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



WORKERS COMPENSATION - FIRST REPORT OF INJURY OR ILLNESS

EMPLOYER (NAME & ADDRESS INGL ZIP)

CARRIER/ADMINISTRATOR CLAIM NUMBER

OSHA LOG NUMBER

REPORT PURPQOSE CODE

JURISDICTION

JURISDICTION CLAI NUMBER

INSURED REPORT NUMBER

INDUSTRY CODE

ESPLOYER FEIN

EMPLOYER'S LOCATION ADDRESS (IF DIFFERENT)

LOCATION #

PHONE #

CARRIER/CLAIMS ADMINISTRATOR

CARRIER {NAME, ADDRESS, & PHONE #)

POLICY PERIOD

TO

CHECKIF APPROPRIATE

D SELF INSURANCE

CLAIMS ADMINISTRATOR (NAME, ADDRESS & PHONE NO)

CARRIER +EIN

POLICY/SELF-INSURED NUMBER

ADMINISTRATOR FEIN

AGENT NAME & CODE NUMBER

EMPLOYEE/WAGE
NAME (LAST, FIRST, MIDDLE) DATE OF BIRTH SOCIAL SECURTTY NUMBER | DATE HIRED STATE OF HIRE
ADDRESS (INCL ZIF} $EX MARITAL STATUS OCCUPATION/JOB TITLE

i & WVARRIED

W] MALE U] unesren EWMPLOYMENT STATUS

F | PEMALE M] MARRIED

U] UNKHOWH 5| SEPARATED
PHORE 5 OF DEPENDENTS K| UHKHOWN NCCICLASS CODE
RATE DAY WONTH DAYS WORKEDAWEEK, | FULL PAY FOR DAY OF INJURY? YES NO
PER: WEEK OTHER: DID SALARY CONTINUE? YES NO
OCCURRENCE/TREATMENT
TIME EMPLOYEE AW | DATECF MJURVALLNESS | TIME OF OCCURRENGE A | TASTWORKOATE | DATE EMPLOYER DATE DIGABILITY
BEGAN WORK | ROTIFIED BEGAHN

PH { ) CANNOT BE M
DETERMINED
CONTACT NANEPHONE HUMBER TYPE OF INJURVALLNESS FART OF BODY AFFEGTED
TG INJURYAL HESSEXFOSURE OCCUR ON EMPLOYERS TYPE OF INJURVALLHESS CODE FART OF BODY ALTECTED CODE
PREMISES?
[1¥es [ No

DEPARTMENT OR LOCATION WHERE ACCIDENT OR ILLNESS EXPOSURE

QCCURRED

EXPOSURE GCCURR

ED

ALL EQUIPHENT, MATERIALS, OR CHEMICALS EMPLOYEE WAS US!ING WHEN ACCIDENT CRILLNESS

SPECIFIC ACTIITY THE EMPLOYEE WAS ENGAGED IN WHEN THE ACCIDENT OR

ILLHNESS EXPOSURE OCCURRED

CCCURRED

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

HCW INJURY OR ILLNESS/ASNORMAL HEALTH CONDITION OCCURRED. DESCRIBE

THE EMPLCYEE OR MADE THE EMPLOYEE ILL

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

CAUSE OF INJURY CODE

DATE RETURN{ED) TG WORK

IF FATAL, GIVE DATE OF DEATH

WERE THEY USED?

PHYSICIANHEALTH CARE PROVIDER (NAME & ADDRESS)

WERE SAFEGUARDS OR SAFETY EQUIPMENT PROVIDED?

YES NO

RO

YES

HOSPITAL OR OFF SITE TREATMENT {MAME & ADDRESS)

INITIAL TREATIENT
o] NO MECICAL TREATMENT
MINCR: BY EMPLOYER
MINOR CLINICHOSP

EMERGENCY CARE

a
1
2
3

HOSPITAUZED > 24 HOURS

FUTURE MAJOR MEDICALS
1CST TINE ANTICIPATED

4
5

OTHER

WITNESSES (NAXME & PHONE #)

DATE ADMINISTRATOR NOTIFIED

DATE PREPARED PREPARER'S NAME & TITLE

PHONE NUMBER

FORM 1A-1{r 1-1-02)

SEE BACK FOR IMPORTANT INFORMATION

®IAIABC 2002




EMPLOYER’S INSTRUCTIONS

DO NOT ENTER DATA IN SHADED FIELDS

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

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

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

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

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

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

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

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

TYPE OF INJURY/ILLNESS:
Briefly describe the nature of the injury or iilness, (eg. Lacerations to the forearmy.

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

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

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

FORM 1A-1(r 1-1-02) ®@IAIABC 2002



EMPLOYER’S INSTRUCTIONS — cont’d

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

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

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

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

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

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

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

Describe how the injury or illnessfabnormal heatth condition occurred. Include the sequence of events and
name any objects or substance that directly injured the employee or made the employee ill. For example:
Worker stepped to the edge of the scaffolding fo inspect work, lost balance and fell six feet to the floor. The
warker's right wrist was hroken in the fall.

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

FORM IA-1(r 1-1-02) ©IAIABC 2002




WORKERS COMPENSATION - FIRST REPORT OF INJURY OR ILLNESS

EMPLOYER {NAME & ADDRESS INCL ZIP)

CARRIER/ADMINISTRATOR CLAIM NUMBER

OSHA LOG NUMBER

REPORT PURPOSE CODE

JURISDICTION

JURISDICTION CLARS NUMBER

INSURED REPORT NUMBER

EMPLOYER'S LOCATION ADDRESS {IF DIFFERENT)

INDUSTRY CODE EMPLOYER FEIN

LOCATION #

PHONE

#

CARRIER/CLAIMS ADMINISTRATOR

CARRIER (NAME, ADDRESS, & PHONE #)

POLICY PERIOD

70

CHECK IF APPROFRIATE

D SELF INSURANCE

CLAIMS ADMINISTRATOR (NAME, ADDRESS & PHOMNE NO)

CARRIER FEIN POLICY/SELF-INSURED NUMBER ACKINISTRATOR FEIN
AGENT NAME & CODE NUMBER
EMPLOYEE/MWAGE
NAKE (LAST, FIRST, AIDDLE) DATE OF BIRTH SOCIAL SECURITY NUMBER DATE BIRED STATE OF HIRE
ADDRESS {INCL ZIF) SEX MARITAL STATUS OCEUBATION/JIOB TITLE

M| MALE U] unuarRED EMPLOYMENT STATUS

SINGLEANVORCED

F{ FEMALE M| MARRIED

U] UNKNOWN 5| SEPARATED
PHONE #OF DEPENDENTS K| UNKHNGWN NCCI CLASS CODE
RATE DAY HONTH DAYS WORKEDANEEK FULL PAY FOR DAY OF INJURY? YES NO
PER: WEEK OTHER: DID SALARY CONTINUE? YES NO
QOCCURRENCE/TREATMENT
TilE EMPLOYEE AR DATE OF INJURYALLHESS | TIME OF OCGURRENCE AN [ASTWORKDATE | DATE EMPLOYER DATE DISABILITY
BEGAM WORK ] | NOTIFIED BEGAH

PM { ) CANNOT BE PM
DETERMINED
CONTACT NAMEFHONE HUMBER TYPE OF INJURYALLNESS PART GF BODY AFFECTED
DID INRJURYALLNESS/EXPOSURE GCCUR CH ERPLOYER'S TYPE OF iINJURYALLNESS CODE PART OF BODY AFFECTED CODE
PREMISES?
YES ] nO

DEPARTMENT OR LOCATION WHERE ACCIDENT OR ILLNESS EXPOSURE
OCCURRED

EXPOSURE CCCURRED

ALL EQUIPMENT, MATERIALS, OR CHEMICALS EMPLOYEE WAS USING WHEN ACCIDENT OR [LLNESS

SPECIFIC ACTIVITY THE EMPLOYEE WAS ENGAGED IN WHEN THE ACCIDENT OR

RLMESS EXPOSURE CCCURRED

OCCURRED

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

HOW INJURY OR ILLNESS/ABRGRIMAL HEALTH CONDITION OCCURRED. DESCRIBE THE SEQUENGE OF EVENTS AND INCLUDE ANY OBJECTS OR SUBSTARNCES THAT CIRECTLY IRJURED

THE EMPLOYEE OR MADE THE EMPLOYEE ILL

CAUSE OF iNJURY CODE

DATE RETURNIED) TO WORK IF FATAL, GIVE DATE OF DEATH | WERE SAFEGUARDS OR GAFETY EQUIPHENT PROVIDED? YES 23]
WERE THEY USED? [ | ves | |
PHYSICIANUHEALTH CARE PROVIDER (HAME & ADDRESS) HOSPITAL OR OFF SITE TREATHENT (HAME & ADDRESS) INITAL TREATMENT
| o] o mEDICAL TREATMENT
1] amor: By EPLOVER
2] ninor cLncHosP
| 3| ewercency care
| 4| HosPTAUZED > 24 HOURS
5| Lo8T Tk AUCIPATED
OTHER
WITHESSES (HAME & PHORE %)
DATE ADMINISTRATOR NOTIFIED | DATE PREPARED | PREPARER'S NARE & TITLE PHONE HUMBER
FORM IA-1(r 1-1-02) SEE BACK FOR IMPORTANT INFORMATION ©IAIABC 2002




EMPLOYER’S INSTRUCTIONS

B0 NOT ENTER DATA IN SHADED FIELDS

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

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

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

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

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

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

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

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

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

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

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

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

FORM IA-1(r 1-1-02) ©IAIABC 2002



EMPLOYER'S INSTRUCTIONS - cont'd

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

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

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

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

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

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

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

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

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

FORM IA-1{r 1-1-02) ©JAIABC 2002




WORKERS COMPENSATION — FIRST REPORT OF INJURY OR ILLNESS

EMPLOYER (NAME & ADDRESS INCL ZiP)

INDUSTRY CODE

EMPLOYER FEIN

CARRIER/ADMINISTRATCR CLAIM NUMBER | OSHA LOG NUMBER REPORT PURPOSE CODE
JURISDIGTION JURISDICTION GLAIK NUMBER
INSURED REPORT NUMBER
EMPLOYER'S LOCATION ADDRESS {IF DIFFERENT) LOCATION #
PHONE #

CARRIER/CLAIMS ADMINISTRATOR

CARRIER {NAME, ADDRESS, & PHONE )

POLICY PERICD

TO

CHECKIF APPROPRIATE

D SELF INSURANCE.

CLAIMS ADMINISTRATOR (NARE, ADDRESS & PHONE NO)

CARRIER FEIN POLICY/SELF-INSURED NUMBER ADMINISTRATOR FEIN
AGENT NAME & CODE NUMBER
EMPLOYEE/WAGE
NAME (LAST, FIRST, MIDDLE) DATE OF BIRTH SQCIAL SECURITY NUMBER DATE HIRED STATE OF HIRE
ADDRESS {INCL ZiF) SEX IAARITAL STATUS OCCUPATIONAJOB TITLE

M| MALE 1] URMARRED EMPLOYMENT STATUS

SIGLEDIVORCED

F | FEMALE M] raRRIED

U] UNKNOWN S| SEPARATED
PHONE # OF DEPENDENTS K| uUnxNOwWN NCCI CLASS CCDE
RATE DAY HMONTH DAYS WORKEDANEEK FULL PAY FOR DAY OF INJURY? YES NO
PER: WEEK OTHER: DiD SALARY CONTINUE? YES NG
QOCCURRENCE/TREATMENT
TIME EMPLGYEE AN TATE OF INJURYALLHESS | TiME OF OCCURRENCE AN LASTWORK DATE | DATE EMPLOYER DATE DISABILITY
BEGAN WORK | ] NOTIFIED BEGAN

P { ) CANNOT BE PM
DETERMINED
CONTACT NAME/PHONE NUMBER TYPE OF INJURYALLNESS PART OF BODY AFFECTED
IO INJURYALLNESS/EXPOSURE OCCUR ON EMPLOYER'S TYPE GF INJURYALLNESS CODE PART QF BODY AFFECTED CODE
PREMISES?
{1 Yes NO

DEPARTMENT OR LOCATION WHERE ACCIDENT GR ILLNESS EXPOSURE

OCCURRED

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

SPECIFIC ACTIVITY THE EMPLOYEE WAS ENGAGED |N WHEN THE ACCIDENT OR

[LLMESS EXPOSURE CCCURRED

OCCURRED

WORK PROCESS THE EMPLOYEE WAS ENGCAGED [N WHEN ACCIDENT OR ILLNESS EXPOSURE

HOWINJURY OR ILLNESS/ABNORMAL HEALTH CONDIRON CCCURRED. DESCRIBE THE SEQUENCE OF EVENTS AND INCLUDE ANY GBIECTS OR SUBSTANCES THAT DIREGTLY INJURED
THE EMPLOYEE OR MADE THE EMPLOYEE ILL

CAUSE OF INJURY CCDE

DATE RETURN(ED) TO WORK IFFATAL, GIVE DATE OF DEATH | WERE GAFEGUARDS OR SAFETY EQUIFHENT PROVIDED? YES O
WERE THEY USED? | ves NO
PHYSICIAIHEAL TH CARE PROVIDER (HAME & AGDRESS) HOSPITAL OR OFF SITE TREATMENT (HAME & ADDRESS] INITTAL TREATMENT
| 0] o rEDICAL TREATHENT
1| Manor: By emPLOYER
2| manGr cuticHose
5| emerosnoy care
72| HOSPITAUZED » 24 HOURS
5| LO8Y ThaE ATRCIPRED

OTHER

WITNESSES (NAME & PHONE #)

DATE ADMINISTRATCR NOTIFIED

DATE PREPARED

PREPARER'S NAME & TITLE

PHCGNE N

UMBER

FORM iA-1(r 1-1-02)

SEE BACK FOR IMPORTANT INFORMATION

®©IAIABC 2002




EMPLOYER'S INSTRUCTIONS

DO NOT ENTER DATA IN SHADED FIELDS

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

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

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

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

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

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

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

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

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

PART OF BODY AFFECTED:
Indicate the part of body affected by the injuryfiliness, {eg. Right forearm, lower back).

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

If the accident or Hiness exposure did not occur on the employer’s premises, enter address or jocation.
Be specific.

FORM A-1(r 1-1-02) ®IAIABC 2002



EVMPLOYER’S INSTRUCTIONS - conf’d

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

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

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

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

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

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

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

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

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

FORM IA-1(r 1-1-02) ®IAIABC 2002




WORKERS’ COMPENSATION NOTICE

Employees of this business are covered by the Kentucky Workers’ Compensation Act (KRS
Chapter 342). Conspicuous posting of this Notice is required by law.

Employer Name;

Address:

Workers Compensation Carrier
(or third party administrator);

Policy #: , effective to
Address:
Telephone: » Contact Person

EMPLOYEES: TF INJURED — NOTIFY your supervisor IMMEDIATELY; when possible
Notice should be in writing. FAILURE to notify your supervisor could result in denial of
benefits. OBTAIN MEDICAL CARE. Your employer must pay for ALL NECESSARY
MEDICAL CARE to treat a workplace injury. The employee may select the physician or
medical facility to render care. If the employer is enrolled in an approved Managed Care
Plan employee selection of physicians is LIMITED to the Approved Provider Network,
except in certain emergencies. FOR INJURIES REQUIRING CONTINUING CARE the
EMPLOYEE MUST DESIGNATE A TREATING PHYSICIAN, a form to do so wili be
furnished by your employer or its insurance carrier.

This employer IS |:| ISNOT D participating in a Managed Care Plan for medical care. The
name of the Managed Care Plan is , its representative is
, phone number

DISABILITY BENEFITS to replace wages lost due to a workplace injury are payable
under the Workers Compensation Act after seven (7) day of disability. A CLAIM MUST
BE filed with the Department of Workers’ Claim WITHIN TWO YEARS of the date of
injury, or last payment of temporary total disability benefits,

NEED ASSISTANCE? Contact your employer’s claim representative, If your questions
about workers’ compensation rights are not promptly answered call THE KENTUCKY
DEPARTMENT OF WORKERS CLAIMS at 1-800-554-8601 to speak to an Ombudsman
or Workers’ Compensation Specialist.

EMPLOYER SUPERVISORS - NOTIFY MANAGEMENT IMMEDIATELY OF ALL
INJURIES SO THAT TIMELY REPORT CAN BE MADE AS REQUIRED BY LAW.

04/09/09



ESTADO DE KENTUCKY

NOTIFICACION REFERENTE A COMPENSACION PARA
TRABAJADORES (WORKERS COMPENSATION)

Los empleados de esta empresa estan cubiertos bajo la Ley de Compensacién para
Trabajadores (Workers Compensation Act) del Estado de Kentucky (KRS Capitulo 342). A
tenor de la ley imperante, esta Notificacion tiene que ser colocada en un lugar visible.

Nombre del Empleador:
Domicilio:

Compainiia del Seguro de Compensacién para Trabajadores
(o administrador intermediario):

Nuam. de Péliza: , vigente desde hasta
Domicilio:
Teléfono: Persona de Contacto:

EMPLEADOS: Si se LESIONARA — NOTIFIQUE a su supervisor INMEDIATAMENTE, y si fuere
posible, hagalo por escrito. EL INCUMPLIMIENTO DE ESTE REQUISITO podra resultar en la
denegacién de los beneficios que le corresponden. OBTENGA ATENC]ON MEDICA Su
empleador tendra que cubrir los gastos relacionados con toda la ATENCION MEDICA QUE
FUERE NECESARIA para tratar una lesion sufrida en el lugar de trabajo. El empleado podra
elegir el médico o la instalaciéon médica para su atencion. Si el empleador participara en un
Plan Aprobado de Atencién Médica Coordinada (Managed Care Plan), el médico elegido por el
empleado TENDRA QUE SER INTEGRANTE de la red aprobada de proveedores médicos
(approved provider network) de dicho plan, salvo en el caso de ciertas emergencias. POR
CONCEPTO DE LESIONES QUE REQUIERAN ATENCION CONTINUA, el EMPLEADO TENDRA
QUE DESIGNAR UN MEDICO PARA LA DISPENSACION DE SU TRATAMIENTO. Dicha
designacién tendra que ser efectuada en el formulario que su empieador o ia compaiiia de
seguros le proporcione para este propdésito.

Esta empresa Sl participa [ | NO participa [_] en un Plan de Atencién Médica Coordinada. El
nombre del Plan de Atencion Médica Coordinada es ; Su representante es

, teléfono

Los BENEFICIOS POR INCAPACIDAD, destinados a reemplazar el sueldo perdido como
consecuencia de una lesion sufrida en el lugar de trabajo, seran pagados a tenor de la Ley de
Compensaciéon para Trabajadores después de siete (7) dias de incapacidad. TODA
RECLAMACION TENDRA QUE SER presentada ante la Oficina de Reclamaciones de
Trabajadores (Office of Workers Claims) DENTRO DE DOS ANOS, contados a partir de la
fecha de la lesién; o, por concepto de una incapacidad total temporal, DENTRO DE DOS
ANOS, contados a partir de la fecha del ultimo pago de los beneficios correspondientes.

{NECESITA ASISTENCIA? Comumquese con el representante de reclamaciones de su
empleador. Si sus preguntas referentes a los derechos para compensacion laboral no fueren
contestadas oportunamente, llame a la OFICINA DE RECLAMACIONES DE TRABAJADORES
DEL ESTADO DE KENTUCKY marcando el 1-800-554-8601 y comuniquese con un Defensor
(Ombudsman) o con uno de los Especialistas en Compensacion para Trabajadores.

SUPERVISORES DEL EMPLEADOR — TODA LESION SUFRIDA EN EL LUGAR DE TRABAJO
TENDRA QUE SER REPORTADA INMEDIATAMENTE A LA GERENCIA CORRESPONDIENTE,
PARA QUE LA MISMA PUEDA SER REPORTADA OPORTUNAMENTE, DE CONFORMIDAD
CON LO REQUERIDO POR LEY.

NOTICE ADVERTENCIA
This is a translation of a document originally drawn up in English. Esta es la traduccién de un documento originalmente redactado en
Accordingly, it is understood that all legal rights, responsibilities and/or inglés. Consiguientemente, hagase saber gue todos los derechos
obligations are governed by the original English version of this iegales, responsabilidades y/u obligaciones expresadas en el mismo se
document. Furthermore, we reserve the right to correct any emors in regiran por la version original del documento expedida en inglés.
this document. Ademas, nosotros nos reservamos el derecho de corregir cualguier

error en este documento.

WC 9248a (Ed. 5-06) UNIFORM
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