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

Report a Claim

Online

bhhcpolicyholder.bhhc.com/
Client/External/Claims

Phone

(800) 661-6029

Fax
(800) 661-6984

E-mail
newclaim@bhhc.com

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

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

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

Maine state law recommends employers report every industrial injury or 
occupational disease claim to their workers compensation carrier as soon 
as possible or within 5 days of employer knowledge of injury.

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

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

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

BERKSHIRE HATHAWAY HOMESTATE COMPANIES

1 - BHHC ME Claim Kit



Workers Compensation  
Posting Requirements

Form WCB-90
Workers’ Compensation Board Notice to Employees

•	 Post in one or more conspicuous places at all business locations and 
work sites

•	 Print on 11” x 17” paper

(39-A Maine Revised Statutes § 406)

BHHC has an AM Best Credit Rating of A++ as of March 30, 2026. 
For the latest Best Credit Rating, access ambest.com. 2 - BHHC ME Claim Kit

https://web.ambest.com/home
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Notice to Employees:
State law requires your employer to provide 

workers’compensation insurance for its employ-
ees. Workers’compensation insurance provides 
benefits to employees who are injured at work. 
 If you are injured at work, NOTIFY YOUR 
EMPLOYER AT ONCE. You may lose your 
right to receive benefits unless your employer is 
notified within 60 days of your injury. Your 
claim is also subject to a two year statute of 
limitations. Worker advocates are available at the 
Workers’ Compensation Board to help injured 
workers.
 It is against the law for employers to mis-
classify employees as independent contractors 
for the purposes of avoiding workers’ compen-
sation insurance, unemployment coverage, or 
other employer paid taxes and withholdings. 
For more information on laws pertaining to the 
hiring of independent contractors, visit the 
Worker Misclassification Task Force website at 
www.maine.gov/labor/misclass. 
 If you have any questions about your rights, 
please contact one of the regional offices.

A l’intention des Employes:
D’après les lois de l’Etat du Maine, votre 

employeur est tenu de souscrire à une assurance 
indemnisant ses employés victimes d’un accident 
du travail.
 Si vous êtes victime d’un accident du travail, 
PREVENEZ VOTRE EMPLOYEUR IMMEDI-
ATEMENT. Passé un délai de 60 jours, vous 
risquez de perdre vos droits à l’indemnisation. 
Au-delà de deux ans, votre déclaration n’est plus 
recevable. Pour aider les victimes d’un accident 
du travail, le Workers’Compensation Board met 
des conseillers juridiques à leur disposition. 
 La loi interdit aux employeurs de classifier 
fallacieusement leurs salariés comme étant des 
contractants privés aux fins d`échapper a 
l`assurance compensatrice-employé, aux 

 

indemnités de chômage, ou aux autres charges et 
retenues dues par employeur. Pour plus de 
détails sur la législation relative a l`utilisation 
des services privés, visitez le site internet de 
Worker Misclassification Task Force (Unité  
anti-fraude en matière  de classification des 
salariés) : www.maine.gov/labor/misclass.
 Si vous n’êtes pas sûr de vos droits, veuillez 
contacter l’un des bureaux régionaux.

Aviso a los Trabajadores:
La ley del estado de Maine requiere que su 

empresario proporcione el seguro de compensa-
ciones para el trabajador a todos los trabajadores. 
El seguro de compensaciones para el trabajador 
proporciona beneficios a los trabajadores acciden-
tados en el trabajo.
 En caso de sufrir accidente o daño laboral, 
NOTIFÍQUELO INMEDIATAMENTE A SU 
EMPRESARIO. Podría perder el derecho a 
recibir compensación a menos que su empresario 
sea notificado de este accidente o daño en el plazo 
de 60 días. Así mismo esta reclamación debe 
hacer referencia a unaccidente o daño que no 
haya ocurrido hace más de dos años. Los 
defensores del trabajador están disponibles para 
proporcionar ayuda a los trabajadores acciden-
tados en el Consejo de Administración de Com-
pensaciones para el Trabajador (Workers’ Com-
pensation Board). 
 El hecho de no clasificar a los empleados como 
contratistas independientes, con el propósito de 
evitar el seguro por compensación al trabajador, 
cobertura para desempleados, ú otros impuestos 
pagados y retenidos por el empleador; está en 
contra de la ley del empleador.  Para mayor infor-
mación acerca de las leyes pertenecientes a la 
contratación de contratistas independientes, 
visite el Worker Misclassification Task Force 
en la página web de www.maine.gov/labor/
misclass.
 En caso de tener cualquier pregunta sobre sus 
derechos, favor de dirigirse a una de las oficinas 
regionales de compensaciones para el trabajador. 

WORKERS’ 
COMPENSATION

To the employer: This notice must be posted in a conspicuous place upon your premises accessible to employees. 39-A MRSA §406. The State of Maine does not discriminate on the 
basis of disability in admission to, access to, or operation of its programs, services or activities.
This poster is available in alternative format. For further assistance, contact the Maine Workers’ Compensation Board, ADA Coordinator, telephone:  (888) 801-9087 or TTY: 711.

WCB-90 (1/1/2020, revised 12/4/2023)

WORKERS’ 
COMPENSATION 

BOARD REGIONAL 
OFFICES

AUGUSTA
442 Civic Center Drive, Suite 225 

156 State House Station 
Augusta, ME 04333-0156

207-287-2308
1-800-400-6854

LEWISTON
36 Mollison Way

Lewiston, ME 04240-5811
207-753-7700

1-800-400-6857

BANGOR
396 Griffin Road, Suite 105 

Bangor, ME 04401
207-941-4550

1-800-400-6856

PORTLAND
56 Northport Drive, Suite 201 

Portland, ME 04103
207-822-0840

1-800-400-6858

CARIBOU
43 Hatch Drive, Suite 110 
Caribou, ME 04736-2347

207-498-6428
1-800-400-6855

Visit our website at: 
www.maine.gov/wcb

Statewide TTY: 711

FOR DATES OF INJURY ON AND AFTER JANUARY 1, 2020
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