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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.

West Virginia state law requires employers to report every industrial injury
or occupational disease claim to their workers compensation carrier
immediately.

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

A++ Superior

Report a Claim

Online

bhhecpolicyholder.bhhc.com/
Client/External/Claims

Phone

(800) 661-6029

Fax
(800) 661-6984
E-mail

newclaim@bhhc.com



https://bhhcpolicyholder.bhhc.com/Client/External/Claims
mailto:newclaim@bhhc.com
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Workers Compensatio

Posting Requirements

Workers' Compensation Notice Poster

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

To complete the form, please enter the name of your designated insurer.

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

(West Virginia Code § 23-2¢-15(c))
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NOTICE
REGARDING

Workers Compensation Insurance

All workers employed by the undersigned are hereby notified that the
employer has complied with the law as to securing the payment of
compensation to employees and their dependants, in accordance with the
provisions of the worker's compensation law.

An employee receiving an injury by accident must immediately notify his/her
supervisor, superintendent, or the company representative indicated below.

YOUR EMPLOYER HAS WORKER'S COMPENSATION COVERAGE THROUGH:

INSURER NAME

P.O. Box 881716, San Francisco, CA 94188
INSURER ADDRESS

(800) 661-6029
INSURER PHONE NUMBER

(415) 675-5469
INSURER FAX NUMBER

NOTICES OF ACCIDENT/INJURY AND QUESTIONS PERTAINING TO WORKERS'
COMPENSATION CLAIMS SHOULD BE BROUGHT TO:

Nicole Albrecht
NAME OF INSURER REPRESENTATIVE

CBESDD

A++ Superior
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$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.

*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 conviccioén. Berkshire Hathaway se reserva el derecho de determinar qué informacion presentara 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 Comparnia 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.
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