ALTERNATIVE MARKETS - CLAIMS

Need to file a Workers® Compensation claim?
We make the process easy and stress free.

At Great American, we understand that filing a claim can be upsetting and
stressful. That’s why we give you multiple ways to report your claim.

Before reporting your claim, please have ready:
¢ Your policy number

e Complete and accurate information regarding the claim.

& Call our reporting center
Q® 877-836-1555

([a\) Preregistration Required
)

To set up and gain access to our online system
Call 860-683-7078

Once registered, report a claim online
www.Netclaim.net

So that you’re best prepared to report the claim,
H please see the reverse side for information we
may request from you.

We support employers’ return to work plans, and make every effort to
assist you with yours. Please report a claim as soon as you are aware of it.
We are available 24 hours a day, seven days a week!

Thank you for choosing Great American
Insurance Group!

Great American Insurance Group, 301 E. Fourth St., Cincinnati, OH 45202.

Policies are underwritten by Great American Insurance Company, Great American

Assurance Company, Great American Alliance Insurance Company, Great American

Insurance Company of New York, Great American Security Insurance Company

and Great American Spirit Insurance Company, authorized insurers in all 50 states

and DC. The Great American Insurance Group eagle logo and the word marks ( :

Great American® and Great American Insurance Group® are registered service REA’IAMERICAM
marks of Great American Insurance Company. © 2016 Great American Insurance

Company. All rights reserved. 4642-ALT-1 (6/16) I N S U RAN C E G RO U P

GreatAmericanCaptive.com Alternative Markets



ALTERNATIVE MARKETS - CLAIMS

Accident Information:
® Loss date and time of injury

e Date injury/occurrence reported to employer
e Time the accident was reported

e Who was the claim reported to?

e Supervisor name

e City, state, county where accident occurred

Employer/Insured name, phone number

What was employee doing at the time of the accident?

Last date employee worked

First full work day lost as a result of this injury

¢ Did the employee receive wage continuation (pay while off work
due to injury)?

e Has employee returned to work?

e Date returned

* Was there a witness to the accident?

¢ Name, address and phone number of witness(es)
Employee Information:

* Name, physical home address, county, and home phone

Date of birth, Social Security number, gender, marital status
® Regular occupation
* Department where employee regularly works

State in which the employee was hired
e Name, address, phone number of contact person
Medical Provider Information:
¢ Name of clinic/doctor’s office where employee was treated
¢ Name of treating physician, address, phone

¢ Name, address and phone number of hospital where employee was
treated following injury

After you report a claim, the Claim Reporting Center:

e Assigns your claim to an Alternative Markets Claim professional
who will contact you and your employee to acknowledge the
claim and initiate the process.

¢ Provides you with a copy of the First Report of Injury.

e Sends this report directly to the state either by mail or electronic
submission, based on your state’s requirements.

GreatAmericanCaptive.com



Alternative Markets
Claim Reporting Center:

877-836-1555

ooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

CALL PREPARATION GUIDE FOR
WORKERS’ COMPENSATION CLAIMS

Gathering complete and accurate information is the first
step toward a fair and timely resolution of any claim.

When you contact the Alternative Markets Claim Reporting
Center to report a claim, you will be asked a series of
questions needed to complete the First Report of Injury.
The items listed on the reverse side will assist with your
preparation.

Once the data is collected by the Claim Reporting Center:

® Your claim will be assigned to an Alternative
Markets Claim professional who will contact you to
acknowledge the claim and initiate the process.

® You and your employee will receive an
acknowledgment letter with the claim number and
information needed to contact us directly.

¢ The Claim Reporting Center provides you with a copy
of the First Report of Injury.

e This report will be sent directly to the state either by
mail or electronic submission, based on your state’s
requirements.

We support employers’ return to work plans, and make
every effort to assist you with yours. Please report a claim
as soon as you are aware of it to 877-836-1555.

We are here 24/7!

GREATAMERICAN.
INSURANCE GROUP

Alternative Markets



Alternative Markets
Claim Reporting Center:

=
‘o1 877.836-1555

CALL PREPARATION GUIDE FOR
WORKERS’ COMPENSATION CLAIMS

POLICY NUMBER:

ACCIDENT INFORMATION:

e Loss date and time of injury

¢ Date injury/occurrence reported to employer

¢ Time the accident was reported

e Who was the claim reported to?

e Supervisor name

» City, state, county where accident occurred

e Employer/Insured name, phone number

¢ What was employee doing at the time of the accident?

e Last date employee worked

e First full work day lost as a result of this injury

* Did the employee receive wage continuation (pay while off work
due to injury)?

¢ Has employee returned to work?

e Date returned

* Was there a witness to the accident?

* Name, address and phone number of witness(es)

EMPLOYEE INFORMATION:

* Name, physical home address, county, and home phone

* Date of birth, social security number, gender, marital status
e Regular occupation

* Department where employee regularly works

e State in which the employee was hired

* Name, address, phone number of contact person

MEDICAL PROVIDER INFORMATION:

* Name of clinic/doctor’s office where employee treated

» Name of treating physician, address, phone

* Name, address and phone number of hospital where employee
was treated following injury

Great American Insurance Group, 301 E. Fourth St., Cincinnati, OH 45202. Policies are underwritten by Great American
Insurance Company, Great American Assurance Company, Great American Alliance Insurance Company, Great
American Insurance Company of New York, Great American Security Insurance Company and Great American Spirit
Insurance Company, authorized insurers in all 50 states and DC. The Great American Insurance Group eagle logo and
the word marks Great American® and Great American Insurance Group® are registered service marks of Great American
Insurance Company. © 2016 Great American Insurance Company. All rights reserved. 0826-ALT (2/16)




MAIL TO: - -
WORKERS' COMPENSATION INSURER Employee Social Security Number

Employer Ul Account Number

EMPLOYER REPORT Employer Federal ID Number
OF
INJURY/ILLNESS
This report is completed by the Employer for each injury/filiness identified by thern or their employee as occupational, A copy
is to be provided to the employee and the insurer immediately.

RPOSE OF REPORT: (Check all that apply)

More than 7 days of disability Possible dispute Q Medical only
Injury resulted in death Lump Sum Compromise/Settlement { DO NOT mail copy to OWCA)
Amputation or disfigurement D Other
1.Date ofReport 2. Date / ticre of Enjury 3. Normal Starting Time Day 4. If Back i'Aork - &, 7
MIDDYY MMDD/YY Time of Accident Give dala m“ﬁm
B Bs]
4 It
8. if Fatal injury, Give Dalg of 7. Date Empioyer Knew of 8. Date Disabdity 9, Last Fuk Day Paid
Death MMWDDNY Injury MM/DDAYY began MMDODNY MMDDYY
10. Employea Name  First Nddio Last 11.[] Male 12, Empioyes Phone #
Female { )
13. Addvress and Zip Code 14. Pauish of injury
5. Dale of Hire 16. Date of Bith 17. Occupation 18. DeptDivision Employed
19, Ptace of Injury- s 20. i No, Indicate Location-Strest, City, Parish and State
Premises ? Yes DNO
21. Whatwork acthviy was the emypityes doing when the inury occumed? {Give welght, size and shapa of materia’s or equipment imohved). Bxplaln what
employes was doing with them. Indicate if comect procedures were foliowved.

22_ Ynat caused infury to happen? (Describe £ily the events which resulted in injury or disease. Explain what happened and how it happened. Name any otfects or substances imoived and explain i they wese
imolved. Ghve full detais on all factors which led to or contributed fo this injury or Bness.)

23. Part of Body Injwred and Nature of Injury or Bness (ex. left leg; muttiple fractures) 24, 1 Oce, Disease-Give Dale
Diagnosed
25. Physician and Address 25, tf Hosplalzed, give name & addrass of faciity
27. Employer's Nams 28. Person Completing This Report - Pleasa print
29. Employer’s Address and Zip Code 30. Employer’'s Telephone Number
{ )
31, Employer's Maling Address-If Different From Above 32. Nature of Business-Type of Mfg., Trads, Construcion, Senvice, ett.

33. Wage Information {optonal)  Emplopewespad [ Daty [ westy [Jrsoory [Jomer.  The aversge vieekty vage wass porwoek

LWC-WC-1007 insurer Name: Insurer's Administrator or Representative:
Rev: 07/08 Phone: Phone:
Address: Address:

Download Employer’s Certificate of Compliance



MAIL TO; - -
WORKERS' COMPENSATION INSURER Employee Sodlal Security Number

Employer Ul Account Number

EMPLOYER REPORT Employer Federal ID Number
OF
INJURY/ILLNESS
This report is completed by the Employer for each injury/illness identified by them or thelr employee as occupational. A copy
is to be provided to the employee and the insurer immediately.

RPCSE OF REPORT: (Check all that apply)

More than 7 days of disability Possible dispute B Medical only
Injury resulted in death Lump Sum Compromise/Settlement ( DO NOT mail copy to OWCA)
Amputation or disfigurement Other
1.Date ofReport 2. Date / trne of Injury 3. Nomal Starting Time Day | 4. if Back WoWork - 5. ?
MMWDD/YY MWDDIYY Time of Accident Giva dals pﬁ::svﬁm
&{ Bf:{ MWDDIYY
3] i
6, If Fatal Injury, Give Date of 7. Dats Employer Knew of 8. Data Disablity 9. Last Ful Day Paid
Death MMDDYY Injury MM/DDIYY began MMDD/YY MMWDD/YY
10. EmployeaName  First Midde Last 1.1 ssaie 12. Employee Phone #
D Female { )
+3. Address and Zip Code 14, Padish of Injury
16. Date of Hire 16. Delo of Bith 17. Qecupation 18. DepliDivision Employed

19, Fiace of lr;u'y-Errﬁ's 20. 1 No, Indicate Location-Streat, Clty, Parish and State
Premises ? (=] DNO

21. What work activity was the employee doing when the infury occumed? (Glve weight, size and shape of materals or equipment imeoived). Explain what
empioyes was dolng with them. ndicate if comedt procedures were folowed.

22, What caused Injury 1o happen? (Describe fuffy the events which resulted in injury or diseasa. Explan what happened and how it happened. Name any objects of substances ivolved and explain how they wers
Involved. Give full detals on af factors which led fo or contributed to this Injury or Biness.)

23. Part of Body Injured and Nalture of Injury or IBness (ex. left leg; muttiple fractures) 24, H Cco. Disease-Giva Date
Diagnosed
25. Physidian and Address 28. if Hospitalized, give name & address of facty
27, Emplover's Name 28. Persen Camplating This Report - Pleass print
29. Employet’s Adéress and Zip Code 30. Employer’s Telephone Number
( )
31, Employer's Maling Address-If Different From Above 32. Nature of Business-Type of MEg., Trade, Construction, Servica, alc.

33, Wage Information (optional) Empkryee was pad UDaiy UWee!dy DMmm'y Do&uer T ha averaga weeldy wage was § perwvesk

LWC.WC-1807 Insurer Name: Insurer's Administrator or Representative:
Rev: 07/08 Phone: Phone:
Address: Address:

Download Employer’s Certificate of Compliance
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EMPLOYEE
CERTIFICATE OF COMPLIANCE

You must submit this form to your employer's workers' compensation insurer or to your employer within
14 days of its receipt. Your workers' compensation benefits may be suspended if you do not timely submit this

Certification. You would be entitled to all suspended benefits after this Certification is provided to your insurer, if you are
otherwise eligible for benefits.

It is unlawful for you to work and receive workers' compensation disability benefits, except for
supplemental earnings benefits. Supplemental earnings benefits are paid when an employee is able to work, but is
unable to earn 90% or more of his pre-injury wages as a result of a job related accident, As an injured worker, you must
notify your employer or jnsurer of the earning of any wages, changes in employment or medical status, receipt of

unemployment benefits, receipt of social security benefits and receipt of retirement benefits. If you receive benefits for
more than 30 days, you will be required to certify your earnings to your insurer quarterly.

It is unlawful for you to receive workers' compensation indemnity disability benefits and unemployment
benefits at the same time, except for permanent partial disability benefits. Permanent partial disability benefits are
paid solely for amputation or for anatomical loss of use of a body part or function. If you violate this provision, you may
be fined up to $10,000, imprisoned up to 90 days, or both.

It is unfawful for you to willfully make, or to assist or counsel someone else to make, a false statement or
representation in order to obtain or to defeat workers' compensation benefits. If you violate this provision, you

may be fined, imprisoned, or both, as follows:

Unlawful Benefits King Imprisonnient

Paid or Claimed
$10,000 or more up to $10,000 up to 10 years, with or without hard labor
$2,500 or more but less
than $10,000 up to $ 5,000 up to 5 years, with or without hard labor
less than $2,500 up to $500 up to 6 months

In addition to these criminal penalties, you may be assessed a civil penalty of up to $5,000 and may forfeit your right to
receive workers' compensation benefits.

EMPLOYEE CERTIFICATION

I certify that I understand the contents of this entire document, and that I understand [ am held responsible for this
information. 1 ceitify my compliance with the above stated requirements regarding receipt of workers” compensation
benefits.

Print Name Signature Social Security Number Date
{ )
Address City State / Zip Phone Number

Note:  Only one copy is required per case from the employee.
Please mail this form to your employer or your employer’s insurer,

LWC-WC-1025.EE
REVISED 07/2008




EMPLOYEE
CERTIFICATE OF COMPLIANCE

You must submit this form to your employer's workers' compensation insurer or to your employer within
14 days of its receipt. Your workers' compensation benefits may be suspended if you do not timely submit this
Certification. You would be entitled to all suspended benefits after this Certification is provided to your insurer, if you are
otherwise eligible for benefits.

It is unlawful for you to work and receive workers' compensation disability benefits, except for
supplemental earnings benefits, Supplemental earnings benefits are paid when an employee is able to work, but is
unable to earn 90% or more of his pre-injury wages as a result of a job related accident. As an injured worker, you must
notify your employer or insurer of the earning of any wages, changes in employment or medical status, receipt of

unemployment benefits, receipt of social security benefits and receipt of retirement benefits. If you receive benefits for
more than 30 days, you will be required to certify your earnings to your insurer quarterly.

It is unlawful for you to receive workers' compensation indemnity disability benefits and unemployment
benefits at the same time, except for permanent partial disability benefits. Permanent partial disability benefits are
paid solely for amputation or for anatomical loss of use of a body part or function. If you violate this provision, you may
be fined up to $10,000, imprisoned up to 90 days, or both.

It is unlawful for you to willfully make, or to assist or counsel someone else to make, a false statement or
representation in order to obtain or to defeat workers' compensation benefits, If you violate this provision, you
may be fined, imprisoned, or both, as follows:

Unlawful Benefits Fine Imprisonment
Paid or Claimed
$10,000 or more up to $10,000 up to 10 years, with or without hard labor
$2,500 or more but less
than $10,000 up to $ 5,000 up to 5 years, with or without hard labor
less than $2,500 up to $500 up to 6 months

In addition to these criminal penalties, you may be assessed a civil penalty of up to $5,000 and may forfeit your right to
receive workers' compensation benefits,

EMPLOYEE CERTIFICATION

I certify that T understand the contents of this entire document, and that I understand I am held responsible for this
information. I certify my compliance with the above stated requirements regarding receipt of workers’ compensation
benefits.

Print Name Signature Social Security Number Date
( )
Address City State / Zip Phone Number

Note:  Only one copy is required per case from the employee.
Please mail this form to your employer or your employer’s insurer.

LWC-WC-1025.FE
REVISED 07/2008



EMPLOYER CERTIFICATE OF COMPLIANCE

You must submit this Certification to your workers' compensation insurer. Failore to submit this Certification as
required may result in your being penalized by a fine of $500, payable to your insurer.

You must secure workers' compensation for your employees through insurance or by becoming an authorized self-
insured. If'you fail to provide security for workers' compensation, you must pay an additional 50% in weekly benefits to your
injured workers.

If you willfully fail to provide security for workers' compensation, then you are subject to a fine of up to $10,000,
imprisonment with or without hard Iabor for not more than 1 year, or both. If you have been previously fined and again fail
to provide security for workers' compensation, then you are subject to additional penalties, including a court order to cease
and desist from continuing further business operations.

You must not collect, demand, request, or accept any amount from any employee to pay or reimburse for the
workers' compensation insurance premium. If you violate this provision, you may be punished with a fine of not more than
$500, or imprisoned with or without hard labor for not more than one year, or both.

it is unlawful for you to willfully make, or to assist or counsel someone else to make, a false statement or
representation in order to obtain or to defeat workers' compensation benefits. If you violate this provision, you may be fined
up to $10,000, imprisoned with or without hard labor for up to 10 years, or both depending on the amount of benefits
unlawfilly obtained or defeated. In addition to these criminal penalties, you may be assessed a civil penalty of up to $5,000.

EMPLOYER CERTIFICATION

I certify that I have read this entire document and understand its contents, and that | understand { am held
responsible for this information. [ certify my compliance with the Louisiana Workers' Compensation Act.

Preparer Name (PRINT) Signature Date
Company Name Company Address

( )

Phone Number Insurance Policy Number

Employee Name Employee Social Security Number

LWC-WC-1025.ER
REV. 7/08




EMPLOYER CERTIFICATE OF COMPLIANCE

You must submit this Certification to your workers' compensation insurer. Failure to submit this Certification as
required may result in your being penalized by a fine of $500, payable to your insurer.

You must secure workers' compensation for your employees through insurance or by becoming an authorized self-
insured. If'you fail to provide security for workers' compensation, you must pay an additional 50% in weekly benefits to your
injured workers.

If you willfully fail to provide security for workers' compensation, then you are subject to a fine of up to $10,000,
imprisonment with or without hard labor for not more than 1 year, or both. If you have been previously fined and again fail
to provide security for workers' compensation, then you are subject to additional penalties, including a court order to cease
and desist from continuing further business operations,

You must not collect, demand, request, or accept any amount from any employee to pay or reimburse for the
workers' compensation insurance premium. If you violate this provision, you may be punished with a fine of not more than
$500, or imprisoned with or without hard labor for not more than one year, or both.

It is unlawful for you fo willfully make, or to assist or counsel someone else to make, a false statement or
representation in order to obtain or to defeat workers' compensation benefits. If you violate this provision, you may be fined
up to $10,000, imprisoned with or without hard labor for up to 10 years, or both depending on the amount of benefits
unlawfully obtained or defeated. In addition to these criminal penalties, you may be assessed a civil penalty of up to $5,000.

EMPLOYER CERTIFICATION

I certify that I have read this entire document and understand its contents, and that I understand I am held
responsible for this information. T certify my compliance with the Louisiana Workers' Compensation Act.

Preparer Name (PRINT) Signature Date
Company Name Company Address

( )

Phone Number Insurance Policy Number

Employee Name Employee Social Security Number

LWC-WC-1025.ER
REV. 7/08




EMPLOYER CERTIFICATE OF COMPLIANCE

You must submit this Certification to your workers' compensation insurer. Failure to submit this Certification as
required may result in your being penalized by a fine of $500, payable to your insurer.

You must secure workers' compensation for your employees through insurance or by becoming an authorized self-
insured, Ifyou fail to provide security for workers' compensation, you must pay an additional 50% in weekly benefits to your
injured workers.

If you willfully fail to provide security for workers' compensation, then you are subject to a fine of up to $10,000,
imprisonment with or without hard labor for not more than 1 year, or both. If you have been previously fined and again fail
to provide security for workers' compensation, then you are subject to additional penalties, including a court order to cease
and desist from continuing further business operations.

You must not collect, demand, request, or accept any amount from any employee to pay or reimburse for the
workers' compensation insurance premium. If you violate this provision, you may be punished with a fine of not more than
$500, or imprisoned with or without hard labor for not more than one year, or both,

It is unlawful for you to willfully make, or to assist or counsel someone else to make, a false statement or
representation in order to obtain or to defeat workers' compensation benefits. If you violate this provision, you may be fined
up to $10,000, imprisoned with or without hard labor for up to 10 years, or both depending on the amount of benefits
unlawfully obtained or defeated. In addition to these criminal penalties, you may be assessed a civil penalty of up to $5,000.

EMPLOYER CERTIFICATION

I certify that T have read this entire document and understand its contents, and that I understand T am held
responsible for this information. 1 certify my compliance with the Louisiana Workers' Compensation Act.

Preparer Name (PRINT) Signature Date
Company Name Company Address

( )

Phone Number Insurance Policy Number

Employee Name Employee Social Security Number

LWC-WC-1025.ER
REV. 7/08
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. Everyone pays the price for

Workers’
Compensation
Fraud
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