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Berkshire Hathaway
[p(®) HOMESTATE COMPANIES

Workers Compensation Divisior‘n®

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.

Nevada state law requires employers to report every industrial injury or
occupational disease claim to their workers compensation carrier within
six days of employer knowledge of an 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

AM
G-Es-h BHHC has an AM Best Credit Rating of A++ as of March 30, 2026.
A+ Superior For the latest Best Credit Rating, access ambest.com.

Report a Claim

Online

bhhecpolicyholder.bhhc.com/
Client/External/Claims

Phone
(800) 661-6029

Fax
(800) 661-6984
E-mail

newclaim@bhhc.com

1 - BHHC NV Claim Kit


https://bhhc.com/
https://bhhcpolicyholder.bhhc.com/Client/External/Claims
mailto:newclaim%40bhhc.com%20?subject=

Berkshire Hathaway
HC HOMESTATE COMPANIES

Workers Compensation Divisior‘n®

Workers’ Compensation Posting Requirements

Form D-1

Brief Description of Your Rights and Benefits if You are Injured
on the Job or Have an Occupational Disease

» Postin one or more conspicuous places readily accessible to all
employees at all business locations

e Must be printed on 11" x 17" paper

o Text for the form completion portion of the Poster must be in at least
10-point font-size

To complete the form, please enter the name, address, contact person, and
phone number for MCO/health care provider, along with the name of your
designated insurer. For your convenience, our other contact information
has been entered on the Poster. Please note, the form fields are designated
to populate at text meeting the statutory font-size requirement.

(Nevada Revised Statutes Annotated 616A.490 and Nevada Administrative Code 616A.460
and 616A.480)

Form D-2

Brief Description of Rights and Benefits

» Post next to Form D-1 - Brief Description of Your Right sand Benefits if
You are injured on the Job or Have an Occupational Disease

e Must be printed on 8.5" x 11" paper

(Nevada Administrative Code 616A.470)

Form D-22

Notice to Employees — Tip Information

PLEASE NOTE, FORM D-22 IS ONLY UTILIZED WHEN EMPLOYEES
RECEIVE TIPS!

« When applicable, post next to Form D-1 — Brief Description of Your Right
sand Benefits if You are injured on the Job or Have an Occupational
Disease, and Form D-2 — Brief Description of Rights and Benefits

e Must be printed on 8.5" x 11" paper

(Nevada Administrative Code 616A.470)

AM
G-Es-h 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 NV Claim Kit
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State of Mevada
DEPARTMENT OF BUSINESS & INDUSTRY

DIVISION OF INDUSTRIATL RELATIONS
Moarkers ' Compensalton Seciton

ATTENTION

Caution: The information below is general in nature and 15 not intended to be legal advice. If vou have any guestions regarding vour status as an
employer or employee or your rights and qualification for specific benefits under an mdustrial injury or occupational disease clamm, you should consult
with an attorney experienced in mdustrial insurance.

Brief Description of Whether the Employer is Required to Obtain
Industrial Insurance and Whether a Person is a Covered Employee

Every eraployer ... shall provide and secure compensation ... for any personal injuries by accident sustained by an employee arising out of and in the course of the employment.
Gee MRS 616EB.612( 10

An employer is defined as, “Every person, firm, voluntary association and private corporation, including any public service comoration, which has in servics any person under 5
contract of hire.” See MRS 616423002 “A person is not an employer ... 1 [2) The person enters into 8 contract with another person or business which is an independent
enterprise; and (b3 The person is not in the same trade, business, profession or accupation as the independent enterprise.” S22 NES B16B.A03(1)

An employee 15 roadly defined as, . evary person in the service of an anployer under any eppointinent of contract of hire or apprenticeship, sxpress or implied, oral or written,
whether lawfully or unlaw fully eraployed’” (See WES 6164 1053, but exclodes casual employees not in the same trade, business, profession or occupation; persons engaged a5 &
theatrical or stage perforrner or in an exhibition; musicians not lasting roore than 2 consecutive days; housshold servants, farming and ranching sraployess; voluntary ski patrol;
spotts officials peid a nominal fee; dergy, tabbi or lay readers; real estate brokers or sales persons; and commissioned sales persons [Ses NMES 616A.1140%.

an independent conbractor is a person who is hired and paid solely to produce a resalt. It s defined as, ©... any person who renders sevvice for a specified recompense for a
specified result, under the control of the person’s principal as to the result of the person’s work only and not as to the means by which such resolt is accomplished.”” See MRS
BlEA.25].

Brief Description of Your Rights and Benefits If You Are Injured on the
Job or have an Occupational Disease

Natice of Injury or Gecupational DMsease (Incident Report Form C-1) If an injury or sccupational disease [(OD0 arises out of and in the course of snplaymeant, you must provide
written notics to your saployer a8 so0n as practicable, but no later than 7 days after the accident or 0D, Your sraployer shall maintain & sufficient supply of the forms.

Employee’'s Claim for Compensation/Report of Initial Treatment (Form C-4): If roedical treatrment 15 sought, the Forrm -4 is available at the place of indtial treatroent. &
corapleted Form -4 roust be filed within 00 days after an aocident or OD. The treating phiysician, chiropractic physician, physician assistant or advanced practics nurse moust,
within 3 wotking days aftsr treatrnent, cornplate and mail to the sroployer, the emoployet's insurer and third -party adrindstrator, the Claim for Corpensation.

Medical Treatment: If you require medical treatment for your on-theqjob injury or 0D, you may be required to select a physician or chiropractic physician from a Hst provided
by your workers' cornpensation insurer, if it has contracted with an Organization for Managed Care (MO0 or Preferrad Provider Drganization (PPOY or providers of health care.
If your eraployer has oot sntered 3 contract with an MCO o PPO, you may selact & ghysician or <hiropractic thysician fom the Pansel of Physicians and Chiropractic Phiysicians.
any medical costs related to your industiial injury or 0D will be paid by your insurer,

Temporary Total Disability (TTD): If your doctor has certified that you are unabls to wotk for & period of ot Jeast 5 consecutive days, o 5 curulative days ina 20-day period,
ot places restrictions on you that your ernployer doss nat sccornrmodats, vou may be entitled to TTD cornpensation.

Temporary Partial Disability [TPD): Ifthe wage vou receive upon semployrnent 15 less than the compensation for TTD to which you are entitled, the insurer may be required
ta pay you TPD cornpensation to male up the difference. TPD can only be paid for a raximurm of 24 months.

Permanent Pardal Dizability (PPD): When your medicsl condition is stable and thers 15 an indication of a PPD a5 & r2sult of your injury or DD, within 30 days, your insurer
raust atrangs for an evaluation by a rating ghysician or chiropractic physician to determine the degres of your PPD. The anount of your PPD award depends on the date of injury,
the results of the PPD evaluation, your age and wags.

Permanent Tatal Dizahbility (PTD): Ifyou are medically certified by a treating physician or chiropractic physician as perroanently and totally dissbled and have been granted &
PTD status by your insurer, you are antitled to receive monthly bensfits not to exceed 68 2/3% of your averagse monthly wage. The amnount of your PTD payrosnts is subject to
reduction if you previously received a lump-sum PPD award.

Vocational Rehabilitaton Services: Yourmay be digibls for vocational rehabilitation servicss if you are unabls to return to the job due to a permanent physicsl mpairment or
perrnanent restrictions a5 a result of your injury of oocupational diseass,

Transportation and Per DHem Reimbursement: ¥ou may be cigible for travel sxpenses and per diem associated with roedicsl treatrment.
Reopening: ¥ou may be abls to teopen your claim ifyour condition worsens after daim dosurs.

Appeal Process: Ifvou disagres with & written deterrination issued by the insursr or the insurer does not respond to your raquest, you may appeal to the Depariment of
Administration, Hearinpgs Officer within 70 days of the determination letter. If you disagree with the Hearing Officer decison, you may sppesl to the Depariment of
Administration, Appeals Officer within 30 davs frorn the date of the Hearing Officer decivion letter. To file an appesl online, vist the website for the Mevads Depattrnent of
Ldmmindstration, Hearings Division &t aamcheatings nv govlefile and follow the steps for indtisting a Bequest for Heating (preferredy. If vou are an unreprasented it gant, you
ey toal &notes ofappesl to: Departroent of Admindstration, Hearings Office, 2200 Sowth Bancho Diive, Suite 150, Las Vegas, NV 80102 of the Department of Adimindstration,
Hearings Office, 1050 East William Strest, Suite 400, Carson City, Newads 80701, Ifvou disagres with a decision of an Appeals Officer, yvou may file 5 petiion for judicial
review with the District Court. ¥ ou must do so within 30 days of the Appeals Officer’s decision. Yoo may be represented by #n attormey at your Owh €XpEnse, of ¥oU may
contact the NATW for possible representation.

Nevada Attormey for Injured Workers (INATW): If you dsagres with a Hearing Officer decision, you may raquest that MATW represent you without chargs at an Appeals Officer
hearing. MATW 15 an ivdependent sate agency and isnot affiliated with any insurer. For informnation tegarding denial of benetits, you may contact the MATW at: 1000 E. William
Street, Suite 208, Carson City, NV 80701, (7733 684-7333, or 2200 5 RanchoDrive, Suite 230, Las Vegas, NV 80102, (702 486-28310.

To File a Complaint with the Division: If vou wish to file 2 complaint with the Administrator of the Division of rdostrial RBelations (DIR), please contact Workers'
Comnpensation Section, 1886 East College Phewy . Ste. 100, Carsan City, WV 80706, telephane (77336847270, or 2300 W, Sahara Awe, Suite 300, Las Vegas, IV 80102,
telephaone [FO2% 486-00280.

For Assistance with Workers' Compensation Issues: You may contact the State of Mevads Office for Consurner Health Assistance, 7150 Pollock Drive, Las Vegas, MW 282110,
Toll Free 1 -B88-333-1507 Website: mtpsdiadednv gowPrograms CHAMMfice for Consurner Health Assistance [HIHAYW, E-rnail cha@@ govcha.nv gov

The tfBrmation B this publication (5 derived from Chapters 164 through 616D, frelusive, and 617 of the Nevada Revised Savutes and iz provided jhr wformational purposes
orly.  fyou fave ary questtons, regard (Rg your (Rfury o workers' compersatiorn olaim, please call the jbllowing:

Ihsurer/A domnistraros: Contact Person:

Address: Telephone Number:
City State dp

MCOHealth Care Provider: Contact Person:

Address: Telephene Mumber:

City State dp D1 fpev. 725y


https://adsd.nv.gov/Programs/CHA/Office_for_Consumer_Health_Assistance_(OCHA)/
mailto:cha@govcha.nv.gov

ERIEY DESCRIPTION OF RIGHTS AND BENEFITS
(Pursuant to WRS 616C.030)

Notice of Injury or Gccupational Disease (Incident Report Form C-1): If an injury or occupational diseass [OD) arises out of and in
the course of ernployroent, you must provids weitten notics to your eraployer as woon as practicabls, but no later than 7 days after the
secident or 0D, ¥ our eraployer shall maintain a sufficient supply of the required forms.

Claim for Compensaton (Form C-4): Ifmedical treatroent 1s sought, the form £-41s available at the place of initial treattnent. A
corapleted "Claim for Cornpensation” (Form © -4 moust be filed within 20 days after an accident ot 0D, The trzating health care provider
roust, within 3 wotking days after treatrnent, coraplsate and mail to the sraplovyer, the sraployer's insurer and third -party administrator, the
Clairn for Cormpensation.

Medical Treatment: Ifyou require medical treatrnent for your on-thejob injury or OD, you may be required to select a health care
provider frorn a list provided by your workers' compensation insurer, if it has contracted with an Organization for Managed Care (WCOY
ot Preferred Prowider Organization (PPODY of providers ofheslth care. Ifyour eraployer has not entered into a contract with an RO or
PP, vou ey salect s health care provider from the Panel of Physicians and Chiropractors. Any medical costs related to your industrial
injury or DD will be paid by yout insursr.

Temporary Total Dizability [TTD): If vour doctor has certifisd that you are unabls to work for a period of st least 5 consecutive days,
of 3 cumnulative days in g 20-day period, or places restrictions on you that your sraployer doss not accormnodats, you may be entitled to
TID cormpsnsation.

Temporary Parial Disability (TPD): Ifthe wage you recave upon reeraploymment is less than the corapensation for TTD to which you
are sntitded, the insurer may be required to pay you TPD comopensation to roake up the difference. TPD can only be paid for 5 maximurm
of 24 months.

Fermanent Fartial Disability (PPDY): When your medicsl condition is stable and thets is an indication of a PPIY a5 a result of your
injuty or DD, writhin 30 days, your insurer must arrange for an evaluation by a tating health care provider to determine the dagres of
your PPDY. The amount of your FPD award depends on the date af injury, the results ofthe PPD 2valuation, your age and wage.

Fermanent Total Disability (PTD): Ifyvou are roedically certified by 5 treating health cars providet as pettmanently and totally disabled
and have bean granted 3 PTD status by your insursr, wou are entitled to recatve monthly bensfits not to exceed 66 2/3% of your averags
roonthly wage. The arnount of your PTD payments is subject to reduction ifyou previously received a lurnp -surm PPD sward.

Vocational Rehabilitation Services: You may be ligible for vocational rehabilitation services ifyou ars unable to return to the job dus
to a perrnanent physical imnpairmment of perranent restrictions as a result of your injury o occupational disease.

Transportatdon and Per Diem Reimbursement: You may be igible for travel expenses and per dier associated with medical treatrnent.
Beopening: You may be able to reopen your clairm if your condition worsens after claim closure.

Appeal Process: If you disagres with a written detarmination issued by the insurer of the insursr doss not respand to your requast, you
may apped to the Depariment of A dministration Hearings Officer within 70 days ofthe detarmination Letter. If you disagres with the
Hezaring Officer decision, you may appeal to the Depariment of A dminizstration, Appeals Officer within 30 days from the date afthe
Heating Officer decision latter. To fila an sppesl online, visdt the website for the Mevads Departrment of Admindsteation, Hearings
Division at warw heatinge nv gov/efile shd follow the steps for inttiating & Regquest for Hearing [preferred). If vou ate an untepresentad
litigant, you may mail & notice of appeal to: Departrnent of Admindstration, Hearings Office, 2200 South Eanchao Drive, Suits 150, Las
Wegas, NV 80102 or the Departrnent of Administration, Hearings Office, 1050 East William Strest, Suite 400, Carson City, Mevads
20701, Ifyou disagres with g decision of an Appeals Officer, you may file a petition for judicial review with the District Court. Y ou
must do so within 30 days of the Appeals Officer’s decision. Yoo may be represented by an attormey at your owm £XpEnse, OF you 1ay
contact the MATW for possible representation.

Nevada Attormey for Injured Workers (NADW ) If you disagree with a hearing officer deciston, you may raquest that NATW represenm
you withowt charge at an Appesls Officer Hearing. For information regarding denial ofbenefits, you may contact the MATW at: 1000 E.
Williarm Street, Suite 208 Carson City, NV 80701, (7753 6847535, or 2200 5. Eancho Drive, Suite 230, Las Vegas IV 80102, (7023
486-2830

Ta File a Complaint with the Divizsion: If you wish to fils 5 complaint weith the Administrator of the Division of Industrisl Belations
[DTR ), please contact the Workers” Comnpensation Section, 1886 East College Plwy, Ste. 100, Carson City, WY BE9706, telephone [ 773}
BEA-7270, or 2300 West Sghara Avenus, Suite 300, Las Vegay, Mevads 80102, talephone (70234860080,

For Assistancewith Workers' CompensatonIssues: Youmay contact the State of Mevads Office for Consumer Health Assdstance,
7130 Pollock Drive Las Wegas, NV 80119, Toll Free 1-888-333-1307, Web site: httpd/dhbheov gow/Programs' CHA E-roail:
cha@govchanv. gov

D-2 (rev. 07253
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NOTICE TO EMPLOYEES

Pursuant to: NRS 616B.227 Election by employee to report his tips; effect; regulation.

1. For the purpose of workers* compensation, an employee may elect to report the amount he
receives as tips for the purpose of the calculation of compensation by submitting to his employer
an Employee’s Declaration of Election of Report Tips (form D-23). The employee must make
his election separately for each pay period before the end of the next pay period. The

declaration may not be amended.

2. Upon receipt of such notice the employer shall:

(@  Make a copy of each report which the employee has filed with the employer to report the
amount of his tips to the United States Internal Revenue Service or Employee’s
Declaration of Election to Report Tips;

(b)  Submit the copy to its workers’ compensation insurer upon request, or if the employer is
self-insured or an association of self-insured public or private employers, retain the copy
for his records; and

(c) If he is not self-insured, pay the insurer the premiums for the reported tips at the same

rate as he pays on regular wages.

3. An employee who elects to report his tips is not eligible to receive increased compensation based
on those tips until 3 months after his employer receives the Employee’s Declaration of Election
to Report Tips. For the purpose of workers® compensation, tips may be reported pursuant to 26
U.S.C. 86053(a) or on form D-23. The form for reporting tips D-23 can be obtained from your

personnel office.

If the forms are not available, contact your employer or the Internal Revenue Service.

D-22 (rev. 7/99)
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PUELIZHED BEY:

ETATE OF MEWADA

DEPARTRAENT CF ELISIMESE AND INDLUISTRY
WRKERE COMPENEATICN SECTICH

This pamphiel is provided to inform stakeholders of
some signyficant goints concerning warkers
compensation insurance in Neeado,

Nevada'swaorkers’ cormpensation by o
registering to reteive email notifications.

What is werliers' compensation?

Workers' compensation i @ no-fault insurance
program in the 3tate of Mewada, which provides
benefits to employees who are injured on the
job and protection to employers who have
provided coverage at the time of injury.

What protecticn is provided
for the employer?

Because Mevada has “exclusive remedy,” the
injured workers' benefits are =et forth in the
ctatutes. Employers who provide cowerage for
their employees at the time of injury are
protected from any additional damages claimed
by their ermployees a= a result of an injury on the
jmb. Thiz protection i= established when the
injured employee opts to receive workers'
compensation benefits,

What type of benefits are
employees entitled to?

Mevada's Workers' Compenzation Program
provides a variety of benefits which are designed
to aszist the injured employee. These benefits
rmay include (armong others):

» Nedical treatment:

» losttimecompensatbdon (TTOYTPD:

» Permanent Partial Disability (PPDY;

"  Fermanent Total isability (FTDY;

» ‘Vocational Rehabilitation:

v [ependent's benefits in the event of

death: and
» Other claims-related benefits or

expenzes [i.e., mileage)

How de the Subsequent Injury Accounts
benefit employers?

The Subsequent Injury Accounts  ERCOUrage
employers to hire warkers with a3 permanent
physical impairment. The costs of any gualified
cubsequent injury are paid from the appropriate
cubsequent injury account. (MBS G1EB.557 — 580)
Contact Blanca Villarreal-Rodriguez at (70Z) 4B6-
9181 ar  brodriguez@dir.ny.goy for  mare
information.

Which employers are required to provide
workers' compensation insurance?

Unlezs excluded by statute, it is mandatory for an
employer who has one or more employees to
provide  workers' compensation  insurance
coverage. Some employees are excluded by MRS
B1EA.110 due to unigue criteria.

Ermployment exermpt fram workers' compensation
iMEUrance coverage reguirements includes:

sEmployment  related to  those  interstate
commerce entties that are not subject to the
|egiclative power of the state of Meyada.
«Employrment covered by private dizahbility and
death  benefit plans  which comprebhend
compensation payments of egual or greater
amounts than those provided in MR% 616 and
which hawe been in effect for one year prior to July
1,1947;

sEmployees who are brought into Mewvada on a
temporary basis and who are insured in another
state if extraterritorial coverage provisions are in
effect with the other state.

Exception: the construction trades.
#Cazual employment [(employment lasting not
rnare than 20 days and having a total |abar cost of
less than 5500) is exernpt if employment s nat in
the course of trade, business, profession or
occupation of the employer.

LOMSTRUCTION TRADES ARE REQUIRED TO
H_A‘U'E.WDRI{ERS’ COMPENSATION INSURANCE.

7f15



Workers' Compensation
Employer Compliance Checklist

[FProvide reguisite workers' compensation insurance
cowerage and furnizh a place of employment free from
recognized hazards that may cause death or serious
phyzical harmto employees.

FProminently display in your place of business the re-
quired warkers' cormpenzation information:

(1) fnformofonol poster to he disploved by emplovers.
{MAC G168 460, Form 0-1)

[2] Foster ta be disploved hy emplovers with employees
wha recefve Hos. [NAC G168 470, Form O-22)

[FIHave awvailable at all imes and at all locations for in-
cspection by agent of the Division of Industrial Relations
or Attorney General:

vThe policy including the declaration page issued by pri-
vate carrier; or

wiertificate issued by the Commissioner if self-insured:;
ar,

wiertificate issued by the Commissioner and a certificate
or letter issued by an association of self-insured public
or private employers if a member of an as=ociation.
Mote: Termporary worksites (less than 1 wear) must pro-
duce the abowve information within 24 hours. [MES
164 .495]

FProvide forms for employee uze and corplete injury
or occupational disease reporting  reguirements and
forward the reguired documents in the allowable
timmeframe: (1) C-1, Modce af infury ar doupofonol Bis-
gose (tncident Repart) ond (2] £-3 Emplovers” §epart of
indusiriol infury ar Occupotionol Oisepse (MRS 616C015
& B16C.045)

[FProvide immediate first aid to an injured employee
MRS 616C085)

Complete the Employer's Report of Industrial Injury or
Occupational Disease Form (Form C-3) within 6 working
day= of receipt of the Form C-4 fromthe medical provid-
er and file it with insurer. (MRS 616C. 145

Where can | ebtain additienal infor-
maticn on workers' compensation?

wWebsite: http:/fdir. nv. Eovfw LS Home/

Ermail: WCsHelp@dir.nw. Fov

For information concerning claims administration
or failure to obtain or maintain workers' com-
pensatbon insurance:

Cepartment of Business and [ndustry
Crivisioo of [odustrial Relations Workers'

Compensation Section

1886 College Play. 3te. 100,
Carson City, MW 89706,
(775] BBA-7270

2300 W, 3ahara Ave., Suite 300
LazVegas, Mewada 89102
[702) 4B6-2080

For information regarding occupational safety
and health program developrment and implemen-
tation:

SAFETY CONSULTATION &
TRAINING SECTIOHN

Website: www. dsafenv.state. nw.us

Toll Free: B77-458FENY

O%HA 10 & 30 Hr Construction Class must reg-
ister on-line.

The material cantained in thie publicatian & derived fram
chaprers 6164 ta 617, ndusive, of the Mevada Revised Stat-
e [NES] & MNevada Adminictrative Code [WAC), and & pro-
vided far infarmational purpasss anly. Far mare detailed
infarmatian, please refor ta the soecfic shatube ar code. The
MRS and WAC relating ta Warkers” Compensation can be ac-
cenend i the Inbernet at:

ke fodi v e A VWACS S W v s Lawr

What will happen te an empleyer whe
fails to obtain or maintain woerkers’
compensation insurance?

The Divizion of Industrial Relations, ‘Workers'
Commpensation Section (WWC%) is responsible for
ensuring all employers are in compliance with
the law. Employers who do not provide work-
ers’ compensation will be charged with an ad-
ministrative fine up to %150{4; appropriate
premium penalbdes; may be ordered to cloze
business until insurance has been obtained: and
will be held financially responsible for all costs
arizing from a work-related injury. In addition,
the uninzured ermployer may be subject to a
crirminal penalty for claims resulting in substan-
tial bodily harrm or death. (MRS 616020 & MNAC
G160.345]

Who can provide worlkers” compensa-
tion coverage in Nevada?

Ermployers may purchase insurance from a pri-
vate carrier licensed in Mevada or be certified
by the Division of Insurance (O] as= a =elf-
inzured ermployer or 3 rmermber of an ase=ocia-
tion of =elf-inzured public or private employers.

Private carriers currently utilize competitive
prermium rates which allows therm to deyiate on
the expense portion of the premiums. This rate
must be filed with the OOl 15 days before if is
effective and can be disapproved. Contact DO
for further information at the following:

Carson City [775) 6B7-T000
La=Wegas (712) 486-4009
http:/fdoi.nv.eov)




Berkshire Hathaway
[p(®) HOMESTATE COMPANIES

Workers Compensation Divisior‘n®

Nevada Department of Industrial Relations (DIR)

Employer Forms

Please note this is an Employee form but the Employer’s
requirement are underlined. Employee should

complete within seven days after the accident; must
C-1Form NRS 616C.015 be maintained by employer for three years; employer N/A
required to keep adequate supply of blank forms for
employee use. Insurer/TPA should supply forms to
employer.

Employer must complete and file with the insurer within
six working days after receiving a copy of the C-4 Form.

Insurer/TPA should supply forms to employer. All fields $1,000 per
of the C-3 must be filled out. Enter “N/A” for anything occurrence
that is not needed. Please sign and date the form, and
enter professional title.

C-3 Form NRS 616C.045

Employer must complete and file with the insurer
within six working days of receipt of the C-4 (if the

C- 4 indicates the injured employee will be off work for
five consecutive days or more or five days in a 20-day
NRS 616C.045 period) or when requested by the insurer. All fields of $1,000 per
NRS 616A.480 the D-8 must be filled out. Enter “N/A” for anything that occurrence
is not needed. If the employer uses a separate sheet
for calculations, please indicate that on the form and
submit the sheet as an attachment.

Insurer/TPA should supply forms.

D-8 Form

Employer must fully complete any blank form received

Blank NRS 616A.480 by the insurer or the administrator and return to $1.000 per
Forms . e . occurrence
appropriate party within six working days.

Please note that the Nevada DIR is strict about forms being filled out correctly. Make sure you
follow the instructions closely and fill out all fields to prevent being fined by the state.

AM
G-Esh BHHC has an AM Best Credit Rating of A++ as of March 30, 2026.
A++ Superior For the latest Best Credit Rating, access ambest.com. 8 - BHHC NV Claim Kit



Berkshire Hathaway
[p(®) HOMESTATE COMPANIES

Workers Compensation Divisior‘n®

NV Statute

NRS 616C.045 and NRS 616A.480-11/2020

NRS 616C.045

Report of industrial injury or occupational disease:

Duty of employer to file; electronic filing; form and

NRS 616A.480

Required execution of blank forms by employer;
penalty for noncompliance.

contents; penalty.

1

1
Except as otherwise provided in NRS 616B.727,
within 6 working days after the receipt of a claim
for compensation from a physician or chiropractor,
or a medical facility if the duty to file the claim for
compensation has been delegated to the medical
facility pursuant to NRS 616C.040, an employer
shall complete and file with his or her insurer or
third-party administrator an employer’s report of
industrial injury or occupational disease.

The report must:
a Befiled on aform prescribed by the Administrator

b  Be signed by the employer or the employer’s
designee;

c Contain specific answers to all questions required
by the regulations of the Administrator; and

d Beaccompanied by a statement of the wages of the
employee if the claim for compensation received
from the treating physician or chiropractor, or
a medical facility if the duty to file the claim for
compensation has been delegated to the medical
facility pursuant to NRS 616C.040, indicates that
the injured employee is expected to be off work for
5 days or more.

An employer who files the report required by
subsection 1by electronic transmission shall,
upon request, mail to the insurer or third-party
administrator the form that contains the original
signature of the employer or the employer’s
designee. The form must be mailed within 7 days
after receiving such a request.

The Administrator shall impose an administrative
fine of not more than $1,000 on an employer for
each violation of this section.

(Added to NRS by 1993, 661; A 1995, 649, 1997, 1435; 1999,
3146; 2003, 2305)

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

Every employer receiving from the insurer or
Administrator any blank form with directions to fill
it out shall:

a Cause it to be filled out properly.

b  Answer fully and correctly all questions therein
propounded, and if unable to do so, shall give
sufficient reasons for his or her failure. Answers
to questions must be verified and returned to the
insurer or Administrator, as appropriate, within six
working days.

If an employer fails to comply with the provisions
of subsection 1, the Administrator shall impose
afine of not more than $1,000 for each failure to
comply.

[46:168:1947; 1943 NCL § 2680.46] — (NRS A 1981, 1469;

1991, 2404; 1993, 712; 1995, 2022) — (Substituted in
revision for NRS 616.330)

9 - BHHC NV Claim Kit



Reset Form

"NOTICE OF INJURY OR OCCUPATIONAL DISEASE"
(Incident Report)
Pursuant to NRS 616C.015

Name of Employer

Name of Employee Social Security Number Telephone Number
Date of Accident Time of Accident Place where accident occurred (if applicable)

(if applicable) (if applicable)

What is the nature of the injury or occupational disease? List any body parts involved:

Briefly describe accident or circumstances of occupational disease:
(Note: if you are claiming an occupational disease, indicate the date on which employee first became aware of connection between condition and employment)

Names of witnesses:

Did the employee YES If yes, when (date and time)? Has the employee YES If yes, when (date and time)?
leave work because returned to work? NO
of the injury or NO

occupational disease?

Was first aid YES If yes, by whom? Name and address of treating physician, if applicable or known
provided? NO

Did the accident happen YES
in the normal course

of work? (if applicable) ___NO

Was anyone _YES Names of others involved

else involved? NO

MY EMPLOYER/INSURER MAY HAVE MADE ARRANGEMENTS TO DIRECT ME TO A HEALTH CARE PROVIDER FOR MEDICAL
TREATMENT OF MY INDUSTRIAL INJURY OR OCCUPATIONAL DISEASE. I HAVE BEEN NOTIFIED OF THESE ARRANGEMENTS.

Supervisor”s Signature Date Signature of Injured or Disabled Employee Date

TO FILE A CLAIM FOR COMPENSATION, SEE REVERSE SIDE, SECTION ENTITLED, CLAIM FOR
COMPENSATION (FORM C+4).

For assistance with Workers’ Compensation Issues you may contact the Office of the Governor Consumer Health
Assistance Toll Free: 1-888-333-1597 Web site: http://dhhs.nv.gov/Programs/CHA E-mail: cha@govcha.nv.gov

Employee should sign, date and retain a copy.
Original to Employer, Copy to Employee C-1 Rev. 01/20)



http://dhhs.nv.gov/Programs/CHA

TO AVOID PENALTY, THIS REPORT MUST BE Please EMPLOYER’'S REPORT OF INDUSTRIAL INJURY

COMPLETED AND MAILED TO THE INSURER WITHIN Type or Print OR OCCUPATIONAL DISEASE
6 WORKING DAYS OF RECEIPT OF THE C 4 FORM

o Employer’s Name Nature of Business (mfg., etc.) OSHA Log #
LU
6 Office Mail Address Location . . . If different from mailing address Telephone
_|
o
= |City State Zip INSURER THIRD-PARTY ADMINISTRATOR
L
First Name M.I. Last Name Social Security Birthdate Age Primary Language Spoken
w Home Address (Number and Street) Email Address Sex O Male |Marital Status OSingle  COMarried
l;_J OFemale ODivorced OWidowed
9 City State Zip Was the employee paid for the day of injury? How long has this person been employed by you
o (If applicable) O Yes J No in Nevada?
= In which state was employee hired? Employee’s occupation (job title) when hired or disabled Department in which regularly employed:
L
Telephone Is the injured employee a corporate officer? ... sole proprietor? ... partner? Was employee in your employ when injured or disabled
[ves [ No yes [CINo [Tyes CINo by occupational disease (O/D)? [ Yes [ No
Date of Injury (if applicable) [Time of injury (Hours; Minute AM/PM) (if applicable) | Date employer notified of injury or O/D | Supervisor to whom injury or O/D reported
Address or location of accident (Also provide city, county, state) (if applicable) Accident on employer’s premises? (if applicable)
O Yes O No

What was this employee doing when the accident occurred (loading truck, walking down stairs, etc.)? (if applicable)

How did this injury or occupational disease occur? Include time employee began work. Be specific and answer in detail. Use additional sheet if necessary.

ACCIDENT OR
DISEASE

Specify machine, tool, substance, or object most closely connected with the accident Witness Was th‘?’? mgr_e ttr;]a_m one
(if applicable) person injured in this
accident? (if applicable)
Part of body injured or affected If fatal, give date of death | Witness
&
< Nature of Injury or Occupational Disease (scratch, cut, bruise, strain, etc.) Witness 0 Yes 0 No
Ll
(Q Did employee return to next scheduled shift after Will you have light duty work
(@) accident? (if applicable) available if necessary?
ad O Yes [0 No O Yes [0 No
O If validity of claim is doubted, state reason Location of Initial Treatment
&
Treating physician/chiropractor name
D gphy P Emergency Room [ Yes [ No Hospitalized [0 Yes [ No
-
=z How many days per week does Last day wages were earned
- IMPORTANT employee work? From O am O pm To O am O pm
Scheduled S M T w T F S Rotating - . , R
days off 0 O 0O O 0O 0O O 0 Are you paying injured or disabled employee’s wages during disability? [ Yes [J No
Date employee was hired Last day of work after injury or disability Date of return to work Number of work days lost
O
— L
— Z| Was the employee hired to If not, for how many hours a week Did the employee receive unemployment compensation any time during the last 12
< L work 40 hours per week? [ Yes OO No was the employee hired? months? O Yes [ No O Do not know
E 2 For the purpose of calculation of the average monthly wage, indicate the employee’s gross earnings by pay period for 12 weeks prior to the date of injury or disability. If the
O | injured employee is expected to be off work 5 days or more, attach wage verification form (D-8). Gross earnings will include overtime, bonuses, and other remuneration, but
[a Ty will not include reimbursement for expenses. If the employee was employed by you for less than 12 weeks, provide gross earnings from the date of hire to the date of injury
= ()| ordisability.
N ©)
_1| Payperiod OSUN OTUE [OTHUR O SAT Emloyee O WEEKLY [ MONTHLY O OTHER On the date of injury or disability

endson: O MON OWED OFRI ispaid: OBI-WKLY O SEMI-MONTHLY the employee’s wage was: $ per O Hr O Day 0O Wk O Mo

For assistance with Workers” Compensation Issues you may contact the State of Nevada Office of the Consumer Health
Assistance Toll Free: 1-888-333-1597 Web site: http://dhhs.nv.gov/Programs/CHA E-mail: cha@govcha.nv.gov

| affirm that the information provided above regarding the accident and injury or occupational disease is correct Employer's Signature and Title Date
to the best of my knowledge. | further affirm the wage information provided is true and correct as taken from the
payroll records of the employee in question. | also understand that providing false information is a violation of

)

Nevada law.

Deemed Wage Account No. Class Code
Claim is: [0 Accepted [0 Denied [ Deferred [ 3" Party
Claims Examiner’s Signature Date Status Clerk Date

Form C-3 (rev.02/25) ORIGINAL — EMPLOYER PAGE 2 — INSURER/TPA PAGE 3 - EMPLOYEE



EMPLOYER'S WAGE VERIFICATION FORM
(Pursuant to NRS 616C.045(2)(d))
Employer(s) please provide the wage information for the employee named below by completing and filing this form. The form must be completed within six (6) "working"
days of 1) receiving a claim for compensation when the C-4 form indicates the injured employee is expected to be off work for five (5) days or more and/or 2) when
requested by the insurer/TPA. Complete all questions, enter N/A for any fields that do not apply. Information from this form can be supported with payroll records. The
supporting documentation must include specific and sufficient notes and/or explanations to ensure the calculations can be verified, attach supporting documentation, as

applicable.
Employer Name Date Completed
“_E Injured Employee Name (Last/First/m.1.) Social Security #
w
5 Claim # Date of Injury Date of Hire
On date of injury, employee's wage was S per I:lHour I:lDay EIWeek I:lMonth Date wage became effective
2 Was the employee hired to work 40 hours per week? I:lYes I:lNo If no, # of hours per week # of days per week
[V . .
g Pay period ends on DSunday DMonday I:lTuesday I:lWednesday I:lThursday I:lFrlday DSaturday
% Employee is paid |:I Weekly |:I Bi-Weekly I:lSeml—Monthly I:l Monthly I:lOther
2 |Scheduled day(s) off DSunday DMonday I:lTuesday I:lWednesday I:lThursday I:lFriday DSaturday I:lOther
~

Explain "Other"

Date employee last worked AFTER injury occurred Date returned to work

The payroll period will be used to determine the Average Monthly Wage (AMW), mark only the option that applies:
I:l 12-week payroll verification.

I:lLess than 12-week payroll information. Payroll period starts the date of hire and ends the date of injury.

I:lOther:

Payroll period beginning date: Payroll period ending date:

3. Payroll Information

Number of days contained in the payroll period

During the payroll period entered above, did the injured employee receive supplemental wages (per NAC 616C.423) NOT included in gross pay? |:IYes |:INO

I:lSick pay I:lVacation I:lHoliday I:lOvertime I:lTips I:lCommission I:lBonuses I:lTermination
I:lOther Type:

4. Additional
Wages

Provide payroll information for payroll period entered in Section 3.

Payroll Period Gross Salary Additional Payroll Period Gross Salary Additional
Beginning Ending (Excluding Tips) Wages Beginning Ending (Excluding Tips) Wages

5. Gross Earnings and other Remuneration

Was the employee absent during the wage period reported for one of the following reasons, per NAC 616C.438? |:IYes DNO

1. Certified illness or disability. 4. In military service other than training duty conducted on weekends.
w |2 Institutionalized in a hospital, or other institution. 5. Absent because of officially sanctined strike.
g 3. Enrolled as full-time student, not employed on days of attendance. 6. Leave approved under the Family and Medical Leave Act.
é (If yes, below provide details by reason):
© Dates of absence Dates of absence Dates of absence

Begin End Reason Begin End Reason Begin End Reason

. This information is true and correct as taken from the employee's payroll records.
g Print Name: Signature:
s Date submitted to Insurer/TPA: Employer:
" Insurer: Third Party Administrator:

D-8(Rev. 11/23)




NRS 616C.420 Method of determining average monthly wage.
1. The Administrator shall provide by regulation for a method of determining average monthly wage.
2. The method established pursuant to subsection 1 must provide that:

(a) Except as otherwise provided in this subsection, a history of wages earned for a period of 12 weeks must be used to calculate an average monthly wage.

(b) If a 12-week period of wages earned is not representative of the average monthly wage of the injured employee, wages earned over a period of 1 year or
the full period of employment, if it is less than 1 year, may be used. Wages earned over 1 year or the full period of employment, if it is less than 1 year, must
be used if the average monthly wage would be increased.

(c) If aninjured employee is a member of a labor organization and is regularly employed by referrals from the office of that organization, wages earned from all
employers for a period of 1 year may be used. A period of 1 year using all the wages earned by the injured employee from all his or her employers for a
period of 1 year may be used. A period of 1 year using all the wages earned by the injured employee from all his or her employers must be used if the
average monthly wage would be increased.

(d) If information concerning payroll is not available for a period of 12 weeks, wages earned may be averaged for the available period, but not for a period of
less than 4 weeks.

(e) If information concerning payroll is unavailable for a period of at least 4 weeks, average wages earned must be projected using the rate of pay on the date
of the injury or iliness and the projected working schedule of the injured employee.

(f) If wages earned are based on piecework and a history of wages earned is unavailable for a period of at least 4 weeks, the wages earned must be
determined as being equal to the average wages earned by other employees doing the same work.

(g) If these methods of determining a period of wages earned cannot be applied reasonably and fairly, an average monthly wage must be calculated by the
insurer at 100 percent of:

(1) The sum which reasonably represents the average monthly wage of the injured employee, as defined in regulations adopted pursuant to this section, at
the time the injury or illness occurs; or
(2) The amount determined using the hourly wage on the day the injury or iliness occurs and the projected working schedule of the injured employee.
(h) The period used to calculate the average monthly wage must consist of consecutive days, ending on the date on which the injury or illness occurs, or the last
day of the payroll period preceding the injury or illness if this period is representative of the average monthly wage.
= As used in this subsection, “wages earned” means wages earned from the employment in which the injury or illness occurs and in any concurrent employment
3. In determining average monthly wage pursuant to subsection 1, the method must include concurrent wages of the injured employee only if the concurrent
wages are earned from one or more employers who are insured for workers’ compensation or government disability benefits by:

(a) A private carrier;

(b) A plan of self-insurance;

(c) A workers’ compensation insurance system operating under the laws of any other state or territory of the United States; or

(d) A workers’ compensation or disability benefit plan provided for and administered by the Federal Government or any agency thereof.

4. Except as otherwise provided by subsection 3, concurrent wages include, without limitation, wages earned from:
(a) Active or reserve duty with or in:
(1) The Army, Navy, Air Force, Marine Corps or Coast Guard of the United States;
(2) The Merchant Marine; or
(3) The National Guard; or
(b) Employment by:
(1) The Federal Government or any branch or agency thereof;
(2) A state, territorial, county, municipal or local government of any state or territory of the United States; or
(3) A private employer, whether that employment is full-time, part-time, temporary, periodic, seasonal or otherwise limited in term, or pursuant to contract.
5. Asused in this section, “concurrent wages” means the sum of wages earned or deemed to have been earned at each place of employment, including, without
limitation, the sum of any and all money earned for work of any kind or nature performed by an employee for two or more employers during the one-year period
immediately preceding the date of injury or the onset of occupational disease, whether measured by an hourly rate, salary, piecework, commissions, gratuities,
bonuses, per diem, value of meals, value of housing or any other employment benefit that can be fairly calculated to a monetary value expressed in an average
monthly amount.
(Added to NRS by 1981, 1196; A 1981, 1829; 1983, 1296; 2019, 1902, 3438)

D-8(Rev. 11/23)



EMPLOYEE'S DECLARATION OF ELECTION TO REPORT TIPS

For the Purpose of Workers® Compensation

Pursuant to NRS 616B.227

EMPLOYER:

EMPLOYEE:

EMPLOYEE IDENTIFICATION NUMBER:
DEPARTMENT:

SOCIAL SECURITY NUMBER:

PAY PERIOD: TO

AMOUNT OF TIPS RECEIVED DURING PERIOD: $

I understand that the reporting of false information may disqualify me from receiving workers’
compensation benefits, and may subject me to criminal and civil penalties. | declare under penalty of
perjury that the information provided concerning the amount of tips which | have received is true and
correct to the best of my knowledge. Those tips are declared as wages for the calculation of workers*

compensation.

Employee Signature Date

THIS FORM MUST BE SUBMITTED TO YOUR EMPLOYER BEFORE THE END OF THE PAY
PERIOD THAT FOLLOWS THE PAY PERIOD INDICATED ABOVE.

D-23 (rev. 7/99)



Injured Employee's Name:
Claim Number: Social Security Number:

Injured Employee's Address:

Injury/Occupational Disease Date: Date this Notice Printed:
Insurer's Name: Employer:
Insurer's Address: Employer's Address:

Request for Additional Medical Information
And Medical Release

(Pursuant to NRS 616C.177 & 616C.490(5))

Please provide the information requested below, sign and date the form, and return it to your insurer. Your signature on this
form also acts as a release to acquire information affecting your claim from other entities. Failure to fully complete and return
this form to your claims agent in a timely manner could affect your benefits or delay the resolution of your claim.

Prior History Information

Please check the appropriate box below and provide the information requested.

I have no prior conditions, injuries or disabilities of which I am aware, that might affect the
disposition of the claim referenced above. Note - if you checked this box, no further information is
needed at this point.

I have a prior condition, injury or disability that could affect the disposition of the claim referenced
above. This can include birth defects, prior surgeries, injuries, etc., whether work-related or not.
Note - if you checked this box, indicating a pre-existing condition, please explain in detail in the
space below. Please attach additional sheets of paper to this form if necessary to fully explain the
condition.

I have provided this information to obtain the benefits of the Nevada Industrial Insurance Act and/or the Nevada
Occupational Diseases Act (NRS 616A to 616D, inclusive, and/or NRS 617). I hereby authorize any physician,
chiropractor, surgeon, practitioner, or other person, any hospital, including veterans administration or governmental
hospital, any medical service organization, any insurance company, or other institution or organization to release to each
other, any medical or other information, including benefits paid or payable, pertinent to this injury or disease, except
information relative to diagnosis, treatment and/or counseling for AIDS, psychological conditions, alcohol or controlled
substances, for which I must give specific authorization.

1.

If executed in Nevada: Pursuant to Nevada Revised Statutes (“NRS”) 53.045, I declare under penalty of perjury that the
foregoing is true and correct.

Executed on

(date) (signature)

Except as otherwise provided in NRS 53.250 to 53.390, inclusive, if executed outside of Nevada: I declare under penalty
of perjury under the law of the State of Nevada that the forgoing is true and correct.

Executed on

(date) (signature)
D-36 (Rev. 11/23)



Berkshire Hathaway
(O HOMESTATE COMPANIES

Workers Compensation D\'vision@

Authorization for the Release of Information /
Autorizacion Para La Liberacidon De Informacidn

Claim Number/Namero 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 divisiénes de Berkshire Hathaway Homestate Companies, su representante o portador, a revisar,
inspeccionar, copiar, y/o fotografiar cualquier y todo de los siguientes documentos:

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 compensacion 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 informacién del empleo y de recursos humanos, incluyendo pero no limitado a: expedientes de contrataciéon y empleo,
declaraciones de nébmina e ingresos, documentacion relacionada a esta o cualquier otra lesion relevante, y cualquier otra
informacién 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:

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-existin%, 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 compensacién de trabajadores. Especificamente, para determinar la causay la naturaleza y extension de cualquier posible
condicion médica pre-existente, concurrente o agravante con potencial médico, legal, o implicaciones facticas en esta lesion 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.

To facilitate 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 compensacién de trabajadores de cualquier
tercer parte responsable de esta lesion.

16 - BHHC NV Claim Kit



BH
Authorization for the Release of Information / Autorizacion Para La Liberacidon De Informacion

®

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.

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.

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 extensidn en que se hayan tomado acciones en dependencia con esto de aqui en adelante, y si no es
revocado anteriormente, terminara con la conclusion 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

I 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 autorizacién 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 autorizacion una vez lo solicite.

Signature/Firma Date/Fecha

PRINT THIS FORM/ IMPRIMIR FORMULARIO




Berkshire Hathaway
(@ HOMESTATE COMPANIES

Workers Compensation Division®

Medical History Request

Employee Namel | Date of Injury | |

Employer Name | | Completion Datel |

Please complete this form by providing your medical history for the past 5 years. This will help ensure that we are able to provide
all of your medical records to your current treating physician for you to receive the proper care for your work injury.

Thank you for your cooperation.

Past Injuries, Disabilities, or Other Medical Conditions

Hospitalizations

Hospital Name & Address Phone Date(s) Adimitted

Treating Physicians or Groups

Doctor or Group Name, Address Phone Dates of Treatment

RESET FORM PRINT THIS FORM




Berkshire Hathaway
(O HOMESTATE COMPANIES

Workers Compensation Divisior‘n®

Employee Incident Report
This for should be filled out by the injured employee.

Name Employer Name

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

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




Berkshire Hathaway
(O HOMESTATE COMPANIES

Workers Compensation Division@

Informe de Incidente del Empleado

A ser completado por el trabajador lesionado.

Nombre del empleado Nombre del empleador Fecha del incidente

| | |
Hora del incidente:l Hora en que usted empezé a trabajar el dia del incidente |:|

Direccion del Incidente Ciudad, Estado Codigo Postal Fuera del sitio? (S/N)
| || | [simvo

¢Como ocurri6 la lesién? ;Qué deberes del trabajo estaba desempefiando? Por favor, describa en sus propias palabras.

SQué parte(s) de su cuerpo resulté(aron) lesionada(s) (indicando derecha y/o izquierda)?

¢Ha buscado alguin 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 cémo y donde
ocurrio(eron) la(s) lesién(es) anterior(es).

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

¢A quién informo la lesién? ¢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

RESET FORM PRINT THIS FORM




Berkshire Hathaway
(O HOMESTATE COMPANIES

Workers Compensation Division@

Supervisor's Report of Employment Incident

Employee Name Employer Name

| || |
Date of Incident:l Time ofincident:l

Time the employee began work on day of incident:l Did the employee report the incident immediately?

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

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:




EE Supervisor's Report of Employment Incident

®

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

|:| Unused/unavailable lifting equipment |:| Unused/unavailable PPE (gloves, hardhat, goggles, etc.)
I:' Unused/unavailable sharps container I:' Unguarded or improperly guarded equipment

|:| Electrical exposure |:| Obstructed view

I:' Lack of training I:I Wet/slippery floor

|:| Poor housekeeping |:| Interaction with co-worker

I:' Interaction with patient or resident I:' Interaction with customer

|:| Chemical exposure |:| Motor vehicle incident

I:' Other:l |

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

RESET FORM PRINT THIS FORM




Berkshire Hathaway
(O HOMESTATE COMPANIES

Workers Compensation Division@

Informe de Incidente del Supevisor

Nombre del empleado Nombre del empleador

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

Direccién del Incidente Ciudad, Estado Codigo Postal

| |
Fuera del sitio? (S/N)

¢Como ocurrio6 la lesién? sQué 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.

SQué testigos estuvieron presentes cuando ocurrié el incidente (incluyendo él mismo)?




EE Informe de Incidente del Supevisor

®

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

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

|:| Equipo para levantar no usado/no disponible |:| PPE (guantes, casco, gafas, etc.) no usado/no disponible
I:' Contenedor de objetos punzantes no usado/no disponible I:' Equipo no resguardado o incorrectamente resguardado
|:| Exposicion eléctrica |:| Vista obstruida

I:' Falta de capacitacion I:' Herramientas o equipo defectuosos

|:| Piso mojado/resbaloso |:| Mala limpieza

I:' Interaccién con compafiero de trabajo I:' Interaccién con paciente o residente

|:| Interaccién con cliente |:| Exposicion a producto quimico

I:' Incidente de vehiculo motorizado I:' Other:l

¢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

RESET FORM PRINT THIS FORM




Berkshire Hathaway
(O HOMESTATE COMPANIES

Workers Compensation Division@

Witness' Report/Statement of Employee
Incident

Employee Name Witness' Name Witness' Phone Number

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

| | | | lresorno |

Date of Incident:l Time of incident:l

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

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




Berkshire Hathaway
(O HOMESTATE COMPANIES

Workers Compensation Divisior‘n®

Informe de Incidente del Testigo

Nombre del Empleado Nombre del Testigo Teléfono del Testigo

Direccién del Testigo Ciudad, Estado Codigo Postal

I | | |
Fuera del Lugar de Trabajo? (Si/No)|:| Fecha Del Incidente:l Hora del incidente:l

Direccién del incidente Ciudad, Estado Codigo Postal

Fuera del Lugar de Trabajo? (Si/ No)

¢Presenci6 el incidente? Si es asi, ¢cémo ocurrié?¢;Qué deberes laborales estaba realizando el empleado?

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

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

¢Qué hizo el empleado después de que ocurrié 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

RESET FORM PRINT THIS FORM




MYMatriXX Temporary Prescription Card

By £VERNORTH
8 To the |njured Worker: Employee Information
On your first visit, please give this form to any
pharmacy listed on the back side to speed pro- Full Name

cessing of your approved work-related injury
prescriptions (based on the guidelines established  Street Address or PO Box
by your employer).

Questions or need assistance locating a partici- City State ZIP
pating retail network pharmacy? Call the

MyMatrixx Patient Care Contact Center at Date of Birth

800.945.5951.

Employer Name
Atencion Trabajador Lesionado: Py

En su primera visita, entregue este formulario a
cualquier farmacia que se encuentre en el reverso

del boleto para acelerar el procesamiento de sus R
recetas aprobadas para lesiones relacionadas \z, To the Pharmacist:

con el trabajo (segun las reglas establecidas por

MyMatrixx administers this workers’ compensa-
su empleador).

tion 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

¢ Tiene preguntas o necesita ayuda para localizar
una farmacia participante? Llame al centro de
contacto para pacientes de MyMatrixx al

800.945.5951. date of injury (DOI). Limitations may vary.
/ \ For assistance, please call MyMatrixx at
888.786.9640.
ID#:

Your SSN is your temporary ID. .
RxBIN#: 003858 Processing Steps:

PCN: WC

1. Enter RxBin 003858
RxGroup #: G3YA 2. Enter PCN WC
Date of Injury: 3. Enter Rx Group Number G3YA
MM/DD/YYYY 4. Enter 9-digit member ID (Patient SSN)
k For Workers’ Compensation Only / 5. Enter Date of Injury

Visit www.MyMatrixx.com to locate a participating pharmacy near you!

© 2024 MyMatrixx Healthcare Services, Inc. |
An Evernorth Company. All Rights Reserved.



MyMatrixx

By £EVERNORTH

Participating Pharmacy List

AHF PHARMACY

AHOLD CORPORATION
ALBERTSONS

ALIGNRX LLC

AMERITA INC

AURORA PHARMACY INC

BIG Y FOODS INC

BI-LO HOLDINGS LLC
BROOKS/MAXI DRUG
BROOKSHIRE BROTHERS LTD
BROOKSHIRE GROCERY CO
CARDINAL HEALTH

CHEN NEIGHBORHOOD MEDI-
CAL CENT

COBORN'S INC.

COSTCO WHOLESALE, INC
CVS CORP

DEDICATED US HOLDINGS LLC
DISCOUNT DRUG MART
ECKERD

EPIC PHARMACY NETWORK
ESSENTIA HEALTH

EXPRESS RX

FAIRVIEW PHARMACY SVCS
FAMILY FARE, LLC

FOOD LION PHARMACY
FRUTH PHARMACY

GENOA HEALTHCARE LLC
GIANT EAGLE PHARMACY
GUARDIAN PHARMACY LLC
HAC INC

HANNAFORD BROS. CO.
HARPS FOOD STORES INC
HARTIG DRUG

HEALTH MART ATLAS LLC
H-E-B LP

HENRY FORD HEALTH SYSTEM
HOMETOWN PHARMCY INC
HY-VEE FOOD STORES INC
INGLES MARKETS
INSTYMEDS CORP

KPH HEALTHCARE SERVICES
KS PHARM LLC

K-VA-T FOOD STORES INC
LEWIS DRUGS INC

LONGS DRUG STORE

MARC GLASSMAN INC
MEDICAP PHARMACY, INC.
MEDICINE SHOPPE

MEIJER PHARMACY

MERCY PHARMACY SERVICES

NCS HEALTHCARE
NEIGHBORCARE PHARMACY
OSBORN DRUGS INC
PATIENT FIRST
PHARMEDQUEST PHARMACY
PHARMERICA, INC

PMR US HOLDINGS
PRESBYTERIAN MEDICAL
PRESCRIBEIT RX

PRICE CHOPPER PHARMACY
PUBLIX SUPER MARKETS, INC
RALEY'S

RECEPT PHARMACY LP

RITE AID CORPORATION
SAFEWAY, INC.

SAM'S CLUB

SUPERVALU PHARMACIES, INC.
TARGET

THRIFTY WHITE STORES
TOPS MARKETS LLC

UNITED SUPERMARKETS INC
WALGREENS

WAL-MART

WEGMANS FOOD MARKETS,
WEIS MARKETS INC

Visit www.MyMatrixx.com to locate a participating pharmacy near you!

© 2024 MyMatrixx Healthcare Services, Inc. |
An Evernorth Company. All Rights Reserved.



Berkshire Hathaway
HC HOMESTATE COMPANIES

Workers Compensation Divisior‘n®

$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.

AM
BHHC has an AM Best Credit Rating of A++ as of March 30, 2026.
G-Es-h Forthe latest Best Credit Rating, access ambest.com. M.F.ENG.21.2.51

A++ Superior



Berkshire Hathaway
HC HOMESTATE COMPANIES

Workers Compensation Divisior‘n®

$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 maxima es de $1,000 por conviccion. En caso de que méas 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 conviccién. Berkshire Hathaway se reserva el derecho de determinar qué informacion presentaréa 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.

AM
BHHC has an AM Best Credit Rating of A++ as of March 30, 2026.
G-Es-h For the latest Best Credit Rating, access ambest.com. M.F.SP.21.2.5.1

A++ Superior
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