.oiec.texas.gov).

OMBUDSMAN PROGRAM

What Is An Ombudsman? An Ombudsman is an employee of OIEC who can assist you if you have a dispute
with your employer’s insurance carrier. An Ombudsman’s assistance is free of charge. Each Ombudsman
has completed a comprehensive training program designed specifically to assist you with your dispute.

An Ombudsman can help you identify and develop the disputed issues in your case and attempt to resolve them.
If the issues cannot be resolved, the Ombudsman can help you request a dispute resolution proceeding at the
Texas Department of Insurance, Division of Workers’ Compensation.

Once a proceeding is scheduled an Ombudsman can:
® Help you prepare for the proceeding (Benefit Review Conference and/or Contested Case Hearing);
¢ Attend the proceeding with you and communicate on your behalf; and
e Assist you with an appeal or aresponse to an insurance carrier’s appeal, if necessary.

A
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Aviso Para Los Empleados Sobre La Asistencia Disponible
En El Sistema De Compensacion Para Trabajadores Por Parte
De La Oficina De Asesoria Publica Para El Empleado Lesionado

¢éSe halesionado en el trabajo? Como empleado lesionado en Texas, usted tiene derecho a recibir asistencia
gratuita por parte de la Oficina de Asesoria Publica para el Empleado Lesionado (Office of Injured Employee
Counsel -OIEC, por sunombre y siglas en inglés). OIEC es la agencia estatal que asiste a los empleados lesionados
gue no cuentan con representacion legal con su reclamacion en el sistema de compensacion para trabajadores.

Usted puede comunicarse con OIEC llamando a su numero de teléfono gratuito: 1-866-393-6432.

Mas informacion sobre OIEC y sobre el Programa de Ombudsman se encuentra disponible en el sitio web
de la agencia (www.oiec.texas.gov).

Programa de Ombudsman

¢Qué es un Ombudsman? Un Ombudsman es un empleado de OIEC que le puede asistir si usted tiene
una disputa con la aseguradora de su empleador. La asistencia por parte del Ombudsman es gratuita.

Cada Ombudsman ha completado un extenso programa de capacitacion, el cual ha sido disefiado
especificamente para asistirle a usted con su disputa.

Un Ombudsman puede ayudarle a identificar y desarrollar los asuntos en disputa en su caso e intentar resolverlos.
Silos asuntos no pueden ser resueltos, el Ombudsman puede ayudarle a solicitar un procedimiento de resolucion
de disputas ante el Departamento de Seguros de Texas, Division de Compensacion para Trabajadores
(Texas Department of Insurance, Division of Workers’ Compensation, por su nombre en inglés).

Una vez que el procedimiento ha sido programado, el Ombudsman puede:
e Ayudarle a prepararse para el procedimiento (Conferencia para Revision de Beneficios [Benefit Review Conference,
por sunombre en inglés] y/o Audiencia para Disputar Beneficios [Contested Case Hearing, por su nombre en inglés]);

® Asistir al procedimiento con usted y hablar en sunombre;y
® Ayudarlo a usted con una apelacién o con una respuesta a la apelaciéon de una aseguradora, si es hecesario.

J(
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OFFICE OF INJURED EMPLOYEE COUNSEL

NOTICE REGARDING
FIRST RESPONDER LIAISON TO ASSIST IN
WORKERS™ COMPENSATION DISPUTES

TO: First Responders

The Office of Injured Employee Counsel (OIEC) is the state agency that assists, educates, and advocates
on behalf of the injured employees of Texas.

OIEC has a designated employee who is the liaison for first responders. The liaison is highly trained as an
ombudsman and in the rights of first responders within the workers’ compensation system.

As a first responder, you can call (512) 804-4173 or email firstresponderhelp@oiec.texas.gov for help
with your workers’ compensation claim.

You can contact OIEC by calling its toll-free telephone number: 1-866-393-6432. More information about
OIEC and its Ombudsman Program is available at the agency’s website (www.oiec.texas.gov).

CONNECT W @0Iec (O) @OIECTexas @OIECtube /

ect
(ix oiec.texas.gov

Figure 28 TAC §276.5(d) - April 2018



OFICINA DE ASESORIA PUBLICA PARA EL EMPLEADO LESIONADO

AVISO REFERENTE A INTERMEDIARIO PARA
EMPLEADOS DE RESPUESTA INMEDIATA PARA AYUDAR EN
LAS DISPUTAS DE COMPENSACION PARA TRABAJADORES

PARA: Empleados de Respuesta Inmediata (First Responders, por su nombre en inglés)

La Oficina de Asesoria Publica para el Empleado Lesionado (Office of Injured Employee Counsel —OIEC, por su
nombre y siglas en inglés) es la agencia estatal que asiste, educa, y aboga en nombre de los empleados lesionados
en Texas.

OIEC cuenta con un empleado que ha sido designado como intermediario para los empleados de respuesta
inmediata. El intermediario esta altamente capacitado como ombudsman y también estd capacitado en los
derechos de los empleados de respuesta inmediata dentro del sistema de compensacion para trabajadores.

Como empleado de respuesta inmediata, usted puede llamar al (512) 804-4173 o enviar un correo electrénico a
firstresponderhelp@oiec.texas.gov para recibir ayuda con su reclamacién de compensacién para trabajadores.

Usted puede comunicarse con OIEC llamando al nimero de teléfono gratuito: 1-866-393-6432. Mas informacion
sobre OIEC y su Programa de Ombudsman esta disponible en el sitio web de la agencia (www.oiec.texas.gov).

CONECTESE W @OIEC @OIECTexas @OIECtube (g oiec.texas.gov
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REQUIRED WORKERS' COMPENSATION
COVERAGE

The law requires that each person working on this site or providing services related to
this construction project must be covered by workers’ compensation insurance. This
Includes persons providing, hauling, or delivering equipment or materials, or providing
labor or transportation or other services related to the project, regardless of the identity
of their employer or status as an employee.

Call the Division of Workers’ Compensation at 1-800-252-7031 or access the
division’s website at www.tdi.texas.gov/wc/indexwc.html to receive information on the
legal requirement for coverage, to verify whether your employer has provided the
required coverage, or to report an employer’s failure to provide coverage.



http://www.tdi.texas.gov/wc/indexwc.html

TO THE EMPLOYER/CONTRACTOR:

Pursuant to Workers’ Compensation Rule 110.110 (d)(7), a contractor engaged in a
building or construction project for a government entity is required to post a notice on
each project site informing all persons providing services on the project that they are
required to be covered by workers’ compensation insurance. The notice required by
this does not satisfy other posting requirements imposed by the Texas Workers’
Compensation Act or other Workers’ Compensation Rules. This notice must:

(1) be posted in English, Spanish and any other language common to
the employer’'s employee population;

(2) be displayed on each project site;

(3) state how a person may verify current coverage and report failure
to provide coverage;

(4) be printed with a title in at least 30-point bold type and text in at
least 19-point normal type; and

(5) contain the exact words as prescribed in Rule 110.110 (d)(7).

The notice on the reverse side meets the above requirements. Failure to post the
notice as required by this rule is a violation of the Act and Workers’ Compensation
Rules. The violator may be subject to administrative penalties.



COBERTURA REQUERIDA DE COMPENSACION
PARA TRABAJADORES

La ley requiere que cada persona que trabaja en este lugar o que proporciona
servicios relacionados con este proyecto de construccion debe estar cubierta por
un seguro de compensacion para trabajadores. Esto incluye a personas que
proporcionan, transportan, o entregan equipo 0 materiales, o gque proporcionan
mano de obra, transporte u otros servicios relacionados con este proyecto, sin
importar la identidad del empleador o el estado como empleado.

Llame a la Division de Compensacion para Trabajadores (Division of Workers’
Compensation, por su nombre en inglés) al 1-800-252-7031 o visite el sitio Web de
la Division en www.tdi.texas.gov/wc/indexwc.html para recibir informacion referente
al requisito legal de cobertura, asi como para verificar si su empleador ha
proporcionado la cobertura requerida, o para reportar a un empleador que no
proporciona cobertura.



http://www.tdi.texas.gov/wc/indexwc.html

AL EMPLEADOR/CONTRATISTA:

Segun lo dispuesto en el Reglamento de Compensacion para Trabajadores 110.110 (d)(7), es
requerido que un contratista que esté involucrado en el proyecto de construccion de un edificio de
entidad gubernamental muestre este aviso en cada lugar donde se lleva a cabo el proyecto para
informarles a todas las personas que proporcionan servicios en el proyecto, que es requerido que
se les proporcione un seguro de compensacion para trabajadores. El aviso presentado aqui no
satisface los requisitos para poner a la vista otros avisos que han sido impuestos por la Ley de
Compensacion para Trabajadores de Texas u otros Reglamentos de Compensacion para
Trabajadores. Este aviso debe:

(1) ser puesto a la vista en inglés, espafol y cualquier otro idioma comun para
la poblacion de los empleados del empleador

(2) ser mostrado en cada sitio del proyecto

(3) indicar cobmo una persona puede verificar la cobertura actual y como se
puede reportar en caso de que no se proporcione una cobertura

(4) serimpreso con un titulo en letras de por lo menos un tamafio de 30 puntos
en letra negrita, y el texto en por lo menos un tamafno de 19 puntos tipo
normal; y

(5) contener las palabras exactas tal como se ha sefalado en el Reglamento
110.110 (d)(7).

El aviso que se muestra al reverso de esta pagina cumple con los requisitos sefialados en la parte
de arriba. El negarse a mostrar o proporcionar esta informacion, segun lo requerido por este
reglamento es una violaciéon a la Ley de Compensacion para Trabajadores de Texas y a los
Reglamentos. El infractor puede estar sujeto a recibir multas administrativas.



DIVISION OF WORKERS' COMPENSATION
NOTICE REGARDING CERTAIN WORK-RELATED COMMUNICABLE
DISEASES AND ELIGIBILITY FOR WORKERS'
COMPENSATION BENEFITS

TO: LAW ENFORCEMENT OFFICERS, FIRE FIGHTERS, EMERGENCY MEDICAL
SERVICE EMPLOYEES, PARAMEDICS, AND CORRECTIONAL OFFICERS

In order to qualify for workers' compensation benefits, an employee who
claims a possible work-related exposure to a reportable disease, including
HIV infection, must be tested for the disease not later than the 10th day after
the exposure and must provide their employer with documentation of the test
and a sworn affidavit of the date and circumstances of the exposure. The
test result must indicate the absence of the disease. The employee is not
required to pay for the test.

Reportable diseases are those communicable diseases and health conditions required
to be reported to the Texas Department of State Health Services. Exposure criteria and
testing protocol must conform to Texas Department of State Health Services

requirements.
TO: ALL STATE EMPLOYEES

In order to qualify for workers' compensation benefits, a state employee who
claims a possible work-related exposure to human immunodeficiency virus
(HIV) infection, must be tested for HIV within 10 days after the exposure and
must provide their employer with documentation of the test and a written
statement of the date and circumstances of the exposure. The test result
must indicate the absence of HIV infection. The employee is not required to
pay for the test.

For additional information: Talk to your employer or call the Division of Workers’
Compensation at 1-800-252-7031. Also, contact the Texas Department of State Health
Services (DSHS) to ensure full compliance with the Health and Safety Code and DSHS
rules.



EMPLOYERS OF EMERGENCY MEDICAL SERVICE EMPLOYEES, PARAMEDICS, FIRE
FIGHTERS, LAW ENFORCEMENT OFFICERS OR CORRECTIONAL OFFICERS:

Pursuant to Workers’ Compensation Rule 110.108, employers of emergency medical service
employees, paramedics, fire fighters, law enforcement officers or correctional officers must post a
notice informing employees about requirements contained in the Health and Safety Code which could
affect qualifying for workers’ compensation benefits following a work-related exposure to a reportable
communicable disease. This notice must:

1) be posted in the employer’s personnel office, if any;

2) be posted in the workplace where employees are likely to read the notice on a
regular basis

3) be printed with a title in at least 15 point bold type and the text in at least 14 point
normal type

4) contain the text as set out in rule 110.108(d)

5) be posted in English and Spanish, or in English and any other language common to
the employee’s affected employee population.

The notice on the reverse side meets the above requirements. Failure to post the notice as required by
this rule is a violation of the Texas Workers’ Compensation Act and Division rules and may subject the
violator to administrative penalties.

The cost of testing for exposure to a reportable communicable disease shall be paid by the employer’'s
workers’ compensation insurance carrier.

STATE AGENCIES:

Pursuant to Workers’ Compensation Rule 110.108 each state agency must post a notice informing
employees about requirements which may affect qualifying for workers’ compensation benefits
following a work related exposure to human immunodeficiency virus (HIV). The notice must:

1) be posted in the agency’s personnel office;

2) be posted in the workplace where employees are likely to read the notice on a
regular basis

3) be printed with a title in at least 15 point bold type and the text in at least 14 point
normal type

4) contain the text as set out in rule 110.108(d)

5) be posted in English and Spanish, or in English and any other language common to
the employee’s affected employee population.

The notice on the reverse side meets the above requirements. Failure to post the notice as required by
this rule is a violation of the Texas Workers’ Compensation Act and Division rules and may subject the
violator to administrative penalties.

The cost of testing for exposure to a reportable communicable disease shall be paid by the employer’'s
workers’ compensation insurance carrier.

DO NOT POST THIS SIDE



DIVISION DE COMPENSACION PARA TRABAJADORES

AVISO SOBRE CIERTAS ENFERMEDADES CONTAGIOSAS
RELACIONADAS CON EL TRABAJO Y LA ELEGIBILIDAD PARA OBTENER
BENEFICIOS DE COMPENSACION PARA TRABAJADORES

PARA:POLICIAS, BOMBEROS, EMPLEADOS DE SERVICIOS MEDICOS DE
EMERGENCIA, PARAMEDICOS, Y OFICIALES DEL DEPARTAMENTO DE
CORRECCIONALES

Para poder calificar para recibir beneficios de compensacion para
trabajadores, el empleado que reclama que posiblemente fue expuesto a
una enfermedad relacionada con el trabajo que debe ser reportada,
incluyendo la infeccion del virus del VIH, debe hacerse un analisis de la
enfermedad a no mas tardar del 10° dia después de haber sido expuesto
y debe proporcionar al empleador documentacion sobre el analisis y una
declaracion jurada por escrito (sworn affidavit, por su nombre en inglés)
con la fecha y las circunstancias de la causa por la cual fue expuesto. Los
resultados del andlisis deben indicar la ausencia de la enfermedad. No es
requerido que el empleado pague por el analisis.

Las enfermedades que deben ser reportadas son todas las enfermedades contagiosas
y condiciones de salud que se requiere sean reportadas al Departamento Estatal de
Servicios de Salud de Texas (Texas Department of State Health Services, por su
nombre en inglés). Los criterios de exposicidon y el protocolo del analisis deben cumplir
con los requisitos del Departamento Estatal de Servicios de Salud de Texas.

PARA:TODOS LOS EMPLEADOS ESTATALES

Para poder calificar para recibir beneficios de compensacion para
trabajadores, el empleado estatal que reclama que posiblemente fue
expuesto a la infeccion del virus de inmunodeficiencia humana (VIH), la
cual esta relacionada con el trabajo, debera hacerse un analisis de VIH
dentro del transcurso de 10 dias, después de haber sido expuesto y debe
proporcionar al empleador documentacidon sobre el analisis y una
declaracion jurada por escrito (sworn affidavit, por su nombre en inglés)
con la fecha y las circunstancias de la causa por la cual fue expuesto. Los
resultados del analisis deben indicar la ausencia de la infeccion del VIH.
No es requerido que el empleado pague por el analisis.

Para obtener mas informacion: Hable con su empleador o llame a la Division de
Compensacion para Trabajadores (Division of Workers’ Compensation, por su nombre
en inglés) al 1-800-252-7031. También, comuniquese con el Departamento Estatal de
Servicios de Salud de Texas para asegurarse que ha cumplido con los reglamentos
del Departamento Estatal de Servicios de Salud de Texas.



EMPLEADORES DE LOS EMPLEADOS DE SERVICIOS MEDICOS DE EMERGENCIA,
PARAMEDICOS, BOMBEROS, POLICIAS U OFICIALES DEL DEPARTAMENTO DE
CORRECCIONALES:

Segun lo dispuesto en el Reglamento 110.108, los empleadores de los empleados de servicios
meédicos de emergencia, parameédicos, bomberos, policias, u oficiales del departamento de
correccionales deben poner a la vista avisos para informar a los empleados sobre los requisitos que
contiene el Codigo de Seguridad y Salud (Health and Safety Code, por su nombre en inglés) el cual
podria afectar el proceso de calificacibn para recibir los beneficios de compensacion para
trabajadores después de haber sido expuesto a una enfermedad contagiosa que debe ser reportada.
Este aviso debe:

1) ser puesto a la vista en la oficina de personal del empleador, si es que la hay

2) ser puesto a la vista en el area de trabajo de tal manera que los empleados puedan leer
el aviso regularmente

3) serimpreso con un titulo en letras de por lo menos un tamafio de 15 puntos en letra
negrita, y el texto en por lo menos tamafo 14 puntos tipo normal

4) contener el texto que ha sido establecido en el Reglamento 110.108(d)

5) ser puesto a la vista en inglés y espafiol, o en inglés y cualquier otro idioma comun para
la poblacion de los empleados del empleador.

El aviso que se muestra al reverso de esta pagina cumple con los requisitos sefialados en la parte de
arriba. El negarse a mostrar o proporcionar esta informacion, segun lo requerido por este reglamento
es una violacion a la Ley de Compensacion para Trabajadores de Texas y a los reglamentos de la
Division y el infractor puede estar sujeto a recibir multas administrativas.

El costo del analisis de una enfermedad contagiosa que debe ser reportada debera ser pagado por la
aseguradora de compensacion para trabajadores del empleador.

AGENCIAS ESTATALES:

Segun lo dispuesto en el Reglamento de Compensacion para Trabajadores 110.108 cada agencia
estatal debe poner a la vista avisos donde se les informa a los empleados sobre los requisitos, los
cuales pueden afectar el proceso de calificacion para recibir los beneficios de compensacion para
trabajadores después de haber sido expuesto al virus de inmunodeficiencia humana (VIH). Este
aviso debe:

1) ser puesto a la vista en la oficina de personal de la agencia

2) ser puesto a la vista en el area de trabajo de tal manera que los empleados puedan
leer el aviso regularmente

3) serimpreso con un titulo en letras de por lo menos un tamafio de 15 puntos en letra
negrita, y el texto en por lo menos tamafo 14 puntos tipo normal

4) contener el texto que ha sido establecido en el Reglamento 110.108(d)

5) ser puesto a la vista en inglés y espafiol, o en inglés y cualquier otro idioma comun
para la poblacion de los empleados del empleador.

El aviso que se muestra al reverso de esta pagina cumple con los requisitos sefialados en la parte de
arriba. El negarse a mostrar o proporcionar esta informacion, segun lo requerido por este reglamento
es una violacion a la Ley de Compensacion para Trabajadores de Texas y a los reglamentos de la
Division y el infractor puede estar sujeto a recibir multas administrativas.

El costo del analisis de una enfermedad contagiosa que debe ser reportada debera ser pagado por la
aseguradora de compensacion para trabajadores del empleador.

NO MOSTRAR ESTE LADO



Workers’ Compensation Health Care Network
Employer Welcome Packet

Dear Employer:

Welcome to Berkshire Hathaway Homestate Companies’ Prime Health Services Texas HCN. This packet includes
important information to assist you and your employees as you begin accessing our network for your workers’
compensation healthcare needs. This two-page Employer Welcome Packet lists the actions for which you (as the
employer) are responsible. Please ensure that you do all of the following:

Initial steps for Employers: l

e Distribute the nine (9)-page Employee Notice of Network Requirements (the “Notice”) to current employees in
English, Spanish, or any other language common to your employees. If you need it in another language, call 833-
745-0155. You can also email us at ProviderNetworks@bhhc.com.

e Post the Notice at each business location (for example, near OSHA or minimum wage postings).

e Be sure to give the Notice to new employees within three (3) days of hire.

e *Signature Requirement* After you supply a written copy of the Notice or a way to access a written copy (such
as an email attachment), ask employees to sign the Acknowledgment Form, found on page nine (9), either
physically or electronically, of the Notice to show they received the information.

e Establish a standard process for delivering the Notice to employees and document the following:

v" Employee name and Date of Delivery;
v Location of Delivery — (delivered to their home or work address);
v Delivery Method — (as part of a “new hire” packet, at a staff or safety meeting, email, etc.)

e Note: According to the Texas Department of Insurance, if you fail to establish a process that documents the
above five items, it creates the presumption that your employees did not receive the Notice. To assist you, we
have a sample Delivery Log that you can use, or you may use any other documentation method that meets the
above requirements. Please contact us by calling 833-745-0155. You can also email us at
ProviderNetworks@bhhc.com.

e Retain your employees signed Acknowledgment Forms and please DO NOT return them to Berkshire Hathaway
Homestate Companies unless we specifically request a copy at the time of injury. An employee who refuses to
sign the form remains subject to the network requirements. Simply document the employee’s refusal in their
personnel file, and try to have a witness available.

An injured employee may be allowed to seek care from a non-network treating doctor if you fail to provide a
Notice and obtain a signed Acknowledgment Form within the required 3 day timeframe.




If an Employee is injured on the Job: I

After an employee is injured on the job, please ensure that you take the following actions:

e Whenever possible, assist the injured employee by arranging / providing their transportation to a network
provider, or if necessary, to the nearest emergency facility. Our provider listing is available through our website
at https://www-sf.talispoint.com/bhhc/national/ for your convenience.

e Within 24 hours of the injury, complete the first report of injury / incident report. You can access the report
form online at Workers' compensation employer forms and notices (texas.gov). You can submit your
information online at BHHC | Report A Claim or you can report your claim by phone at 800-661-6029.

¢ Inform employees of the availability of the network and re-distribute the nine (9) page Employee Notice packet.
Assist the employee in locating a network treating doctor. Our provider listing is available through our website
https://www-sf.talispoint.com/bhhc/national/ or by calling us at 833-745-0155 for assistance in locating
available providers in your area.

e Upon being injured, the employee must sign an additional Acknowledgment Form (page 9 of their Notice
packet).



https://www-sf.talispoint.com/bhhc/national/
https://www.tdi.texas.gov/forms/form20employer.html
https://bhhc.com/workers-compensation/claim-center/report-a-claim.aspx
https://www-sf.talispoint.com/bhhc/national/

Berkshire Hathaway Homestate Companies

Employee Notice of Network Requirements

To contact Berkshire Hathaway Homestate Companies or to locate a network provider,
please call or email us at:
Toll-free phone number: 833-745-0155

ProviderNetworks@bhhc.com

You can also use our online provider search tool to locate a treating doctor in your area using
the link below.

Provider search tool: https://www-sf.talispoint.com/bhhc/national/
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Texas HCN — Employee Rights and Obligations

Dear Employee:

Your employer selected the Berkshire Hathaway Homestate Companies - Prime Health Services Network HCN
as the certified workers’ compensation network that will manage your health care if you have a work-related
injury. Our provider network is dedicated to delivering quality treatment that will allow you to return to work
quickly and safely. By following the instructions in this packet, you can help ensure that you will not have to
pay the bill for the medical care you receive while treating your injury.

While your employer works hard to assure your workplace safety, we work with your employer to make sure
you are given the important information in advance that will help you seek the proper treatment for a work-
related injury. If you are injured at work, you will receive this information again along with access to a current
list of our in-network providers.

If your injury is a life-threatening emergency, go to the nearest emergency room.
If your injury is NOT a life-threatening emergency, then you should:

e Tell your supervisor immediately about your work-related injury.

e Refer to this packet for your rights and obligations when seeking treatment for
your injury.

e Ask your employer to assist you in locating a network treating doctor. To locate a network provider in
your area, please use the following link:

https://wwwe-sf.talispoint.com/bhhc/national/

e You may also contact Berkshire Hathaway Homestate Companies for questions about treating your
injury through our network or if you need assistance locating a network provider at:

ProviderNetworks@bhhc.com
or
(833) 745-0155

28 - BHHC TX State Claim Kit


https://www-sf.talispoint.com/bhhc/national/
mailto:ProviderNetworks@bhhc.com

After you are injured on the job

You must select a treating doctor

If you live within the network service area, you must select a treating doctor to oversee the healthcare you
receive for your injury. (Please refer to the map on page eight (8) to see if you live in one of the 250 counties
in our service area).

Except for emergency services, you must obtain all healthcare and specialist referrals through your treating
doctor. This is important because our providers have agreed to look only to the network — and not to
employees — for payment to treat work-related injuries. If you are treated by someone who is not an in-
network provider without prior approval, then you may have to pay your medical bill.

How to select a treating doctor

You must select your treating doctor from a list of doctors in the network OR you have the option to choose
your current primary care physician to act as the treating doctor for your workers’ compensation claim. If you
had a primary care physician prior to your injury and wish to select that physician as your treating doctor, you
must request approval by contacting your assigned adjuster or calling 833-745-0155. Your current physician
must agree to the terms of the Prime Health Services network contract and agree to abide by all applicable
laws and regulations before being approved to act as your treating doctor. If your current physician is not
approved, or if you decide to change doctors in the future, then you must select an in-network treating
physician.

Contact your employer or adjustor for a current provider listing or you may use our online provider search tool
at https://www-sf.talispoint.com/bhhc/national/. A printed copy is available upon request. The list is updated
at least every three (3) months and identifies treating providers who are accepting new patients. You may also
call us toll-free at 833-745-0155 if you need assistance.

If you are injured at work after normal business hours or while working outside the service area, you should go
to the nearest care facility. However, if it is not an emergency and you go to an out-of-network provider, you
may be responsible for paying the bill for the services you received.

If you need emergency care

Emergency care does not need to be approved in advance. Under Texas Law, “emergency” is defined as either
a medical or mental health emergency. A “medical emergency” is the sudden onset of a medical condition
manifested by acute symptoms of sufficient severity, including severe pain, that the absence of immediate
medical attention could reasonably be expected to result in either (i) placing the patient’s health or bodily
functions in serious jeopardy; or (ii) the serious dysfunction of any body organ or part. A “mental health
emergency” is a condition that could reasonably be expected to present danger to the person experiencing
the mental health condition or to another person.
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If you are injured and it is an emergency, call 911 or go to the nearest emergency room. After you receive
emergency care, you may need ongoing care. If so, you must select a treating provider from our network to
oversee the rest of the healthcare you receive for your injury.

You may see out-of-network providers and still be eligible for coverage of your costs
only if:
e Emergency care is needed; or
e You do not live within the network service area; or
e Your treating doctor refers you to an out-of-network provider and it was approved in advance; or
e You chose your primary care physician and he/she was approved by the network after agreeing to
abide by the network contract and applicable laws.

Referrals and Specialists

You do not need a referral if you have an emergency health condition. Except for emergencies, your treating
doctor will provide all of your care and will make all referrals to specialists where needed. Healthcare services,
including referrals, will be made available to you on a timely basis according to your medical condition, but no
more than 21 days after your request. If you need a specialist that is not available in your area, your treating
doctor must get approval from the network before referring you to an out-of-network provider.

The network must approve referrals to out-of-network providers within seven (7) business days after your
referral was requested, or sooner if you have a serious health condition that requires faster approval. If the
network denies the referral request, you may appeal the decision through our complaint process detailed in
this packet.

To change your treating provider

If we inform you that your treating doctor has left the network, you must select another in-network provider.
If you have a serious condition in which changing doctors could harm you, your doctor may request that you
continue treatment with him/her up to an additional 90 days.

If you are dissatisfied with your first choice of a treating provider, you may select an alternate treating
provider from the list of in-network providers in your area. We will not deny your selection of an alternate in-
network provider. However, if you remain dissatisfied, you must have your request approved by the network
before changing your treating provider a second time.

Service area review
If you believe you do not currently live within our network service area, you may call Berkshire Hathaway
Homestate Companies - Prime Health Services to request a service area review. You will need to provide proof

to support your claim. We will send you our decision in writing within seven (7) days after we receive your
request.

If you do not agree with our final service area decision, you have the right to file a complaint with the Texas
Department of Insurance (TDI). Your complaint must include your name, address, telephone number, a copy
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of our decision, and any evidence you sent to us to review. A complaint form is available on the TDI website at
https://www.tdi.texas.gov. You may also request a form by writing to:

HMO Division, Mail Code 103-6A,
Texas Department of Insurance
P. O. Box 149104
Austin, TX 78714-9104

If you assert that you do not currently live in the service area, you may want to receive treatment from our in-
network providers while you wait for our review or while you wait for the Texas Department of Insurance to
review your complaint. If it is ultimately determined that you live within our service area, then you may have
to pay for any healthcare you received from out-of-network providers.

Treatment needing advanced approval

Treatment prescribed by your provider may need to be approved in advance. You, or your provider, are
required to request approval from the network for the services before they are provided to you. You may
continue to need treatment after you receive the approved services. For example, if you need to stay in the
hospital longer than the time period that was first approved. If so, the additional treatment must be
approved by the network in advance as well.

If the network denies your request for treatment, we will send you a written notification and inform you of
your right to request a reconsideration of the denied treatment or request a review by an Independent Review
Organization through the Texas Department of Insurance.

Complaints

If you are dissatisfied with any aspect of the network’s operations, including complaints about in-network
providers, you may file a complaint with Prime Health Services. You must notify the Grievance Coordinator of
a complaint by phone or in writing via mail, email, or fax no later than 90 days from the date the issue
occurred. Forward your complaints to:

Prime Health Services
Attn: Grievance Coordinator
331 Mallory Station Road
Franklin, TN 37067
Phone: (866) 348-3887 Fax: (615) 329-4751
Grievance.coordinator@primehealthservices.com

Texas law does not permit Berkshire Hathaway Homestate Companies and/or Prime Health Services to
retaliate against you or your employer if you or your employer files a complaint against the network. In
addition to that, Berkshire Hathaway Homestate Companies and/or Prime Health Services cannot retaliate if
you or your employer appeals the decision of the network. The law does not permit the network to retaliate
against your treating provider if he/she files a complaint against the network or appeals the decision of the

network on your behalf.
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Upon receiving your complaint, Prime Health Services will send you an acknowledgement letter within seven
(7) business days. The letter will describe the network’s complaint procedures and deadlines. We will review
and resolve your complaint in writing within 30 days of receipt of the request. To avoid delay, please include
your name, address, telephone number, a copy of the network’s prior decision (if any), and any evidence you
had sent to us to review or now want us to review.

You also have the right to file a complaint with the Texas Department of Insurance if you disagree with a
determination made by the network. The Department’s complaint form is available on its website at
https://www.tdi.texas.gov or by calling 1-800-252-7031, or you may request a form by writing to:

HMO Division, Mail Code 103-6A
Texas Department of Insurance
P. O. Box 149104
Austin, TX 78714-91047

If you send a complaint to the Department, it must include your name, current mailing address, telephone
number, a copy of the network’s decision, and any evidence you sent to the network to review.

Adverse determination, reconsiderations, & independent review

If you are notified of an adverse determination by the network, this notification will include:
e Principal reasons and clinical basis for the adverse determination;
e Description of or source of the screening criteria used as guidelines;

Professional specialty of any provider consulted;

Description of the reconsideration process and availability of independent review.

If you receive notification of an adverse determination based on medical necessity, you may request an
independent review through the Texas Department of Insurance. Forms related to the availability of an
independent review may be obtained from the Department’s website at https://www.tdi.texas.gov, or by
writing to:

HMO Division, Mail Code 103-6A
Texas Department of Insurance
P. O. Box 149104
Austin, TX 78714-91047

An employee with a life-threatening condition is entitled to an immediate review by an Independent Review
Organization and is not required to comply with the procedures for a reconsideration of an adverse
determination (described below).

You (or the person acting on your behalf) may ask the network to reconsider an adverse determination. Your
request can be made by phone or by writing to us using the contact information listed below, but you must
contact the network to request a reconsideration no later than 30 days after you receive an adverse
determination.
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Physician’s & Surgeon’s Network
8447 Wilshire Blvd, Ste 202
Beverly Hills, CA 90211
Phone: 323-556-0555 Fax: 323-556-0556

Within five (5) calendar days after receiving your reconsideration request, the person performing the
reconsideration will send you a letter showing the date the request was received and a list of documents that
you must submit to complete the reconsideration.

After the reconsideration of your adverse determination is complete, the network will send you (or the person
acting on your behalf) a response letter no later than 30 days after your request was received. The letter will
explain the resolution and will include the following:

e Specific medical or clinical reasons for the resolution;

e Medical or clinical basis for the decision;

e Professional specialty of any provider consulted and states in which the provider is licensed; and

e Notice of the requesting party’s right to seek review of the denial by an Independent Review

Organization and the procedures for obtaining that review.

If your referral request is denied because the referral is not medically necessary, or if your request is denied
because it is a deviation from treatment guidelines, individual treatment protocols or screening criteria, you
(or the person acting on your behalf) are allowed to seek review of the denial by an Independent Review
Organization. Please note that you must timely file a request for an independent review no later than 45 days
after the date the network denied your reconsideration.

The network must pay for the independent review, and the network is liable for your healthcare while you

wait for the results of your appeal. The network, insurance carrier, and employer must comply with the
decision made by the Independent Review Organization.
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Service Area Map

KEY: Service Area — 250 counties in
blue, except four counties in white.
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Employee Acknowledgment of Workers’ Compensation Network

By signing this form, | acknowledge and understand the following:

v" I received the packet of information that tells me how to receive healthcare services through my
employer’s workers’ compensation insurance.

v"If l am hurt on the job and live in the service area described in the packet, | must choose a treating
doctor from a list of doctors in the network, or | may ask my primary care physician to act as my treating doctor prior to my
injury or illness. If | select my primary care physician, | will call toll-free 1-833-745-0155 to notify Berkshire Hathaway
Homestate Companies of my choice.

v" I must go to my treating doctor for all healthcare for my injury. If | need a specialist, my treating
doctor will refer me. If | need emergency care, | may go anywhere.

v" Aninsurance carrier will pay my treating doctor and other authorized network providers.

v" I might have to pay the bill if | get healthcare, other than emergency care, from someone other than a network doctor
without the network’s approval.

Signature Date

Printed Name

Home Address

City State Zip Code

Name of Employer

MName of Network: Prime Health Services Texas HCN

You can locate a network treating doctor at https://www-sf.talispoint.com/bhhc/national/ or by calling Berkshire Hathaway
Homestate Companies at 1-833-745-0155.

Please indicate whether this is the: O Initial Employee Notification (no injury involved); or

o Injury Notification (date of injury: / / )
Month Day Year

IMPORTANT: RETURN THIS FORM TO YOUR EMPLOYER. DO NOT SEND THIS FORM TO

BERKSHIRE HATHAWAY HOMESTATE COMPANIES.
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Berkshire Hathaway Homestate Companies
Aviso a los Empleados Sobre los Requisitos de la Red

Para ponerse en contacto con Berkshire Hathaway Homestate Companies o para localizar un proveedor de la red, llame
o envie un correo electrénico a
Numero de teléfono gratuito: 833-745-0155

ProviderNetworks@bhhc.com

También puede utilizar nuestra herramienta de bldsqueda de proveedores en linea para localizar un médico tratante en
su zona utilizando el siguiente enlace.

Herramienta de busqueda de proveedores: https://www-sf.talispoint.com/bhhc/national/
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Texas HCN - Derechos y Obligaciones de los Empleados

Estimado Empleado:

Su empleador selecciond a la Red Berkshire Hathaway Homestate Companies - Prime Health Services HCN como la red
certificada de indemnizaciéon laboral que gestionara su atencidn médica si tiene una lesidn relacionada con el trabajo.
Nuestra red de proveedores se dedica a ofrecer un tratamiento de calidad que le permitira volver al trabajo de forma
rapida y segura. Siguiendo las instrucciones de este paquete, usted puede ayudar a garantizar que no tendrd que pagar la
factura de la atenciéon médica que reciba durante el tratamiento de su lesién.

Mientras su empleador se esfuerza por garantizar su seguridad en el trabajo, nosotros trabajamos con él para asegurarnos
de que reciba por adelantado la informacién importante que le ayudard a buscar el tratamiento adecuado para una lesion
relacionada con el trabajo. Si se lesiona en el trabajo, volvera a recibir esta informacién junto con el acceso a una lista
actualizada de nuestros proveedores dentro de la red.

Si su lesién es una emergencia que pone en peligro la vida, acuda a la sala de urgencias mas cercana.
Si su lesion NO es una emergencia que ponga en peligro su vida, entonces debe:

e Informar inmediatamente a su supervisor sobre su lesiéon laboral.

e Consultar este paquete para conocer sus derechos y obligaciones cuando busque tratamiento para su lesion.

e Pedir asuempresa que le ayude a localizar un médico tratante de la red. Para localizar un proveedor de la red en
su zona, utilice el siguiente enlace:

https://www-sf.talispoint.com/bhhc/national/

e También puede ponerse en contacto con Berkshire Hathaway Homestate Companies si tiene preguntas sobre el
tratamiento de su lesidn a través de nuestra red o si necesita ayuda para localizar un proveedor de la red en:
ProviderNetworks@bhhc.com

o
(833) 745-0155
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Después de lesionarse en el trabajo

Debe seleccionar un médico tratante

Si vive dentro del area de servicio de la red, debe seleccionar un médico tratante para que supervise la asistencia médica
que recibe por su lesidn. (Por favor consulte el mapa de la pagina ocho (8) para ver si vive en uno de los 250 condados de
nuestra area de servicio).

Salvo en el caso de los servicios de urgencia, debe obtener toda la asistencia médica y derivacién a especialistas a través
de su médico tratante. Esto es importante porque nuestros proveedores han acordado buscar sélo en la red -y no en los
empleados- el pago para tratar las lesiones relacionadas con el trabajo. Si le trata alguien que no es un proveedor de la
red sin aprobacidn previa, es posible que tenga que pagar su factura médica.

Como elegir un médico tratante

Debe seleccionar su médico tratante de una lista de médicos de la red O tiene la opcidn de elegir a su actual médico de
atencion primaria para que actie como médico tratante de su reclamacién de indemnizacidon por accidente de trabajo. Si
usted tenia un médico de atencidn primaria antes de su lesidn y desea seleccionar ese médico como su médico tratante,
debe solicitar la aprobacién poniéndose en contacto con su perito asignado o llamando al 833-745-0155. Su médico actual
debe estar de acuerdo con los términos del contrato de la red de Prime Health Services y aceptar cumplir con todas las
leyes y reglamentos aplicables antes de ser aprobado para actuar como su médico tratante. Si su médico actual no es
aprobado, o si decide cambiar de médico en el futuro, debera elegir un médico tratante dentro de la red.

Pdngase en contacto con su empleador o perito para obtener un listado actual de proveedores o puede utilizar
nuestra herramienta de busqueda de proveedores en linea en https://www-sf.talispoint.com/bhhc/national/.
Se puede solicitar una copia impresa. La lista se actualiza al menos cada tres (3) meses e identifica a los
proveedores que aceptan nuevos pacientes. También puede llamarnos gratis al 833-745-0155 si necesita ayuda.

Si se lesiona en el trabajo después del horario laboral o mientras trabaja fuera de la zona de servicio, debe acudir
al centro asistencial mas cercano. Sin embargo, si no se trata de una urgencia y acude a un proveedor fuera de
la red, puede ser responsable de pagar la factura de los servicios recibidos.

Si necesita atencion de emergencia

La atencién de emergencia no necesita ser aprobada por adelantado. Segun la ley de Texas, la "emergencia" se
define como una emergencia médica o de salud mental. Una "emergencia médica" es la aparicidon repentina de
una condicién médica manifestada por sintomas agudos de suficiente gravedad, incluyendo dolor severo, para
qgue la ausencia de atencion médica inmediata pueda razonablemente resultar en (i) poner la salud o las
funciones corporales del paciente en grave peligro; o (ii) la disfuncién grave de cualquier érgano o parte del
cuerpo. Una "emergencia de salud mental" es una condicién que podria esperarse razonablemente que
represente un peligro para la persona que experimenta la condicion de salud mental o para otra persona.
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Si esta lesionado y es una emergencia, llame al 911 o vaya a la sala de emergencias mas cercana. Después de
recibir atencién de emergencia, es posible que necesite atencién continua. Si es asi, debe seleccionar un
proveedor de tratamiento de nuestra red para supervisar el resto de la atencidén médica que reciba por su lesion.

Puede acudir a proveedores fuera de la red y seguir teniendo derecho a la cobertura de sus gastos solo si:
e Se necesita atencidon de emergencia; o
e Novive en el drea de servicio de lared; o
e Sumédico tratante le remite a un proveedor fuera de la red y este fue aprobado previamente; o
e Usted eligid a su médico de atencidén primaria y éste fue aprobado por la red tras comprometerse a
cumplir el contrato de la red y las leyes aplicables.

Derivaciones y especialistas

No necesita una derivacion si tiene un problema de salud urgente. Salvo en el caso de las emergencias, su
médico tratante le proporcionara toda la atencién y hard todas las derivaciones a especialistas cuando sea
necesario. Los servicios médicos, incluidas las derivaciones, se pondran a su disposicion en el momento
oportuno segun su estado de salud, pero no mas de 21 dias después de su solicitud. Si necesita un especialista
gue no esta disponible en su zona, el médico que le atiende debe obtener la aprobaciéon de la red antes de
derivarle a un proveedor fuera de la red.

La red debe aprobar las derivaciones a proveedores fuera de la red en un plazo de siete (7) dias habiles después
de que se haya solicitado la derivacién, o antes si tiene un problema de salud grave que requiera una aprobacién
mas rapida. Si la red rechaza la solicitud de derivacién, usted puede apelar la decision a través de nuestro
proceso de reclamacidn que se detalla en este paquete.

Para cambiar de proveedor de tratamiento

Si le informamos de que su médico tratante ha abandonado la red, debera elegir otro proveedor de la red. Si
tiene una enfermedad grave en la que el cambio de médico podria perjudicarle, su médico puede solicitar que
continue el tratamiento con él hasta 90 dias mas.

Si no esta satisfecho con su primera eleccidén de proveedor de tratamiento, puede seleccionar un proveedor de
tratamiento alternativo de la lista de proveedores de la red en su area. No denegaremos su seleccién de un
proveedor alternativo dentro de la red. Sin embargo, si sigue insatisfecho, deberd obtener la aprobacién de la
red antes de cambiar de proveedor de servicios médicos por segunda vez.

Revision del area de servicio

Si cree que no vive actualmente dentro del area de servicio de nuestra red, puede llamar a Berkshire Hathaway
Homestate Companies - Prime Health Services para solicitar una revisién del area de servicio. Debera aportar
pruebas que respalden su reclamacidn. Le enviaremos nuestra decisién por escrito en un plazo de siete (7) dias
después de recibir su solicitud.

Si no esta de acuerdo con la decisidn final de nuestra area de servicio, tiene derecho a presentar un reclamo

ante el Departamento de Seguros de Texas (TDI). Su queja debe incluir su nombre, direccién, nimero de
teléfono, una copia
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de nuestra decision, y cualquier prueba que nos haya enviado para la revisidn. El formulario de reclamacion esta
disponible en la pagina web de TDI: https://www.tdi.texas.gov. También puede solicitar un formulario
escribiendo a:

Division HMO, Cédigo Postal 103-6A,
Departamento de Seguros de Texas
Apartado Postal 149104
Austin, TX 78714-9104

Si usted afirma que no vive actualmente en el drea de servicio, es posible que quiera recibir tratamiento de
nuestros proveedores de la red mientras espera nuestra revisiéon o mientras espera que el Departamento de
Seguros de Texas revise su queja. Si finalmente se determina que usted vive dentro de nuestra area de servicio,
es posible que tenga que pagar por la atencion médica que haya recibido de proveedores fuera de la red.

Tratamiento que necesita aprobacion previa

Es posible que el tratamiento prescrito por su proveedor deba ser aprobado previamente. Usted, o su
proveedor, deben solicitar la aprobacion de la red para los servicios antes de que se le presten. Es posible que
siga necesitando tratamiento después de recibir los servicios aprobados. Por ejemplo, si necesita permanecer
en el hospital mas tiempo que el aprobado en un principio. En ese caso, el tratamiento adicional también debe
ser aprobado por la red con antelacién.

Sila red deniega su solicitud de tratamiento, le enviaremos una notificaciéon por escrito y le informaremos de su
derecho a solicitar una reconsideracion del tratamiento denegado o a solicitar una revisidn por parte de una
Organizacion de Revisidn Independiente a través del Departamento de Seguros de Texas.

Reclamos

Si no esta satisfecho con cualquier aspecto del funcionamiento de la red, incluidas las quejas sobre los
proveedores de la red, puede presentar un reclamo ante Prime Health Services. Debe notificar la queja al
coordinador de reclamos por teléfono o por escrito a través del correo postal, el correo electrénico o el fax a
mas tardar 90 dias después de la fecha en que se produjo el problema. Envie sus reclamos a

Prime Health Services
Att.: Coordinador de reclamos
331 Mallory Station Road
Franklin, TN 37067
Teléfono: (866) 348-3887 Fax: (615) 329-4751
Grievance.coordinator@primehealthservices.com

La ley de Texas no permite que Berkshire Hathaway Homestate Companies y/o Prime Health Services tomen
represalias contra usted o su empleador si usted o su empleador presentan un reclamo contra la red. Ademas,
Berkshire Hathaway Homestate Companies y/o Prime Health Services no pueden tomar represalias si usted o
su empleador apelan la decision de la red. La ley no permite que la red tome represalias contra el proveedor
gue le atiende si éste presenta un reclamo contra la red o apela la decision de la red en su nombre.
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Al recibir su reclamo, Prime Health Services le enviarad una carta de acuse de recibo en un plazo de siete (7) dias
habiles. La carta describira los procedimientos y plazos de reclamacién de la red. Revisaremos y resolveremos
su reclamo por escrito dentro de los 30 dias siguientes a la recepcion de la solicitud. Para evitar retrasos, incluya
su nombre, direccion, nimero de teléfono, una copia de la decisidn anterior de la red (si la hay) y cualquier
prueba que nos haya enviado para que la revisemos o que ahora quiera que revisemos.

También tiene derecho a presentar un reclamo ante el Departamento de Seguros de Texas si no esta de acuerdo
con una determinacién tomada por la red. El formulario de reclamacidn del Departamento esta disponible en
su sitio web en https://www.tdi.texas.gov o llamando al 1-800-252-7031, o puede solicitar un formulario
escribiendo a

Division HMO, Cédigo Postal 103-6A
Departamento de Seguros de Texas
Apartado Postal 149104
Austin, TX 78714-91047

Si envia un reclamo al Departamento, debe incluir su nombre, direccién postal actual, nimero de teléfono, una
copia de la decisién de la red y cualquier prueba que haya enviado a la red para que la revise.

Decision adversa, reconsideraciones y revision independiente
Si se le notifica una decisién adversa por parte de la red, esta notificacidn incluira:

e Principales razones y fundamento clinico de la determinacién adversa;

e Descripcion o fuente de los criterios de seleccidn utilizados como directrices;

e Especialidad profesional de cualquier proveedor consultado;

e Descripcion del proceso de reconsideracién y disponibilidad de una revisién independiente.

Si recibe una notificacién de una decision adversa basada en la necesidad médica, puede solicitar una revision
independiente a través del Departamento de Seguros de Texas. Los formularios relacionados con la
disponibilidad de una revisién independiente pueden obtenerse en el sitio web del Departamento en
https://www.tdi.texas.gov, o escribiendo a:

Division HMO, Cadigo Postal 103-6A
Departamento de Seguros de Texas
Apartado Postal 149104
Austin, TX 78714-91047

Un empleado con una condicidn que pone en peligro su vida tiene derecho a una revisién inmediata por parte
de una Organizacién de Revisién Independiente y no esta obligado a cumplir con los procedimientos de
reconsideracion de una decision adversa (descritos a continuacion).

Usted (o la persona que actle en su nombre) puede pedir a la red que reconsidere una decisién adversa. Su
solicitud puede hacerse por teléfono o escribiéndonos, utilizando la informacién de contacto que se indica a
continuacion, pero debe ponerse en contacto con la red para solicitar una reconsideraciéon a mas tardar 30 dias
después de recibir una decision adversa.
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Red de médicos y cirujanos
8447 Wilshire Blvd, Ste 202
Beverly Hills, CA 90211
Teléfono: 323-556-0555 Fax: 323-556-0556

Dentro de los cinco (5) dias calendario siguientes a la recepcién de su solicitud de reconsideracion, la persona
gue realiza la reconsideracién le enviara una carta con la fecha de recepcién de la solicitud y una lista de los
documentos que debe presentar para completar la reconsideracién.

Una vez completada la reconsideracion de su decisidon adversa, la red le enviara a usted (o a la persona que
actue en sunombre) una carta de respuesta a mas tardar 30 dias después de haber recibido su solicitud. La carta
explicara la resolucidn e incluira lo siguiente:

e Razones médicas o clinicas especificas para la resolucion;

e Base médica o clinica para la decision;

e Especialidad profesional de cualquier proveedor consultado y estados en los que el proveedor esta
autorizado; y

e Notificacién del derecho del solicitante a solicitar la revision de la denegacion por parte de una
Organizacion de Revisidon Independiente y los procedimientos para obtener dicha revision.

Si su solicitud de derivacion es denegada porque la derivacidon no es médicamente necesaria, o si su solicitud es
denegada porque se desvia de las directrices de tratamiento, de los protocolos de tratamiento individuales o de
los criterios de seleccion, usted (o la persona que actie en su nombre) puede solicitar la revision de la
denegacién a una Organizacion de Revisién Independiente. Tenga en cuenta que debe presentar
oportunamente una solicitud de revisién independiente a mas tardar 45 dias después de la fecha en que la red
denegd su reconsideracion.

La red debe pagar la revisidon independiente, y la red es responsable de su asistencia sanitaria mientras espera
los resultados de su apelacion. La red, la compaiia de seguros y la empresa deben acatar la decisién tomada
por la Organizacion de Revisidn Independiente.
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Mapa del area de servicio

CLAVE: Area de servicio - 250
condados en azul, excepto cuatro
condados en blanco.
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Reconocimiento del empleado de la Red de Indemnizacion por Accidente Laboral de los
Trabajadores

Al firmar este formulario, reconozco y entiendo lo siguiente:

v" He recibido el paquete de informacién que me indica cdmo recibir servicios de asistencia médica a través del
seguro de indemnizacion por accidente laboral de mi empresa.

v" Sime lesiono en el trabajo y vivo en el drea de servicio descrita en el paquete, debo elegir un médico tratante de
una lista de médicos de la red, o puedo pedir a mi médico de atencién primaria que actie como mi médico tratante
antes de mi lesidon o enfermedad. Si elijo a mi médico de atencidn primaria, llamaré al nUmero gratuito 1-833-745-
0155 para notificar mi eleccion a Berkshire Hathaway Homestate Companies.

v" Debo acudir a mi médico tratante para toda la atencidon médica de mi lesidn. Si necesito un especialista, mi médico
tratante me remitird. Si necesito atencién de urgencia, puedo ir a cualquier sitio.

v" La compafiia de seguros pagara a mi médico tratante y a otros proveedores autorizados de la red.

v' Es posible que tenga que pagar la factura si recibo atencién médica, que no sea de urgencia, de alguien que no
sea un médico de la red sin la aprobacién de ésta.

Firma Fecha

Nombre en letra de molde

Direccidon

Ciudad Estado Cddigo Postal

Nombre del Empleador

Nombre de la Red: Prime Health Services Texas HCN

Puede localizar un médico tratante de la red en https://www-sf.talispoint.com/bhhc/national/ o Ilamando a Berkshire
Hathaway Homestate Companies al 1-833-745-0155.

Por favor, indique si se trata de: |:| Notificacién inicial al empleado (sin lesiones); o

\:| Notificacién de lesién (fecha de la lesion: / / )
Mes Dia  Afio

IMPORTANTE: DEVUELVA ESTE FORMULARIO A SU EMPLEADOR. NO ENVIE ESTE FORMULARIO
A BERKSHIRE HATHAWAY HOMESTATE COMPANIES.
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Théng Bao T&i Nhan Vién Vé Cac Yéu Cau Caa Mang Lwéi
Berkshire Hathaway Homestate Companies

Dé lién hé v&i Berkshire Hathaway Homestate Companies hodc dé tim nha cung cap thudc
mang lwdi, vui long goi dién hoac gtri email cho ching téi theo:
S6 dién thoai mién phi: 833-745-0155
ProviderNetworks@bhhc.com

Quy vi cling ¢c6 thé str dung cdng cu tim kiém nha cung cap truc tuyén clia chung toi dé tim mot
bac si diéu trj tai khu ve clia quy vi bang lién két duwdi day.

Céng cu tim kiém nha cung cép: https://www-sf.talispoint.com/bhhc/national/
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Texas HCN — Quyén va nghia vu ctia nhan vién

Kinh gtri Nhan vién:

Nha tuyén dung ctia quy vi da chon Berkshire Hathaway Homestate Companies - Prime Health Services
Network HCN tr¢& thanh mang |woi boi thwong cho ngwoi lao dong dugc chirng nhan dé quan ly viéc cham
séc strc khoée clia quy vi néu quy vi bi chén thwong lién quan dén cong viéc. Mang lwéi nha cung cép cua
chung t6i chuyén cung cap su diéu tri chat lwong dé gilp quy vi tr& lai 1am viéc nhanh chéng va an toan. Lam
theo cac hwéng dan trén tap thong tin nay, quy vi co thé dam bao rang quy vi sé khong phai chi tra chi phi cho
nhirng dich vu cham séc y té ma quy vi nhan dwoc trong khi diéu tri chan thwong.

Mé&c du nha tuyén dung ctia quy vi né lwc dé ddm bao quy vi cé méi trudng 1am viéc an toan, ching téi hop
tac cung nha tuyén dung dé dadm bao quy vj biét trwédc nhirng théng tin quan trong, tir d6 quy vi c6 thé tim
dwoc sy diéu tri phu hop cho mét chan thwong lién quan dén cong viéc. Néu quy vi bi chan thwong tai noi lam
viéc, quy vi s& dwoc nhan théng tin nay mét Ian niva va dwoc cip danh sach cac nha cung cép trong mang
lwdi hién tai.

Néu chan thwong ctia quy vi la trwdng hop nguy kich de doa téi tinh mang, hay di dén phong cap ciru
gan nhat.

Néu chén thwong ctia quy vi khdng phai 1a trwérng hop nguy kich de doa t&i tinh mang, quy vi can:
e Théng bao ngay véi ngudi giam sat vé chan thuwong lién quan dén cong viéc ctia quy vi.

e Tham khao tap thong tin nay vé cac quyén va nghta vy clia quy vi khi tim kiém
sy diéu tri cho chan thwong.

e Yéu cau nha tuyén dung clia quy vi hd tre’ tim kiém mot bac sT diéu tri thudc mang lwoi. D& tim kiém
nha cung cap thuéc mang Iwéi tai khu viee cla quy vi, vui long stir dung lién két sau day:

https://www-sf.talispoint.com/bhhc/national/

» Néu quy vi c cau héi vé viéc diéu tri chan thwong théng qua mang Iwéi clia chiing toi hodc néu
can trg giup tim kiem moét nha cung cap thuéc mang lwdi, quy vi cling co thé lién hé véi Berkshire
Hathaway Homestate Companies theo:

ProviderNetworks@bhhc.com
hoac
(833) 745-0155
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Sau khi quy vi gdp chan thwong trong céng viéc

Quy vi phai chon mét bac si diéu tri

Néu quy Vi s\éng trong khu vwe dich vu ciia mang lwéi, quy vi phai chqn mot bac si didu tri g’é theo doi viéc
cham séc dieu tri chan thwong cua quy vi. (Vui long tham khao ban do trén trang tam (8) dé xem quy vi c6
song tai mét trong 250 quan thudc khu vire dich vu clia ching téi khong).

Ngoai trtr cac dich vu cip clru, quy vi phai ldy moi sy gi¢i thiéu vé cham soc strc khde va chuyén gia théng
qua bac si diéu tri. Diéu nay la quan trong b&i vi cac nha cung cp cta chang téi da thda thuan chi dwa trén
mang lwdi ma khéng dwa vao nhan vién dé thanh toan viéc diéu tri chin thwong lién quan dén cong viéc. Néu
quy vi dwoc diéu tri bdi mot ngudi khéng phai 1a mét nha cung cép thudc mang lwéi ma khéng dwoc chap
thuan trwdc, quy vi cé thé phai chi trd héa don y té ctia quy vi.

Cach chon mét bac si diéu tri

Quy vi phai chon mét bac st diéu tri trong danh sach cac bac si thudéc mang lwdi HOAC quy vi co thé chon bac
s chadm séc chinh hién tai ctia minh lam bac s diéu tri cho muc dich yéu ciu boi thwérng cho ngudi lao déng.
Néu quy vi cé mét bac s cham séc chinh truwéc khi gdp chan thwong va mudn chon bac si do lam béc si diéu
tri cia minh, quy vi phai xin phép bang cach lién hé v&i nhan vién giam dinh dwoc chi dinh cla quy vi hodc goi
dén sb 833-745-0155. Bac si hién tai ciia quy vi phai déng y v&i cac diéu khodn ctia hop ddng mang Iwéi
Prime Health Services va déng y tuan thu tat ca luat phap va quy dinh hién hanh truwéc khi dwoc cho phép tré
thanh bac si diéu tri ctia quy vi. Néu bac si hién tai ctia quy vi khdng dwoc chap thuan, hodc néu quy vi quyét
dinh thay dbi bac si trong twong lai, quy vi phai chon mét bac si diéu tri thudc mang Iwéi.

Lién hé v&i nha tuyén dung hodc nhan vién giam dinh cua quy Vi dé biét danh sach nha cung cap hién tai hodc
quy vi c6 thé sir dung cdng cu tim kiém nha cung cép truc tuyen cua chung t6i tai
https://www-sf.talispoint.com/bhhc/national/. Mt ban sao in giay sé dwoc cung cép khi co yéu cau. Danh sach
dwoc cap nhat it nhat méi ba (3) thang va néu ré nhirng nha cung cap sy diéu tri hién dang tlep nhan bénh
nhan mai. Quy vi cling c6 thé goi t&i ching toi theo sb dién thoai mién phi 833-745-0155 néu can tro giup.

Néu quy vi bi chan thwong tai noi lam viéc sau gio lam viéc thong thwong hoac trong khi lam viéc bén ngoai
khu viee dich vy, quy vi can di den co s& y t& gan nhét. Tuy nhién, néu d6 khong phai la trweng hop cip ciru
va quy vi di téi mdt nha cung cp ngoai mang lwdi, quy vi cé thé phai tw chi trd héa don cho nhirng dich vu ma
quy vi da nhan.

Néu quy vi can dwoc cap ciru

Cép clru khdéng can dwoc chép thuan tir trwde. Theo luat phap Texas, “cap ciru” dwoc dinh nghia l1a mot
trwdng hop cap clru vé y té hoadc strc khde tam than. Mot triedrng hop “cép clru y t&” |a sw khéi phat ciia mot
tinh trang bénh ly dwoc thé hién qua céc triéu chirng dt nghiém trong, bao gdm con dau di¥ ddi, ma néu
khéng co sy cham séc y té tire théi thi ¢ ly do hop ly dé cho rang sé dan dén (i) strc khde hodc cac chirc
nang co thé ctia bénh nhan bj dat vao tinh trang nguy kich; hoac (ii) rbi loan nghiém trong chirc néng ctia mot
co quan hoac bg phan co thé nao dé. Mot trwong hop * cap ctru stre khde tam than” 1a mét tinh trang ma co ly
do hop ly dé cho rang né co thé gay nguy hiém cho ngudi méc tinh trang stre khde tdm than dé hodc mot
ngwoi khac.
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Neu quy vi bi chan thwong va dé la trwong hop cap ciru, _hay goi 911 hoac di téi phong cap ctru
gan nhat. Sau khi quy vi dugc diéu tri cp clru, quy vi co thé can duoc tlep tuc chadm séc. Néu vay, quy vi
phai chon mét nha cung cp sv diéu trj thudéc mang Iwéi ctia ching tdi d& giam sat phan con lai cta qua
trinh cham séc¢ strc khde ma quy vi dwoc nhan do chan thuong.

Quy vi c6 thé di t&i cac nha cung cap ngoai mang lwéi va van dwoc chi trd cac chi phi
chi trong trwdng hop:
e Viéc cap ctu |a can thiét; hodc
e Quy vi khdng séng trong khu vire dich vu clia mang Iwéi; hoac
e Bac si diéu tri ciia quy vi gi&i thiéu quy vi t&i mdt nha cung cdp ngoai mang ludi va diéu dé da dwoc
chép thuan trwéc; hodc
e Quy yi chon bac si cham s(gc chinh cGia minh va bac si dé da dwoc chap nhan bdi mang lwéi sau
khi dong y tuan theo hgp dong clia mang Iwdi va luat phap hién hanh.

Gi¢i thiéu va chuyén gia

Quy vi khéng can s gidi thiéu néu quy vi gap phai tinh trang strc khde khan cép. Ngoai trir cac trudng hop
cép ctru, bac si diéu trj cla quy vi sé cung cap toan b s cham so6c cho quy vi va sé dwa ra nhirng sv gioi
thiéu t&i cac chuyén gia khac néu can thiét. Cac dich vu cham séc strc khde, bao gbm s gidi thiéu, sé duoc
cung cap cho quy vi kip thdi tay theo tinh trang bénh ly ciia quy vi, nhwng khéng qua 21 ngay sau khi quy vi
yéu cau. Néu quy vi cdn mét chuyén gia ma hién khdng cé & khu vuwe clia quy vi, bac si diéu tri phai xin phép
mang luéi trwde khi gidi thiéu quy vi téi mét nha cung clp ngoai mang lwéi.

Mang lwéi phai chp nhan sw gidi thiéu téi cac nha cung cép ngoai mang lwdi trong vong bay (7) ngay lam
viéc sau khi s gidi thiéu cta quy vi dwoc yéu cau, hodc sém hon néu quy vi gap mét tinh trang strc khoe

nghiém trong can sy chap thuan nhanh hon. Néu mang luéi tr chéi yéu cau gidi thiéu, quy vi cé thé khang
nghi quyét dinh thédng qua quy trinh khiéu nai cGa chung t6i dwoc néu r trong tap thdng tin nay.

Dé thay d6i nha cung cap sw diéu tri cta quy vi

Néu chung t6i thong bao véi quy vi rang bac sT diéu tri ctia quy vi da r&i mang ludi, quy vi pha| chon mét nha
cung cap khac thuéc mang lwéi. Néu quy vi méc mot tinh trang nghiém trong ma viéc thay dbi bac si co thé
gay hai cho quy vj thi bac si ctia quy vi c6 thé yéu cau quy vi tiép tuc diéu tri véi ho thém téi da 90 ngay.

Néu quy vi khéng hai Iong v&i sw Iva chon dau tién vé nha cung cép s diéu tri, quy vi co thé chon mét nha

cung céap diéu tri khac trong danh sach céac nha cung cép thudc mang lwéi tai khu vue ctia quy vi. Chung t6i

sé khong tir chéi sy Iwa chon mét nha cung cép khéac thudc mang lwdi cda quy vi. Tuy nhién, néu quy vi van
khéng hai ldng, quy vi phai xin phép mang lwéi trwée khi thay dbi nha cung cap sw diéu tri 1an th hai.

Xem xét khu vwe dich vu

Néu quy vi cho rang minh hién khéng séng trong khu vwc dich vu mang lwéi cla ching t6i, quy vi co thé goi
toi Berkshire Hathaway Homestate Companies - Prime Health Services dé yéu cau xem xét khu vuc dich vu.
Quy vi sé can cung cap chirng clr dé hd trg cho y&u cau cia minh. Chung t6i sé guvi t¢i quy vi quyét dinh
bang van ban trong vong bay (7) ngay sau khi ching t6i nhan dwoc yéu cau clia quy vi.

Néu quy vi khéng dong y voi quyét dinh cudi ciing vé khu vire dich vu clia ching t6i, quy vi co quyén gl don
khiéu nai t¢i Co quan Bao hiem Texas (TDI). BPon khiéu nai cta quy vi phai néu rd tén, dia chi, sd dién thoai
cua quy vi, mot ban sao

48 - BHHC TX State Claim Kit



quyét dinh clia chling t6i, va moi chirng ctr quy vi da gli téi chung toi dé xem xét. Mau don khiéu nai co trén
website TDI tai https://www.tdi.texas.gov. Quy vi cling cé thé yéu cau mau don bang cach g thw t&i:

HMO Division, Mail Code 103-6A,
Texas Department of Insurance

P. O. Box 149104
Austin, TX 78714-9104

Néu quy vi khang dinh rang quy vi hién khong séng trong khu vire dich vy, quy vi c6 thé mudn dwoc diéu tri
b&i nha cung cap thudc mang lwdi clia chung toi trong khi quy vi cho' chung t6i xem lai hoac trong khi quy vi
chd Co quan Bao hiém Texas xem xét khiéu nai ctia quy vi. Néu cudi ciing dwoc xac dinh rang quy vi séng
trong khu vie dich vu ctia chang téi thi quy vi ¢ thé phai thanh toan cho moi dich vu cham séc sirc khde ma
quy vi da nhan tir cac nha cung cap khéng thudc mang lwéi.

Piéu tri can dwoc chap thuan trwéc

Viéc diéu tri dugc chi dinh bdi nha cung cép ctia quy vi ¢o thé can dwgc chap thuan trvéc. Quy vi, hodc nha
cung cap cda quy vi, can phai Xin phép mang lwdi vé nhirng dich vu dé trwde khi ching dwgc cung cép cho
quy Vi. Quy vi c6 thé tiép tuc can diéu tri sau khi quy vi nhan dwoc cac dich vu dwoc chap thuan. Vi du, néu
quy vi can & lai bénh vién lau hon khoang thoi gian da dwoc chip thuan ban diu. Khi d6, viéc diéu tri thém
cling phai dwoc chap thuan trwéc béi mang luoi.

Néu mang lui tlr chdi yéu cau diéu tri clia quy vi, ching i sé gri quy vi mét thong bao bang vén ban va
thdng bao quy vi cé quyén yéu cau xem xét lai viéc diéu tri bi tlr chdi hoac yéu cau xem xét b&i mét T6 chire
Xem xét Béc lap théng qua Co quan Bao hiém Texas.

Khiéu nai

Neu quy vi khdng hai long vé bat ky khia canh nao cuia cac hoat dong cta mang lwgi, bao gdm céc khiéu nai
vé cac nha cung cap thuéc mang lwéi, quy vi co thé gti don khiéu nai t&i Prime Health Services. Quy vi phai
théng bao véi biéu ph0| vién khiéu nai vé viéc khiéu nai qua dién thoai hodc qua thw, thw dién tr, hodc fax
khéng mudn hon 90 ngay ké tir ngay sw viéc dién ra. Chuyén tiép don khiéu nai ctia quy vi téi:

Prime Health Services
T&i: Diéu phoi vién khiéu nai
331 Mallory Station Road
Franklin, TN 37067
Dién thoai: (866) 348-3887 Fax: (615) 329-4751
Grievance.coordinator@primehealthservices.com

Luat phap Texas khdong cho phép Berkshire Hathaway Homestate Companies va/hoac Prime Health
Services tra thu quy vi hodc bén tuyén dung quy vi néu quy vi hodc bén tuyén dung quy vi ndp don khiéu nai
mang lwdi. Ngoai ra, Berkshire Hathaway Homestate Companies va/hoac Prime Health Services khéng
dwoc tra thu néu quy vi hoac bén tuyen dung quy vi khang nghi quyét dinh cta mang lwdi. Luat phap khong
cho phép mang lwéi trd thu nha cung cép diéu tri ctia quy vi néu ho ndp don khiéu nai mang luéi hodc
khang nghi quyét dinh clia mang lwéi thay mat cho quy vi.
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Sau khi tiép nhan don khiéu nai ctia quy vi, Prime Health Services sé& gii quy vi thw xac nhan trong vong bay
(7) ngay lam viéc. Thw s€ mo ta quy trinh va thoi han khiéu nai ctia mang lwdi. Chung t6i sé xem xét va giai
quyét khleu nai cua quy vi trong vong 30 ngay ké tir khi nhan dwoc yéu cau. Dé tranh cham tré, vui long
cung cap tén, dia chi, s6 dién thoai cla quy vi, mdt ban sao quyét dinh trwdc d6 ctia mang lwéi (néu cd), va
moi chirng c& quy vi da glri cho ching t6i d& xem xét hodc hién tai muén ching t6i xem xét.

Quy vi ciing ¢6 quyén ndp don khiéu nai téi Co quan Bao hiém Texas néu quy vi khéng déng y voi
quyét dinh ctia mang lwéi. Mau don khiéu nai ciia Co' quan nay dwoc cung cap trén website
https://www.tdi.texas.gov hodc bang cach goi téi sb 1-800-252-7031, hodc quy vi cé thé yéu cdu mau
don bang cach gtri thw dén:

HMO Division, Mail Code 103-6A
Texas Department of Insurance

P. O. Box 149104
Austin, TX 78714-91047

Néu quy vi g&i don khiéu nai téi Co quan nay, don phai chira tén, dia chi thw hién tai, s6 dién thoai ctia quy
vi, mét ban sao quyét dinh ciia mang lw&i, va moi bang chirng quy vi da gri dén mang lwdi dé xem xét.

Quyét dinh bat loi, xem xét lai va xem xét doc lap

Néu quy vi dwgc mang lwdi thong bao vé mot quyét dinh béat loi, théng bao nay sé bao gobm:
e Céc ly do chinh va co sé& 1am sang cho quyét dinh bét loi do;
e M0 ta v& hodc ngudn cla cac tiéu chi sang loc dwoc st dung nhw hwéng dan;
e Chuyén mén nghiép vu clia nha cung cép dworc xin tw van;
e M0 ta vé qua trinh xem xét lai va tinh kha dung cla viéc xem xét doc lap

Néu quy vi nhan thng bao vé mét quyét dinh bat Igi dwa trén sw can thiét y té, quy vi co thé yéu cau mot sy
xem xét doc lap théng qua Co quan Bao hiém Texas. Cac mau don lién quan dén tinh kha dung cua viéc xem
xét doc lap dwoc cung cap trén website cla Co quan tai https://www.tdi.texas.gov, hoac bang cach viét thw
téi:

HMO Division, Mail Code 103-6A
Texas Department of Insurance
P. O. Box 149104
Austin, TX 78714-91047

Mbét nhan vién véi mét tinh trang de doa téi tinh mang ¢é quyén dugc xem xét ngay lap tic b&i mot T chire
Xem xét Doc lap va khéng phai tuan theo quy trinh xem xét lai quyét dinh bat lgi (dwgc mo ta bén dudi).

Quy vj (hodc ngwdi dai dién quy vi) cé thé yéu cau mang lwdi xem xét lai mot quyét dinh bat loi. Quy vi co thé

yéu cau qua dién thoai hodc gtvi thw cho chung t6i bang théng tin lién hé duéi day, nhwng quy vi phai lién hé
v&i mang lwéi dé yéu clu xem xét lai khong mudn hon 30 ngay ké tir khi quy vi nhan dwoc quyét dinh bét loi.
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Physician’s & Surgeon’s Network
8447 Wilshire Blvd, Ste 202

Beverly Hills, CA 90211
Dién thoai: 323-556-0555 Fax: 323-556-0556

Trong vong nam (5) ngay lich ké tir khi nhan duoc yéu cau xem xét lai cla quy vi, ngudi thye hién viéc xem xét
lai sé gffi cho quy vi mét thw thdng bao ngay tiép nhan yéu cau va mot danh sach cac tai liéu ma quy vi phai
ndp dé hoan tat viéc xem xét lai.

Sau khi viéc xem xét lai quyét dinh bat loi ctia quy vi hoan tat, mang lwdi sé gl toi quy vi (hodc ngudi dai dién
cho quy vi) mét thw tra I&i khdng mudn hon 30 ngay ké tir khi yéu ciu clia quy vi dwoc tiép nhan. Birc thw sé
gidi thich cach giai quyét va sé chra nhirng néi dung sau day:
e Cacly do y t& hodc 1am sang dac biét cho cach giai quyét do;
e Co s&y té hoac 1am sang cho quyét dinh dé;
e Chuyén mén nghiép vu clia nha cung cap dwoc xin tw van va tiéu bang noi nha cung cap duoc cap
phép; va
 Thdng bao vé viéc bén yéu cau co quyén tim kiém sw xem xét sw tlr chéi boi moét T6 chire
Xem xét Béc lap va quy trinh dé c6 dwgc sy xem xét do.

Néu yéu ciu gidi thiéu cla quy vi bi tlr chéi do viéc gidi thiéu 1a khdng can thiét vé mat y té, hodc néu yéu ciu
ctia quy vi bi tr chdi do né khéng tuan theo cac hwéng dan diéu tri, cac phac dd diéu tri ca nhan hoac tiéu chi
sang loc, quy vi (hoac nguwoi dai dién quy vi) dwoc pheép tim kiém sw xem xét viéc tir chdi tir mot Té chire Xem
xét boc lap. Vui long Iwu y rang quy vi phai nép don yéu ciu xem xét doc lap dung théi han khéng muén hon
45 ngay ké tr ngay mang lui tir chéi viéc xét lai ctia quy vi.

Mang Iwéi phai thanh toan cho viéc xem xét doc l1ap nay va mang lwi cé trach nhiém cham soéc strc khde cho

quy vi trong khi quy vi ch& doii két qua khang nghi. Mang luéi, hdng béo hiém va bén tuyén dung phai tuan thi
quyét dinh ctia T6 chirc Xem xét Boc lap.
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Ban do khu vwe dich vu

QUAN TRONG: Khu virc dich vu - 250
qgén mau xanh, ngoai trir 4 quan mau
trang.
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Xac nhan cta nhan vién vé mang lwéi boi thwong cho ngwei lao dong

Bang viéc ky tén vao mau don nay, toi xac nhan va hiéu ré nhirng diéu sau day:

v' Téi da nhan dwoc tap thdng tin trong d6 huéng dan t6i cach nhan cac dich vu cham séc sirc khde
théng qua bao hiém bdi thuwdng cho nguwdi lao ddng cltia nha tuyén dung cla t6i.

v" Né&u tdi bi chan thwong khi lam viéc va séng trong khu vire dich vu dwoc mo ta trong tap thong tin nay, téi phai chon mét
béc s didu tri trong danh sach cac bac sT thudc mang luéi, hodc t6i c6 thé yéu ciu bac s cham séc chinh cla t6i tré thanh
bac si didu tri trwde khi t6i gap chan thwong hodc mac bénh. Néu tdi chon bac si chdm séc chinh cla t6i, toi sé goi t¢i sb dién
thoai mién phi 1-833-745-0155 dé thdng bao cho Berkshire Hathaway Homestate Companies vé lwa chon cua toi.

v/ Tbi phai t¢i gap bac si diéu tri cia minh dé& dwo'c chdm séc diéu tri chan thuwong. Néu t6i can dén
mdt chuyén gia, bac si didu tri ctia tdi sé gidi thiéu toi. Néu toi cAn dwoc cip clru, tdi c6 thé téi
bat ky noi nao.

v Hang bao hiém sé& thanh toan cho béac sT diéu tri clia t6i va cac nha cung cép thudc mang lwéi dwoc Gy quyén khac.

v’ Téi c6 thé phai chi trd héa don néu téi nhan sw chdm séc strc khde, ngoai trwérng hop clp clru, tr bat ky ngwoi nao
khac khong phai la mét bac si thudéc mang lwéi ma khéng co sw cho phép clia mang lwai.

Chir ky Ngay

Ghi ré ho tén

Dija chi nha

Thanh phé Bang Ma Zip

Tén nha tuyén dung

Tén mang lvdi: Prime Health Services Texas HCN

Quy vi c6 thé tim mét bac s didu tri thudc mang luéi tai https://www-sf.talispoint.com/bhhc/national/ hodc bang cach goi téi
Berkshire Hathaway Homestate Companies theo s6 1-833-745-0155.

Vui long néu ré day la: o Théng bao nhan vién ban dau (khéng lién quan dén chan thwong); hay 13

0 Théng bao chan thwong (ngay chéan thwong: / / )
Théng Ngay Nam

QUAN TRONG: GUI LAI MAU NAY CHO NHA TUYEN DUNG CUA QUY VI.
KHONG GUI MAU NAY TGOl BERKSHIRE HATHAWAY HOMESTATE COMPANIES.

53 - BHHC TX State Claim Kit



BHHC - Prime Health Services TX HCN - Employee Notice Delivery & Acknowledgment Form Log
Use this log to record your delivery of the Notice of Network Requirements to employees and their signatures of the Network Acknowledgment Form.

Employer Name:

Notice of Network Requirements Employee Acknowledgment Form

Initial/ UL e UL Acknowledgment
Employee . Method - (home, Delivery . % Signed/Refused
Post- Last Name, First Name Recipient . Form Signed or
. ID# (paper, business, Date Date
Injury " Refused
electronic) other)
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DWC FORM-001
(Employer's First Report of Injury or Iliness)

The employer is required to file an Employer's First Report of Injury or lliness
[DWC FORM-001 Rev. 10/05] with the injured worker's insurance carrier, and the
injured claimant or the claimant's representative within 8 days after the
employee's absence from work or receipt of notice of occupational disease.

The Employer's First Report of Injury or Iliness provides information on the
claimant, employer, insurance carrier and medical practitioner necessary to begin
the claims process. Details of the claimant's employment and circumstances
surrounding the injury or illness are also requested.

Send the specified copies to your Workers' Compensation Insurance Carrier
and the injured employee. *Employers - Do not send this form to the Texas
Department of Insurance, Division of Workers' Compensation, unless the
Division specifically requests a direct filing.

[Workers' Compensation Rule 120.2]

Berkshire Hathaway Homestate Companies
P.O. Box 881716

DWC FORM-001 Rev. 10/05 San Francisco, CA 94188-1716 Page 1
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INSTRUCTIONS FOR EMPLOYERS FIRST REPORT OF
INJURY OR ILLNESS (DWC FORM-001)

Type (or print in black ink) each item on this form. Failure to complete each item may delay the processing of the injury claim.

Section 409.005, Texas Workers' Compensation Act, requires an Employer’s First Report of Injury or lliness (DWC FORM-001 Rev. 10/05 to be
filed with the Workers' Compensation Insurance Carrier not later than the eighth day after the receipt of notice of occupational disease, or the
employee's first day of absence from work due to injury or death. A copy of this report must be sent to the employee or the employee's
representative. For purposes of this section, a report is filed when personally delivered, or postmarked. Send the specified copies to your
Workers' Compensation Insurance Carrier and the injured employee. *Employers - Do not send this form to the Texas Department of
Insurance, Division of Workers' Compensation, unless the Division specifically requests a direct filing.

If a report has not been received by the carrier, the employer has the burden of proving that the report was filed within the required time frame.
The employer has the burden of proving that good cause existed if the employer failed to file the report on time.

An employer who fails to file the report without good cause may be assessed an administrative penalty. An employer who fails to file the report
without good cause waives the right to reimbursement of voluntary benefits even if no administrative penalty is assessed.

Once the employer has completed all information pertaining to the injury the employer should maintain the copy of this report to serve as the
Employer's Record of Injury required by Section 409.006. Send the specified copies to your Workers' Compensation Insurance Carrier and
the injured employee. *Employers - Do not send this form to the Texas Department of Insurance, Division of Workers' Compensation,
unless the Division specifically requests a direct filing. The Division’s Health and Safety will use data from this report for the Job Safety
Information System established in Section 411.032 of the Texas Workers' Compensation Act.

This report may not be considered admission or evidence against the employer or the insurance carrier in any proceeding before the Division or
a court in which facts set out in the report are contradicted by the employer or insurance carrier.

"SPECIAL INSTRUCTIONS FOR CERTAIN ITEMS"

Iltems 2,7,8: Section 402.082, Texas Workers' Compensation Act requires the Division to maintain information as to the race, ethnicity and
sex on every compensable injury. This information will be maintained for non-discriminatory statistical use.

Item 4: If no home phone, please provide a phone number where the employee can be reached.

Items 5,15,17,

26,29,30: Enter data in month, day, year format. Example: 08-13-54.

Item 18: List nature of accident or exposure, e.g., fall from scaffold, contact with radiation, etc. If occupational disease, so state.

Item 19: List specific body part, e.g., chin, right leg, forehead, left upper arm, etc. If more than one body part is affected, list each part.

Item 20: Describe in detail (1) the events leading up to the injury/iliness, (2) the actual injury, e.g., cut left forearm, broken right foot,
etc., and (3) the reason(s) why accident/injury occurred. Use an additional sheet of paper if necessary.

Item 22: State the exact work-site location of the injury, e.g., construction site, office area, storage area, etc.

Iltem 24: List object, substance, or exposure that directly inflicted the injury or illness, e.g., floor, hammer, chemicals, etc.

Iltems 32,33:  Enter date in month-year format. Example: 02-56.
Item 37: Enter the number of days or hours that make up a full work week for your employees.

Item 45: Enter the 6-digit North American Industry Classification System (NAICS) Code of the employer. The primary code is the code
which appears in block 5 of Form C-3, "Employer's Quarterly Report" to the Texas Workforce Commission.

Item 46: For companies with a single NAICS code, the specific code is the same as the primary code. For companies with multiple
NAICS codes, enter the code that identifies the specific business, activity, or work-site location the employee was working in
at the time of the injury. This may or may not be the same as the primary code.

Berkshire Hathaway Homestate Companies
P.O. Box 881716
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Send the specified copies to your
Workers' Compensation Insurance Carrier
and the injured employee.

*Employers - Do not send this form to the
Texas Department of Insurance, Division of Workers’ Compensation,
Unless the Division specifically requests a direct filling.

CLAIM #

CARRIER'S CLAIM #

EMPLOYERS FIRST REPORT OF INJURY OR ILLNESS

1. Name (Last, First, M.1.)

2. Sex
O yO

15. Date of Injury (m-d-y)

16. Time of Injury

17. Date Lost Time Began
(m-d-y)

am [ M ] - -

3. Social Security Number 4. Home Phone 5. Date of Birth (m-d-y)

- - ( ) - -

18. Nature of Injury*

19. Part of Body Injured or Exposed*

6. Does the Employee Speak English?  If No, Specify Language

20. How and Why Injury/lliness Occurred*

YES[] NO[]
7. Race . 8. Ethnicity  yispanic 21. Was employee 22. Worksite Location of Injury (stairs, dock, etc.)*
White [] P O doing his YES O
Black L]  Asian [ Native American [ other [ regular job?  NO []

9. Mailing Address ~ Street or P.O. Box

City State Zip Code County

23. Address Where Injury or Exposure Occurred Name of business if incident

occurred on a business site

Street or P.O. Box

County

10. Marital Status

Married |:| Widowed |:| Separated[l Single |:| Divorced |:|

City State

Zip Code

11. Number of Dependent Children 12. Spouse's Name

24. Cause of Injury(fall, tool, machine, etc.)*

13. Doctor's Name

25. List Witnesses

14. Doctor's Mailing Address (Street or P.O.Box)

City State Zip Code

26. Return to work
date/or expected
(m-d-y)

27. Did employee
die?

YESIZ| NO O

28. Supervisor's
Name

29. Date Reported
(m-d-y)

30. Date of Hire (m-d-y) 31. Was employee hired or recruited in Texas?

- YES O NO O

32. Length of Service in Current Position

Months Years

33. Length of Service in Occupation

Months

Years

34. Employee Payroll Classification Code

35. Occupation of Injured Worker

36. Rate of Pay at this Job 37. Full Work Week is:

38. Last Paycheck was:

39. Is employee an Owner, Partner,
or Corporate Officer?

3$ Hourly $ Weekly Hours Days $ for Hours or Days ves [ No O
40. Name and Title of Person Completing Form 41. Name of Business
42. Business Mailing Address and Telephone Number 43. Business Location (If different from mailing address)

Street or P.O. Box Telephone Number and Street

( )
City State Zip Code City State Zip Code
44. Federal Tax Identification Number 45. Primary North American Industry Classification System 46. Specific NAICS Code 47. Texas Comptroller Taxpayer No.
Code:(6 digit) (6 digit)

48. Workers' Compensation Insurance Company 49. Policy Number
50. Did you request accident prevention services in past 12 months?

YES ] NO ] If yes, did you receive them? YES ] NOD
51. Signature and Title (READ INSTRUCTIONS ON INSTRUCTION SHEET BEFORE SIGNING)
X Date

DWC FORM-1 (Rev. 10/05) Page 3
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i

P CLAIM #
A ) "
}i.ﬁé. Carrier #

" &

= i =

L

SUPPLEMENTAL REPORT OF INJURY
Part]| EMPLOYER INFORMATION

1. Employer business name 2. Employer phone #

3. Employer mailing address

4. Insurance carrier name

5. Does the employer have return to work (RTW) opportunities available based on the injured worker’s current capabilities? yes Q no g
If so, identify contact person and phone #

6. Has the insurance carrier provided RTW coordination services within the past 12 months? yes ﬁ Date no I_I
7. Has the employer requested RTW training from DWC or the insurance carrier? yes EI no ﬁ\
8. Has the insurance carrier provided accident prevention services in the past 12 months?  yes i' Date no |_|\
9. Has the employer requested accident prevention services from the insurance carrier? yes il no I:l

Partll REASON FOR FILING THIS REPORT (deadlines vary, see instructions)

10. []
]
CJ

|:|\ d. The injured worker resigned or was terminated from employment: File within 10 days.

The injured worker returned to work in either a full or limited capacity: File this report within 3 days.
The injured worker is earning more or less than the pre-injury wage because of the injury: File within 10 days.

6o o

The injured worker returned, then later had additional lost time or reduced wages as a result of the injury: File within 3 days.

Part il INJURED WORKER INFORMATION

11. Injured worker name 12. SSN (last 4 digits) 13. DOI
XXX-XX-

14. Injured worker mailing address and phone #

15. First day of lost time or reduced 16. First day of additional lost time
wages for this injury (mm/dd/yyyy) or reduced wages (mm/dd/yyyy)
17, Has the injured worker experienced 8 days (cumulative) of lost time or reduced wages as a result of the injury? yes |_, no |_|
If yes, the date of the 8™ day (mm/dd/yyyy)
18. Date of most recent RTW 19. Has the injured worker resigned, been terminated or died? yes |:| no I_l
|:| Full duty, full pay date of resignation date of termination date of death
I:I Limited duty, full pay 19a. Reason for resignation/termination
I:l Limited duty, reduced pay 19b. Was the injured worker on limited duty when terminated? yes l | no l |
20. Hours the injured worker was working during the pay period of 21. Weekly/hourly eamings for the pay period of
to : hours per week | to $__ weekly or $
Indicated hours are: Indicated wages are:

I:I Increase from pre-injury
D Same as pre-injury
| | Decrease from pre-injury

|:| Same a pre-injury wage

[ ncrease from pre-injury wage

[] Decrease from pre-injury wage

This form to be filed with: The employer’s insurance carrier and the injured worker in the timeframe as noted in Part Il.

22. To the best of my knowledge the information provided in this report is accurate and may be relied upon for evaluation of eligibility for benefits.

Submitted by: [] Employer

[ njured Worker (If no longer working for the employer where injury occurred.)

Signature and Title of person completing this form Date

DWC FORM-6 (Rev. 10/05) Page 1
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DWC FORM-6
Supplemental Report of Injury

DWC requires the reporting of all Return to Work and Post-Injury Change of Earnings. An injured worker is entitled to temporary income benefits if
he/she has disability (defined as the inability to work, or the inability to earn wages equivalent to pre-injury wages, as a result of the injury) and has
not reached maximum medical improvement (defined as having reached 104 weeks from the eighth day of lost time or when a doctor certifies that no
further recovery can be reasonably anticipated). The insurance carrier shall adjust the weekly amount of temporary income benefits paid to the
injured worker to match the fluctuations in weekly earnings after the injury. To ensure the insurance carrier has accurate information to calculate

benefits, the DWC FORM-6 is to be completed as applicable:

By EMPLOYER

By INJURED WORKER

The EMPLOYER means the employer for whom the injured worker was
working when the injury occurred. If the employer is the current employer, then
you are responsible to provide information to the workers’ compensation
insurance carrier about:

¢ The existence of earnings, and

¢ The amount of any earnings, or

¢ Any offers of employment.

Include CLAIM and insurance carrier numbers in right upper hand corner.
Complete items 1-21, sign and date.

If you (the INJURED WORKER) are no longer employed by
the employer where the injury/illness occurred, then you are
responsible to provide information to the workers’ compensation
insurance carrier about:

¢ The existence of earnings, and

¢ The amount of any earnings, or

¢ Any offers of employment.

This form may be used to do so. Include CLAIM and insurance
carrier numbers in right upper hand corner. Complete items 14,
10-21, sign and date.

The EMPLOYER must file this form:
«  For a worker’s injury/illness that occurs after January 1, 1991
and required the previous filing of a DWC FORM-1, Employer’s
First Report of Injury; and
¢ During the time the injured worker is entitled to temporary
income benefits (TIBs); and
¢ Until the injured worker:
# Reaches maximum medical improvement (MMI), or
# Isno longer employed by the employer.

If you are employed by a new employer after the injury; and

¢ You are receiving benefits, you must tell the insurance
carrier if your wages change, regardless of whether your
income went up or down; or

¢ You are not receiving benefits, you must tell the
insurance carrier if the injury causes you to miss work or
lose income.

injury;
¢ 3 days afier the injured worker returns to work;

¢ 10 days after the injured worker resigns or is terminated.

depending on the situation for which the form is being filed:
prior to the lost time.

beginning.

lhis report must be filed in the following situations within the timeframes indicated:
¢ 3 days after the injured worker begins to lose time from work as a result of the injury, if lost time did not occur immediately following the

¢ 3 days, when the injured worker returned to work, then later has additional day(s) of lost time as a result of the injury;

¢ 10 days after the end of each pay period in which the injured worker has a change in earnings as a result of the injury;

While most of the sections on this form are self-explanatory, please note that the pay periods requested in sections 20 & 21 may be different
¢ Ifthe report is indicating lost time from work or the end of employment, the pay period shall be the most recent pay period

¢ Ifthe report is indicating return to work or a change in earnings, the pay period shall be the pay period the injured worker is

This form is to be filed by first class mail or personal delivery with:

¢ The insurance carrier, and
¢ The injured worker.
This report is considered filed when personally delivered or postmarked.

Failure to comply with these filing requirements, without good cause, is a
Class D administrative violation, subject to a penalty not to exceed $500.

This form is to be filed by first class mail or personal delivery
with:

¢ The insurance carrier.
This report is considered filed when personally delivered or
postmarked.

If you return to work for the same employer or a different
employer, your temporary income benefits from the insurance
carrier must be adjusted.

Failure to report earned wages and/or offers of employment
to the insurance carrier who is paying benefits to you is a
crime that may result in fines and/or imprisonment.

TLC§ 409.005 and Rules 120.3 and 129.4 provide the requirements regarding use of this report. The complete rule text is available on the DWC
website at: http://www.tdi.texas.gov/wc/rules
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Division of Workers' Complete if known:
Compensation DWC claim #

PO Box 12050 | Austin, TX 78711 | 800-252-7031 | tdi.texas.gov/wc Insurance carrier claim #

Employer’'s wage statement

Section 1: Injured employee information

1. Name (first, middle, last) 2. Social Security number (last four digits)
XXX-XX-
3. Address (street or PO Box, city, state, ZIP code) 4. Phone number
5. Date of injury (mm/dd/yyyy) 6. Date of hire (mm/dd/yyyy)
7. First day of missed work (mm/dd/yyyy) 8. Returned to work on (mm/dd/yyyy)
D Has not returned to work

Section 2: Employer information

9. Name 10. Address (street or PO box, city, state, ZIP code)
11. Phone number 12. Federal tax ID number
13. Printed name (person submitting form) 14. Job title (person submitting form)

Section 3: Employment status at the time of injury
15. Check all that apply:

|| Full-time: The employee regularly works 30 hours or more per week.

[_] Part-time regular course of conduct: The employee regularly works less than 30 hours per week.

[ ] Part-time not regular course of conduct: The employee’s work history for the 12-month period
before the date of injury shows part-time and full-time work.

[ ] Seasonal: The employee does temporary work to meet the employer’s needs during certain times of
the year.

[ ] Apprentice: The employee is learning a new skilled trade by on-the-job training and studies.
Minor: The employee is under 18 years of age and not married or emancipated by court action.

[ ] Student: The employee is enrolled in a course of study (such as high school, college, or technical
training).

[ ] Trainee: The employee is being trained for the job they were originally hired to do.




Section 4: Wages and Benefits (complete parts one and two)

Part 1: Wage information

16. The wage information on this form is for [ the injured employee or [ ]a similar employee.

17. Salary amount
(if applicable)

18. Hourly rate
(if applicable)

19. Daily pay
(if applicable)

$

20. Other
(if applicable)

$

Week worked

21. Number of hours

22. Pay period dates
(mm/dd/yyyy-mm/dd/yyyy)

23. Gross wage
amount

10

11

12

13

14

24. Total gross wages




Part 2: Nonpecuniary wage information (paid by employer only for injured employees)

List the amount of nonpecuniary wages in each pay period before the date of injury. Nonpecuniary wages
are noncash benefits such as education fees or uniforms. Don’t include cash allowances or stipends paid
to allow the employee to purchase benefits. Those should be included as wages in box 20.

Pay
Period |25. Nonpecuniary wages — check all provided:
Week
a. b. c. d. e. f. g. h.
Health Laundry/ | Clothing/ | Lodging/ | Food/ | Vehicle/ | Professional | Other
insurance | cleaning | uniforms | housing | meals fuel licenses
[ ] L] L] 1] [ L] L]

1

2

3

4

5

6

7

8

9

10

11

12

13

14
26. Check if continued after date of injury:

[ [ [ [ [ [ o [

27. Date ended (mm/dd/yyyy)

28. Certify with your signature.

| certify the information provided in this form is true and correct.

Signature

Date




FAQ

Employer's wage statement

When must an employer file the DWC Form-003, Employer’s Wage Statement?
An employer must file the completed form with the insurance carrier, the injured employee, and the injured
employee’s representative (if any) within 30 days from the earliest of:

e the date the employer is notified that the employee is entitled to income benefits; or

e the date the employee’s death is a result of the injury (compensable); and

e within seven days from getting a request from the Texas Department of Insurance, Division of Workers'
Compensation (DWC).

Note: An employer who fails to timely file a complete wage statement without good cause, as required by
Texas Labor Code Section 408.063(c) and 28 Texas Administrative Code (TAC) Section 120.4(a), may be fined.

How do | report wages?

Report all wages paid in the 13 weeks before the date of injury according to the employee’s pay period. Employers
may report 14 weeks if paid biweekly or three months if paid monthly. In all cases, list the dates that each period
covers.

¢ If the employee was not employed for 13 weeks before their injury, report wages of an employee who has the
training, experience, skills, same pay, and same number of hours.

¢ If no similar employee exists, report all wages the injured employee earned before the injury (28 TAC Section
120.4).

Do | have to report non-pecuniary benefits?
Report all benefits paid to the employee in a form other than money. This includes, but is not limited to, the benefit
categories listed in Section 4, Part 2.

What if my employee has multiple jobs?
The injured employee will submit the DWC Form-003ME, Employee’s Multiple Employment Wage Statement to their
other employer. The injured employee will submit the completed form to the insurance carrier (28 TAC Section 122.5).

What is average weekly wage?
The gross average amount of money the employer paid the injured employee each week in the 13 weeks
before the injury or illness.

Questions?
Call 1-800-252-7031, Monday to Friday, 8 a.m. to 5 p.m., Central time. Go to www.tdi.texas.gov/wc to learn
more about workers’ compensation.

Note: With few exceptions, on your request, you are entitled to:

e be informed about the information DWC collects about you;
e receive and review the information (Government Code Sections 552.021 and 552.023); and
¢ have DWC correct information that is incorrect (Government Code Section 559.004).

For more information, contact DWCLegalServices@tdi.texas.gov or go to the Corrections Procedure section at
www.tdi.texas.gov.
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mailto:DWCLegalServices@tdi.texas.gov
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EXAMPLE OF A BONA-FIDE JOB OFFER LETTER:

[company letterhead]
[date]

[employee address]
Dear Mr./Ms. [name]:

We are pleased to extend an offer of modified duty employment consistent with the work restrictions
provided by Dr. [name] in the attached DWC-73 Work Status Report dated [date of DWC-73]. The
location you will be working will be [address of work site that is geographically accessible to the
employee].

Your schedule will be as follows: [schedule; note: must be similar to employee’s work schedule prior to
the injury]. Your wage for this position will be [wages—if same as pre-injury wages, indicate this as
well]. Your job will consist of [description of the physical and time requirements that the position will
entail].

We will only assign tasks consistent with your physical abilities, knowledge, and skills, and training will
be provided if necessary.

We hope you will accept our offer of modified duty employment by signing where indicated below. If
we do not hear from you within 7 days of your receipt of this letter, we will assume you have chosen not
to accept our offer of modified duty employment.

If you have any questions, please feel free to contact me at [phone number]. | look forward to hearing
from you.

Sincerely,
[name]
[title]

I, [name of employee], accept / do not accept (circle one) this offer of modified duty employment.

Signature

Printed Name



| Berkshire Hathaway Authorization for the Release of Information
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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

PRINT THIS FORM/ IMPRIMIR FORMULARIO

N/

66 - BHHC TX Claim Kit

7\



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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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
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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
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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)

| . | e

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:
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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:
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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)

I || | | [esorNo

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

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

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

Nombre del Testigo Teléfono del Testigo

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

Fecha Del Incidente Hora del incidente Hora en que comenz6 a trabajar el dia del incidente

Direccion del incidente Ciudad, Estado Cobdigo Postal Fuera del Lugar de Trabajo? (Si/ No)
I . || | [simo

¢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 78 - BHHC TX 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 79 - BHHC TX Claim Kit
A++ Superior!

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