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




WORKERS COMPENSATION - FIRST REPORT OF INJURY OR ILLNESS

EMPLOYER (NAME & ADDRESS INCL ZIP)

CARRIER/ADMINISTRATOR CLAIM NUMBER

OSHA LOG NUMBER

REPORT PURPOSE CODE

JURISDICTION

JURISDICTION CLAIM NUMBER

INSURED REPORT NUMBER

INDUSTRY CODE

EMPLOYER FEIN

EMPLOYER'S LOCATION ADDRESS (IF DIFFERENT)

LOCATION #

PHONE #

CARRIER/CLAIMS ADMINISTRATOR

CARRIER (NAME, ADDRESS, & PHONE #)

POLICY PERIOD

TO

CHECK {F APPROPRIATE

SELF INSURANCE

CLAIMS ADMINISTRATOR (NAME, ADDRESS & PHONE NO)

CARRIER FEIN POLICY/SELF-INSURED NUMBER ADMINISTRATOR FEIN
AGENT NAME & CODE NUMBER
EMPLOYEE/WAGE
NAME (LAST, FIRST, MIDDLE) DATE OF BIRTH SOGIAL SECURITY NUMBER DATE HIRED STATE OF HIRE
ADDRESS (INCL ZIP) SEX MARITAL STATUS OGCUPATION/JOSB TITLE

MALE m | AR D EMPLOYMENT STATUS

FEMALE MARRIED

UNKNOWN SEPARATED
PHONE # OF DEPENDENTS UNKNOWN NCCI CLASS CODE
RATE DAY MONTH DAYS WORKED/WEEK FULL PAY FOR DAY OF INJURY? YEs § | NO
PER: WEEK OTHER: DID SALARY CONTINUE? ves ] NO
OCCURRENCE/TREATMENT
TIME EMPLOVEE [ AM | DATE OF INJURY/ILLNESS | TIME OF OCCURRENCE "] AV | LAST WORK DATE | DATE EMPLOVER DATE DISABILITY
BEGAN WORK NOTIFIED BEGAN

™1 PM { ) CANNOT BE PM
DETERMINED

CONTACT NAME/PHONE NUMBER TYPE OF INJURY/ILLNESS PART OF BODY AFFECTED

DID INJURY/ALLNESS/EXPOSURE OCCUR ON EMPLOYER'S

PREMISES? —
YES k_l NO

DEPARTMENT OR LOCATION WHERE ACCIDENT OR ILLNESS EXPOSURE

OCCURRED

SPECIFIC ACTIVITY THE EMPLOYEE WAS ENGAGED IN WHEN THE ACCIDENT OR

ILLNESS EXPOSURE OCCURRED

TYPE OF INJURY/ILLNESS CODE

PART OF BODY AFFECTED CODE

EXPOSURE OCCURRED

ALL EQUIPMENT, MATERIALS, OR CHEMICALS EMPLOYEE WAS USING WHEN ACCIDENT OR ILLNESS

OCCURRED

HOW INJURY OR ILLNESS/ABNORMAL HEALTH CONDITION OCCURRED. DESCRIBE

THE EMPLOYEE OR MADE THE EMPLOYEE ILL

WORK PROCESS THE EMPLOYEE WAS ENGAGED IN WHEN ACCIDENT OR ILLNESS EXPOSURE

THE SEQUENCE OF EVENTS AND INCLUDE ANY OBJECTS OR SUBSTANCES THAT DIRECTLY INJURED

CAUSE OF INJURY CODE

DATE RETURN(ED) TO WORK IF FATAL, GIVE DATE OF DEATH | WERE SAFEGUARDS OR SAFETY EQUIPMENT PROVIDED? YES NO
WERE THEY USED? YES _J no
PHYSICIAN/HEALTH CARE PROVIDER (NAME & ADDRESS) HOSPITAL OR OFF SITE TREATMENT (NAME & ADDRESS) INITIAL TREATMENT

NO MEDICAL TREATMENT
MINOR: BY EMPLOYER
MINOR CLINIC/HOSP

EMERGENCY CARE
HOSPITALIZED > 24 HOURS
FUTURE MAJOR MEDICAL/
LOST TIME ANTICIPATED
OTHER
WITNESSES (NAME & PHONE #)
DATE ADMINISTRATOR NOTIFIED DATE PREPARED PREPARER’'S NAME & TITLE PHONE NUMBER
LWC-WC 1A-1 IATIABC 2002




EMPLOYER’S INSTRUCTIONS

DO NOT ENTER DATA IN SHADED FIELDS

DATES:
Enter all dates in MM/DD/YY format.

INDUSTRY CODE:
This is the code which represents the nature of the employer's business, which is contained in the Standard
Industrial Classification Manual or the North American Industry Classification System, published by the
Federal Office of Management and Budget.

CARRIER:
The licensed business entity issuing a contract of insurance and assuming financial responsibility on behalf
of the employer of the claimant.

CLAIMS ADMINISTRATOR:
Enter the name of the carrier, third party administrator, state fund, or self-insured responsible for
administering the claim.

AGENT NAME & CODE NUMBER:
Enter the name of your insurance agent and his/her code number if known. This information can be found on
your insurance policy.

OCCUPATION/JOB TITLE: ,
This is the primary occupation of the claimant at the time of the accident or exposure.
EMPLOYMENT STATUS:
Indicate the employee’s work status. The valid choices are:
Full-Time On Strike Unknown Volunteer
Part-Time Disabled Apprenticeship Full-Time Seasonal
Not Employed Retired Apprenticeship Part-Time Piece Worker

DATE DISABILITY BEGAN:
The first day on which the claimant originally lost time from work due to the occupation injury or
disease or as otherwise designated by statute.

CONTACT NAME/PHONE NUMBER:
Enter the name of the individual at the employer's premises to be contacted for additional information.

TYPE OF INJURY/ILLNESS:
Briefly describe the nature of the injury or iliness, (eg. Lacerations to the forearm).

PART OF BODY AFFECTED:
Indicate the part of body affected by the injury/iliness, (eg. Right forearm, lower back).

DEPARTMENT OR LOCATION WHERE ACCIDENT OR ILLNESS EXPOSURE OCCURRED: (eg.
Maintenance Department or Client’s office at 452 Monroe St., Washington, DC 26210)

If the accident or illness exposure did not occur on the employer’'s premises, enter address or
location. Be specific.

LWC-WCIA-1 IATABC 2002




EMPLOYER'’S INSTRUCTIONS ~ cont’d

ALL EQUIPMENT, MATERIAL OR CHEMICALS EMPLOYEE WAS USING WHEN ACCIDENT OR
ILLNESS EXPOSURE OCCURRED:
(eg. Acetylene cutting torch, metal plate)

List all of the equipment, materials, and/or chemicals the employee was using, applying, handling or
operating when the injury or iliness occurred. Be specific, for example: decorator's scaffolding, electric
sander, paintbrush, and paint.

Enter “NA” for not applicable if no equipment, materials, or chemicals were being used. NOTE: The items listed
do not have to be directly involved in the employee’s injury or illness.

SPECIFIC ACTIVITY THE EMPLOYEE WAS ENGAGED IN WHEN THE ACCIDENT OR ILLNESS EXPOSURE
OCCURRED:
(eg. Cutting metal plate for flooring)

Describe the specific activity the employee was engaged in when the accident or iliness exposure
occurred, such as sanding ceiling woodwork in preparation for painting.

WORK PROCESS THE EMPLOYEE WAS ENGAGED IN WHEN ACCIDENT OR ILLNESS EXPOSURE OCCURRED:
Describe the work process the employee was engaged in when the accident or iliness exposure occurred, such
as building maintenance. Enter “NA” for not applicable if employee was not engaged in a work process (eg.
walking along a hallway).

HOW INJURY OR ILLNESS/ABNORMAL HEALTH CONDITION OCCURRED. DESCRIBE THE SEQUENCE OF
EVENTS AND INCLUDE ANY OBJECTS OR SUBSTANCES THAT DIRECTLY INJURED THE EMPLOYEE OR MADE
THE EMPLOYEE ILL:
(Worker stepped back to inspect work and slipped on some scrap metal. As worker fell, worker brushed against
the hot metal.)

Describe how the injury or iliness/abnormal health condition occurred. Include the sequence of events and
name any objects or substance that directly injured the employee or made the employee ill. For example:
Worker stepped to the edge of the scaffolding to inspect work, lost balance and fell six feet to the floor. The
worker’s right wrist was broken in the fall.

DATE RETURN(ED) TO WORK:
Enter the date following to most recent disability period on which the employee returned to work.

LWC-WC IA-1




Attention: This form contains information relating (
¥ to employee health and must be used in a manner ?
OS HA S FO rm 300 (Rev. 01/2004) that protects the confidentiality of employees to the . Year
extent possible while the information is being used -

Log of Wo rk_Re I ated l nj u ri es a n d I I I n ess es for occupational safety and health purposes. chjbfti'orzlesgfaet;tar:ljeHg:Ith\dhianEt?;t.ion

You must record information about every work-refated injury or illness that involves loss of consciousness, restricted work activity or job transfer, days away from work, or medical treatment Form approved OMB no. 1218-0176
beyond first aid. You must also record significant work-related injuries and illnesses that are diagnosed by a physician or licensed health care professional. You must also record work-related
injuries and illnesses that meet any of the specific recording criteria listed in 29 CFR 1904.8 through 1904.12. Feel free to use two lines for a single case if you need to. You must complete an

Establishment name

injury and illness incident report (OSHA Form 301) or equivalent form for each injury or illness recorded on this form. If you're not sure whether a case is recordable, call your local OSHA

office for help. .
City State
ldentify the person Describe the case Classify the case
Enter the number of
(A) (B) ©) D) (E) (F) CHECK ONLY ONE box for each case based on  |days the injured or ill Check the "injury" column or choose one type of
Case Employee's Name Job Title (e.g.,| Date of [Where the eventoccurred (e.g. |Describe injury or iliness, parts of body affected, |the most serious outcome for that case: worker was: iliness:
No. Welder) injury or |Loading dock north end) and object/substance that directly injured or made ®
onset of person ill (e.g. Second degree burns on right — (M) g
iliness forearm from acetylene torch) Onjo = o @
(mo./day) Death %‘?ﬁ ;‘gs{ Remained at work Away transfer or % > o é’ =
From | restriction % £5 < > 3
Job transfer |Other record- \QVOrk (days) > 2 ‘§. § 2 '% s
. . S '2 — B3 =
or restriction |able cases (days) E % 28 S o Z
) (H) ] ) K () M @ G 1 @ (%) (6)
Page totals 0 0 0 0 0 0 0 0 0 0 0 0
Be sure to transfer these totals to the Summary page (Form 300A) before you post it. 5 g 5§85 %” é %
£ o O 5 <] b
L Ec ] o
Public reporting burden for this collection of information is estimated to average 14 minutes per response, including time o % 8 & £ =
to review the instruction, search and gather the data needed, and complete and review the collection of information. E 14 3 E
Persons are not required to respond to the collection of information unless it displays a currently valid OMB control @ * §
number. If you have any comments about these estimates or any aspects of this data collection, contact: US <
Department of Labor, OSHA Office of Statistics, Room N-3644, 200 Constitution Ave, NW, Washington, DC 20210. Do
not send the completed forms to this office. Page 10of 1 (1 2 ©G @ (5) (6)




OSHA's Form 300A (rev. 01/2004)
Summary of Work-Related Injuries and llinesses

All establishments covered by Part 1904 must complete this Summary page, even if no injuries or
illnesses occurred during the year. Remember to review the Log to verify that the entries are complete

Using the Log, count the individual entries you made for each category. Then write the totals below,
making sure you've added the entrigs from every page of the log. If you had no cases write "0."

Employees former employees, and their representatives have the right to review the OSHA Form 300 in
its entirety. They also have limited access to the OSHA Form 301 or its equivalent. See 29 CFR
1904.35, in OSHA's Recordkeeping rule, for further details on the access provisions for these forms.

Number of Cases

Total number of
deaths

Total number of
cases with days

Total number of cases
with job transfer or

Total number of
other recordable

away from work  restriction cases
0 0 0 0
(G) (H) 0] ()
Number of Days
Total number of Total number of days of
days away from job transfer or restriction
winrk
0 0
(K) (L)
Injury and lliness Types
Total number of...
(M)
(1) Injury 0 (4) Poisoning 0
(2) Skin Disorder 0 (5) Hearing Loss 0
(3) Respiratory
Condition 0 (8) All Other llinesses 0

Post this Summary page from February 1 to April 30 of the year following the year covered by the form

Public reporting burden for this collection of information is estimated to average 50 minutes per response, including time to review the instruction, search and
gather the data needed, and complete and review the collection of information. Persons are not required to respond to the collection of information unless it
displays a currently valid OMB control number. 1f you have any comments about these estimates or any aspects of this data collection, contact: US Department of
Labor, OSHA Office of Stafistics, Room N-3644, 200 Constitution Ave, NW, Washinaton, DC 20210. Do not send the completed forms to this office.

Year

&

U.S. Department of Labor

Occupational Safety and Health Adminlistration

Form approved OMB no. 1218-0176

Establishment information

Your establishment name

Street

City State

Zip

Industry description (e.g., Manufacture of motor truck trailers)

Standard Industrial Classification (SIC), if known (e.g., SIC 3715)

OR North American industrial Classification (NAICS), if known (e.g., 336212)

Employment information

Annual average number of employees

Total hours worked by ail employees last
year

Sign here

Knowingly falsifying this document may result in a fine.

| certify that | have examined this document and that to the best of my knowledge the entries are true, accurate, and

complete.

Company executive

Phone

Title

Date




OSHA's Form 301

Injuries and llinesses Incident Report

Attention: This form contains information relating to
employee health and must be used in a manner that
protects the confidentiality of employees to the extent
possible while the information is being used for
occupational safety and health purposes.

&
U.S. Department of Labor

Occupational Safety and Health Administration

This Injury and lliness Incident Report is one of the
first forms you must fill out when a recordable work-
related injury or iliness has occurred. Together with
the Log of Work-Related injuries and lilnesses and

the accompanying Summary , these forms help the

employer and OSHA develop a picture of the extent
and severity of work-related incidents.

Within 7 calendar days after you receive
information that a recordable work-related injury or
illness has occurred, you must fill out this form or an
equivalent. Some state workers’ compensation,
insurance, or other reports may be acceptable
substitutes. To be considered an equivalent form,
any substitute must contain all the information
asked for on this form.

According to Public Law 91-596 and 29 CFR
1904, OSHA's recordkeeping rule, you must keep
this form on file for 5 years following the year to
which it pertains

If you need additional copies of this form, you
may photocopy and use as many as you need.

Completed by

Title

Phone Date

Information about the employee

1) Full Name

2) Street

City State Zip

3) Date of birth

4) Date hired

5)[ Male
l:l Female

Information about the physician or other health care

professional

6) Name of physician or other health care professional

7) If treatment was given away from the worksite, where was it given?

Facility

Street

10)
11)
12)
13)

14)

15)

16)

City State Zip

8) Was employee treated in an emergency room?
Yes

[:]No

9) Was employee hospitalized overnight as an in-patient?
Yes

I:]No

17)

18)

Form approved OMB no. 1218-0176

Information about the case

Case number from the Log (Transfer the case number from the Log after you record the case.)

Date of injury or iliness
Time employee began work AM/PM

Time of event AM/PM DCheck if time cannot be determined

What was the employee doing just before the incident occurred? Describe the activity, as well
as the tools, equipment or material the employee was using. Be specific. Examples: "climbing a
ladder while carrying roofing materials"; "spraying chlorine from hand sprayer"; "daily computer key-
entry."

What happened? Tell us how the injury occurred. Examples: "When ladder slipped on wet floor,
worker fell 20 feet"; "Worker was sprayed with chlorine when gasket broke during replacement”;
"Worker developed soreness in wrist over time."

What was the injury or iliness? Tell us the part of the body that was affected and how it was
affected; be more specific than "hurt", "pain”, or "sore." Examples: "strained back"; "chemical burn,
hand"; "carpal tunnel syndrome."

What object or substance directly harmed the employee? Examples: "concrete floor"; "chlorine”;
"radial arm saw." If this question does not apply to the incident, leave it blank.

If the employee died, when did death occur? Date of death

Publfc reporting burden for this cgllectiqn of infqrmation is estimated to average 22 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Persons are not
required to respond to the collection of information unless it displays a current valid OMB control number. If you have any comments about this estimate or any other aspects of this data collection, including suggestions for reducing this burden, contact: US Department of Labor, OSHA Office of Statistics,
Room N-3644, 200 Constitution Ave, NW, Washington, DC 20210. Do not send the completed forms to this office.
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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
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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
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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
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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
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EMPLOYEE CERTIFICATION
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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
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. Everyone pays the price for

Workers’
Compensation
Fraud
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