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
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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



{This notice must be posted in a conspicuous place readily accessible to the erhployee at all times.)

OFFICIAL NOTICE

This business operates under the Georgia Workers' Compensation Law.

WORKERS MUST REPORT ALL ACCIDENTS IMMEDIATELY
TO THE EMPLOYER BY ADVISING THE EMPLOYER PERSONALLY,
AN AGENT, REPRESENTATIVE, BOSS, SUPERVISOR, OR FOREMAN.

If a worker is injured at work, the employer shall pay medical and rehabilitation
expenses within the limits of the law. In some cases the employer will also pay a part of
the worker's lost wages.

Work injuries and occupational diseases should be reported in writing whenever
possible. The worker may lose the right to receive compensation if an accident is not
reported within 30 days (see O.C.G.A. § 34-9-80).

The employer will supply free of charge, upon request, a form for reporting
accidents and will also furnish, free of charge, information about workers' compensation.
The employer will also furnish to the employee, upon request, copies of board forms on file
with the employer pertaining to an employee's claim,

A worker injured on the job must select a doctor from the list below. The minimum
panel shall consist of at least six physicians, including an orthopedic surgeon with no more
than two physicians from industrial clinics (see O.C.G.A. § 34-8-201). Further, this panel
shall include one minority physician, whenever feasible (see Rule 201 for definition of
minority physician). The Board may grant exceptions to the required size of the panel
where it is demonstrated that more than four physicians are not reasonably accessible.
One change to another doctor from the list may be made without permission. Further
changes require the permission of the employer or the State Board of Workers'
Compensation.

State Board of Workers' Compensation
27C Peachiree 3ireet, N.W.
Atlanta, Georgia 30303-1299
404-656-3818
or 1-800-533-0682
http://www.sbwc.georgia.gov

name/address/phone name/address/phone name/address/phone

name/address/phone name/address/phone name/address/phone

{(Additional doctors may be added on a separate sheet)
The insurance company providing coverage for this business
under the Workers' Compensation Law is:

Name

address phone

IF YOU HAVE QUESTIONS PLEASE CONTACT THE STATE BOARD OF WORKERS' COMPENSATION AT 404-656-3818 OR 1-800-533-0682 OR VISIT hitp:/iwww.sbwc.georgia.gov

Wilifully making a false statement for the purpose of obtaining or denying benefits is a crime subject to penalties of up to $10,000.00 per violation (0.C.G.A. §34-9-18 and §34-9-19).

WC-P1 (7/2006)
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(Este aviso debe ser pueste en un lugar accesible al empleado todo el tiempo.)

AVISO OFICIAL

Esta companiia opera bajo las Leyes de Compensacién de Trabajadores de Georgia

LOS TRABAJADORES DEBEN REPORTAR TODOS LOS ACCIDENTES INMEDIATAMENTE AL EMPLEADOR Y AVISAR AL
EMPLEADOR PERSONALMENTE, UN AGENTE, PREPRESENTANTE, PATRON, SUPERVISOR O CAPATAZ.

Si un trabajador es lesionado en el trabajo el empleador debe pagar gastos médicos y
rehabilitacion dentro de los limites de la ley. En algunos casos el empleador también pagara una
parte de los salarios perdidos de los empleados.

Lesiones de trabajo y enfermedades ocupacionales deben ser reportados por escrito cuando
sea posible. El trabajador puede perder el derecho a recibir compensacion si un accidente no es
reportado dentro de 30 dias (referencia O.C.G.A. § 34-9-80).

El empleador ofrecera sin costo alguno, si es pedido, un formulario para reportar accidentes
y también debe suministrar, sin costo alguno, informacion acerca de compensacién de
trabajadores. El empleador también debe suministrar al empleado, cuando sea pedido, copias de
formularios de la Junta archivados con el empleador pertenecientes a reclamos de los
empleados.

Un trabajador lesionado en el trabajo debe seleccionar un doctor de la lista abajo. Eil panel
minimo debe consistir de por lo menos seis médicos, incluyendo un cirujano ortopédico -con no
mas de dos médicos de clinicas industriales (referencia O.C.G.A. § 34-9-201). Ademas, este
panel debe incluir un medico minoritario, cuando sea posible (vea la regla 201 de definicién de
medicos minoritarios.) La Junta puede otorgar excepciones al tamafio requerido del panel donde
se demuestre que mas de cuatro médicos no son razonablemente accesibles. Un tambio de un
doctor a otro en la lista se puede hacer fin permiso. Cambios adicionales requieren el permiso
del empleador o de la Junta Estatal de Compensacién de Trabajadores.

Junta Estatal de Compensacién de Trabajadores
270 Peachtree Street, N.W.
Atlanta, Georgia 30303-1299
404-656-3818
0 1-800-533-0682
http:/iwww.sbwc.georgia.gov

nombre /direccion fteléfono nombre /direccion fteléfono nombre /direccidn fteléfono

nombre /direccion /teléfono nembre /direccion fteléfono nombre /direccién fteléfono

{Médicos adicionales pueden ser agregados en una hoja separada.)

La compania de seguro que provee cobertura para esta Empresa bajo la ley de Compensacion de Trabajadores es:

Nombre

direccion teléfono

$I USTED TIENE PREGUNTAS LLAME AL (404) 656-3818 o 1-800-533-0682 o VISITA SITIO WEB: http:/ivww.sbwc.georgia.gov

HAGER FALSOS TESTIMONIOS VOLUNTARIAMENTE CON £L PROPOSITO DE OBTENER O NEGAR BENEFICIOS ES UN CRIMEN SUJETO A PENALIDADES DE HASTA 10.000.00 POR VIOLACIGN {O.C.G.A §34-5-18 ¥ §34-8-19)

WC-P1 (7/2006)







WC-BILL OF RIGHTS

GEORGIA STATE BOARD OF WORKERS' COMPENSATION
BILL OF RIGHTS FOR THE INJURED WORKER

As required by law, 0.C.G.A, §34-8-81.7, this is a summary of your rights and responsibilities. The Workers' Compensation Law provides you,
as a worker in the State of Georgia, with certain rights and responsibilities should you be injured on the job. The Workers' Compensation Law provides
you coverage for a work-related injury even if an injury occurs on the first day on the job. In addition to rights, you also have certain responsibilities.
Your rights and responsibilities are described below.

Emgloyee‘é Rights

if you are injured on the job, you may receive medical

1. You should follow written riles of safety and other
rehabilitation and income benefits. These bepefits are reasonable policies and procedures of the employer.
provided to help you return to werk. Your dependents may
aiso receive benefits if you die as a result of a job-related 2. You must report any accident immediately, but not later than
injury. 30 days after the accident, to your employer, your employer's

representative, your foreman or immediate supervisor.
Your employer is required to post a list of at least six doctors Failure to do so may result in the foss of the benefits.
or the name of the cerfified WC/MCO that provides medical :
care, unless the Board has granted an exception. You may 3. An employee has a contimiing obligation to cooperate with
choose a doctor from the list and make one changs to another medical providers in the course of their treatment for work
doctor on the list without the permission of your employer. related injuries, You must accept reasonable medical
However, in an emergency, you may get temporary medical treatment and rehabilitation services when ordered by the
care from any doctor until the emergency is over, then you State Board of Workers' Compensation or the Board may
must get treatment from a doctor on the posted list. suspend your benefits.
Your authorized doctor bills, hospital bills, rehabilitation in 4, No compensation shail be allowed for an injury or death due
some cases, physical therapy, prescriptions, and necessary to the employee’s willful misconduct.
travel expenses will be paid if injury was caused by an
accident on the job. All injuries occurring on or before June 5, You must notify the insurance carrierfemployer of your
30, 2013 shall be entitled to lifetime medical benefits. If your address when you move fo a new location. You should notify
accident occurred on or after July 1, 2013 medical treatment the insurance carrierfemployer when you are able to return to
shall be limited to a maximum of 400 weeks from the accident full-time or part-time work and report the amount of your
date. If your injury is catastrophic in nature you may be weekly earnings because you may be entitled to some
entitled to lifetime medical benefits. income benefits even though you have returned to work.
You are entitled to weekly income benefits if you have more 6. A dependent spouse of a deceased emplayee shall notify the
than seven days of lost time due to an injury. Your first check insurance carrierfemployer upon change of address or
should be mailed to you within 21 days after the first day you remarriage. :
missed work. If you are out more than 21 consecutive days
due to your injury, you will be paid for the first week. 7. You must attempt a job approved by the authorized treating
physician even if the pay is lower than the job you had when
Accidents are classified as being either catastrophic or non- you were injured. If you do not attempt the job, your benefits
catastrophic. Catastrophic injuries are those involving may be suspended.
amputations, severe paralysis, severe head injuries, severe
burns, blindness, or of a nature and severity that prevents the 8. If you believe you are due benefits and your insurance
employee from being able to perform his or her prior work and carrierfemployer denies these benefits, you must file a claim
any work available in substantial numbers within the national within one year after the date of last authorized medical
economy. In catastrophic cases, you are entitled to receive treatment or within two years of your last payment of weekiy
two-thirds of your average weekly waga but not more than benefits or you will luse your right to these benafits.
$675 per week for a job-related injury for as long as you are
unable to refurn to work. You also are entitled to receive 9. If your dependent(s) do not receive allowable benefit
medical and vocational rehabilitation benefits to help in payments, the dependent(s) must file a clairn with the State
recaovering from your injury. if you need help in this area call Board of Workers' Compensation within one year after your
the State Board of Workers' Compensation at {404) 656-0849. deaih or lose the right to these benefits.
In all other cases (non-catastrophic), you are entitled to 10. Any request for reimbursement to you for mifeage or other
receive two-thirds of your average weekly wage but not more expenses related to medical care must be submitted to the
than $675 per week for a job related injury. You wiil receive insurance carrier/employer within one year of the date the
these weekly benefits as long as you are totally disabled, but expense was incurred.
no longer than 400 weeks. If you are not working and it is -
determined that you have been capable of performing work 11. If an employee unjustifiably refuses to submit to a drug test
with restrictions for 52 consecutive weeks or 78 aggregate following an on-the-job injury, there shall be a presumption
weeks, your weekly income benefits will be reduced to two- that the accident and injury were caused by alcohol er drugs.
thirds of your average weekly wage biit no more than $450 per If the presumption is not overcome by other evidence, any
week, not to exceed 350 weeks, claim for workers' compensation benefits would be denied.
When you are able to return to work, but can only get a lower 12, You shall be qguilty of a misdemeanor and upon conviction

paying job as a result of your injury, you are entitied to a
weekly benefit of not more than $450 per week for no longer
than 350 weeks. :

Your dependeni(s), in the event you die as a result of an on-
the-job accident, will receive burial expenses up to $7,500 and
two-thirds of your average weekly wage, but not mora than
$675 per week. A widowed spouse with no children will be
paid a maximum of $270,000. Benefits continue until he/she
remarries or openly cohabits with a person of the opposite
Sex.

If you do not receive benefits when due, the insurance
carrierfemployer must pay a penalty, which will be added to
your payments.

Employee's Responsibilities

shall be punished by a fine of not more than $10,000.00 or
imprisonment, up to 12 months, or both, for making false or
misleading statements when claiming benefits. Also, any
false statements or false evidence given under oath during
the course of any administrative or appeliate division hearing
is perjury.

The State Board of Workers' Compensation will provide you with information regarding how to file a claim and will answer any other guestions regarding
your rights under the law. If you are caliing in the Atlanta area the telephone number Is (404) 656-3818, outside the metro Alanta area call 1-800-533-0682,
or write the State Board of Workers' Compensation at: 270 Peachiree Street, NW., Atlanta, Georgia 30303-1299 or visit our website:

hitp:/fwww.sbwe georgia.qov. A lawyer is not needed to file a claim with the Board; however, if you think you need a lawyer and do not have your own
personal fawyer, you may contact the Lawyer Referral Service at (404) 521-0777 or 1-800-237-2629_

IF YOU HAVE QUESTIONS PLEASE CONTACT THE STATE BOARD OF WORKERS' COMPENSATION AT 404-856-3818 OR 1-800-533-0682 OR VISIT http:iwwew. shwe.georgia gov

WILLFULLY MAKING A FALSE STATEMENT FOR THE PURFOSE OF OBTAINING OR DENYING BENEFITS IS A CRIME $UBJECY TO PENALTIES OF UP TO $10,060.00 PER VIOLATION (O,C.G.A, §3¢-3-18 AND §34-518),

REVISION 07/2019 WC-BILL OF RIGHTS
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| ’ WC-BILL OF RIGHTS
JUNTA ESTATAL DE COMPENSACION DE TRABAJADORES DE GEORGIA

DECLARACION DE DERECHOS PARA EL TRABAJADOR LESIONADO

Segun lo requiere la Ley 0.C.G.A. §34-9-81.1, esto es un recuento de sus derechos y responsabilidades. La Ley de Compensacién de
Trabajadores le provee a usted, como trabajador en el Estado de Georgia, ciertos derechos y responsabilidades si usted se lesiona en el trabajo. La
Ley de Compensacién de Trabajador ie provee a usted con cobertura de lesiones relacionadas con el trabajo aunque su lesién sea en el primer dia de
trabajo. Ademas de sus derechos, usted también tiene ciertas responsabilidades. Sus derechos y responsabilidades estan descritos abajo.

Derechos de {os Empleados

Si usted se lesiona en el trabajo, usted puede recibir
rehabilitacion médica y beneficios de ingresos. Estos
beneficios son proveidos para ayudarlo a regresar al trabajo.

Responsabilidades de los Empleados

Usted debe de seguir las reglas escritas de seguridad y
otras pélizas razonables y procedimientos del empleador.

También sus dependientes pueden recibir beneficios si 2 Usted debe reporfar cualquier accidente inmediatamente,
usted muere como resultado de lesiones recibidas en el pero no mas tarde de 30 dias después del accidente, a su
trabajo. empleador, los representantes del empleador, su capataz o
supervisor inmediato. Fallar en hacerlo puede resultar en la

Se le requiere a su empleador que anuncie una lista de seis perdida de sus beneficios.
doctores o por lo menos el nombre de un WC/ MCO
certificado que provee cuidados meédicos, al menos que la 3 Un empleado tiene {a continua obligacion de cooperar con
Junta haila otorgade una excepcién. Usted puede escoger proveedores médicos en el curso de su tratamiento
un doctor de la lista sin el permiso de su empleador. Sin relacionado con lesiones de trabajo. Usted debe aceptar
embargo, en una emergencia, usted puede recibir asistencia tratamientos meédices razonables y  servicios de
medica temporaria de cualquier otro medico hasta que la rehabilitacién cuando sean ordenados por la Junta Estatal
emergencia termine después usted debe recibir tratamiento de Compensacién de Trabajadores o la Junta puede
de los médicos que se anuncian en la lista. suspender sus beneficios.
Sus cuentas medicas autorizadas, cuentas de haspital, 4. No se permitirda compensacion por una lesidn o muerte
rehabilitacién en algunos casos, terapia fisica, recetas y debido a una conducta mal intencionada de los empleados.
gastos de transporte serdn pagados si la lesién fue
ocasionada por un accidente en el trabajo. Todas las 5. Debe de notificar a la compafiia de segurc/empleador de su
lesiones que ocurren en o antes 30 de junio de 2013 se direccién cuando se mude a un nuevo lugar. Usted debe
tendra derecho a beneficios médicos de por vida. Si el notificar a la compaiiia de seguros/empleador cuando usted
accidente ccurrié en o 1 de julio del 2013 el tratamiento halla regresado a trabajar de tiempo completo o medio
médico sera fimitado a un maximo de 400 semanas a partir tiempo y reportar {a cantidad de su salario semanai porque
de la fecha del accidente. Si su lesién es catastrdfica en la usted puede tener derecho a algiin beneficio de ingreso aun
naturaleza que puede tener derecho a beneficios médicos de asi halla regresado al trabajo.
por vida.

6. Una esposa dependiente de un empleade difunto debe
Usted tiene derecho a recibir beneficios de ingresos notificar a 1a compaiia de seguro/ empleador de cambios de
semanales si usted ha perdido tiempo por méas de siete dias direccidn o nuevo matrimonio.
debido a una lesion. Su primer cheque debe ser enviado a
usted dentro de 21 dias, después del primer dia que falto al 7. Usted debe intentar un trabajo aprobado por su medico
trabajo. Si esta fuera mas de 21 dias consecutivos debido a autorizado aunque el pago sea mas bajo que en el trabajo
su lesién, se le pagara la primera semana. que usted tenia cuando se lesiond, si usted no intenta el

trabajo sus beneficios pueden ser suspendidos.

Los accidentes son clasificados ya sea catastroficos o no
catastroficos. Lesiones catastréficas son las que envuelven 8. Si usted cree que debe recibir beneficios y su compania de
amputacién, paralisis severas, lesiones severas de la cabeza, seguros/empleador niega estos beneficios. Usted debe de
quemaduras severas, teguera que prevenga al empleado a hacer un reclamo dentro de un afio después del ultimo
que pueda realizar el o ella su trabajo anterior o cualquier tratamiento medico o dentre de dos afios de su dltimo pago
otro trabajo disponible en numero considerable dentro de la de beneficios semanales o usted perdera sus derechos a
economia nacional. En casos catastréficos usted tiene estos beneficios.
derecho a recibir un promedio de dos terceras partes de su
ingreso semanal pero no mas de $675 por semana por una 9. $i su (s) dependiente {s) no reciben beneficio de pagos
lesién relacionada con el trabajo durante todo el tiempo que permitidos. El dependiente debe hacer un reclamo con la
usted no pueda regresar a su trabajo, Usted también tiene Junta Estatal de Compensacion de Trabajadores dentro de
derecho a recibir beneficios médicos y de rehabilitacion. Si un ano después de su muerte o perderan los derechos a
usted necesita ayuda en esta area llame a la Junta Estatal de estos beneficios.
Compensacion de Trabajadores al (404) 656-0849,

10. Algin pedido de reembolsc a usted por millas o otros
En todos los otros casos (no catastroficos) usted tiene el gastos relacionados con fratamiento medico debe ser
derecho a recibir dos terceras partes de su sueldo promedio sometidos a la compania de segurosfempleador dentro de
semanal pero no mas de $675 por semana de una lesién un afio del dia que los gastos fueron incurridos.
relacionada de trabajo, usted recibira estos beneficios
mientras usted este incapacitade. Pero no mas de 200 1. §i un empleado injustificadamente rehiisa a someterse a
semanas si no esta trabajando y se determina que usted esta una prueba de droga después de una lesidén en el trabajo
capacitado a desempefar con restriccion por §2 semanas habra una presuncién de que el accidente y lesién fueran
consecutivas o 78 semanas agregadas sus ingresos causados por droga o alcohol. Si la presuncién no se
semanales serdn reducidos a dos terceras partes de su sobrepone per otras evidencias, algin reclamo hecho para
sueido promedio pero no mas de $450 por semana, que no beneficios de compensacion de Trabajador ser&n negados.
excedan 350 semanas.

12 Usted seré culpable de un delito menor y una vez convicto

Cuando usted pueda regresar a trabajar pero solo pueda
conseguir emples de salario bajo como resultado de su

lesion usted tiene derecho a un beneficio semanal de no mas -

de $450 por semana pero no mas de 350 semanas.

En caso de que usted muera como resultado de un accidente
en gl trabajo, su dependiente (s} recibiran para gastos de
entierro $7,500 y dos terceras partes de su sueldo promedio
semanal, pero no mas de $675 por semana. Una esposa viuda
sin niftos se le pagara un maximo de $270,000 en beneficios
continuos hasta que EL/ELLA se vuelva a casar o
abiertamente cohabite con una persona del saxo opuesto.

Si usted no recibe beneficios cuando sea debido, la comparia
de segurofempleador debe de pagar penalidades, gue se
agregaran a sus pagos.

debe ser castigado con una multa de no mas de $10,000.00
o encarcelamiento de hasta 12 meses o las dos, por hacer
declaraciones falsas o engaiosos testimonios cuando
reclame beneficios. También cualquier declaracion falsa o
evidencia falsa dadas bajo juramento durante el curso de
alguna audiencia de divigién de apelacién o administracién
es perjurio.

La Junta de Compensacién de Trabajadores le propercionara la informacion relativa a la manera de presentar una reclamacion y respondera a
cualquier preguntas adicionales sobre sus derechos en virtud de la ley. Si usted llama en la zona de Atlanta, el teléfono es el (404) 656-3818 v
fuera de la zona metropolitana de Atianta, llame al 1-800-523-0682, o escriba a la Junta Estatal de Compensacién de Trahajadores a 270
Peachtree Street, NW, Atlanta, Georgia 30303-1289 o visita sitio web: http:/fwww.sbwe.georgia.gov. Mo es necesario tener un abogado para
presentar una reclamacidn a la Junta; sin embargo, si usted cree que nacesita los servicies de un abogado ¥ no tiene uno propio, usted puede
ponerse en contacto con el Servicio de Referencia de Abogados {Lawyers Referral Service) al teléfono (404) 521-0777 o al 1-800-237-2629.

i S1 USTED TIENE PREGUNTAS LLAME AL {404) 656-3818 O 1-800-533-0682 O VISITA SITIO WEB: hitp:fiwww.sbwe. gacrgia.gov
CUALQUIER DECLARACION FALSA Y DELIBERADA PARA OBTENER O NEGAR BENEFICIOS ES UNA OFENSA CRIMINAL Y ES SUJETO A PENALIDADES DE HASTA $10,000 POR CADA VIOLACKIN (0.8.G.A, §34-8-15 ¥ §34-9-19),
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WC-1

EMPLOYER'S FIRST REPORT OF INJURY OR OCCUPATIONAL DISEASE

GEORGIA STATE BOARD OF WORKERS' COMPENSATION

EMPLOYER’S FIRST REPORT OF INJURY OR OCCUPATIONAL DISEASE

NOTE: FAILURE TO SUBMIT THIS REPORT TO INSURER IMMEDIATELY MAY R|

ESULTIN PENALTY, MUST BE TYPED OR PRINTED IN BLAGHK INK.

(I - Insurer  E18-Self-insurer OGroup Fund

Board Claim No. Employee Last Name Employee First Name M1 Date of Injury
A. IDENTIFYING INFORMATION

d Male Bifthdate Phong Number Employee £-mail
EMPLOYEE i

O Female
Maiting Address City Siate Zip Code

Name NAICS Code Naturs of Busiaess {Trade, Transpert, Mfg. etc.)
EMPLOYER
Mailing Address Phone Number Employer FEIN
City Siale Zip Coda Empiayer E-mait
INSURER { Name Insurer/Self-insurer FEIN Insurer/ Seli-lnsurer File #
SELF-INSURER

Name Glaims Office FEIN # Claims Office Phone Claims Offica E-mait
CLAIMS OFFICE
SBWG iD# (five digitno.) Mailing Addrass City t Stale ! Zip Code
Date Hired by Empleyer  § Job Classified Code No. Number of Days Warked Per Week Wage rate at ime of O perHour
EMPLOYMENT/WAGE Fjury or Discase: 0 perDay
O perweek

Insurer Type Code List Norpally Scheduled Bays Off [ perMaonth

INJURYAILLNESS
& MEDICAL

Time of Injury

Caounly of injury

0 am
Q e

Ciate Employer had knowledge of
Injusy

Enter First Date Ernployee Faited to Work
a Fuli Day

Did Employea Receiva Full
Pay on Date of Injury?

O ves 1 No a

Did lejusyfliness Occur
an Employer's premises?

Yas O HNe

Type of Injuryfiiiness

Body Part Affecled

How injury or lliness { Abnormal Health Condition Scoumred

Treating Physician (Name and Address)

initigl Treatment Given:

Hospital / Trealing Facility {Name and Address)

If I‘Relurnad to Work, Giva Date:

UNTIL

) MNone
3  Minor By Ernployer
1 Minas ClinicalMaspital Raturmed at whal wage per Week
{1 Emergency Room ¥ Fatal, Enter Complete
[C] Hospitalized > 2dhrs Date of Death

Repart Prepared By (Psint or Type} Teltephone Number Date of Repart

O B.INCOME BENEFITS Form WC-6 must be filed if weekly benefit is less than maximum

Praviously Medicat Qnly Date of disability:

O Yes (1 No | Average Weekly Wage: $ Weekly benefit. $

Date of first Payment: Compensation paid: § of Date salary paid: Penalty paid: §
BENEFITS ARE PAYABLE FROM FOR:
O Temperary total disability 0 Temporary partial disabitity &l Permanent parial disability of % to far weeks.

WHEN THE EMPLOYEE ACTUALLY RETURNED TO WORK WITHOUT RESTRICTIONS. ALL OTHER SUSPENSIONS REQUIRE

THE FILING OF FORM WC-2 WITH THE STATE BOARD OF WORKERS' COMPENSATION AND THE EMPLOYEE.

O C.NOTICE TO CONTROVERT PAYMENT OF COMPENSATION

Benefils will not ba paid because:

l O D. MEDICAL ONLY INJURY (No indemnity benefits are due andior have NOT been controverted.)

Insurar / Self-Insurer; Type or Print Nama of Person Filing Form

Signature

Date

Phane Number

E-mall

IF YOU HAVE QUESTIONS PLEASE CONTACT THE STATE BOARD OF WORKERS’ COMPENSATION AT 404.-656-3818 QR 1-800-533-0682 OR VISIT hitp:fiwww.sbwc.georgia.goy

WILLFULLY MAKING A FALSE STATEMENT FOR THE PURPOSE GF OBTAINING OR DENYING BENEFITS IS A CRIME SUBJECT TO PENALTIES OF UP TO $10,000.00 PER VIOLATION {0,C,G.A. §34-8-18 AND §34-9-19),

wWcC-1

REVISION 12/2018

1 EMPLOYER'’S FIRST REPORT OF INJURY

OR OCCUPATICNAL DISEASE
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WC-1 EMPLOYER'S FIRST REPORT OF INJURY OR OCCUPATIONAL DISEASE

GEORGIA STATE BOARD OF WORKERS' COMPENSATION

NOTICE TO EMPLOYER

1. Provide prompt medical attention; allow the employee to select a physician from your posted panel, and explain the panel
to the employee,

2. Complete Section A of this form immediately upon your knowledge of an injury and send the WC-1 to your insurance
company or self-insurer claims office. FAILURE TO DO SO MAY RESULT IN A PENALTY.
Do not send this form to the State Board of Workers' Compensation.

3. If you need additional help, call your insurance company or self-insurer claims office.

4. Report serious injuries immediately by telephene to your insurer’s claims department, then file this form with your insurance
company or self-insurer claims office.

NOTICE TO INSURER / SELF-INSURER

Upon receipt of this form, check to see that it is complete and accurate. Be sure to list the correct Insurance Company and
their SBWC ID number.

Complete Section B, Co or D and file with the Board and send a copy of both sides of the form to the employee and all
counsel of record within 21 days of the employer's knowledge of disability, injury or death.

Section B is completed when indemnity benefits are paid or due, including salary in lieu.
Section C is completed when claim is controverted in full or in part.
Section D is completed when no indemnity benefits are due and/or have NOT been controverted.

Form WC-8 must be filed if weekly benefits are less than the maximum.

NOTICE TO EMPLOYEE
1. This form is provided for your information only.

If Section B is completed, you will receive income benefits on a weekly basis and the employer will pay medical expenses
from approved doctors. If you do not receive payment of benefits, or medical bills are not paid, call your employer or your
employer's insurance company or self-insurer claims office,

If Section C is completed, your claim of injury has been denied by the employerfinsurer. If you disagree with this denial,
you must file a form WC-14, Notice of Claim, within one year of the accident with the State Board of Workers'
Compensation, 270 Peachtree Street N.W., Atlanta, Georgia 30303-1299.

If Section D is completed, you will receive medical benefits only. At this time, indemnity benefits are not due. If your medical
bills are not paid, call your employer or your employer's insurance company or self-insured claims office.

For Information or Assistance, contact:

STATE BOARD OF WORKERS' COMPENSATION

Toll Free Telephone: 1-800-533-0682
In Atlanta: {(404) 656-3818

http:/fwww.sbwe georgia.gov

IF YOU HAVE QUESTIONS PLEASE CONTACT THE STATE BOARD OF WORKERS' COMPENSATION AT 404-656-3818 OR 1-800-633-0682 QR VISIT hitp:/iwww.sbwe.georgla.gav

WALLFULLY MAKING A FALSE STATEMENT FOR THE PURPOSE OF OBTAINING OR DENYING BENEFITS IS A CRIME SUBJECT TO PENALTIES OF UP TO $10,800.00 PER VIQLATION {0.C.G.A. §34-3-18 AND §24.9-13).

EMPLOYER'S FIRST REPORT OF INJURY
We-1 REVISION 12/2018 1 OR OCCUPATIONAL DISEASE

20F 2




WC-1 EMPLOYER'S FIRST REPORT OF INJURY OR OQCCUPATIONAL DISEASE

GEORGIA STATE BOARD OF WORKERS' COMPENSATION

EMPLOYER’S FIRST REPORT OF INJURY OR CCCUPATIONAL DISEASE

NOTE: FAILURE TO SUBMIT THIS REPORT TO INSURER IMMEDIATELY MAY RESULT IN PENALTY. MUST BE TYPED OR PRINTED IN BLACK INK.

Board Claim No. Emplayee Last Name Employee First Name M., Date of frjury
A. IDENTIFYING INFORMATION
0 Male Birthdate Phone Nurmbser Empi -mail
EMPLOYEE mpiayes E-mai
O Female
Mailing Address City Slate Zip Code
Name HAICS Code Mature of Business (Trade, Transport, Mfg.,etc.)
EMPLOYER
Mailing Address Phose Number Employer FEIN
City Stata Zip Code Employer E-mail
INSURER/ Nama Insurer/Seif-Insurer FEIN Insurer/ Self-insurer File #
SELE-INSURER .
Mame Claims Office FEIN # Claims Office Fhana Claims Office E-mail
CLAIMS OFFICE
SBWC |D# (five digit na.) Mailing Address Ly I State | Zip Code
Dale Hired by Employer Job Classified Code Na. Number of Days Warked Per Waek Wage rate at ime of [ perHour
Inj b 3
EMPLOYMENT/WAGE niuty or bisease O perbay
[0 perweak
tnsurer Type Code L.ist Nommalty Schedided Bays Off [ perMonth
CH — tnsurer  [S-Self-insurer L3Group Fund
. Date Employer had knowiedga of Enter First Date Emplayee Failed to Work
INJURYNLLNESS Time of injury Courty of Injury Injury a Full Day
& MEDICAL g am
Q _em
Did Employea Raceiva Full Did Injuryfliiness Qcour Fype of Injury/finess Body Part Affectad
Pay on Date of injury? an Employer’s premises?
O  Yes I no 0 Yes QO nNe
Howe Injury or liiness f Abnormal Healtt: Condition Cocurred
Treating Physician (Name and Address} lnDiuaI Tp:zz!::en! Given; Hospital f Treating Facility {Name and Address) " heiumed o Wrk, Give Date:
[J Minon By Employer
O Minor Clinical/Haspita Reiumed al what wage por Week
0  Emergancy Raom ff Fatal, Enlar Comglete
] Hospilalized > 24hrs Bate of Dealh
Report Prepared By (Piint ar Type} Tetephone Number Data of Report
O B.INCOME BENEFITS Form WC-6 must be filed if weslkly benefit is less than maximum
Praviously Medicai Only Date of disabrily:
O vYes {3 No | Average Weekly Wage: $ Weekly benefit: $
Date of first Payment: Compensation paid: $ or Date salary paid: Penalty paid: §
BENEFITS ARE PAYABLE FROM FOR:
O  Temporary total disability 0 Temporary partial disability 1 Permanent partial disabiiity of % to for weeks.
UNTIL WHEN THE EMPLOYEE ACTUALLY RETURNED TO WORK WITHQUT RESTRICTIONS. ALL OTHER SUSPENSIONS REQUIRE
THE FILING OF FORM WG-2 WITH THE STATE BOARD CF WORKERS' COMPENSATION AND THE EMPLOYEE.
U C.NOTICE TO CONTROVERT PAYMENT OF COMPENSATION
Benefits will not be paid because:
I 0 D. MEDICAL ONLY INJURY (No indemnity benefits are due andfor have NOT been controvertad.)
insurer / Self-Insurer: Type or Print Mame of Persan Filing Form Sigrature ate
Phene Number E-mait

IF YOU HAVE QUESTIONS PLEASE CONTACT THE STATE BOARD OF WORKERS' COMPENSATION AT 404-656-3818 OR 1-300-533-0682 OR VISIT http:ivwew. sbwe.georgla.gov
WILLFULLY MAKING A FALSE STATEMENT FOR THE PURPOSE OF OBTAINING OR DENYING BENERAITS IS A CRIME SUBJECT 10 FENALTIES OF UP TC $10,000.00 PER VIOLATION (0.C.0.A, §34.9.18 AND §34.9-19}.

EMPLOYER'S FIRST REPORT OF INJURY
WC-1 REVISION 12/2018 1 OR OCCUPATIONAL DISEASE
10F 2



WC-1 EMPLOYER'S FIRST REPORT OF INJURY OR OCCUPATIONAL DISEASE

GEORGIA STATE BOARD OF WORKERS' COMPENSATION

NOTICE TO EMPLOYER

1. Provide prompt medical attention; allow the employee to select a physician from your posted panel, and explain the panel
to the employee.

2. Complete Section A of this form immediately upon your knowledge of an injury and send the WC-1 to your insurance
company or seli-insurer claims office. FAILURE TO DO SO MAY RESULT IN A PENALTY.
Do not send this form to the State Board of Workers' Compensation.

3. If you need additional help, call your insurance company or self-insurer claims office.

4. Report serious injuries immediately by telephone to your insurer's claims department, then file this form with your insurance
company or self-insurer claims office.

NOTICE TQ INSURER / SELF-INSURER

Upon receipt of this form, check to see that it is complete and accurate. Be sure to list the correct Insurance Company and
their SBWC ID number.

Complete Section B, Co or D and file with the Board and send a copy of both sides of the form to the employee and all
counsel of record within 21 days of the employer's knowledge of disabllity, injury or death.

Section B is completed when indemnity benefits are paid or due, including salary in lieu.
Section C is completed when claim is controverted in full or in part.
Section D is completed when no indemnity benefits are due and/for have NOT been controverted,

Form WC-6 must be filed if weekly benefits are less than the maximum,

NOTICE TO EMPLOYEE
1. This form is provided for your information only.

If Section B is completed, you will receive income benefits on a weekly basis and the employer will pay medical expenses
from approved doctors. If you do not receive payment of benefits, or medical bills are not paid, call your employer or your
employer's insurance company or self-insurer claims office.

If Section C is completed, your claim of injury has been denied by the employer/insurer. If you disagree with this denial,
you must file a form WC-14, Notice of Claim, within one year of the accident with the State Board of Workers'
Compensation, 270 Peachtree Street N.W., Atlanta, Georgia 30303-1299,

If Section D is completed, you will receive medical benefits only. At this time, indemnity benefits are not due. If your medical
biils are not paid, call your employer or your employer's insurance company or self-insured claims office.

For Information or Assistance, contact:

STATE BOARD OF WORKERS' COMPENSATION

Toll Free Telephone: 1-800-533-0682
In Atlanta: (404) 656-38138

http:/iAwww._sbwe.georgia.gov

IF YOU HAVE QUESTIONS PLEASE CONTACT THE STATE BOARD OF WORKERS' COMPENSATION AT 404-656-3818 OR 1-800-533-0682 OR VISIT http:/iwww.sbwe.georgia.gov

WALLFULLY MAKING A FALSE STATEMENT FOR THE PURPOSE OF OBTAINING OR DENYING BENEFITS IS A GRIME SUBIECT TO PENALTIES OF UP TO §10,000.00 PER VIDLATION {0.C.GLA, §34-3-18 AND §34.3-19).

EMPLOYER'S FIRST REPORT OF INJURY
we- REVISION 12/2018 1 OR OCCUPATIONAL DISEASE

20F2




WC-1 EMPLOYER’S FIRST REPORT OF INJURY OR OCCUPATIONAL DISEASE

GEORGIA STATE BOARD OF WORKERS' COMPENSATION

EMPLOYER'S FIRST REPORT OF INJURY OR CCCUPATIONAL DISEASE

NOTE: FAILURE TO SUBMIT THIS REPORT TO INSURER IMMEDIATELY MAY RESULT [N PENALTY. MUST BE TYPED OR PRINTED IN BLACK INK.

Boaid Claim No. Employee Last Name Employee First Name ML Date of injury
A. IDENTIFYING INFORMATION
O Male Birthdate Phone Number Empl E-mail
EMPLOYEE mployee =-mal
0 Female
Mailing Address City State Zip Coda
Name NAICS Code 7 Nalure of Businass (Trade, Transport, Mig.elc.}
EMPLOYER
Mailing Addrass Phone Mumber Employer FEIN
City State Zip Code Emptayer E.mail
INSURER / Name Insurar/Seif-insurer FEIN Insurerf Self-Insurer File #
SELF-INSURER )
Nama Claims Office FEIN # Claims Ofica Phone Claims Office E-mail
CLAIMS OFFICE
SBWC ID# (five digit no} I Maiting Addrass Cily I Skate [ Zip Code
Date Hired by Employer | Job Classified Code No. Number of Days Worked Per Waek Wage rale at time of E] per Hour
Injury or Disease:
EMPLOYMENT/WAGE O perDay
O perweek
fnsurer Type Code List Nommally Schedided Days Off O perMonth
) - Insurer  L1S-Self-insurer UlGroup Fund
. Cate Employer had knowledge of Enter First Dale Employee Failed to Work
INJURY/LLNESS Time of injury County of Injury tnjury a Full Day
& MEDICAL g am
0 pm
Dic Employee Receiva Full 0id Injuryfliinass Oecur Type of Injury/liiness Body Part Affected
Pay cn Date of injury? on Employer's pramises?
a Yes a No O VYes O wNo
How injury or lgness / Abnarmal Health Condition Occumed
Treating Physician {Name and Address} I[:m;lal Tr:eoa:;nenl Glven: Hospital / Trealing Fadility {Nams and Address) if Retomad to Work, Give Date:
[  Minor By Emplayer
O  Minar. CirécalHospital Retumned af what wage per Week
(O  Fmergency Room If Fatal, Enter Gomplate
] Hospilalized > 24hrs Date of Death
Report Prepared By (Print or Type) Telephone Number {1ale of Raport
O B. INCOME BENEFITS Form WC-6 must be filed if weekly benefit is less than maximum
Previously Medical Only Date of disabily:
0O Yes  No Average Weekly Wage: 5 Weekly benefit $
Date of first Payment: Compensation paid: § or Date salary paid: Penalty paid: $
BENEFITS ARE PAYABLE FRCM FOR:
O Temporary total disability O Temporary partial disability O  Permanent partial disability of % to far weeks,
UNTIL WHEN THE EMPLOYEE ACTUALLY RETURNED TO WORK WITHOUT RESTRICTIONS. ALL OTHER SUSPENSIONS REQUIRE
THE FILING OF FORM WC-2 WITH THE STATE BOARD OF WORKERS' COMPENSATION AND THE EMPLOYEE.
Q C.NOTICE TO CONTROVERT PAYMENT OF COMPENSATION
Benefits will not be paid because:
I Q D. MEDICAL ONLY INJURY (No indemnity benefits are due and/or have NOT been controverted.)
Insurer / Self-Insurer: Type of Print Name of Persen Filing Form Signalure Date
Phone Number E-mail

IF YOU HAVE QUESTIONS PLEASE CONTACT THE STATE BOARD OF WORKERS' COMPENSATION AT 404-6568-3518 OR 1-900-523-0682 OR VISIT http:ihaww.shwe.georgla.goy

WILLFULLY RAKING A FALSE STATEMENT FOR THE PURPOSE OF OBTAINING OR CENYING BENEFITS 18 A CRIME SUBJECT TO PENALTIES OF UP TO $10,000,00 FER VIOLATION (0,C.G.A, §34-9-18 AND §34-3-19),

EMPLOYER’S FIRST REPORT OF INJURY
We-1 REVISION 12/2018 1 OR OCCUPATIONAL DISEASE
1 OF 2



WC-1 EMPLOYER’S FIRST REPORT OF INJURY OR OCCUPATIONAL DISEASE

GEORGIA STATE BOARD OF WORKERS' COMPENSATION

NOTICE TO EMPLOYER

1. Provide prompt medical attention; allow the employee to select a physician from your posted panel, and explain the panel
to the employee.

2. Complete Section A of this form immediately upon your knowledge of an injury and send the WC-1 to your insurance
company or self-insurer claims office. FAILURE TO DO SO MAY RESULT IN A PENALTY.
Do not send this form to the State Board of Workers' Compensation.

3. If you need additiona! help, call your insurance company or self-insurer claims office.

4. Report serious injuries immediately by telephone to your insurer's claims department, then file this form with your insurance
company or self-insurer claims office.

NOTICE TO INSURER / SELF-INSURER

Upon receipt of this form, check to see that it is complete and accurate. Be sure to list the correct Insurance Company and
their SBWC ID number.

Complete Section B, Co or D and file with the Board and send a copy of both sides of the form to the employee and all
counsel of record within 21 days of the employer’s knowledge of disability, injury or death.

Section B is completed when indemnity benefits are paid or due, including salary in lieu.
Section C is completed when claim is controverted in full or in part.
Section D is completed when no indemnity benefits are due andfor have NOT been controverted.

Form WC-8 must be filed if weekly benefits are less than the maximum.

NOTICE TO EMPLOYEE
1. This form is provided for your information only.

if Section B is completed, you will receive income benefits on a weekly basis and the employer will pay medical expenses
from approved doctors. If you do not receive payment of benefits, or medical bills are not paid, call your employer or your
employer's insurance company or self-insurer claims office.

If Section C is completed, your claim of injury has been denied by the employerfinsurer. If you disagree with this denial,
you must file a form WC-14, Notice of Claim, within one year of the accident with the State Board of Workers'
Compensation, 270 Peachtree Street N.W., Atlanta, Georgia 30303-1299.

If Section D is completed, you will receive medical benefits only. At this time, indemnity benefits are not due. If your medical
bills are not paid, call your employer or your emplayer’'s insurance company or self-insured claims office.

For Information or Assistance, contact:

STATE BOARD OF WORKERS' COMPENSATION

Toll Free Telephone: 1-800-533-0682
In Attanta: (404) 656-3818

http://www.sbwe.georgia.gov

IF YOU HAVE QUESTIONS PLEASE CONTACT THE STATE BOARD OF WORKERS’ COMPENSATION AT 404-666-2818 OR 1-800-533-0882 OR VISIT http:fwww.sbwe.geargia.gov
WILLFULLY MAKING A FALGE STATEMENT FOR THE PURPOSE OF OBTAIMNG GR DENYING BENEFITS IS A CRIME SUBJECT TO PENALTIES OF UP TO $10,000.00 PER VIDLATION (O.C.G.A. §34-9-18 AND §34-9.18),

EMPLOYER’S FIRST REPORT OF INJURY
wC-1 REVISION 12/2018 1 OR OCCUPATIONAL DISEASE
20F2




ALTERNATIVE MARKETS DIVISION

State of Georgia Policyholder

We would like to assist your efforts to manage your workers’ compensation
medical costs.

If you currently have a managed care program with physician panels in
place, please continue using the panels. It is important that the information
regarding the panels is current, accurate, and printed on pink paper

as required by 0.C.G.A. Section 34-9-201 (b) of the Georgia Workers’
Compensation statute,

If you do not currently use physician panels as part of your managed care
program, but would like to implement this process, please contact our
Parsippany, NJ claim office at 800.222.0305 BEFORE you have your first claim,
and someone will assist you.

/7_)

Great American Insurance Group, 301 E Fourth Street, Cincinnati, OH 45202. Great Amesican Insurance Company Is the owner of
the following registered service marks: the Great American Insurance Group eagle logo, and the word marks Great American® and GREATAMERI CAN
Great American Insurance Group® ©2011 Great American Insurance Company. All rights reserved, 1251-ALT (07/17) INSURANCE GRCOUP

GreatAmericanCaptive.com Alternative Markets Division



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 Fanels,
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: es

No

Great American insurance Group, 301 E Fourth Street, Cincinnti, OH 45202, This is not intended as legal advice; if you have

any questions or issues of a specific nature, you should consult appropriate legal of requlatory counsel to review the specific
circumstances involved. The Great American insurance Group eagle logo and the word marks Great American® and Great American
Insurance Group® ase registered service marks of Great American Insurance Company. © 2020 Grea! American Insurance

Company. Al rights reserved. 1251-ALT-CA (06/20)

GreatAmericanCaptive.com
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