Workers’ Compensation Exemptions
Construction Industry

An employer in the construction industry who employs
one or more part-time or full-time employees, including
the owner, must obtain workers’ compensation coverage.

Corporate officers or members of a limited liability
company {LLC) in the construction industry may elect
to be exempt if;

® The officer owns at least 10 percent of the
stock of the corporation, or in the case of an
LLC, a statement attesting to the minimum
10-percent ownership.

The officer is listed as an officer of the corporation
in the records of the Florida Department of State,
Division of Corporations.

The corporation is registered and listed as active
with the Fiorida Department of State, Divisicn
of Corporations.

No mare than three corporate officers per corporation
or limited liability rmember are allowed to be exempt.

A $50 fee is required for each application submitted to
obtain an exemption. Construction exemptions are valid
for a period of two years or until a voluntary revocation
is filed or the exemption is revoked by the Division,

Non-Construction Industry

An employer in the non-construction industry, who
employs four or more part-time or full-time employees,
must obtain workers’ compensation coverage.

Sole proprietors and partners in the non-construction
industry are automatically exempt from the law, but
tan elect to be covered.

Non-construction industry corporate officers may elect
to be exempt if:

®* The officer is listed as an officer of the corporation
in the records of the Florida Departiment of State,
Division of Gorporations.

® The corporation is registered and listed as active
with the Florida Department of State, Division of
Corporations.

There is no limit to the number of corporate officers
who can be exempt and there is no application fee.
Non-construction exemptions are valid until a voluntary
revocation is filed or the exemptlion is revoked by

the Division.

For copies of the exempiion form, confact the Division’s Bureau of Compliance at (850) 413-1609 or go lo
hitp://www.MyFloridaCFO.com/WC/Aoerms_himl and click on Rule 69L-6 and Form number DWC-250, Nolice of

Eleciion 1o Be Exempt.

What Your Employee Can Expect
From the Insurance Carrier
® Timely provisien of medical treatment
* Timely payment of wage replacement benefits
® Timely payment of medical bills

® Timely reporting of the employee’s claim
information to the Division of Waorkers’
Compensation

* Timely notification of any changes in the status of
the employee's claim. This information should be
provided to the injured worker by mail on either a
Notice of Action/Change form (DWC-4) or a Notice
of Denial form (DWC-12}

Questions about workers’
compensation?

Please visit our Web site at www.MyFloridaCFO.com/wc
where you will find extensive information such as
publications, databases, rules and forms that will give you
a better understanding of workers' compensation.

Employee Assistance and Ombudsman Office Hotline
1-800-342-1741

Injured worker e-mail inquiries
wceao@MyFloridaCFO.com

Customer Service

(850} 413-1601

Employer e-mail inquiries
WorkCompCustServ@MyFloridaCFG.com

Workers' Compensation Fraud Hotline
1-800-378-0445

Frequently Asked Questions

1) How many days do employees have 1o repart work-
related injuries or illnesses?

A} Employers should encourage employees to report
accidents as soon as the work related injuries or illnesses
occur. By law, however, employees are required to report
work related injuries or illnesses within 30 days.

0 To whom should | report the work-related injury?

A} You should report the accident to your insurance company
as $00n as you have knowledge of the injury.

By law, you have seven days from your first knowledge

of the work related injury.

Q) Do | have to report a claim it | do not helieve it is a work-
related injury or illness?

A) Yes. You should report all claims of work-retated injuries
or ifinesses to your workers’ compensation insurance carrier.
This includes claims in which there are no witnesses of the
injury or iliness. It is your workers’ compensation insurance
carrier's responsibility to investigate all claims and determine
it employees are entitled to benefits under Florida’s Workers’
Compensation Law.

Q) Does the employee pay any parl of my workers’
compensation insurance premium?

A) No. The law is very specific on this point. It is the
employer's responsibility to pay the entire premium for
workers' compensation.

Empioyers who secure workers’ compensation coverage
can also apply to become a drug-free workplace and may
receive a premium discount. Ta learn mare about the Drug-
free Workplace Program, please call the Division of Workers'
Compensation Customer Service Office at 850-413-1609.

@) Who should | call if my employees have questions or
concerns regarding their workers compensation claims?

A} You should first contact your insurance carrier. If your
carrier is unable to answer the question or resolve the
prablem, you or your employees should call the Employee
Assistance and Ombudsman Office at 1-800-342-1741.

Disclaimer:

This publication is being offered as an informational tool only
and complies with s. 440.185 (4) £S., with the understanding
that this is not official language of the Florida Statutes. in no
event will the Division of Workers’ Compensation be liable for
direct or consequential damages resulting from the use of
this printed material.

62L-3.0036, F.A.C. Employer Informational Brochure
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Your workers’ compensation
insurance policy covers medical and
partial wage-replacement benefits for
any employee who sustains a work
related injury or iliness.

This brochure will give you a better
understanding of your role and
responsibilities under the workers’
compensation system.

Workers’ Compensation Notice

The law requires that every employer who has secured
workers' compensation coverage post in conspicuous
place(s) a notice that contains the employer’s insurance
carrier information, the expiration date of the policy

and an anti-fraud statement. The Division of Workers’
Compensation has developed this notice, in poster form,
for carriers to provide to their policyholders. Your carrier
is required by law to provide you with the poster(s).

Even if employers have purchased workers' compensation
policies, they shall be deemed to have failed to secure [
workers’ compensation coverage if they have committed
any of the following actions: 3

* materially understated or concealed payrell

* materially misrepresented or concealed employee
duties to avoid proper classification for‘premlum
calculations, or

* materially misrepresented or eoncealed tn_jormatlon
pertinent to the computation and applrcat:on of an
experience modification factor. Rt

Employers whao fail to secure workers’ compensatmn

coverage or fail to update information on therr workers
compensation insurance application are subject to stop
~ work orders and civil and criminal penaltres1

First Report of Injury

As so0n as you become aware of a work-related injury or
illness, immediately contact your workers’ compensation
insurance carrier. If you do not report the injury or
iliness to your insurance carrier within seven days of

the date you were informed, you may be subject to an
administrative fine not to exceed $2,000 per accurrence.
Most insurance companies have a toll-free number to
report work-related injuries. If you report the injury or
illness to the insurance carrier by telephone, the carrier

\
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will complete the form and send a copy fo you and the
employee within three business days. You can also fill out
the First Report of Injury or lliness form (DWC-1) and send
it to the insurance carrier. The form contains employer,
employee and accident informatien and can be obtained

on the Division of Workers' Compensation Web site at
www.MyFloridaCFO.com/WC/pdf/DFS-F2-DWC-1.pdf. You
must also provide a copy of the First Report of Injury or
[liness form to the employee. The employee’s signature

on the torm is preferred, but if the employes is not able or
available to sign it, then write “not available” in the employee
signature box.

Workplace Fatalities

Employers must also report deaths resulting from work-
related injuries or itinesses to the Division of Workers'

Compensation within 24 hours. To repert a workplace fatality,

call 1-800-219-8953 (in Florida) or 850-413-1611, or fax the
First Report of injury of lliness form containing the fatality
information to 850-413-1980. To access the form, go to
http://www.MyFloridaCFO.com/WC/forms.htmi

and click on DWC-1.

Medical Benefits

As 5000 as you netjfy your carrier about your employee’s
work-related injury, the carrier will:

* Determing the compensability of the injury
* Provide an authorrzed doctor

® Pay for all authorlzed medrcally necessary care and
treatment related to the injury or iliness

® Provide a one-time change of physician within five
business days of receipt of your written request

Authorized treatment and care may include;
® Doctor’s visits .
. Hospltalrzatron
L Physnca[ therapy
. qi\rledrcal tests
. Prescrrptron drugs
. Prostheses

. Travel expenses to and from authorized
prowders or pharmacres

Upon\reachmg maximum medical lmprovement {(MM1), the
employee is requ:red to pay a $10 eopayment per visit for
medical treatment. MMI occurs when the! treatmg physician
determrnes that the employee S mjury ry has healed to the
extent that further |mprovement is not likely.

Wage Replacement Benefits

Workers’ compensation benefits for lost wages will start on
the eighth day that the injured employee is unable to work.
The injured employee will not receive wage replacement
benefits for the first seven days of work missed, unless he
or she is out of work for more than 21 days due to the work-
related injury. In most cases, the wage-replacement benefits
will equal two-thirds of the employee’s pre-injury regular
weekly wage, but the benefit will not be higher than Florida's
average weekly wage. H the emplayee qualifies for wage
replacement benefits, he or she can expect to receive the
first benefit check within 21 days after the carrier becomes
aware of the injury or illness, and bi-weekly thereafter. The
injured employee will be eligible for different types of wage
replacement benefits, depending on the progress of the
claim and the severity of the injury.

® Temporary Total Benefits: These benefits are provided
as a result of an injury that temporarily prevents the
employee returning to work and the employee has not
reached MMI.

® Temporary Partial Benefits: These benefits are
provided when the doctor releases the employee to
return to work, and the employee has not reached
MMI and earns less than 80 percent of the pre-
injury wage. The benefit is equal to 80 percent of
the difference between 80 percent of the pre-injury
wage and the post-injury wage. The maximum length
of time the injured employee can receive temporary
benefits is 104 weeks or until the date of MMI is
determined, whichever is earlier.

® Permanent fmpairment Benefits: These benefits
are provided when the injury causes any physical,
psychelogical or functional loss and the impairment
exists after the date of MMI. A doctor will assign
a permanent impairment rating, expressed as a
percentage of disability to the body as a whole. If you
return to work at or above your pre-injury wage, the
permanent impairment benefit is reduced by 50%.

* Permanent Total Benefits. These benefits are
provided when the injury causes the employee to be
permanently and totally disabled according to the
conditions stated in faw.

® Death Benefits; Compensation for deaths resulting
from work-related injuries or illnesses include
payment of funeral expenses and dependency
benefits (each are subject to limits defined by law).
A dependent spouse may also be eligible for job
training benefits.

" after knowledge of the accident. You must also complete -
_ this form upon the termination of the employee or upon

Wage Statement Form

You must complete and provide a wage statement for
(DFS-F2-DWC-1a) to your carrier for any employee whio’
is entitled to'wage replacement benefits, within 14 days-

termination of fringe benefits for any employee who
is collecting wage replacement benefits within seven
days of such termination. To access the form go to,
hitp:/fwww.MyFloridaCFO.com/WC/orms_html and
click on DWC-1a.

Employee Assistance Office

if you have any questrons or concerns about your
employees’ workers' compensatron benefits, call your
workers” compensation insurance carrier. If the insurance
carrier does not provide the information that you

have requestad, you can call the Division of Workers’
Compensation, Employee Assistance Office (EAD) at
1-800-342-1741. This office helps prevent and resolve
disputes between injured workers and* employersfcarner /

EAQ specialists are knowledgeable about the workers’ e
compensation system and may be able to answer your.
guestions. EAQ has offices throughout the state that Yo
can cail or visit. You can find EAQ statewide Iocatlon, Al
www.MyFloridaCFO.com/WC/organization/eao_ offaces'html

In addition, the Division of Workers' Compensatro
has a Web site section on “Frequently Asked Questions
tor Employers,” which can be accessed at http: TR,
MyFloridaCFO.com/WC/faq/fagemplyrs. htm! *’3’

Petition for Benefits

To begin the judicial precedure for obtamrng b
you believe are due and owing under fhe Iaw ;ane
not been provided by the employer/or msu;ranca
a Petition for Benefits form must;be filed. withith
of Judges of Compensation Claims. The3form:
accessed at www.jcc.state. fI usljcc/f

=J '-"

knuwmgly and with mtent toi
any employer or employee ins _
insured program, files'false ormisie
Workers' compensation fraudiis
can result in fines, Civ
up to $25,000 may be




resultado/de ur’; ac/:cide

seguro @ de su, empleador *
podne\j\ pr;:_v A_erle___ eneﬁmos
medicos’y | una porCIOn de

su salario_
Beneﬂcnos Medlcos

Tan pronto la companla de seguro tenga conocimiento _

de su lesidn y,determine que su lesién/enfermedad
tiene cobertura de acuerdo a las leyes de la Florida, la
compafia de seguro le:

@ Proveera un medlco autorizado por la compaiiia
deseguro

® Pagard por todo tratamiento que sea autorizado,
medlcarnente necesario y relacionado a su Iesaon
0, enfermedad

e Proveera una vez un cambio de médico dentro de
cinco’ dlas e recibir sy pencngn por escrito

Atencitn rned|ca y fratamientos autorizados pueden%
incluir: s

Consuitas médicas -
@ Terapia fisica @ Hosm\tahzacmn
¢ Medicamentos recetados o Examenes meédic
-]

N\ ™,
(Gastos de wages ‘a consultas® Protesis *
médicas o fa farmama

En cuanto alcance la mamma mejoria médica (MMI i
por su sigla en ingles) usted Jendrd que pagar un
copago de $10.00 por cada consulta para tratamiento
médico. La méixima mejoria medu:a ocurre cuando el
médico que lo(a) atiende determma que su lesién o
enfermedad ha sanado hasta el punto que una mejoria
adicional no es probable. L

(-]

1 !
Beneficios de Reemplazo de Salario

Si usted no puede trabajar o su ingreso es reducido
debido a una lesidn u enfermedad relacionada con su
empleo, es posible que usted pueda recibir reemplazo
parcial del salario. Usted puede ser eteglble para estos
beneficios si ha estado incapacitado{a)por mas de
siete dias y no ha podido cumplir coﬁ‘sus,deberes
normales en su empleo segin el consem de su médico
autorlzado

7 r)ﬂ'

de trabajo lak compafiiad de

il e S
i O""*‘!—-«.-. ,

'_"s_t_ed califica, los beneficios de reemplazo de salarig
-omenzardn al ectavo dia de incapacidad parcial o total.
Usted no recibird beneficio de reemplazo de salario por l0s

primeros siefe-dias de incapacidad a menos gue usted ha

gstada.incapacitado por mas de 21 dias debido a su lesién o
enfermedad relacionado con su empleo.

“En la mayorla de los casos, los beneficios de reemplazo

de salario igualaran a dos tercios (2/3) del salario semanal
regutar que usted ganaba antes de sufrir 1a Jesion o
enfermedad, pero el beneficio no excedera el promedio de
los salarios semanales en la Florida. Usted generalmente,
puede esperar recibir su primer cheque de beneficio dentro
de 21 dias después de que la compaiia de seguro tenga
conocimientg de su lesion o enfermedad. Los (siguientes)
cheques (adicionales) se enviardn quincenalmente.

@ Beneficios por Incapacidad Total Temporal (TTD por su
sigla en inglés)™: Estos beneficios son proveidos como
. resultado de una lesion u enfermedad que temporalmente
prohibe que usted vuelva a trabajar y usted no ha
alcanzado la maxima'mejoria médica.

© Beneficios por Incapacidad Parcial Temporal {TPD por su
sigla en inglés)™: Estos beneficios son proveidos cuando
el médico le permite volver a trabajar con restricciones,
usted no ha alcanzado la mixima mejoria médica, y
gana menos del 80% del salario que ganaba antes de
sufrir 1a lesion o enfermedad. *Beneficios lemporales
son pagables por un maximo de 104 semanas o hasta
la fecha que se determine que usted ha alcanzado la
max:ma mejeria médica, lo que ocurra primero.

e Benefmlos por Dafios Permanente (1B por su sigla en
inglés): Estos beneficios son proveidos cuando la

lesion o enfermedad causa pérdida fisica, psicologica ¢
funcional y la incapacidad existe después de la fecha de
la maxima mejoria medica. [MMI] Un médico le asignara
una valoracmn de incapacidad permanente a la iesidn que
serd expresada como un porcentaje de incapacidad al
cuerps en-su totalidad.

Beneﬂcloéspor tncapacidad Total Permanente (PTD por su
sigla en inglgs): Estos beneficios son proveidos cuanda
la lesién causa que usted sea permanente y totalments
mcapamtado(a) segun las estlpu\lacmnes de 1a ley.

° Indemmzacmnes por Fallecimiento; Compensacion
por accidentes de trabajo que resulten en la muerte

\ del trabajador mcluye pago de gastos para el funeral
y beneficios | para los dependientes del fallecido (estos
* 50N sujetos a'limites definidos por ley). Un conyuge
dependlente puede ser elegible para entrenamiento
vocacional. )

La tasa, cantidad, y duracion de beneficios de reemplazo

de salano son estlpulados en la ley de compensacion por
accidentes de trabajo. Si usted tiene preguntas sobre sus
beneficios llame a su tasador{a) /ajustador(a) de reclamo o
a la Oficina de Ayuda al Trabajador al 1-800-342-1741 Ext.
30027.

Responsabilidades del
Trabajador Lesionado ,
Comuniquese con el Empleador: ;

Comuniquese con la compaiiia de seguros I

&

Comuniquese con el Médico Autorizado por
la Compaiiia de Seguros:

e [dentifique todas las partes del cuerpo gue estan
0 potenciaimente pueden ser dafiadas, y sea
especifico{a) al identificar las areas del dolor.

¢ (umpla con sus citas médicas.

: © Aclare su estado laboral durante sus citas antes de
: salir de la oficina del médico.

° Siga eI plan recomendado por su médico

Contacte su supervisorfernpleador inmediatamente para |
notificarle que sufrid una lesién o enfermedad en su
trabajo.

Provéela a su empleador una copia del Formulario Para
Reportar el Estatus de su Caso y Tratamiento Médico :
(formulario médico para reportar el tratamiento/estado de
su caso) (DWC25) [titulada en Ingles “Medical Treatment
/Status Reporting Form (DWC25)] después de cada cita
medica.

Vuelva a su lugar de empleo cuando su médica lo perm
y su empleador le ofrezca un trabajo de acuerdo a sus-
limitaciones para evitar la suspension de los beneficms
de reemplazo de salario.

_ rizado si usted
necesita ver al medicoiantesidelsiiproxima cita.
Quizas el personal{pue ,@iﬁﬁ?ﬁﬂ ombre en una
hsta de cancelacmnyuedansglr una cita mas
7 pronto si otro pacuente [CancelaisultitazSi no hay

: una ciia dispomble Zvusted necesn ver un medico

Revise el formulario Primer Reporte de la Lesuon 0
Enfermedad {DWC1) [Titulada en inglés “First Report of
Injury or {llness” (DWG1)] cuando la reciba y verifique
su direccion, namero de teléfono, nimero de seguro ERyjUs 25
sacial, y la descripcion del accidente. Si hay alguna } inmediatamenteZporavoncontacieisustasador(a)/
informacidn con ta cual usted no esta de acuerdo, o si | ajustador(a) de reclaino; aﬁmcma dé Ayuda
alguna informacion ha sido omitida, inmédiatamente | al Trabajador 1
notifigueselo a su tasader(a)/ ajustador(a) de reclamo por N /)

escrito. Responsabilidades de la

Revise, firme y devuelva a la compaiiia de seguros o Compaﬁia de Seguro___s h ‘
ta declaracion de fraude. Es una obligacion. Al firmar o iz o -
este documento, esta confirmando que entendid ® Disposicion oportuna del tratam[gnto médico
esta informacian importante. Sus beneficios seran ® Pago oportuno de beneficios de reemplazo
suspendldos si usted no firma y provée la declarac:on a . de salario ;‘

la compafiia de seguros. T

Si usted ha trabajado para mas de un empleador durante i
las trece semanas inmediatamente antes de la fecha del
accidente, reporte todos los salarios recibidos durante ;
ese periodo. Esto ayudard a la compaiiia de seguros

a determinar la cantidad correcta de su beneficio de*
reemplazo de salario.

Mantenga a su tasador(a)/ajustador(a) de reclamo
regularmente informado(a) sobre el estado de su
reclamo, su necesidad de autorizacion de tratamiento
médico, y cualquier ingreso. (Nota: si usted esta
representado por un ahogado, posibiemente su o
tasador(a) /ajustador(a) de reclamo no podré hablar con '
usted directamente)

Notifique a la compafia de seguros de cualquier cambio
de direccién o numero de teléfono.

Complete y devuelva lps formularios que requiera la
compania de seguros.

® Pago oportunc de facturas rﬁédicas

%: Notificacién oportuna de su reclamo a la Divisién
* de Compensacién por Acmdentes de Trabajo

* Notificacién oportuna de cualquier cambio

del estado de sureclamo. Esta informacion

le serd proveida por correo:en una hoja titulada

Notificacion de Accién o Cambio (DWC4)
w s [Titulado en inglés “Notice of Action/Change

¢ (DWC4)] o en una Notificacion de Negacion

(DWC12) [Titulado en inglés Notice of Denial
(DWC12)].



Oficina De Ayuda al Trabajador

La Division de Gompensacion por Accidentes de
Trabajo, Oficina de Ayuda al Trabajador (Employee
Assistance Office [EAQ]) ayuda prevenir y resolver
disputas entre trabajadores lesionades, empleadores
y compafiias de seguros. Si la compaiia de seguros
no le provee beneficios a to cuales usted cree tener
derecho, puede llamar a la linea gratis det EAQ
1-800-342-1741.

Los especialistas de la EAQ estan bien informados
sobre el sistema de compensacidn por accidentes
de trabajo. Elios podran tratar sus preccupaciones

y procurar prevenir o resolver disputas. EAO tiene
oficinas por todo el estado donde usted puede
visitar o llamar. Usted puede localizar estas oficinas
estatales visitando nuestra pigina de web:

http: ldfs.com/WC/organization/eao offices.html

Servicios Proveido por el EAO incluyen:

* Fducar y proveer informacion sobre su reclamo.

® Asistirle a resolver desacuerdos referentes a su
reclamo sin ningdn costo para usted.

© Agistirle a entender los procedimientos para
iniciar el proceso judicial y someter una
peticidn de beneficios a la oficina de jueces de
reclamaciones de compensacion.

Ademas, informacion sobre sus derechos

y responsabilidades conforme a la ley de
compensacion por accidentes de trabajo esta
disponible en et “Taller Para Empleados Lestonados
“en la pagina Web de la Divisidn de Compensacidn
por Accidentes de Trabajo: www.MyFioridaCFO.com/
WC/employee/index.htm|

Se pueden obtener las respuestas a preguntas
que se hacen con frecuencia en:
www.MyFloridaCFO.com/WC/fag/fagwrkrs.html.
Usted también puede someternos sus preguntas
especificas relacionadas con su reclamo al
weeao@MyFloridaCFO.com y recibir la respuesta
directamente por correo electrdnico.

Estatuto de Limitaciones

Una vez que usted se ha lesionado en su trabajo o se
da cuenta que su lesion o enfermedad es relacionada
a su trabajo, usted tiene 30 dias para reportar su
lesién o enfermedad a su empleador. La falta de
divulgar su lesidn en el plazo de 30 dias puede
comprometer su reclamo.

Generalmente, usted tiene dos afos a partir de la fecha de su
lesion o enfermedad para reclamar beneficios por accidentes
de trabajo. La falta de reportar su lesion o enfermedad en

el plazo de 30 dias se puede utilizar como defensa contra

su reclamo sin importar el estatuto de dos anos de las
limitaciones para archivar una reclamacion. Su elegibilidad
para beneficios también se puede terminar un afo después de
recibir el Gltimo cheque de beneficio de reemplazo de salario
0 del (ltimp tratamiento medice que fue autorizado.

Negacidon de Beneficios

Si la compafia de seguro no le provee los beneficios que
usted cree que tiene derecho a recibir, 0 ha negado su
reclamo, puede contactar a la Oficina de Ayuda al Trabajador
(EAC). Aungue la EAQ no provee consejos legales, nuestras
especialistas contestaran preguntas sobre sus derechos y
responsabilidades y posiblemente resuelvan problemas que
usted tenga con su reclamo. Esta ayuda es gratis y disponible
si contacta EAQ al 1-800-342-1741.

Peticidon por Beneficios

Para comenzar el pracedimiento judicial para obtener
beneficios que se le deben segtin la ley y no han sido
proveidos por el empleador 0 la compania de segures, debe
presentar el formulario Peticidn por Beneficios (titulado

en inglés Petition for Benefits) a la Oficina de Jueces de
Reclamos de Compensacion.

El formulario se puede obtener en el sitio:

www.icc.state. fl.us/jcc/forms/.asp .
Servicios de Reempleo

Si como resultado de su lesion u enfermedad de trabajo,
usted no puede realizar los deberes que son requeridos en

el lugar de empleo, puede contactar a la Oficina de Ayuda al
Trabajader (EAQ) en WCRES@MyFloridaCFO.com o puede
llamar al 1-800-342-1741 para recibir servicios de reempleo
gratis.

Representacion Legal

No se requiere que usted tenga un abogado. Si usted
contrata un abogado para que le ayude ¢on su reclamo,

s posible que se use una porcién de sus beneficios para
pagar el honorario y 1os gastos del abogado & no ser que su
empieador o la compafia de seguras se haga responsable
de pagarlos. Aunque la Division de Compensacion por
Accidentes de Trabajo no provee asesoramiento |egal,

la Divisidn contestard preguntas sobre sus derechos y
responsabilidades y posiblemente podra resolver problemas
que usted pueda tener con su reciama. La ayuda es gratis
y esta disponible si usted contacta la Oficina de Ayuda al
Trabajador (EAD) al 1-800-342-1741.

Programa de Recompensa
por Anti-Fraude

El fraude de seguro por accidentes de trabajo ocurre cuando
cualquier persona can cenocimiento y con el intento de
hacer dafio, defrauda o engafia a cualquier empleador o
trabajador, compafiia de seguros, 0 auto aseguradora,
presenta informacion falsa o enganosa. El fraude de seguros
por accidentes de trabajo es un delito mayor de tercer
grado que puede resultar en multas, responsabilidad civil,

o encarcelamiento. Recompensas de hasta $25,000.00 se
pueden pagar a personas que proporcionan la informacion

gue conduce a la detencidn y a la conviccign de personas que =~ §

han cometido fraude de seguro. Llame al 1-800-378-0445
para reportar sospechas de fraude de seguro por accidentes
de trabajo.

Limitacion de responsabilidad

Esta publicacion esta siendo ofrecida sélo como una herramienta de |

informacion, acata 5.440.185 (4) F.5. con el entendimiento que esto
no es lenguaje oficial de los Estatutos de la Florida. Bajo ningunas
circunstancias serd Ia Division de Compensacidn por accidentes de
trabajo responsable de dafios directos o resultantes del uso de ese
material.
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coverage may-entrtle you to
medical and partial wage

\
replacement benefits.
- |
Medical Benefits

As soon as your employer's workers' compensation
insurance company has knowledge of your work-
retated injury and fias® determrned that your injury or
|Ilness is covered under Rlorida law, the company will:

° Provrde an authorized physician

N
° Pay fogall authorized medlcally necessary | care
and treatment related to your injury or ||Iness
N
© Provide a one-time change of physrcran

within five busrness days of recerpt of your } L\

written request
Authorized treatment and care may include: \
o Doctor visits =\ o Physical therapy
© Hospitalization ¢ Medical tests

© Prostheses 3 e Prescription drugs

o Travel expenses to and from authorized medical
treatment or a pharmacy A

Once you reach maximum medrcal improvement
(MMI}, you are required to pay a $10 co-payment
per visit for medical treatment” MMoccurs when
\ the physician treating you determlnes that your
injury or iliness has healed to the extent'that further
improvement is not likely. ""7
-~

:,a"ge Replacement Benefits

If-you are unable to work or your earnings are lower

Yhecause 0f.a work-related injury or illness, you may

b be able 1oreceive some wage replacement benefits.
You ‘may be ellglble for these benefits if you have been
disabled for more than seven calendar days and are not
able to perforf your normal job duties as advised by
your autherized doctor.

if you gualify, wage replacement benefits will begin on
the eighth day of partial or total disability. You will not
receive wage replacement benefits for the first seven
days of disability, unless you are disabled for more than
21 days due-to your work-related injury or iliness.

In most cases, the wage replacement benefits will
equal two-thirds of your pre-injury regular weekly
wage, but the benefit will not be higher than Florida’s
average weekly wage. You can generally expect to
receive your first benefit check within 21 days after
the carrier becomes aware of your injury or iliness
and bi-weekly thereafter.

e Temporary Total Benefits: These benefits are
provided as a result of an injury or ilingss that
temporarily prevents you from returning to work,

~———and you have not reached MMI.

°§gmporary Partial Benefits: These benefits
are provided when the doctor releases you
to return to work with restrictions and you
have not reached MMI and earn less than 80
percent of your pre-injury wage. Nole: The
max.'mum length of time you can receive
temporary total or partial benefits is 104
weeks ar until the date of MMI is determined,
i whichever i is earfier.

\ o Permanent Impalrment Be}etrts These benefits
\ are provided when the injury or.liness causes
\ any physical, psychologlcal or functional loss and
\ the |mpa|rment exists after the dafe of MMI. A
doctor will asstgn a permanent impairment rating,
| expressed as a percentage of disability to the body
i asawhole. ° '

0., Permanent Total-Benefits: These bénefits are
* provided when the injury causes you to be
permanently and totally disabled according to the
conditions stated in the law.

& Notify the carrier of any change of address

e Death Benefits: Compensation for deaths resulting
or telephone number.

from workplace accidents include payment of funeral !
expenses and dependency benefits (subject to limits
defined by law). A dependent spouse may also be
eligible for job training benefits.

e Complete and return forms to the carrier
wher asked.

The rate, amount and duration of compensation for all | .?On}munlg%ate. "".”th_ the Authorized
wage replacement benefits are detailed in the workers’ + Ireaung Fnysician:

compensation law. Iif you have questions about your i

benefits, cali your claims adjuster or the Emplayee j
Assistance Office (EAQ) at 1-800-342-1741. ;

@ |dentify all body parts that are, or potentially
may, be injured, and be specrflc when
adentrfylng areas ot parn

Injured Worker Responsibilities

Communicate with the Employer: e '
® Contact your employer immediately to notify them-of
your on-the-job injury or illness. J, °
® Pravide your employer a copy of the Medrcal o

Treatment/Status Reporting form (DW025) after
gach medical appointment.

e Return to work when you are released by your L e
physician and when your employer offers a posmon |
within your physical limitations to avoid suspension :
of your lost wage benefits. ¢oo

Communicate with the Carrier: 5 appointment date. The doctor's staffymay be

o Review the First Report of Injury or lline (DWCt) able to place your name on a cancelizitron list
form upon receipt and verify the accuracy of your * and yOltJ ma¥ bﬁ sclgeduleét foran ear |Ie£)|
address, phone number, social security number i ?fppo': ment 5 gtjls ggtea\gf;r&% %‘r’f('j' aoj
and the description of the accident. If there is ne%’é tg%%lgamdeoctor ikl Iea&;e
information you do not agree with, or if information contact your adjuster or the EAOy! P
has been omitted, immediately notify your adjuster '
in writing.

-pny.
if you need to see the doctor before your next

" Carrier Responsibilities’

¢ Review, sign and return the mandatory fraud \ .  2 Tlme]y prowsmn of medical treatment

statement to the insurance carrier. By signing this
document, you are confirming your understanding
of this important information. Your benefits shall.be
suspended if you refuse to sign this document.

e Tlmely payment of wage replacement henefits
# Timely payment of medical bills

& Timely reporting of your claim information to

@ Report wages from all sources of employment 1o the the-Division of Workers' Compensation

carrier if you had more than one employer in the 13- «
weeks immediately preceding your date of accident.
This will assist the carrier in determining the proper
wage replacement amount.

# Timely notification of any changes in the
status of your claim. This information wili be
provided to you by mait on either a Notice’of
Action / Change form (DWGC4) or a Notice of

o Keep your adjuster regularly informed on the Denial form (DWC12).

status of your claim, medical authorization needs

and any wages you have earned. (Note: If you are

represented by an attorney, the adjuster may not be

able to speak with you directly.)




Employee Assistance Office

The Division of Workers' Compensation, Employee
Assistance Office (EAQ), helps prevent and resolve
disputes between injured workers, employers and
carriers. If the insurance carrier does not provide
benefits to which you believe you are entitled, you
may call EAQ’s toll-free hotline at 1-800-342-1741.
EAQ specialists are knowledgeable about the
workers’ compensation system. They will be able

to address your concerns and attempt to prevent or
resolve disputes. EAQ has offices throughout the
state that you can call or visit. You can find EAQ
statewide locations at http:/Awww.MyFloridaCFO.com/
WC/organization/eao_offices.htrnl.

Services provided by EAO include:

® Educating and providing information to you
about your claim.

e Assisting you in resolving disagreements
regarding your claim, at no cost to you.

o Assisting you with understanding the
procedures for filing a Petition for Benefits with
a Judge of Compensation Claims.

Information regarding your rights and
responsibilities under the Workers’
Compensation Law is available in an on-line
“Injured Worker Workshop” presentation on
the Division’s Web site at www.MyFloridaCFO.
com/WC/employee/index.html, and answers to
frequently asked questions can be accessed at
www.MyFloridaGFQ.com/WC/fag/fagwrkrs.html.,

You may also submit specific questions relating to
your claim to us at wceaoc@MyFloridaCFQ.com and
receive answers directly by e-mail.

Statute of Limitations

Once you are injured at work or become aware of a
waorkers’ compensation injury or itiness, you have
30 days in which to report your injury or illness to
your employer. Failure to report your injury within
30 days may jeopardize your claim.

Generally, you have two years from the date of
your injury or illness to file a claim for workers’
compensation benefits. Failure to report your injury

or illness within 30 days may be used as a defense
against your claim regardless of the two-year statute

of limitations for filing a claim. Your eligibility for benefits
may also be eliminated one year from the date you

last received a wage replacement check or approved
medical treatment.

Denial of Benefits

i the insurance carrier does not provide benefits to
which you believe you are entitled, or has denied your
claim, contact the Employee Assistance Office (EAQ).
Although the EAO does not provide legal advice, our
specialists will answer questions about your rights and
responsibilities and may be able to resolve problems
you're having with your workers' compensation claim.
This help is free and available by contacting the EAQ at
1-800-342-1741.

Petition for Benefits

To begin the judicial procedure for obtaining benefits that
you believe are due and owing under the law and have
not been provided by the employer or insurance carrier,
a Petition for Benefits form must be filed with the Office
of Judges of Compensation Claims. The form can be
accessed at www.jcc.state.fl.us/jcc/forms.asp.

Reemployment Services

If you are unable to perform the duties required for
your former job as a result of your work-related injury
or illness, you can contact the Employee Assistance
Office (EAQ) at WCRES@MyFloridaCFO.com or call
1-800-342-1741 for free reemployment services.

Legal Representation

You are not required to have an attorney. If you do
hire an attorney to represent you with your workers’
compensation claim, the fees and costs may come
out of your benefits, unless your employer or workers’
compensation carrier is held responsible for paying
your attorney fees. Although the Division does not
provide legal advice, the Division will answer guestions
about your rights and responsibilities and may be able
to resolve problems you may have with your workers’
compensation claim. This help is free and available

by contacting the Employee Assistance Office at
1-800-342-1741.

Anti-Fraud Reward Program

Workers’ compensation fraud occurs when any person
knowingly and with intent to injure, defraud or deceive
any employer or employee, insurance carrier or self-
insured program files false or misleading information.
Workers' compensation fraud is a third-degree felony
that can result in fines, civil liability and jail time.
Rewards of up to $25,000 may be paid to individuals
who provide information that lead to the arrest and
conviction of persons committing insurance fraud. To
report suspected workers’ compensation fraud, call
1-800-378-0445.

Disclaimer:

This publication is being offered as an
informational tool only and complies with s.
440.185 (4} ES., with the understanding that

this is not official language of the Florida
Statutes. In no event will the Division of

Workers’ Compensation be liable for direct or
consequential damages resuiting from the use of
this printed material,
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Su poliza de seguro por accidentes
de trabajo cubre beneficios médicos
y reemplazo parcial del salario para
cualquier empleado que sostenga
lesidn o una enfermedad relacionada
con su trabajo.

Este folleto le dara una mejor ?
comprension de su papel y ‘

responsabilidades bajo e sistema de
seguro por accidentes de trabajo.

Aviso de seguro por accidentes de trabajo

La ley requiere que cada empleader que ha adquirido una
pbliza de seguro por accidentes de trabajo celoque en

un fugar o jugares conspicuo{s} un aviso que contenga
informacion sebre la compafiia de seguros, la fecha de
vencimiento de la péliza, y una declaracion en contra de
fraude, La Division de Compensacidn por Accidentes de
Trabajo ha desarrollado este aviso en forma de cartel, para
que fas compafiias de seguro se las proporcionen a sus
aseguradas. Su compafiia de seguros tiene obligacion legal

de proveerle los careles. T

Aunque el empleador adquiera una pdliza de segquros por g
accidentes de trabajo, se consideran no haberte heche si han.
cometido cualquiera de lIas siguiente acciones; / f 5\
3
A

® sybestimar u ocultar nomina de pago, /

® falsificar u ocultara las responsabilidades del empleado
para evitar |a clasificacion apropiada para los célculos
de la prima de seguro

* falsificar u ocultar informacion pertinenteal calculo y
aplicacion de un factor de momflcacmn% experlencla

Los empleadores que tienen obligacion de proveer__geguro ]
por accidentes de trabajo pero no lo hacen o:ng, actualizan
la informacian reportada en la solicitud de- seguro por\
accidentes de trabajo, son sujtos a recibir una orden de
suspension de trabajo y penas civiles y cnminales \z )

5\

3

Primer reporte de fa lesién o enf;errnedad -

Tan pronto usted se entere de una lesién o enfermedad
relacionada con un accidente en el Jugar de trabajo, contacte
inmediatamente a su compaflia de seguro por accidentes

de trabajo. Si usted no reporta la lesitn o la enfermedad a

la compafiia de seguro en un'plazo de siete dias después

de la fecha que usted fue informadao, usted puede estar
sujeto a una multa administrativa que no exceda $2.000 por
ocurrencia. La mayoria de las compafiias de segures tienen
un namero gratis para reportar |esiones relacionadas con

el trabajo. Si usted reporta |a esion o la enfermedad a la
compadia de seguros por teléfono, la compaﬁia-\de)seguros
llenara el formularic v le enviard una copia &l empleado

N

1

¢®

dentro de tres dias laborales. Usted también puede completar el
primer reporte de la lesién o enfermedad (DWC-1) y enviarlo a la
compafia de seguras. El formulario contiene informacién sobre
el empleador, el empleado, y el accidente y se puede obtener en
la pagina Web de la Divisién de Compensacion por Accidentes
de Trabajo en www.MyFloridaCFO.com/WC/pdf/DFS-F2-DWC-1a.
pdf. Usted debe también proveer una copia del primer reporte
del accidente o enfermedad al empleatto. Se prefiere (a firma del
empleado en el formulario, pero si &l empleado no puede o no
esta dispanible para firmarlo; escriba “no disponible™ en la caja
donde se pide |a firma del empleado.

Fallecimientos relacionados con el trabajo

Empleadores también tienen gue reportar muertes que resulten
por lesiones 0 enfermedades relacionadas con el trabajo

a la Division de Compensacién por Accidentes de Trabajo

en un pkazo de 24 horas. Para reportar una una fatalidad en

el tugar de trabajo, ltame al 1-800-219-8953 {en |a Ftorida)

o al 850-413-1611, o envie el primer reporte de la lesibn o
enfermedad con la informacidn sobre la muerte por fax a 850-
413-1980. Para tener acceso al formulario,vaya a la pagina web
hitpz/fwww.MyFloridaCFO.com/MWC/forms.html.Haga clic
enDWC-1. '

4 1‘ . . .
Beneficios. médicos

. Tan pronto usted ie notifique a la compafiia de seguro sobre fa

lesitn .que sutrié‘s_\u empleado en el trabajo, la compadia:
® Determinard sila lesidn es compensable
® Proveerd un medico autorizado

® Pagard para todo o cundado autorizado que sea
médicamente necesario ¥ yeste relacmnado con la
lesion u enfermedad. ™~

. Proporcmnaré un solo camblo deT medlco dentro de
cinco jornadas laborales del recibo de la petlcmn de
su empleado por escrito.

Atencion médica y tratamientos autorizades pueden incluir: -
® Consultas médicas o

® Hospitalizacién

. Té?"a%?flsma

Examenes médicos

0 Memc?memos recetados

-e VPrétesm

‘. Gastos de ida y vuelta por viajes a consultas médicas o
farmamas ‘autorizadas.

En cuanto usted alcance la maxima mejona médica (MMI por su
sigla ep tngles)‘usted tendré que pagar Lrn\copago de $10.00

por cada consulta. para tratamiento médico. La méxima mejaria
médica® ocurre cuando el médico qug lo (a) at|ende determina que
la Iesmn‘o enfermedad del empleadg__s_e ha gurado al grado que
mejoria aticional no es probable

Beneficiocs de reemplazo de salario

Los beneficios de reemplazo de salario comenzardn al ogtavo dia
que el empleado no pueda trabajar. £l empleado lesionado no
recibird beneficio de reemplazo de salario por los primeros siete
dias que no pudo trabajar a menos que ha estado incapacitado
por mas de 21 dias debido a su lesion o enfermedad relacionada
con su empleo. En la mayoria de los casos, los beneficios de
reemplazo de salario igualaran a dos tercios (2/3) del salario
semanal regular del empieado antes de sufrir la lesién o
enfermadad, perc el beneficio no excederd el promedio de los
salarios semanales en la Flerida. Si el empleado califica para los
beneficios de reemplazo de salario, él o ella puede esperar recibir
el primer cheque dentro de 21 dias después de que ta compafiia
de seguros se entere de la lesion o enfermedad. Los siguientes
cheques se le enviaran cada dos semanas. El empleado lesionado
sera elegible para diversos tipos de beneficios de reemplazo de
salaric dependiendo del progreso del rectamo y de la severidad
de la lesion.

& Beneficios Por incapacidad total temporal (TTD por su sigla
en ingiés)*: Estos beneficios san proveidos como resultado
de una lesion o enfermedad que temporalmente prohibe
que el empleado vuelva a trabajar, y el empleado no ha

« alcanzado la maxima mejoria médica.

® Beneficios Por incapacidad parcial temporal (TPD por su
sigla en ingiés): Estos beneficios son proveidos cuando
el médico le permite al empleado volver a trabajar, &l
empleado no ha alcanzado la maxima mejoria médica, y
gana menos del 80% del salario que ganaba antes de sufrir
la lesin o enfermedad. El beneficio es igual al 80% de la
diferencia entre el 80% del salario de antes de la lesion y
del salario después de la lesién.El periode mixime que el
empleado lesionado puede recibir beneficios temporales es
104 semanas o hasta que la fecha del MMI sea determinada,
fo que ocurra primero.

® Beneficios por dafios permanente {IB por su sigla en
ingies): Estos beneficios son proveidos .cuando Ia lesion
o enfermedad causa cualquier pérdida fisica, psicoldgica o
funcional y el impedimento existe después de la fecha de
ia maxima mejoria médica. [MMI] Un médico asignard una
valoracion de incapacidad permanente a la lesién que sera
expresada como un porcentaje.

® Reneficios por incapacidad total permanente(PTD por su
sigla en inglés} Estos beneficios son proveidos cuando la
lesién causa que &) empleado sea permanente y totalmente
incapacitado(a) segun las estipulaciones de la ley.

® |ndemnizaciones por fallecimiento: Compensacion
. por accidentes de trabajo que resulten en la muerte
del trabafador incluye pago de gastos para el funeraly
beneficios para los dependientes del fallecido (estos son
sujetos a limites definidos por ley). Un conyuge dependiente
puede ser elegible para entrenamiento vocacional.

Formulario de !a declaracién del salario

Usted debe llenar el formulario de la declaracion del salario (DFS-
F2-DWC-1a) para cualquier empleado que tenga derecho a recibir
beneficios de reemplazo de salario y proveérselo a su compafiia
de seguros dentro de 14 dias después del conocimiento del

accidente. Usted también debe llenar el formulario al; espedlr
o al dejar de proveer beneficios a cualquier empleadn;que
esté rECIbIBﬂdCl beneficios de reemplazo-del salario: Es'm
se debe hacer en un plazo de 7 dias de tal terminaci
Para tener acceso a la forma vaya a la pagina web’
(R MyFIondaCFOS com/WC/farms html) y hai
en DWC-1a. ,‘

Oficina de ayuda al trabajador ;

Si usted tiene algunas preguntas o preocupaciones sobre
los beneficios que ofrece el seguro por accidenies de
trabajo, llame, 3 su compafiia de seguros. Si fa compaiiia
de seguros no ofrece la informacion que usted ha pedido,
usted puede llamar la Divisién de Compensacidn por
Accidentes de<Trabajo, oficina de Ayuda al Empleado (EAD)
al 1-800-342- 1741{ Esta oficina ayuda a prevenir y a resolver
dlsputas entre los trabajadores y los empleadores/ias
compafiias de sequros.

Los especialistas de la EAQ poseen conocimiento sobre
el sistema de seguro por accidentes de trabajo(y pueden
contestar sus preguntas. EAQ tiene oficinas por tedo el

. estado que puede llamar o visitar. Usted puede localizar

el lugar donde estdn estas oficinas visitando et sitio:
www.MyFlaridaCFQ. cum/WC/organlzatlon/eao offices.html

Ademads, la Division de Compensacmn por-Accidentes de
Trabajo tiene una seccidn en el Web, “Preguntas hechag
con frecuencia por empleadores,” que puede alcanzarens
hitp:/fwww.MyFloridaCFO.com/WC/fag/tagemplyrs. mm

Peticion para beneficios

Para comenzar el proceso judicial para solrcltar enefici
que se le deben segin 1a ley pero la companla de?s'egu
ne lo ha proveido, se debe presentar, él formgigno =
“Petition for Benefits” [Peticion para beneﬁc‘ligs] ald

contra fraude

El fraude en el segure por accrdente
cuando cua!qmer persona a sablen

0 trabajador, cornpama de seguro
seguros, presenta mformacmn fal

grado que puede resulta :
encarcelamiento. Flecom

resulte en la detencu‘m;y cdhden /
han cometido fraudejq i

de trabajo.



Certificado de eleccion para exenciones

Industrias dedicadas a la construccion

Empleadores en las industrias de 1a construccion con un
(1) empleado 0 mas a jornada completa o jornada parcial,
incluyendo el duefio, debe obtener la cobertura de seguro
por accidentes de trabajo.

Oficiales o miembros de una sociedad de responsabitidad
limitada {LLC) de una corporacidn en la industria de la
construccidn pueden elegir ser exentos si:

® Pageen un minimo de diez por ciento (10%) de
titularidad de acciones de la corporacion o en el caso
de un LLC hay una declaracion que da testimonio & la
propiedad del 10 por ciento minima.

El oficial de la compafiia aparece como oficial de
la corporacidn en el registro de! Departamento del
Estado de |a Florida, Divisién de Corporaciongs.

La corporacidn aparece activa en el registro del
Departamento del Estado de la Florida, Division
de Corporaciones.

Solaments tres oficiales de una corporacion o seciedades
de responsabilidad limitada pueden elige ser exentos. Se
requiere pagar $50 por cada aplicacién presentada para
obtener una exencién. Exenciones en las industrias que
participan en la construccidn son validas por dos aigs

0 hasta que se registre una revocacion voluntaria o si la
axencion es revocada por la division,

Industrias que no se dedican a |a construccidn

Un empleador que no participa en la industria de
construccion y tiene cuatre (4) empleados o mis de
jornada completa o jormada parcial tiene que obtener la
cobertura de seguros por accidentes de trabajo.

Propietarios anicos y socios en industrias que no
participan en la construccidn estan automaticamente
exentos de la ley, pero pueden elegir ser cubierto.

Oficiales de una corporacion que no se dedicaala
construccion puede elegir ser exentos si:

® [ oficial esta tistado como oficial de Ia corporacion
en el registro del Departamento del Estado de Ja
Florida, Divisién de Corporaciones.

® |2 corporacién esta listada activa en el registro del
Departamento del Estado de 1a Florida, Division
de Corporaciones.

No hay limite de oficiales que pueden ser elegibles para
ser exentos y no le cobrardn por llenar la aplicacidn
para la exencién. Exenciones en |as industrias que no
se dedican a la construccion sen vélidas por dos afos

0 hasta que se registre una revocacion voluntaria o si la
exencion s revocada por la division.

Para conseguir copias de 1a notificacidn de eleccién para ser exento [en inglés Notice of Election fo Be Exempt]
lfame al (850) 413-1609 o vaya a nuestro sitio Web en hitp.//www.myfioridacio.com/WC/forms.html, y haga clic
en la regla 69L-6 y niimero del formularic DWC-250 Eleccion de ser exenio.

Lo que su empleado puede esperar de
parte de la compaiiia de seguros:
® Provisién oportuna de tratamiento médico

® Provisién oportuna de beneficios de reemplazo
de salario

® Pago oportuno de cuentas médicas

® Notificacion oportuna de su reclamacion a la
Division de Compensacion par Accidentes
de Trabajo

® Notificacién oportuna de cualquier cambio del
estado de su reclamacidn. Esta informacién se le
serd proveida por correo en un formulario titulado
“Notice of Action/Change (DWC4) [Notificacidn
de Accidn o Cambio (DWC4)] o “Notice of Denial
(DWG12) [Notificacion de Negacién (DWC12))

¢ Tiene preguntas sobre el seguro por

accidentes de trabajo?

Por favor, visite nuestra pigina Web en
www.MyFlaridaCF0.com/we donde usted encantrard
informacién extensa tal como publicaciones, un ndmero
de bases de datos, reglas, y formas que le dard un mejor
entendimiento del segure para accidentes de trabajc.

Oficina de Ayuda al Trabajador (Oficina de asistencia para el
trabajador) 1-800-342-1741

Empleados lesionados pueden hacer preguntas
por correp electrdnico weeao@myfloridaCFO.com

Servicio al cliente (850) 413-1601

Empteadores pueden hacer preguntas
por correo electrénico
WorkCompCustServ@MyFloridgaCFO.com

Preguntas sobre el programa contra el fraude
1-800-378-0445

Preguntas hechas con frecuencia

P} ¢ Cudntos dias tienen los empleados para reportar lesiones u
enfermedades relzcionadas con el irabajo?

R) Los patrones deben aconsejar a sus empleados que reporten
accidentes tan pronto como ocurran lesiones o enfermedades
relacionadas con el trabajo. Por ley, sin embargo, se requiere que
empleados reporten lesiones o las enfermedades relacionadas
con el trabajo en el plazo de 30 dias.

P) ;A quién le debo reportar la lesidn relacionada con
el trabajo?

R) Usted debe reportar el accidente a su compaiia de sequros tan
prento usted tenga conocimiento de la lesién. Por ley, usted tiene
siete dias desde su primer cenocimiento de la lesién relacienada
con el trabajo.

P) ;Tenge que reportar un reclamo si na creo que la lesién o
erfermedad es relacionada con el trabajo?

R} Si. Usted debe reportar fodas las demandas de lesiones o

de enfermedad relacionadas con el trabajo a su compafiia de
seguros. Esto incluye las demandas de las cuales no hay testiges
de las lesiones u de las enfermedades. Es respensabilidad de la
compania de sequros por accidentes de trabajo investigar todas
las demandas y determinar si el empleado tiene derecho a recibir
beneficios de acuerdo a la ley de seguros par accidentes de
trabajo.

P) (El empleado paga parte de la prima de seguro por
accidentes de trabajo?

R) No. Lz ley es muy especifica en este punto. Es ia
responsahilidad del empleador pagar la prima entera del
seguro por accidentes de trabajo.

P) ¢A quién debo llamar si mis empleados tienen prequntas o
preocupationes con respecto a sus reclamacifnes?

R) Usted debe primero contactar a su compania de seguro. Si
la aseguradora na puede contestar la pregunta o resolver el
problema, usted ¢ sus empleados deben llamar la oficina de 1a
ayuda al Trabajador en 1-800-342-1741.

Empleadores que adquieran una pdliza de seguros por accidentes
de trabajo pueden también aplicar para ser un lugar de trabajo
libre de drogas y pueden recibir un descuento de prima. Para
aprender més sobre el programa, llame por faver a la Division de
Compensacion por Accidentes, |a oficina del servicio de atencion al
cliente al 85G-413-1609.

Limitacidn de responsabilidad

Esta publicacion esta siendo ofrecida sdio como una herramienta
de informacion, acata s.440.185 (4) £.5. con el emtendimiento
que esto no es fenguaje oficial de los Estatutos de la Florida. Bajo
ningunas circunstancias serd la Divisién de Compensacion por
accidentes de trabajo responsable de dafios directos o resulfantes
det uso de ese material.

69L-3.0036, FA.C. Employer Informational Brochure
Rule 691-3.025, FA.C. Forms
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Revised March 2010

Em[@ﬂea@@

INFORMACION

Y RORIANIE

DEL SERURO DE INDEMNIZACION
POR ACCIDENTES DE TRABAJID
PARA LOS EMPLEADORES

DE LA FLORIDA

% f“"l’r

2 DIVISION OF
’"’b WORKERS’ COMPENSATION

Florida Department of Financial Services




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



f o.a Notify your employer immediately to
' get the name of an approved physician.
E Workers’ comp insurance may not pay

~ the medical bills if you don’t report your
injury promptly to your employer.

Notify the doctor and medical staff
that you were injured on the job so that
bills may be properly filed.

Js If you have any problems with your
claim or suffer excessive delays in
treatment, contact the State of Florida’'s
Division of Workers’ Compensation at
1-800-342-1741.

69L-6.007, F.A.C. Compensation Notice
i DFS-F4-1548
, Revised February 2019

PLACE INSURER INFORMATION STICKER HERE



on poraccident
bora pa r [ﬂw

1; Notifique a su empleador inmediatamente
| para obtener el nombre de un medico autoriza-
do. Puede que el seguro de compensacion por
accidentes de trabajo no pague sus cuentas
médicas si usted no reporta su accidente lo
mas antes posible a su empleador.

Notifique al medico y a su personal
que usted se lastimo en su lugar de empleo
para que las cuentas medicas sean debida-
mente remitidas.

, 4 | 3@ Si usted tiene algun problema con su
. sin maicia, fraude o mala f F reclamo o si tiene demasiadas demoras en
T | " su tratamiento, comuniquese con la Division
de Compensacion por Accidentes de Trabajo
al 1-800-342-1741

69L-6.007, F.A.C. Compensation Notice o
. DFS-F4-2026
.. Revised February 2019

PONGA LA ETIQUETA DE LA COMPANIA DE SEGUROS AQUI.




CHIEF FINANCIAL QFFICER

JIMMY PATRONIS
STATE OF FLORIDA

Dear Injured Employee:

Your empioyer’s insurance carrier is providing this information to you on behalf of the Employee
Assistance Office of the Division of Workers’ Compensation.

The Employee Assistance Office of the Division of Workers’ Compensation is a state bureau within
the Florida Department of Financial Services. We provide the following services:

= Serves as a resource for injured workers and employers by providing information about the
workers’ compensation system.

= Educates and informs injured workers, employers, carriers, health care providers, and
managed care arrangements about their responsibilities under the law.

®*  Provides assistance in avoiding any problems or disputes regarding your claim.

Within three (3) days after receiving notice that you have been injured, the workers’ compensation
insurance carrier will mail you an informational brochure explaining your rights and responsibilities
as well as the carrier’s obligations. It contains valuable information you need to know about the
workers’ compensation system. You may have received the informational brochure along with this
letter. You can also obtain the brochure by calling us at 1-800-342-1741 or e-mailing us at:
weeao@myfloridacfo.com.

You can also visit one of our local Employee Assistance Offices to receive personal, one-on-one
service. To locate the office nearest you, call the toll free 1-800 number above or visit the Division’s
website at: www.myfloridacfo.com/wc/organization/eao offices.html.

Sincerely,

Employee Assistance Office
Division of Workers’ Compensation
Florida Department of Financial Services

FLORIDA DEPARTMENT OF FINANCIAL SERVICES
Division of Workers’ Compensation » Employce Assistance and Ombudsman Office
200 East Gaines Street # Tallahassee, Florida 32399-4225 « Tel. 1-800-342-1741
Email ¢ wceao@MyFloridaCFQ.com
AFFIRMATIVE ACTION » EQUAL OPPORTUNITY EMPLOYER



CHIEF FINANCIAL OFFICER

JIMMY PATRONIS
STATE OF FLORIDA

Estimado empleado:

La compaiiia de seguros de su empleador le provee esta informacién de parte de la Oficina de
Asistencia al Trabajador de la Divisién de Compensacion por Accidentes de Trabajo.

La Oficina de Asistencia al Trabajador de la Divisién de Compensacion por Accidentes de
Trabajo es una agencia estatal dentro del Departamento de Servicios Financieros de la Florida.
Ofrecemos los siguientes servicios:

e Sirve como un recurso para trabajadores lesionados y empleadores proporcionando
informacién sobre del sistema de indemnizacién por accidentes de trabajo.

e Educa e informa a los trabajadores lesionados, empleadores, compafiias de seguros,
proveedores de atencidén médica, y arreglos de cuido medico manejados sobre sus
responsabilidades segun la ley.

* Proporciona asistencia para evitar cualquier problema o disputa con respecto a su
reclamacion.

Dentro de los tres (3) dias después de recibir el aviso que usted ha sido fesionado, la compafia
de seguros de su empleador le enviara un folleto que explica sus derechos y responsabilidades
ademads de las obligaciones de la compafiia de seguros. El folleto contiene informacion valiosa
que usted necesita saber sobre el sistema de compensacién por accidentes de trabajo. Puede
haber recibido el folleto junto con esta carta.

También se puede obtener este folleto sin costo alguno llamando al 800-342-1741 o mandando
un correo electrénico a: wceao@myfloridacfo.com.

Usted también puede visitar una de nuestras Oficinas de Ayuda al Trabajador locales para
recibir servicio personal. Para encontrar la oficina mas cercana, llame al 1-800-342-17410 visite
nuestro sitio Web: https://www.myfloridacfo.com/Division/WC/Employee/eao offices.htm

Atentamente,

Oficina de Asistencia al Trabajador
Division de Compensacion por Accidentes de Trabajo
Departamento de Servicios Financieros, Florida

FLORIDA DEPARTMENT OF FINANCIAL SERVICES
Division of Workers’ Compensation * Employee Assistance and Ombudsman Office
200 East Gaines Street « Tallahassee, Florida 32399-4225 « Tel. 1-800-342-1741

Email » wceao@MyFloridaCFO.com
AFFIRMATIVE ACTION = EQUAL OPPGRTUNITY EMPLOYER




RECEIVED BY
CLAIMS-HANDLING ENTITY

FIRST REPORT OF INJURY OR ILLNESS

SENT TO DIVISION DATE

DWISION RECEIVED DATE

FLORIDA DEPARTMENT QF FINANCIAL SERVICES
DIVISION OF WORKERS' COMPENSATION

For assistance call 1-800-342-1741
or contact your local EAO Office

PLEASE PRINT OR TYPE EMPLOYEE INFORMATION

NAME (First, Middle, Last) Sacial Security Number

Date of Accident {Month-Day-Year)

Time of Accident

O av O em
HOME ADDRESS EMPLOYEE'S DESCRIPTION OF ACCIDENT (Include Cause of Injury)
Street/Apt #:
City: State: Zip:
TELEPHONE Area Code Number
OCCUPATION INJURY/ILLNESS THAT OCCURRED PART OF BODY AFFECTED
DATE OF BIRTH SEX
i ! 0O M B F
EMPLOYER INFORMATION
FEDERAL |.D. NUMBER (FEIN) DATE FIRST REPORTED {Month/Day/Year)
COMPANY NAME:
L.B. A:
NATURE OF BUSINESS POLICY/MEMBER NUMBER
Street:
City: State: Zip:
TELEPHONE Area Code MNumber DATE EMPLOYED PAID FOR DATE OF INJURY
f ! O ves O wno
LAST DATE EMPLOYEE WORKED WILL YOU CONTINUE TO PAY WAGES INSTEAD OF
EMPLOYER'S LOCATION ADDRESS {If different) WORKERS' COMP? D YES
i 1
Street:
RETURNED TO WORK L] YES LJ NO LAST DAY WAGES WILL BE PAID INSTEAD OF
City: State: Zip: IF YES, GIVE DATE WORKERS' COMP
LOCATION # {If applicable) i 1 ! i
DATE OF DEATH {If applicable) RATE OF PAY O mr L wk
PLACE OF ACCIDENT (Street, City, State, Zip)
! ! $ PER
Street: [0 oar O mo
AGREE W/TH DESCRIPTION OF ACCIDENT?
City: State: Zip Number of hours per day

O ves O wo

COUNTY QF ACCIDENT

Number of hours per week
Number of days per waek

Any person who, knowingly and with intent to injure, defraud, or deceive any employer or employee, insurance cormnpany, or sel-insured program, files a
statament of claim centaining any false or misteading information commits insurance fraud, punishable as provided in 5. 817.234. Section 440.105(7),
F.5. :

I have reviewed, understand and acknowladge the above statement.

EMPLOYEE SIGNATURE (if available to sign) DATE

EMPLCYER SIGNATURE DATE

NAME, ADDRESS AND TELEPHONE
OF PHYSICIAN OR HOSPITAL

auTHoRrIZED BY emPLovER [ ves [ no

CLAIMS-HANDLING ENTITY INFORMATION

(| 1(a) Denied Case - DWC-12, Notice of Denial Attached

O 1(b} Indemnity Only Denied Case - DWC-12, Notice of Denial Attached

[ 2. Medical Only which became Lost Time Case {Complete all required information in #3)

Employee's 8™ Day of Disability ! !

Entity's Knowledge of 8™ Day of Disability ! !
O 3. Lost Time Case - 1st day of disability ! Full Salary in lieu of comp? [J YES  Full Salary End Date ! !
Date First Payment Mailed ! I AWW Comp Rate
O T17. O T.T.-80% O TP, O iB. O pT. O DEATH ] SETTLEMENT ONLY

Penalty Amount Paid in 1% Payment $

Interest Amount Paid in 1 Payment $

REMARKS:

INSURER NAME

CLAIMS-HANOLING ENTITY NAME, ADDRESS & TELEPHONE

INSURER COCE # EMPLOYEE'S CLASS CODE

EMPLOYER'S NAICS CODE

SERVIGE CO/TPA CODE # CLAIMS-HANDLING ENTITY FILE #

Form DFS-F2-DWC-1 (10/2018) Rule 68L-3.025 F.A.C.




DWC-1 Purpose and Use Statement

The collection of the social security number on this form is
specifically authorized by Section 440.185(2), Florida
Statutes. The social security number will be used as a unique
identifier in Division of Workers' Compensation database
systems for individuals who have claimed benefits under
Chapter 440, Florida Statutes. It will also be used to identify
information and documents in those database systems
regarding individuals who have claimed benefits under
Chapter 440, Florida Statutes, for internal agency tracking
purposes and for purposes of responding to both public
records requests and subpoenas that require production of
specified documents. The social security number may also be
used for any other purpose specifically required or
authorized by state or federal law.



RECEIVED BY
CLAIMS-HANDLING ENTITY

FIRST REPORT OF INJURY OR ILLNESS

SENT TQ DIVISION DATE

DIVISION RECEIVED DATE

FLORIDA DEPARTMENT OF FINANCIAL SERVICES
DIVISION OF WORKERS' COMPENSATION

For assistance call 1-800-342-1741
of contact your local EAQ Office

PLEASE PRINT OR TYPE EMPLOYEE INFORMATICN

NAME {First, Middle, Last) Social Security Number

Data of Accident (Manih-Day-Year)

Time of Accident

0] am [ pm
HOME ADDRESS EMPLOYEE'S DESCRIPTION COF ACCIOENT (Include Cause of Injury}
Streal/Apt #:
City: State: Zp:
TELEFPHONE Area Code Number
OCCUPATION INJURY/ILLNESS THAT QCCURRED PART OF BODY AFFECTED
DATE OF BIRTH SEX
I ! 0O m 0 rF
EMPLOYER INFORMATION

FEGERAL [.D. NUMBER (FEIN) DATE FIRST REPORTED (Manth/DayfYear)
COMPANY NAME:
D.B. A

NATURE OF BUSINESS POLICY/MEMBER NUMBER
Street:
City: State: Zip:
TELEPHONE Arga Code Number DATE EMPLOYED PAID FOR DATE OF INJURY

! ' O ves O we

LAST DATE EMPLOYEE WORKED WILL YOU CONTINUE TO PAY WAGES INSTEAD OF

EMPLOYER'S LOCATION ADDRESS (If different) WORKERS cOMP? ] YES
! f

Straet:

RETURNED TO WORK I:] YES D NO LAST DAY WAGES WILL BE PAID INSTEAD OF
City: State: Zip: IF YES, GIVE DATE WORKERS' COMP
LOCATION # {if applicable) ! ' ! !

DATE OF DEATH (If applicable)
PLACE OF ACCIDENT (Street, City, State, Zip)
! !

Street:

AGREE WITH DESCRIPTION CF ACCIDENT?

O ves O w~o

City: State: Zip:

COUNTY GF ACCIDENT

RATE CF PAY

O wr O wk
O oav [ mo

$§__ PER

Nurbter of hours per day
Mumnber of hours per week

Number of days per week

Any person who. knowingly and with intent to injure, defraud, or deceive any employer or emplayee, insuranca company, or self-insured program, files a
statement of claim containing any false or misleading infermation commits insurance fraud, punishable as provided in s. B17.234. Saction 440,105(7),
F.&.

| have reviewed, understand and acknowledge the above statement.

EMPLOYEE SIGNATURE (If available to sign) DATE

EMPLOYER SIGNATURE DATE

NAME, ADDRESS AND TELEPHONE
QF PHYSICIAN OR HOSPITAL

AUTHORIZED BY EMPLOYER [1 ves [ no

CLAIMS-HANDLING ENTITY INFORMATION

O 1{a} Denied Case - DWC-12, Notice of Denial Attached

1 2. Medical Only which became Lost Time Case (Complete all required information in #3)

O 1(b) indemnity Only Denied Case - DWC-12, Notice of Denial Attached Employee's 8™ Day of Disability { !
Entity's Knowledge of 8™ Day of Disability ! !
[ 3. Lost Time Case - st day of disability ! ! Full Salary in lieu of comp? [J YES  Full Salary End Date / !
Date First Payment Mailed ! / AWwW Comp Rate
O 17 O T.7.-80% O 1P 3 .. O pT. 0 DEATH [0 SETTLEMENT ONLY

Penalty Amount Paid in 1* Payment $ Interest Amount Paid in 1% Payment §

REMARKS:

INSURER CODE # EMPLOYEE'S CLASS CODE EMPLOYER'S NAICS CODE

SERVICE CO/TPA CODE # CLAIMS-HANDLING ENTITY FILE #

INSURER NAME

CLAIMS-HANDLING ENTITY NAME, ADDRESS & TELEFHONE

Form DFS-F2-DWC-1 (10/2016) Rule 65L-3.025 F.AC.




DWC-1 Purpose and Use Statement

The collection of the social security number on this form is
specifically authorized by Section 440.185(2), Florida
Statutes. The social security number will be used as a unique
identifier in Division of Workers' Compensation database
systems for individuals who have claimed benefits under
Chapter 440, Florida Statutes. It will also be used to identify
information and documents in those database systems
regarding individuals who have claimed benefits under
Chapter 440, Florida Statutes, for internal agency tracking
purposes and for purposes of responding to both public
records requests and subpoenas that require production of
specified documents. The social security number may also be
used for any other purpose specifically required or
authorized by state or federal law.



FIRST REPORT QF INJURY OR ILLNESS

FLORIDA DEPARTMENT OF FINANCIAL SERVICES
DIVISION OF WORKERS' COMPENSATION

For assistance call 1-800-342-1741
or contact your local EAQ Office

PLEASE PRINT OR TYPE

RECEIVED BY
CLAIMS-HANDLING ENTITY

SENT TO DIVISION DATE

DIVISION RECEIVED DATE

EMPLOYEE INFORMATION

NAME (First, Middle, Last)

Social Security Number

Date of Accident (Month-Day-Year)

Time of Accident

COUNTY OF ACCIDENT

O ves O wo

0O aw O eu
HOME ADDRESS EMPLCYEE'S DESCRIPTION OF AGCIDENT {Include Gause of Injury)
Street/Apt #
City: State: Zip:
TELEPHONE Area Code Number
OCCUPATION INJURY/ILLNESS THAT OCCURRED PART OF BODY AFFECTED
DATE OF BIRTH SEX
! { 0O m O F
EMPLOYER INFORMATION
FEDERAL 1.D. NUMBER (FEIN}) DATE FIRST REPORTED {Month/Day/Year)
COMPANY NAME:
D.B.A:
NATURE OF BUSINESS POLICY/MEMBER NUMBER
Street:
City: State: Zip:
TELEPHONE Area Code Number DATE EMPLOYED PAID FOR DATE OF INJURY
! ! O ves O no
LAST DATE EMPLOYEE WORKED WILL YOU CONTINUE TO PAY WAGES INSTEAD OF
EMPLOYER'S LOCATION ADDRESS (If different) WORKERS coMP? [ ves
{ i
Street:
RETURNED TO WORK D YES D NO LAST DAY WAGES WILL BE PAID INSTEAD OF
City: State: Zip: IF YES, GIVE DATE WORKERS' COMP
LOCATION # {If applicabla) ; ' ! I
DATE OF DEATH (If applicable} RATE QF PAY HR WK
PLACE OF ACCIDENT (Street, City, Stata, Zip} W] W]
f ! ) PER
Street: [ oar O Mo
AGREE WITH DESCRIPTION OF ACCIDENT?
City: State: Zip: Number of hours per day

Number of hours per weak

Number of days per week

FS
I have revi d, |

d and ack| fedge the above stat: t.

Any person who, knowingly and with intent fc injure, defraud, or deceive any emplayer or empioyee, insurance company, or self-insured program, files a
statement of claim containing any false or misleading information commits insurance fraud, punishable as provided in 5. 817.234. Section 440.105(7).

EMPLOYEE SIGNATURE {If available to sign)

DATE

EMPLOYER SIGNATURE

DATE

NAME, ADDRESS AND TELEPHONE
OF PHYSICIAN OR HOSPITAL

AUTHORIZED BY EMPLOYER [ ves [ no

CLAIMS-HANDLING ENTITY INFORMATION

O 1(a) Denied Case - DWC-12, Netice of Denial Attached

[z Medical Only which became Lost Time Case (Complete all required information in #3)

Penalty Amount Paid in 1% Payment §

Interest Amount Paid in 1% Payment $

[ 1(b) Indemnity Only Denied Case - DWC-12, Notice of Denial Atlached Employee’s 8™ Day of Disability I /
Entity's Knowledge of 8™ Day of Disability I )
O 3. Lost Time Gase - 1st day of disability ! Full Salary in lieu of comp? [J YES  Full Salary End Date ! i
Date First Payment Mailed f ! AWW Comp Rate
Otr DOTT-8% O TP. OB O PT O DEATH [0 SETTLEMENT ONLY

REMARKS:

INSURER CODE # EMPLOYEE'S CLASS CODE

EMPLOYER'S NAICS CODE

SERVICE CC/TPA CODE # CLAIMS-HANDLING ENTITY FILE #

INSURER NAME

CLAIMS-HANDLING ENTITY NAME, ADDRESS & TELEPHONE

Form DFS-F2-DWC-1 (10/2016) Rule 691-3.025, F.AC.




DWC-1 Purpose and Use Statement

The collection of the social security number on this form is
specifically authorized by Section 440.185(2), Florida
Statutes. The social security number will be used as a unique
identifier in Division of Workers' Compensation database
systems for individuals who have claimed benefits under
Chapter 440, Florida Statutes. It will also be used to identify
information and documents in those database systems
regarding individuals who have claimed benefits under
Chapter 440, Florida Statutes, for internal agency tracking
purposes and for purposes of responding to both public
records requests and subpoenas that require production of
specified documents. The social security number may also be
used for any other purpose specifically required or
authorized by state or federal law.



NOTICE TO EMPLOYEE:

WAGE STATEMENT

FLORIDA DEPARTMENT OF FINANCIAL SERVICES
DIVISION OF WORKERS' COMPENSATION

If you have any questions abcut the information contained on this form, please contact your

employer or claim-handling entity. If further assistance is needed, contact the Division's Employee Assistance Office at 1-800-

342-1741.

PLEASE PRINT OR TYPE

RECEIVED BY CLAIMS-HANDLING ENITY

EMPLOYEE NAME (First, Middle, Last)

DATE OF AGGIDENT {Month-Day-Year)

EMPLOYER NAME & ADDRESS

CONGURRENT EMPLOYER NAME & ADDRESS (f applicanle)

ARE THE WAGES LISTED BELOW
FOR A SIMILAR EMPLOYEE?

YES NG

SIMILAR EMPLOYEE'S NAME

TELEPHONE TELEPHONE OCCUPATICN OF SIMILAR EMPLOYEE
EMPLOYEE'S CUSTOMARY WORK WEEK EMPLOYEE'S CUSTOMARY EMPLOYEE'S CUSTOMARY EMPLCYER'S CUSTOMARY WORK WEEK
DAYS WORKED/WEEK HOURS WORKED/WEEK

(ex. Saturday thru Fnday - Use 7 calendar day period)

{ex. 5 da‘;'s / week)

(ex. 40 hours { week)

{ex. Saturday thru Friday - Use 7 calendar day peried)

NOTICE TO EMPLOYER: Please read all instructions on the back of this form carefully. Complete the form as fully as possible and submit it to your claims-handling entity within 14 days
after knowledge of any accident that has caused your employee to be disabled for more than 7 calendar days. If you discontinue providing any fringe benefits, you must file a corrected
Wage Statement with your claims-handling entity within 7 days of such termination, reflecting the type and amount of fringe benefits that were

paid, and the last date they were provided.

Please list wages earmed for the 13 calendar weeks {Sunday through Saturday) immediately preceding the accident.

Do Net Report Any Wages Eamed During The Week of the Actident — Use The 13 Calendar Weeks Immediately Preceding

The Accident

WEEK

WEEK
NO. FROM

TO0

# OF DAYS
WORKED
THAT WEEK

# HOURS
WORKED GROSS
THAT WEEK PAY

GRATUITIES AS
REPORTED TO THE

EMPLOYER IN
WRITING AS
TAXABLE INCOME

FRINGE BENEFITS {employee rec'd)
EMPLOYER COST ONLY

HEALTH RENT/
INSURANCE HOUSING

1

2

12

13

* &

RETURN THIS FORM TO:

{Claims-handling entity Name, Address 8 Telephone #)

TOTAL

WILL EMPLOYER CONTINUE TO
PROVIDE ABOVE BENEFITS?

YES NO YES NO

TOTAL FRINGE BENEFITS | §

TOTAL OF GROSS PAY, GRATUITIES AND FRINGES | $

(FOR CLAIMS-HANDLING ENTITY USE ONLY)

Aww COMP RATE

Any person who, knowingiy and with intent to injure, defraud, or deceive any emplayer or employee, insurance company, or set-insured program, files a statement of claim containing any
false or misleading information commits insurance fraud, punishable as provided in 5. 817.234. Section 440.105(7), F.S.

PREPARER'S NAME

TELEFHONE #

DATE

Form DFS-F2-DWC-1a (03/2008) Rule 89L-2.025 FAC.




WAGE STATEMENT REPORTING INSTRUCTIONS

General: Florida law requires disabled employees o be compensated at a certain percentage of their average
weekly wage. [f the injured employee worked during “substantially the whole of 13 calendar weeks" immediately
preceding the accident, the employee’s average weekly wage is one-thiteenth of the total amount of wages
earned during the 13 calendar weeks. The term “substantially the whole of 13 calendar weeks” means not less
than 75% of the total customary full-time hours of employment during that period.

NOTICE TO EMPLOYER: Please read all instructions on this form carefully. Complete the form as fully as
possible and submit it to your claims-handling entity within 14 days after your knowledge of any accident that has
caused your employee to be disabled for more than 7 calendar days. If you discontinue providing any fringe
benefits, you must file a corrected Form DWC-1a {Wage Statement) with your claims-handling entity within 7 days
of such termination, reflecting the type and amount of fringe benefits that were paid, and the last date they were
provided.

+« DO NOT combine wages of two or more employees.

+ Calendar Week: means a seven-day period of time, which starts on Sunday and continues through
Saturday.

Week of Accident — DO NOT report any wages earned during the week of the accident. Use the 13 calendar
weeks immediately preceding the week of the accident and start with the most recent full calendar week before
the week of the accident. For example, if the accident occurred on a Wednesday, then week No. 1 should begin
the preceding Sunday and end the preceding Saturday.

Reporting Gross Pay: Complete all columns as applicable. Report the actual gross earnings of the injured
employee for the consecutive 13 calendar week period immediately preceding the accident. The 13 calendar
week period includes Saturdays, Sundays, holidays, and other non-working days. Remember to include all
overtime and any bonuses paid during the 13 calendar week period. If the injured employee was not employed
for you for approximately 68 days during that period, enter the wages of a similar employee in the same
employment who was employed for approximately 68 days of the 13 calendar week pericd. DO NOT combine
wages for two or more employees to yield wages for the 13 calendar weeks. The spaces immediately following
week #13 are to be used for reporting the wages earned in a partial week when requested.

Reporting Gratuities & Fringe Benefits: Gratuities reported should include only those gratuities reported to the
employer in writing as taxable income received in the course of employment from others than the employer. The
reportable value of a fringe benefit is the actual cost to the employer for the benefit furnished. The anly fringe
benefits that can be included for dates of accident occurring on or after 07/01/1980 are employer contributions for
health insurance for the employee or the employee's dependents, and the reasonable value of housing furnished
to the employee by the employer which is intended as the permanent year-round housing of the employee.

If you have questions or need assistance in the completion of this required form, please
contact the claims-handling entity listed on the front of this form.
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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
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any questions or issues of a spacific nature, you should consult appropriate legal or regulatory counsel to review the specific

girgumstances involved. The Great American Insurance Group eagle logo and the word marks Great American® and Greal American

insurance Group® are registered service marks of Great American Insurance Company. © 2020 Greal American Insurance GRE AM RICAN

Company, All rights reserved. 1251-ALT-CA (06/20) e
INSURANCE GROUP

GreatAmericanCaptive.com Alternative Markets



