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 stressful.
That’s why we give you multiple ways to report your claim.

Before reporting your claim, please have ready:
¢ Your policy number
¢ Complete and accurate information regarding the claim.
Report Online

)
“ To use the app, you will first need to register on the
Great American Insured Portal

'https:/ / insuredportal.gaig.com‘

1. Click the Request Access link
2. Complete the Policyholder Registration form

3. Confirm the Insured Portal system generated “Identity

Verification” email
Preregistration Required

NS

Call our reporting center

< 877-836-1555 -

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 G

the word marks Great American® and Great American Insurance Group® are registered service REATAMERICAM
marks of Great American Insurance Company. © 2020 Great American Insurance Company. All

rights reserved. 4642-ALT-1 (5/20) IN S U RAN C E G RO up

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?

¢ 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
¢ 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



EMPLOYER'S REPORT
OF INDUSTRIAL INJURY

COMPLETE AND SUBMIT THiS REPORT WITHIN 10

INDUSTRIAL COMMISSION OF ARIZONA
P.O. BOX 19070
PHOENIX, ARIZONA 85005-3070

FOR CARRIER USE ONLY

FOR QSHA PURPOSES ONLY

DAYS FROM NOTICE OF ACCIDENT. FATALITIES
MUST BE REPORTED WITHIN 24 HOURS.

Employer must, on this form, notify his insurance carrier of every
injury or disease suffered by an employee, fatal or otherwisa,
which is claimed to arise out of or in the course of employment.
ARIZONA REVISED STATUTES 23-908 & 23-1061

OSHA Case #:

RECORDABLE INJURY

NON-RECCROABLE INJURY

EMPLOYEE T LAST NAME FIRST

2. B3QCIAL SECURITY NUMBER +

3. BIRTH DATE

4. HOME ADDRESS (NUMBER & STREET) CcITY

STATE

ZIP CODE

5. TELEPHONE

7. MARITAL STATUS:

6. 5EX
O MALE O FEMALE O SINGLE

o MARRIED O DIVCRCED

O WIDOWED

EMPLOYER 8. EMPLOYER'S NAME

8. POLICY NUMBER

10. NATURE OF BUSINESS (MANUFACTURING, ETC )

11. OFFICE ADDRESS {NUMBER & STREET} Ty

STATE

13. DATE CF INJURY OR ILLNESS 14. TIME OF EVENT

ACCIDENT

ZIP CODE

15. TIME EMPLCYEE BEGAN WORK

12 TELEPHONE

16. DATE EMPLOYER NOTIFIED GF INJURY

17, LAST DAY OF WORK AFTER INJURY 18. DATE OF RETURR TO WORK

19. EMPLOYEE'S OCCUPATION {JOB TITLE} WHEN INJURED

2G. CLASS CODE ON PAYROLL REPORT 21. EMPLOYEE'S ASSIGNED DEPARTMENT 22. DEPARTMENT NUMBER 23_DIC INJURY OCCUR ON EMPLOYER PREMISES?
YES NO
24. ADDRESS OR LOCATION OF ACCIDENT cITY COUNTY STATE ZIP COBE

25. WHAT WAS THE INJURY OR ILLNESS? Tell us the part of the body that was affected and haw it was affected: be more specific than “hurt.” “pain,” of sore.” Exampfes: “sirained back™ "chemical bum, hand™; “carpal tunnel syndrome.”

26. PART OF BODY INJURED 27 FATAL

O~
¥

O

28 IF THE EMPLOYEE DIED, WHEN DID THE DEATH QCCUR? DATE OF DEATH

79, WAS EMPLOYEE TREATED (N AN EMERGENCY | NAME OF PHYSICIAN OR OTHER HEALTH CARE PROFESSIONAL ADDRESS CITY STATE ZIP CODE
ROOM?

Ow: Ow
30_WAS EMPLOYEE HOSPITALIZED GVERNIGHT AS | IF HOSPITALIZED, HOSPITAL NAME ADDRESS CITY STATE 2IP CODE

AN IN-PATIENT?
NO

O YES

31, 15 VALIDITY OF CLAIM DOUBTED 31.a IF YES, STATE REASON

YES

O

CAUSE OF
ACCIDENT

developed soreness in wrist over time.”

32. WHAT HAPPENED? Tell us how the injury ocoured. Examples: “When ladder slipped on wet floor, warker fell 20 feet”; “¥Worker was sprayed with chlorine when gasket broke during replacement”; “Worker

33. WHAT OBJECT OR SUBSTANCE DIRECTLY HARMED THE EMPLOYEE? Examplas: "concrete floor™, “chlorine”; “radial arm saw.” X this question doas not apply to the incident, feave it biank.

roofing materials”; “spraying chlorine from hand sprayer™ “daily computer key-entry.”

34, WHAT WAS EMPLOYEE DOING JUST BEFORE THE INCIDENT OCCURRED? Describe the actlvity, as wall as the tools. equipment, or materlal the smployee was using. Be specific. Examples: “climbing a ladder while carying

35. IF ANCTHER PERSON NOT IN COMPANY EMPLOY CAUSED ACCIDENT, GIVE NAME AND ADDRESS

36. WAS WORKER IN YOUR EMPLOY

WHEN |[NJURED?
YES O NO
FROM

EMPLOYEE'S
WAGE DATA

THRU

37. HOURS PER DAY EMPLOYEE WORKED

WHE|

IF WORK LOSS 15 EXPECTED 7O EXCEED SEVEN
CALENDAR DAYS, COMPLETE ITEMS 40 THRU 47

IMPORTANT

40, DATE OF LAST HIRE

YES NQ

38. WAS EMPLOYEE OGN OVERTIME
IJURED?
YES

41. WAS WORKER PAID FOR DAY OF INJURY?

IF YES, §

39. NUMBER OF DAYS PER WEEK
USUALLY WORKED

NO

EMPLOYEE COMPANY

42. WAS EMPLOYEE HIRED FOR PERMANENT

EMPLOYMENT? O O
YES NO

43, NUMBER OF MONTHS EMPLOYMENT
AVAILABLE OURING THE YEAR

44 GIVE EMPLOYEE'S WAGE STATUS AS APPLICABLE
HOUR DAY  WEEK MONTH

PER

45, |S EMPLOYEE FURNISHED

OLODGING

O BOARD

VALUE
OBOTH $

46, ACTUAL GROSS EARNINGS OF EMPLOYEE FOR THE 30 CALENDAR DAYS PRECEEDING INJURY
{EXAMPLE: IF iINJURED APRIL 8, GIVE EARNINGS FROM MARCH 9 THRU APRIL 7)

47. DOES EMPLOYEE CLAIM DEPENDENTS? O YES O NO

IF EMPLOYEE 1S PAID OTHER THAN FIXED WEEKLY

OR MONTHLY SALARY, COMPLETE ITEMS 48 THRU 55 PAYMENT?

IMPORTANT

48. IF EMPLOYEE EARNS EXTRA PAY FOR OVERTIME, WHAT |5 BASIS OF

50. GROSS WAGES OF EMPLOYEE DURING 12 MONTHS PRECEEDING INJURY

DAY PRIOR TO INJURY

49. NUMBER OF HOURS OVERTIME CONSIDERED
NORMAL PER WEEK
PER HOUR

51. IF EMPLOYEE WORKED LESS THAN 12 MONTHS, SHOW GROSS WAGES FROM DATE OF HIRE THROUGH

FROM THRU $ FROM THRU $

52, DATE OF LAST WAGE INCREASE IF 53. WAGE BEFORE INCREASE 54 WAGE AF TER INCREASE 55. GROSS EARNINGS FROM DATE OF INGREASE THRU DAY PRIGR 1O INJURY
WITHIN 12 MONTHS PRIOR TO INJURY

AUTHORIZED | CAIE AUTHORIZED SIGNATURE TITLE

SIGNATURE

SUBMITTER EMAIL ADCRESS

NGTE TO EMPLOYER: 1.
2

Submit ane copy to the Industrial Commission within 10 days.
Submit ane copy to your insurance carrier within 10 days.

3. Keep one copy, for not less than five (5) years, as your supplementary record of injuries required by
the Federal Occupational Safaty and Health Act of 1970.

* The mandatory requirement that the social security number be inciuded in forms filed with the Claims Division or Special Fund Division of the Industrial Commission of Arizana is permitted by Section 7{a){2Z¥B) of the Federal Privacy Act of
1974, because the Cormmission’s forms, prescribed under the Commission’s Rutes in existence prior to January 1, 1975, required disclosure of tha social security number. The number is used as a means of identifying all the various records
in the Claims Division or Special Fund pertaining to an individual. The use of social security numbers is made necessary becausa of the large number of persons who have similar names and birth dates, and whose identities can only be

distinguished by the social security number,
Claims ICA 0101-Rev 07.61.01

THIS FORM APPROVED BY THE INDUSTRIAL COMMISSION OF ARIZONA FOR CARRIER USE




COMPLETE AND SUBMIT THIS REPORT WITHIN 10
DAYS FROM NOTICE OF ACCIDENT. FATALITIES
MUST BE REFORTED WITHIN 24 HOURS.

Empteyer must, on this farm, notify his insurance carrier of every
injury or disease suffered by an employee, fatal or otherwise,
which is claimed te arise out of or in the course of amployment.
ARIZONA REVISED STATUTES 23-908 & 23-1061

EMPLOYER'S REPORT
OF INDUSTRIAL INJURY

P.O. BOX 19070
PHOENIX, ARIZONA 85005-3070

INDUSTRIAL COMMISSION OF ARIZONA

FOR CARRIER USE ONLY

FOR OSHA PURPOSES ONLY

GSHA Case #:

RECORDABLE INJURY

NCN-RECCORDABLE INJURY

EMPLOYEE

4. HOME ADDRESS (NUMBER & STREET)

1. LAST NAME

FIRST

2. SOCIAL SECURITY NUMBER »

3. BIRTH DATE

cITy

STATE

ZIP CODE

5. TELEPHONE

6. SEX
MALE

7. MARITAL STATUS:

O FEMALE

O SINGLE

O MARRIED O DWQRCED

O WIDOWED

EMPLOYER

8 EMPLOYER'S NAME

9. POLICY NUMBER

10. NATURE OF BUSINESS {MANUFACTURING, ETC.)

11. OFFICE ADDRESS ([NUMBER & STREET}

CITY

STATE

ZIP CODE

12. TELEPHONE

ACCIDENT

13. DATE OF INMURY OR ILLNESS

14. TIME OF EVENT

7. LAST DAY OF WORK AFTER INJURY

18. DATE OF RETURN TO WDRK

19. EMPLCYEE'S

15. TIME EMPLOYEE BEGAN WORK

16. DATE EMPLUYER NOTIFIED OF INJURY

OCCUPATION (JOB TITLE) WHEN INJURED

20. CLASS CODE ON PAYROLL REPORT

21. EMPLOYEE'S ASSIGNED DEPARTMENT

22. DEPARTMENT NUMBER

23. DID INJURY OCCUR CN EMPLOYER PREMISES?

YES

NO

24. ADDRESS OR LOCATION OF ACCIDENT

CITy

COUNTY

STATE ZIP CODE

26. PART OF 800Y INJURED

27, FATAL

O

25. WHAT WAS THE INJURY OR ILLNESS? Tell us the part of the body that was atfected and how it was affected; be more specific than "hud,” *pain,” of sore " Examples: “strained back”, “chemical bum, hand®; “campal tunnel syndrome.”

O=

28. IF THE EMPLOYEE DIED, WHEN 01D THE DEATH OCCUR? DATE OF DEATH

29. WAS EMPLOYEE TREATED IN AN EMERGENCY | NAME OF PHYSICIAN OR OTHER HEALTH CARE FROFESSIONAL ADORESS CITY STATE ZIP GODE
ROQM?

O YES O NO
30 WAS EMPLOYEE HOSPITALIZED OVERNIGHT AS | IF HOSPITALIZED, HOSPITAL NAME ADORESS CITY STATE ZIP CODE

AN IN-PATIENT?
YES O NO
31. IS VALIDITY OF CLAIM DOUBTED 318 IF YES, STATE REASON
O YES O NO
eobENT 32, WHAT HAPPENED? Tall us haw the injury occurmed. Examples: “Whan ladder slipped on wet floor, worker feil 20 feet™; “Worker was sprayed with chiorine when gasket broke during replacement”; "Worker
ACCIDENT devaloped soreness in wrist over time.”

33, WHAT OBJECT OR SUBSTANCE DIRECTLY HARMED THE EMPLQYEE? Exampias: “concrete floor™, “chlarine”; “radial arm saw.” If this question dpes not apply to the incident, leave it biarnk,

EMPLOYEE'S
WAGE DATA

IMPORTANT

43. NUMBER OF MONTHS EMPLOYMENT
AVAILABLE DURING THE YEAR

36. WAS WORKER IN YOUR EMPLOY

WHEN [NJURED?
O
FROM

IF WORK LOSS 1S EXPECTED TO EXCEED SEVEN
CALENDAR DAYS, COMPLETE ITEMS 40 THRU 47

34. WHAT WAS EMPLOYEE DOING JUST BEFORE THE INCIDENT OCCURRED? Describa the actlvily, as weil as the tools, aquipment, or material the empioyee was using. Be specific. Exampfes: “ckmbing a ladder while carrying
mofing materials”; “spraying chlosine from hand sprayer”; “daily computer key-entry.”

35. IF ANOTHER PERSON NOT N COMPANY EMPLOY CAUSED ACCIDENT, GIVE NAME AND ADDRESS

THRU

37. HOURS PER DAY EMPLOYEE WORKED

8. WAS EMPLOYEE ON OVERTIME

WHE JJURED?
YES

39. NUMBER OF DAYS PER WEEK
USUALLY WORKED

NO
EMPLOYEE COMPANY

40. DATE OF LAST HIRE

YES

41. WAS WORKER PAID FOR DAY OF INJURY?

NO IF YES $

42. WaAS EMPLOYEE HIRED FOR PERMANENT

EMPLOYMENT? O O
YES NO

HOUR
PER

IMPORTANT

44, GIVE EMPLOYEE"S WAGE STATUS AS APPLICABLE
DAY

WEEK MONTH

OLODGING

&5. 1S EMPLOYEE FURNISHED

O BOARD

c BOTH

VALUE

$

48. ACTUAL GROSS EARNINGS OF EMPLOYEE FOR THE 30 CALENDAR DAYS PRECEEDING INJURY
(EXAMPLE: IF INJURED APRIL B, GIVE EARNINGS FROM MARCH 9 THRU APRIL 7)

47. DOES EMPLOYEE CLAM DEPENDENTS? O YES O NO

IF EMPLOYEE 1S PAID OTHER THAN FIXED WEEKLY
OR MONTHLY SALARY, COMPLETE ITEMS 48 THRU 55

PAYMENT?

50. GROSS WAGES OF EMPLOYEE CURING 12 MONTHS PRECEEDING INJURY

48. IF EMPLOYEE EARNS EXTRA PAY FOR QVERTIME, WHAT IS BASIS OF

PER HOUR

49, NUMBER OF HOURS OVERTIME CONSIDERED
NORMAL PER WEEK

51. IF EMPLOYEE WORKED LESS THAN 12 MONTHS, SHOW GROSS WAGES FROM DATE OF HIRE THROUGH
DAY PRIQR TO INJURY

FROM THRU s FROM THRU s
52. DATE QF LAST WAGE INCREASE IF 53. WAGE BEFORE INCREASE 54. WAGE AFTER INCREASE 55. GROSS EARNINGS FROM DATE OF INCREASE THRU DAY PRIOR TO INJURY
WITHIN 12 MONTHS PRIOR TO INJURY
$ $ $
AUTHORIZED DATE AUTHORIZED SIGNATURE TITLE
SIGNATURE

SUBMITTER EMAIL ADDRESS

NOTE TO EMPLOYER: 1

Subemit cne copy 1o the Industrial Commission within 10 days.

Submit one copy to your insurance carrier within 10 days.

Keep one copy, fof not less than five (S5) years, as your supplementary record of injuries required by
tha Federal Occupational Safety and Health Act of 1970,

* The mandatory requirement that the social security aumber be ingluded in Torms lited with the Claims. Dvision or Special Fund Division of the Industrial Commission of Arizona is permitted by Section 7{aj{2}{B} of the Federal Privacy Act of

1974, because the C

ibed under the C.

's forms, pi

's Rules in existence prior to January 1, 1975, required disclosune of the social sacutity number. The number is used as a means of identifying all the various records

in the Claims Division or Spacial Fund pertaining 10 an individual. The usa cf social security numbers is made necessary becausa of the targe number of pevsons wha have similar names and birth dates, and whose identities can only be
distinguished by tha social security number,

Claims ICA 0101-Rev 07.01.0%

THIS FORM APPROVED BY THE INDUSTRIAL COMMISSION OF ARIZONA FOR CARRIER USE




EMPLOYER’S REPORT
OF INDUSTRIAL INJURY

COMPLETE AND SUBMIT THIS REPORT WITHIN 10

INDUSTRIAL COMMISSION OF ARIZONA
P.O. BOX 18070
PHOENIX, ARIZONA 85005-9070

FOR CARRIER USE ONLY

FOR OSHA PURPOSES ONLY

DAYS FROM NOTICE OF ACCIDENT. FATALITIES
MUST BE REPORTED WITHIN 24 HOURS.

Employer must, on this farm, netify his insurance carrier of every
injury or diseasa suffered by an employee, fatal or otharwise,
which is claimed to arise out of or in the course of employment,
ARIZONA REVISED STATUTES 23-908 & 23-1061

OSHA Case #:

RECORDABLE INJURY

NON-RECORDABLE INJURY

EMPLOYEE 1. LAST NAME FIRST

2. SQCIAL SECURITY NUMBER * 3. BIRTH DATE

4. HOME ADDRESS (NUMBER & STREET) cIry

STATE ZIF CODE 5. TELEPHONE

8. SEX
O MALE O FEMALE

7. MARITAL STATUS:
O SINGLE O MARRIED O DWORCED O WIDOWED

EMPLOYER 8. EMPLOYER'S NAME

$. POLICY NUMBER 10. NATURE OF BUSINESS (MANLIFACTURING, ETC.)

11. OFFICE ADDRESS {NUMBER & STREET) [ing

STATE ZIP CODE 12. TELEPHONE

13. DATE OF INJURY OR ILLNESS 14, TIME OF EVENT

ACCIDENT

15. TIME EMPLOYEE BEGAN WORK 16. DATE EMPLOYER NOTIFIED OF INJURY

17. LAST DAY OF WORK AFTER INJURY 18. DATE OF RETURN TO WORK

16 EMPLOYEE'S OCCURATION (OB TITLE) WHEN INJURED

20. CLASS CODE ON PAYROLL REFPQORT 21, EMPLOYEE'S ASSIGNED DEPARTMENT

22. DEPARTMENT NUMBER

23._DID INJURY QCCUR ON EMPLOYER PREMISES?

YES NO

24. ADDRESS QR LOCATION OF ACCIDENT CiTY

COUNTY STATE ZIP CCDE

25. WHAT WAS THE INJURY OR ILLNESS7 Tell us the part of the bady that was affected and how it was affacted; be mora spacific than *hunt,” "pain,” or sore,” Examples: “strained back"; “chemical burn, hand™; “carpal tunnel syndrome.”

AN IN-PATIENT?

O YES O NO

26. PART OF BODY INJURED Z7. FATAL O es O o 28. IF THE EMPLOYEE DIED, WHEN CID THE DEATH OCCUR? DATE OF DEATH
29. WAS EMPLOYEE TREATED IN AN EMERGENCY NAME OF PHYSICIAN OR OTHER HEALTH CARE PROFESSIONAL ADDRESS cITY STATE ZIP CODE
ROOM?
O O
30. WAS EMPLOYEE HOSPITALIZED OVERNIGHT AS | IF HOSPITALIZED, HOSPITAL NAME ACDRESS CITY STATE ZIP CODE

3. 1S VALIDITY OF CLAIM DOUBTED 3.8 IF YES, STATE REASON

Ow

YES

CAUSE OF
ACCIDENT

developed soreness In winist over ime.”

1 ]

32. WHAT HAPPENED? Tell us how the injury occurred. Exampies: “When ladder slipped on wet floor, warker (el 20 feal”; "Worker was sprayed with chlorine when gasket broke during replacement”; “Worker

33 WHAT OBJECT OR SUBSTANCE DIRECTLY HARMED THE EMPLOYEE? Examples: “concrete floor”; “chlorine™ “radial arm saw.” Jf this question does not apply to the incident, leave it biank.

roofing materlals®; “spraying chiarine from hand sprayer™; "daily computer key-gntry.”

M. WHAT WAS EMPLOYTEE DOING JUST BEFORE THE INCIDENT OCCURRED? Describe tha activity, as well as the tools, equipment, of material the employee was using. Be specific. Exampdes: “dlimhing a ladder while carrying

35. IF ANOTHER PERSON NOT IN COMPANY EMPLOY CAUSED ACCIDENT, GIVE NAME AND ADDRESS

36. WAS WORKER IN YOUR EMPLOY 37. HOURS PER DAY EMPLOYEE WORKED

EMPLOYEE'S
WAGE DATA

FROM THRU

38. WAS EMPLOYEE ON OVERTIME

WHENLIURED?
@ YES NO
EMPLOYEE COMPANY

39 NUMBER OF DAYS PER WEEK
USUALLY WORKED

IF WQRK LOSS IS EXPECTED TO EXCEED SEVEN 40. DATE OF LAST HIRE

[XI=lo]=37-X\ONMM CALEMDAR CAYS, COMPLETE ITEMS 40 THRU 47

44, GIVE EMPLOYEE'S WAGE STATUS AS APPLICABLE
DAY  WEEK MCNTH

43, NUMBER OF MONTHS EMPLOYMENT
AVAILABLE DURING THE YEAR

41. WAS WORKER PAID FOR DAY OF INJURY? 42. WAS EMPLOYEE HIRED FOR PERMANENT

EMPLOYMENT? o O
YES NO

YES N3 IFYES, §

45, 1S EMPLOYEE FURNISHED VaLUE

OLODGlNG OBOARD anm $

46. ACTUAL GROSS EARNINGS OF EMPLOYEE FOR THE 30 CALENDAR DAYS PRECEEDING INJURY
{EXAMPLE: {F INJURED APRIL &, GIVE EARNINGS FROM MARCH 9 THRU APRIL 7)

47. DOES EMPLOYEE CLAIM DEPENDENTS? O YES O NO

IF EMPLOYEE IS PAID CTHER THAN FIXED WEEKLY

OR MONTHLY SALARY, COMPLETE ITEMS 48 THRU 55 PAYMENT?

IMPORTANT

48. IF EMPLOYEE EARNS EXTRA PAY FOR QVERTIME, WHAT (S BASIS OF

49. NUMBER OF HOURS OVERTIME CONSIDERED
NORMAL PER WEEK
PER HOUR

50. GROSS WAGES OF EMPLOYEE DURING 12 MONTHS PRECEEDING INJURY

51. IF EMPLOYEE WORKED LESS THAN 12 MONTH
DAY PRIOR TO INJURY

S, SHOW GROSS WAGES FROM DATE OF HIRE THRQUGH

FROM THRU s FROM THRU s
52. DATE OF LASY WAGE INCREASE F 53. WAGE BEFORE INCREASE 54. WAGE AFTER INCREASE 55 GROSS EARNINGS FROM DATE OF INCREASE THRU DAY PRIOR TO INJURY
WITHIN 12 MONTHS PRIOR TO INJURY
$ $ $
AUTHORIZED DATE AUTHORIZED SIGNATURE TITLE
SIGNATURE

SUBMITTER EMAIL ADDRESS

l NOTE 1O EMPLOYER: 1.

Subrmit one copy to the industrial Commission within 10 days.

Submit one copy to your insurance carier within 10 days.

Koeep cne copy, for not less than five {5) years, as your supplemantary record of injufies required by
the Fecaral Occupational Salety and Health Act of 1570.

wN

* The mandatory requirement that the social security number be included in forms fifed with the Claims Division or Special Fund Division of the Industrial Commission of Arizona is permitted by Section 7{a)(2)(B) of the Federal Privacy Act of
1974, because the Commission’s forms, preseribed under the Commission’s Rules in existence peior to Jarwary 1. 1975, required disclosure of the social sacurity number. The number is used as a means of identifying all the various records.
in the Claims Division or Special Func periaining 10 an individual. The use of social secunty numbers is made necassary because of the larga number of perscns whe have similar names and birth dates, and whosa identities can oaly ba

distinguished by Lha social security number,
Claims ICA 0101-Rev 07.01.01

THIS FORM APPROVED BY THE INDUSTRIAL COMMISSION OF ARIZONA FOR CARRIER USE




The Arizona Occupational Safety and Health Act of 1972 (Act), provides safety and health protection
for employees in Arizona. The Act requires each employer to furnish his employees with a place of
employment free from recognized hazards that might cause sericus injury or death. The Act further
requires that employers and employees comply with all workplace safety and health standards, rules
and requlations promulgated by the Industrial Commission. The Arizona Divisicn of Occupational
Safety and Health (ADOSH]}, a division of the Industrial Commission of Arizona, administers and
enforces the requirements of the Act.

As an employee, you have the following rights:

You have the right to notify your employer or ADOSH about workplace haz-
ards. You may ask ADOSH to keep your name confidential.

You have the right to request that ADOSH conduct an inspection if you believe
there are unsafe and/or unhealthful conditions in your workplace. You or your
representative may participate in the inspection.

If you believe you have been discriminated against for making safety and
health complaints, or for exercising your rights under the Act, you have a right
to file a complaint with ADOSH within 30 days of the discriminatory action,
You are aiso afforded protection from discrimination under the Federal
Occupational Safety and Health Act and may file a complaint with the U.S.
Secretary of Labor within 30 days of the discriminatory action.

You have the right fo see any citations that have been issued to your employ-
ar. Your employer must post the citations at or near the location of the alleged
violation.

You have the right to protest the time frame given for correction of any viola-
tion.

You have the right to obtain copies of your medical records or records of your
exposure to toxic and harmful substances or conditions,

Your employer must post this notice in your workplace.

The Industrial Commission and ADOSH do not cover employers of household domestic labor, those
in maritime activities {covered by OSHA), those in atomic energy activities (covered by the Atomic
Energy Commission) and those in mining activities (covered by the Arizona Mine Inspector’s office).
To file a complaint, report an emergency or seek advice and assistance from ADOSH, contact the
nearest ADOSH office:

Tucson:
2675 East Broadway
Tucson, AZ. 85716
520-628-5478

Phoenix:
800 West Washington
Phoenix AZ. 85007
602-542-5795

Industrial Commission web site: wwwica.state.az.us

Note: Persons wishing to register a complaint alleging inadeguacy in the administration of the Arizona Occupational Safaty
and Health plan may do so at the following address:

U.S. Department of Labor — OSHA
3221 N. 16th st., Suite 100
Phoenix, AZ 85016
Revised 11/01 Telephone: 1-800-475-4020



PROTECCION DE SEGURIDAD Y
SANIDAD PARA EL EMPLEADO

El Acta de Seguridad y Sanidad Ocupacional de 1972 (Acta) provee proteccion de seguridad y
sanidad para los empleados en Arizona. El Acta requiere que cada patron les ofrezca a sus emplea-
dos un lugar de empleo libre de riesgos reconocidos que puedan causar dafic o muerte. E| Acta tam-
bien requiere que los patrones y empleados cumplan con las normas, y los reglamentos de seguridad
y sanidad promulgados por la Comisidn Industrial. La ejecucién de esta ley se lleva a cabo por la
Divisién de Sequridad y Sanidad Ocupacicnal, un brazo de la Comisién Industrial de Arizona.

Como empleado, Ud. tiene los derechos siguientes:

Tiene el derecho de notificar a su patron o a ADOSH sobre peligros en su lugar
de trabajo. Puede pedir a ADOSH que mantenga su nombre confidencial-
mente.

Tiene el derecho de solicitar una inspeccion por parte de ADOSH si cree que
existen condiciones peligrosas o poco saludables en su lugar de trabajo.
Usted o su representante puede participar en la inspeccion.

Si cree que su patron lo ha discriminado por presentar reciamos de seguridad
y sanidad o por ejercer sus derechos bajo el Acta, puede presentar una gueja
a ADOSH durante un plazo de 30 dias después de la accidn de discriminacion.
También tiene proteccion de discriminacion bajo el acta federal de seguridad
y sanidad ocupacional y puede archivar una queja con el Secretario de Labor
de los Estados Unidos dentro de 30 dias después de la discriminacién alega-
da.

Tiene el derecho de ver las citaciones enviadas a su empleador. Su empleador
debe colocar ias citaciones en un lugar visible en el sitio de la supuesta infrac.
cién o cerca de el

Tiene el derecho de protestar el tiempo dado para correjir una violacién.

Tiene el derecho de recibir copias de su historial médico o de los registros de
su exposicién a sustancias o condiciones toxicas y peligrosas.

Su empieador debe colocar este aviso en su lugar de trabajo.

La ley de seguridad y sanidad en el trabajo no aplica a aquellos patrones que emplean a servicio
domestico, a patrones de actividades maritimas {protejidos bajo OSHA), a patrones en actividades de
energia atomica (protegidos bajo la Comision de Energia Atémica), 0 a patrones en actividades min-
eras (protegidos por la Oficina del Inspector de Minas del Estado de Arizona). Para registrar una
queja, reportar una emergencia o pedir asistencia de ADOSH, péngase en contacto con la oficina mas
cercana :

Tucson:
2675 East Broadway
Tucson, AZ. 85716
520-628-5478

Phoenix:
800 West Washington
Phoenix AZ. 85007
602-542-5795

Industrial Commission web site: www.ica state.az.us

Nota: Personas que deseen registrar quejas alegando falta de adecuadez en la administracion del plan de seguridad y sanidad ocu-
pacional de Arizona pueden dirigirlas a la siguiente direccién:

U.S. Department of Labor — OSHA
" 3221 N, 16th st Suite 100
Phoenix, AZ 85016
Revisada 11/01 Teléfono: 1-800-475-4020



WORK EXPOSURE TO BODILY FLUIDS
NOTICE TO EMPLOYEES

Re: Human Immunodeficiency Virus (HIV),
Acquired Immune Deficiency Syndrome (AIDS) & Hepatitis C

Employees are notified that a claim may be made for a condition, infection, disease, or
disability involving or related to the Human Immunodeficiency Virus (HIV}, Acquired Immune
Deficiency Syndrome (AIDS), or Hepatitis C within the provisions of the Arizona Workers'
Compensation Law, and the rules of The Industrial Commission of Arizona. Such a claim shall
include the occurrence of a significant exposure at work, which generally means contact of an
employee's ruptured or broken skin or mucous membrane with a person's blood, semen, vaginal
fluid, surgical fluid(s) or any other fluid(s) containing blood. = AN EMPLOYEE MUST
CONSULT A PHYSICIAN TO SUPPORT A CLAIM. Claims cannot arise from sexual activity

or illegal drug use.

Certain classes of employees may more easily establish a claim related to HIV, AIDS, or
Hepatitis C if they meet the following requirements:

1. The employee's regular course of employment involves handling or exposure to blood,
semen, vaginal fluid, surgical fluid(s) or any other fluid(s) containing blood. Included in this
category are health care providers, forensic laboratory workers, fire fighters, law enforcement
officers, emergency medical technicians, paramedics and correctional officers.

2, NO LATER THAN TEN (10) CALENDAR DAYS after a possible significant
exposure which arises out of and in the course of employment, the employee reports in writing to
the employer the details of the exposure as provided by Commission rules. Reporting forms are
available at the office of this employer or from the Industrial Commission of Arizona, 800 W.
Washington, Phoenix, Arizona 85007, (602) 542-4661 or 2675 E. Broadway, Tucson, Arizona
85716, (520) 628-5188. If an employee chooses not to complete the reporting form, that employee
may be at risk of losing a prima facie claim.

3. NO LATER THAN TEN (10) CALENDAR DAYS after the possible significant
exposure the employee has blood drawn, and NO LATER THAN THIRTY (30) CALENDAR

DAYS the blood is tested for HIV OR HEPATITIS C by antibody testing and the test results are
negative.

4. NO LATER THAN EIGHTEEN (18) MONTHS after the date of the possibie
significant exposure at work, the employee is retested and the results of the test are HIV positive or
the employee has been diagnosed as positive for the presence of HIV, or NO LATER THAN
SEVEN (7) MONTHS after the date of the possible significant exposure at work, the employee is
retested and the results of the test are positive for the presence of Hepatitis C or the employee has
been diagnosed as positive for the presence of Hepatitis C.

KEEP POSTED IN CONSPICUOUS PLACE
NEXT TO WORKERS' COMPENSATION NOTICE TO EMPLOYEES

THIS NOTICE APPROVED BY THE INDUSTRIAL
COMMISSION OF ARIZONA FOR CARRIER USE
ICA Farm 04-615-01



EXPOSICION A FLUIDOS CORPORALES EN EL. TRABAJO

AVISO A LOS EMPLEADOS

Re: El Virus de la Inmunodeficiencia Humana (VIH),
Sindrome de la Inmundeficiencia Adquirida {SIDA) y Hepatitis C

Se les notifica a los empleados que se puede hacer una reclamacién por una condicién,
infeccion, enfermedad o incapacidad relacionada con o derivada del Virus de Inmunodeficiencia
Humana (VIH), Sindrome de Inmunodeficiencia Adquirida (SIDA), o Hepatitis C bajo lo provisto por
la Ley de Compensacién para los Trabajadores de Arizona y las reglas de La Comision Industrial de
Arizona. Tal reclamacién debe incluir el suceso de una exposicidn importante en el trabajo, la que
por lo general significa contacto de alguna ruptura de la piel o0 mucosa del empleado con la sangre,
semen, fluido vaginal, fluido(s) quirargico{s) o cualquier otro fluido de una persona que contenga
sangre. EL EMPLEADO DEBE CONSULTAR A UN MEDICO PARA CONFIRMAR SU
RECLAMACION. Las reclamaciones no pueden resultar de actividad sexual o uso ilicito de drogas.

Ciertas clases de empleados pueden establecer mas facilmente una reclamacion
relacionada con el VIH, SIDA O Hepatitis C si reunen los requisitos siguientes:

1. El curso reguiar del empleo del empleado requiere el manejo de o la exposicion a
sangre, semen, fluido vaginal, fluido(s} quirargico(s) o cualquier otro fluido que contenga sangre.
Incluidos en esta categoria son los proveedores de cuidados de la salud, trabajadores de
laboratorios forenses, bomberos, agentes policiales, técnicos médicos de emergencia, paramédicos
y agentes correccicnales.

2. NO MAS DE DIEZ {10) DIAS DE CALENDARIO después de una possible
exposicién importante que resulta de y en el curso de su trabajo, el empleado reporta a su patron
por escrito los detalles de la exposicién como lo proveen las reglas de la Comisién. Las formas de
reporte estan disponibles en la oficina de este patrdn o de la Comision Industrial de Arizona, 800 W.
Washington, Phoenix, Arizona 85007, (602) 542-4661 o 2675 E. Broadway, Tucson, Arizona 85716,
(520) 628-5181. Si un empleado elige no llenar la forma de reporte, ese empleado corre el riesgo
de perder una reclamacion de prima facie.

3. NO MAS DE DIEZ (10) DIAS DE CALENDARIO después de una posible exposcion
importante el empleado va a que le saquen sangre, y NO MAS DE TREINTA (30} DIAS DE
CALENDARIO la sangre es analizada para VIH O HEPATITIS C por medio de andlisis de
anticuerpos y el analisis resulta negativo.

4. NO MAS DE DIECIOCHO (18) MESES después de la fecha de la posible exposicion
importante en el trabajo, el empleado es examinado nuevemente y los resultados del analisis son
positivos por VIH o el empleado ha sido diagnosticado como positivo por la presencia de VIH, o NO
MAS DE SIETE (7) MESES después de la fecha de la posible exposicién importante en el trabajo,
el empleado es examinado nuevamente y los resultados del analisis son positivos por la presencia
de Hepatitis C o el empleado ha sido diagnosticado comao positivo por la presencia de Hepatitis C.

MANTENER FIJO EN UN LUGAR SOBRESALIENTE JUNTO AL AVISO A LOS EMPLADOS
SOBRE COMPENSACION PARA TRABAJADORES

ESTE AVISO HA SIDO APROBADO POR LA COMISION INDUSTRIAL
DE ARIZONA PARA USO DE LAS ASEGURADORAS

Este documento es una traduccion del texto original escrito en ingles. Esta traduccion no es oficial y
no es vinculante para este estado o para una subdivision politica de este estado.

This document is a translation from original text written in English. This translation is unofficial and
is not binding on this state or a political subdivision of this state.

ICA FORM 04-615-01



TO BE POSTED BY EMPLOYER POLICY NUMBER

NOTICE TO EMPLOYEES

RE: ARIZONA WORKERS’ COMPENSATION LAW

All employees are hereby notified that this employer has complied with the provisions of the
Arizona Workers’ Compensation Law (Title 23, Chapter 6, Arizona Revised Statutes) as amended,
and all the rules and regulations of The Industrial Commission of Arizona made in pursuance
thereof, and has secured the payment of compensation to employees by insuring the payment of
such compensation with:

All employees are hereby further notified that in the event they do not specifically reject the
provisions of the said compulsory law, they are deemed by the laws of Arizona to have accepted
the provisions of said law and to have elected to accept compensation under the terms thereof; and
that under the terms thereof employees have the right to reject the same by written notice thereof
prior to any injury sustained, and that the blanks and forms for such notice are available to all
employees at the office of this employer.
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PARA SER COLOCADOC POR EL PATRON NUMERO DE POLIZA

AVISO A LOS EMPLEADOS

RE: LEY DE COMPENSACION PARA LOS TRABAJADORES DE ARIZONA

A todos los empleadaos se les notifica por este medio que este patron ha cumplido con las
provisiones de la Ley de Compensacion para los Trabajadores de Arizona (Titulo 23, Capitulo 6,
Estatutos Enmendados de Arizona) tal como han sido enmendados, y con todas las regias y
ordenanzas de La Comision Industrial de Arizona hechas en cumplimiento de esta, y ha asegurade
el pago de compensacion a los empleades garantizando el pago de dicha compensacion por medio
de:

Ademas, a todos los empleados se les notifica por este medio que en caso de que
especificadamente ellos no rechazen las disposiciones de dicha ley obligatoria, se les considerara
bajo las leyes de Arizona de haber aceptado las provisiones de dicha ley y de haber escogido
aceptar la compensacion bajo estos terminos; tambien bajo estos terminos los empleados tienen el
derecho de rechazar la misma por medio de una notificacion por escrito antes de que sufran alguna
lesion, todos los formularios o formas en blance para tal notificacion por escrito estaran
disponibles para todos los empleados en la oficina de este patron.
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KEEP POSTED IN A CONSPICUOUS PLACE.
COLOQUESE EN LUGAR VISIBLE.




ALTERNATIVE MARKETS DIVISION

Establishing a Managed Care Panel

Great American Insurance Group has contracted with Procura/Optum to
provide customizable Physician and Clinic Networks for our insureds. These
networks provide injured workers with industry leading care and medical
treatment at significant cost savings to employers.

Most states have specific guidelines governing the right for an employer or
employee to direct care in the event of an industrial injury. Some states require
the establishment of a Medical Panel for the initial treatment of work-related
injuries. Due to the significant cost savings associated with Medical Panels,
Great American — Alternative Markets recommends that employers establish
medical Panels for all work locations.

Mandatory Panel States: GA, PA, TN, VA
Medical Provider Network (Opt-in): California

Medical Panels will need to be established BEFORE you have your first claim.
Please fill out the below questionnaire listing all work locations and send to:

AlternativeMarketsAccountServices@GAIG.COM

Once received, you will be contacted by a member of our account services
team to discuss the needs of your business and how to best construct

the medical panel that will deliver appropriate coverage to your employee
population.

Questionnaire

Named Insured:

Location:

Address:

Contact name:

Contact phone number:

Employee count:

Current network: Yes No

Great American Insurance Group, 301 E Fourth Street, Cincinnti, OH 45202. This is net intended as legal advice; if you have

any questions or issues of a specific nature, you should consult appropriate legal or regulatory counsel to review the specific
circumstances invalved. The Great American insurance Group eagle iogo and the worg marks Great American® and Great American
Insurance Group® are registered service marks of Greal American Insurance Company. © 2020 Great American Insurance
Company. All rights reserved. 1251-ALT-CA (06/20)

GreatAmericanCaptive.com
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