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



STATE OTF MAINE
WORKERS' COMPENSATION BOARD
DEERING BUILDING AMH1 COMPLEX

27 STATE HOUSE STATION

AUGUSTA, MAINE

. 04333.0027
ANGUS S. KING, JR. ’ PAUL A. DIONNE

- NOTICE et

December 31, 1998

Re: Instructions for Completing the Employer’s First Report of Occupational Injury or Disease, WCB-1
(10/98) .

Dear Interested Party:

On October 20, 1998, the Board of Directors approved the revised First Report of Injury in order to collect
claims performance data for the generation of Audit and Quarterly Compliance Reports

Effective January 1, 1999, the use of this form becomes mandatory.
This Notice provides instructions on the completion of'the revised First Report of Injury.

EMPLOYER’S FIRST REPORT OF OCCUPATIONAL INJURY OR DISEASE
WCB-1 (10/98)

- A mandatory box means that the First Report will be retumed to the employer and the
insurer/TPA for completion. A claim will not be started in the Workers’ Compensation Board
{WCB) system. ) :

- A required box means that a claim will be started in the Workers' Compensation Board system
- and a letter will be sent to the employer and the insurer/third-party administrator (TPA) indicating
further information is required. The employer will have 14 days to correct the First Report
previously sent with the infortmation in the required boxes completed.

- All other boxes should be completed if the information is known,
REASON FOR REPORT SECTION

- Itis mandatdry that at least one box from 2(a) through 7(a) be check-marked.

2(a).  If2(a) is completed, then 2{b) is required.

5. If 5 is check-marked, then Date of Death is required.

6(a).  If6(a) is check-marked, then 6(b) and 6(c) should be completed.
7(a).  If7(a) is check-marked, then 7(b) and 7(c) should be completed.

EMPLOYER SECTION
8. Required,
9. Required.
10. Mandatory,
1. Required.
12. Required.

13. Required.
14. Required.

18. Required. @

FANTED O LECTOLED FANER

PHONE: (207) 287-.3751 TDD: (207) 287-6119 FaY: {707 2A7.71G8



2-
INSURER, TPA, AND SELF-ADMINISTERED SECTION
It is required that one box be check-marked.
a Insurer 0 TPA © Self-administered
IF the Tnsurer or TPA box is check-marked, then boxes 19, 22, 23, 24, and 25 are required.
If the Self-Administered Employer box is check-marked, tﬁen boxes 19 through 26 should be left blank.
EMPLOYEE SECTION

27, Mandatory.
28. Mandatory.

3L Required.
33, Required.
34. Required.

35, Required.
36. Required.
37. Required.
41. Required.

CLAIM INFORMATION SECTION

42, Mandatory.

43, Mandatory if boxes 2(a) and 2(b) are check-marked.

44, Required, .

45, Required if the Insurer or TPA box is check-marked. Not required if Self-administered Employer
box is check-marked. -

46. Required.

47. Required if 2(a) is check-marked and, if Yes, then the date is required.

48, Required.

49, Required.

52. ° Required.

PREPARER INFORMATION SECTION
57. Required.
Please contact me if you have any questions.
Sincerely,

%ﬂkowsky

Deputy Director of Benefits Administration

Ay

SM/amp

cc: Paul R, Dionne
Executive Director



1. WCBFRENUMBER [§ known):

EMPLOYER'S FIRST REPORT OF OCCUPATIONAL INJURY OR DISEASE

1a. OSHA 300 CASE HUMBER (f appicable):

2. TTLOST TIME - ONE ORMOREDAYS  2b. WAS EMPLOYEE PAID FOR % DAY OR MORE ON DAY OF INJURY? Oves Ono
3. [ L0ST EARNINGS BUT NO LOST THAE 4. I MEDICALHEALTH CARE 5. CIFATALI'YDATEOFDEATH: __ 4 |
MM OD YYYY
6a, [ GCOUPATIONAL DISEASE 6b. DATEOFLASTEXPOSURE: ___J_ { 6c. DATE OF DIAGNOSIS AS OCCUPATIONMLYRELATED: _ f [
MM DD YYYY U DD YYYY
7a. [J CORRECT PRIOR REPORT 7b. DATEOFCORRECTION: [ 7¢. DATE CORREGTION SENTTOWCE: _ | |
M DD YYYY MIE DD YYYY

8. STATE EMPLOYER UNEMPLOYMENT 9. FEDERAL EMPLOYER ICENTIFICATION HUBMBER {FEINY: 16. EMPLOYER NAME:
INSURAMCE ACCOUNT NUMBER {ULAN):
11. STREET/P.C BOX MAILING ADDRESS: 12.CITY: 13. 8TATE: 14. 2P: 15. TELEPHONE HUMBER:
{ )
16, PRIMARY BUSINESS PERFORMED BY 17. EMPLOYER LOGATION iF DIFFERENT FROM 18. DI UJURY OR EXPOSURE OCCUR ON EMPLOYER'S PREMISES? [ ves [l no

EMPLOYER WHERE INJURY OCCURRED: MAILING ADDRESS: ¥ NO, THEN GIVE NAME AND PHYSICAL ADDRESS OF THE EMPLOYER WHERE THE EMPLOYEE WAS

THIURED OR EXPOSED:

0

i1

RANCE I TPA

19, INSUI

22, STREET/P.0. BOX MAILING ADDRESS: 23, GiTY: 24, STATE: 26. TELEPHONE HUMBER:

( )
s

feted e R
31. SOCIAL SECURITY NUMBER:

=
28. FIRST NAME:

T
g i SR

27, LAST NAME:

30, TELEPHONE NUMBER;
{ )

Owace [ renae
JOO(-XK-

3. STREET/.0. BOX MAILING ADDRESS: 34.CITY: 35, STATE: 36, 2P 37. DATE OF BIRTH:
MM DD YYYY
38, OCGUPATIONNOB TITLE: 39. DATE OF HIRE: 40. WEEKLY WAGE AT TIME OF INJURY: 41, DOES ENPLOYEE WORK FOR ANOTHER EMPLOYER?
Clves OO #o  1F YES, GIVE HAME AND ADDRESS:
b $
MM DD YYYY
-. : R ‘;@’F S
42, DATE OF INJURY OR ILLNESS: 43, DATE OF IHCAPACITY: 44. YIME EMPLOYEE BEGAN WORK 45, DATE EMPLOYER NOTIFIED FNSURERITPA:
{eg 7:30am):
_J I Y S A PR S S
M DD YYYY M4 DD OYYYY M4 DD YYYY
6. TIME OF [RJURY {o.g. 1:10 pm.);
DATE EMNPLOYER NOTIFIED: DATE EMPLOYER NOTIFIED: 8. 110pm) 7. HAS EMPLOYEE RETURNE ToWORK? ] ves Ll wo
C P IF YES, GIVE DATE: MM; . i
MDD YYYY M4 DD YYYY m
48. SPECIFIC INJURY OR [LLNESS k5. BODY PART(s) AFFEGTED (e.g. Jower right focearm): 50. ALL EQUIPMENT, MATERIALS, OR CHEMICALS EMPLOYEE WAS
{8.0. second degres bum of lovic hepatids): USING WHEN THE EVENT OCCURRED (p.g. acetylena torch, mela! plate):
51. SPECIFY ACTRVITY THE EMPLOYEE V/AS ENGAGED [N VHEN THE EVERT 52. HO'W INJURY OR ILLNESS OCCURRED. DESCRIBE THE SEQUEMGE GF EVENTS AND INCLUDE ANY OBJECTS OR SUBSTANCES
OCCURRED fa.g. culting metal plate for floting ): THAT DIRECTLY INJURED OR MADE THE EMPLOYEE ILL. (0. worker slepped back 1o inspect work and

sEoped on some scrap metal, As worker £, workes brushed against hot metat.):

WAS ACTRVITY PART OF NORMAL 0B pUmies? T ves i no

53. HOSPITALIZED OVERNIGHT AS RIPATIENT?

OvesOno

. WAS THE EMPLOYEE TREATESS. HEALTH CARE PROVICER NAME: | 58. MAILING ADDRESS:
H AN EMERGERCY ROOM?

ves O no:

57. TELEPHONE NUMBER:
{

68, PREPARER NAME AND TITLE {TYPE OR PRINT): 59, TELEPHONE NUMBER: 60. DATE SENT TOWGB:

! !

MM DD YYYY

THE STATE GF MAINE DOES MNOT DISCRIMINATE ON THE BASIS OF DISABILITY IN ADMISSION TO, ACCESS 70, OR OPERATION OF ITS PROGRAMS, SERYICES, CR ACTIMITIES.

THIS FORM 15 AVAILABLE [N ALTERNATIVE FORMAT. FOR FURTHER ASSISTANCE, CONTACT THE MAINE WORKERS' COMPENSATION BOARD, ADA COORDINATOR, TELEPHONE: 1-888-801-2087
ORTTY Maine Relay 711,

WCB-1 {efi, 11/13)




1.¥iCB FILE HUMBER (¥ Imown):

EMPLOYER'S FIRST REPORT OF OCCUPATIONAL INJURY OR DISEASE

1a. OSHA 300 CASE HUMBER (if appicatia):

22. (] LOST TIME - ONE OR MORE DAYS  2b.  WAS EMPLOYEE PAID FOR % DAY OR MORE ON DAY OF IJURY? O ves Owxo
3. O L0ST EARNINGS BUT NO LOST TIME 4, O HEDICAUHEALTH CARE 5. CIFATALTYDATEQFDEATH: __ 1 |
MDD YWY
6a. {1 OCCUPATIONAL DISEASE 6b. DATEOFLASTEXPOSURE: ___ /1 [ 6o, DATE OF DIAGNOSISAS OCCUPATIONALLY RELATED: _ /
MM DB YYYY MM DD YYYY
7a. L] CORRECT PRIGR REPORT To. DATEQFCORRECTION: ___ [ [ 7¢. DATECORRECTIONSENTTOWCS: ___ /
MM DD YYYY MM DD YYYY

8. STATE EMPLOYER UNEMPLOYMENT 9. FEDERAL EMPLOYER IDENTIFICATION HUMBER {FEIN): 10. EMPLOYER HAME:
INSURANCE ACCOUNT RUMBER (UIAN):

11. STREET/P.Q BOX MARLING ADDRESS: 12.CITY: 13. 3TATR: 14.20P; 15. TELEPHONE NUMBER:
{ )

16, PRINMARY BUSINESS PERFORMED BY 17. EMPLOYER LOCATION [F DIFFERENT FROM
EMPLOYER WHERE IMJURY OCCURRED: MAILING ADDRESS:

18. DID INFURY OR EXPOSURE OCCUR OH EMPLOYER'S PREMISES? L vES [l NO
IF RO, THEN GIVE NAME AND PHYSICAL ADDRESS OF THE EMPLOYER WHERE THE EMPLOYEE WAS
INJURED OR EXPOSED:

19, INSURANCE / TPA COMPANY

NAME:

22. STREET/P,0. BOX MAILING ADDRESS: 24, STATE:

e
32, GENDER:
O mae O Femate

Ry
30, TELEPHONE KUMBER:
{ }

28. FIRST NAME:

XOOK-XX-

33. STREET/P.0. BOX MANLNG ADDRESS: 34.CITY: 35, STATE: 38.4P; 37. DAYE OF BIRTH;
b
MM DD YYYY
38, OCCUPATIONAIOB TITLE: 39. DATE OF HIRE: 40. WEEKLY WYAGE AT TIME OF bUURY: 41. DOES EMPLOYEE WORK FOR ANOTHER EMPLOYER?
Oves O 1o IFYES, GIVE NAME AND ADDRESS:
1 $
MM DB YYYY
42. DATE OF INJURY OR ILLNESS: 43, DATE OF INCAPACITY: 44. TIME EMPLOYEE BEGAN WORK 45, DATE EMPLOYER NOTIFIED INSURERITPA:
{89.730am);
UV B S I B S PR SR S
MM DO YYYY MM DD YYYY MM DD YYYY
16, TIME OF INJURY {e.g. 1:10 p.m.): ! WORK
DATE EMPLOYER NOTIFIED: DATE EMPLOYER NOTIFIED: g 17 HAS EMPLOYEE RETURKED TO ?ElvesLvo
! ; [ IF YES, GIVE DATE: m ! o !
MM DD YYYY MM DD YYYY ! Yy
48, SPECIFIC INJURY OR ILLNESS H9. BODY PART(s) AFFECTED {e.g. kower right kweam); 50, ALL EQUIPMENT, MATERIALS, OR CHEMICALS EMPLOYEE WAS
{8.9. second degres burn of kods hepatitis): USING YHEN THE EVENT OCCURRED {p.g. acetylens torch, melal plale):
5§. SPECIFY ACTIVITY THE EMPLOYEE WAS ENGAGED IN WHEN THE EVENT 52, HOW INJURY OR RLLNESS OCCURRED, DESCRIBE THE SEQUENCE OF EVENTS AND INCLUDE ANY OBJECTS OR SUBSTANCES,
OCCURRED {e.4. cutting metal plate for fiooring.): THAT DIRECTLY [HJURED OR MADE THE EMPLOYEE ILL. {e.q. worker slepped back fo inspect work and

sipped on some scrap malal. As worker fodl, worker brushed against hot metal.):

WAS ACTIVIFY PART OF NORMAL JoB DUTIES? O Yes O no

53, ROSPTALIZED OVERNIGHT AS BIPATIENT?
OvesTuo

. WAS THE EMPLOYEE TREAT
H AN EMERGENCY ROOM?

ves O wo:

. HEALTH CARE PROVICER NAME: | 56. MAILING ADDRESS: 67. TELEPHONE NUMBER:

)

59. TELEPHONE NUMBER:
{

58, PREPARER NAME AND TITLE {TYPE OR PRINT):

60, DATE SENT TOWCB:

THE STATE OF MAINE DOES NOT DISCRIMINATE GN THE BAGIS OF DISABILITY [N ADMISSION TO, ACCESS TO, OR OPERATION OF ITS PROGRAMS, SERVICES, OR AGTIVITIES,

THIS FORM 1S AVAILABLE [N ALTERNATIVE FORMAT. FOR FURTHER ASSISTANCE, CONTACT THE MAINE WORKERS' COMPENSATION BOARD, ADA COORDINATOR, TELEPHONE: 1-838-801-5087
ORTTY Maine Relay 711,

WCB-1 (efi. 1113)




1. VWCB FILENUMBER (f known):

EMPLOYER'S FIRST REPORT OF OCCUPATIONAL INJURY OR DISEASE

12, OSHA 300 GASE NUMBER {¥ appiioabla):

25, LI LOSTTIME - ONEORMORE DAYS  2b.  WAS EMPLOYEE PAID FOR ¥ DAY OR MORE ON DAY OF INJURY? Oves Owo
3. LI LOST EARNINGS BUT MO LOST TIME 4. I MEDKCALMEALTH CARE 5. CIFATALITYDATEOFDEATH: _ /[
MM DD YYYY
63, (1 GCCUPATIONAL DISEASE 6b. DATEOFLASTEXPOSURE: ___J_ J gc. DATE OF DIAGNOSIS AS OCCUPATIONALLY RELATED: rr
MM DD YYYY MDD YYYY
7a. C] CORRECT PRIOR REPORT Th.  DATE OF CORRECTION: Y S Tc. DATECORRECTIONSENTTOWCS: ___ [ [
MM DD YYYY MM DD YYYY

8, STATE EMPLOYER UNEMPLOYMENT 9. FEDERAL EMPLOYER iDENTIFICATION NUMBER {FEIN}: 10, EMPLOYER NAME:
INSURANCE ACCOUNT NUMBER (ULAN):
{1. STREET/P.0 BOX MAILING ADDRESS: 12, CITY: 13.STATE: 14, ZiP: 15, TELEPHONE HUMBER:
( )
16. PRIMARY BUSINESS PERFORMED BY 17. EMPLOYER LOCATION [F DIFFERENT FROM 18. DID INJURY OR EXPOSURE OCCUR ON EMPLOYER'S PREMISES? L) ves Ol ko

EMPLOYER \WHERE IRJURY OCCURRED: MAILING ADDRESS: iF NO, THEN GIVE HAME AND PHYSICAL ADDRESS OF THE EMPLOYER WHERE THE EMPLOYEE WAS

INJURED OR EXPOSED:

T
o
;'g’ “SE

.INSURER FILE NGMB

16. INSURANCE / TPA COMPANY NAME; 20, POLICY NUMBER: ER:

22, STREET/P.0. BOX MAILING ADDRESS: 23.Cmy: 24, STATE: 26. TELEPHONE NUMBER:

S ‘ s e Sl 2
27, LAST NAME: 20. ML 30. TELEPHONE HUMBER: 31. SOCIAL SECURITY NUMBER: 32. GENDER:
{ ) Oaie O remae
XOHOK-XX-
33, STREETA.0. BOX MAILING ADDRESS: 34.cmy: 35, STATE: 36.ZiP: 37, DATE OF BIRTH:
Y S S
MW DD YYYY
38, OCCUPATION/JOB TITLE: 39, DATE CF HIRE: 40. WEEKLY WAGE AT TIME OF INJURY: 41, DOES EMPLOYEE WORK FOR ANOTHER EMPLOYER?
OvesO no YES, GIVE NAME AND ADDRESS:
Y S S $
M DD OYYYY
INE;
42, DATE OF INJURY OR LLHESS: 43. DATE OF INCAPACITY: 44, TIME EMPLOYEE BEGAN WORK 45, DATE EMPLOYER NOTIFIED INSURERITPA:
(eg. T30am}
[ S [ B —d F
MM DD YYYY MM DD YYYY MM DD YYYY
H6. TIME OF BJURY (e.9. 1:10 pm.):
DATE EMPLOYER HOTIFIED: DATE EMPLOYER NOTIFIED; ) #7.HAS EMPLOYEE RETURNED TowoRk? [ ves Ll o
[ ; ; IF YES, GIVE DATE: }_AM’W’—
MY DD YYYY MM DD OYYYY !
48, SPECIFIC INJURY OR ILENESS 19, BODY PART(s) AFFECTED (o.g. lower right forearm): 50. ALL EQUIPMENT, MATERIALS, OR CHEMICALS EMPLOYEE WAS
{e.g. second degren tum or loxic hepaliis): USING YHEN THE EVENT CCCURRED (s.g. acelylena forch, melal plats):
51, SPECIFY ACTIVITY THE EMPLOYEE WAS ENGAGED IN WHEH THE EVENT 52, HOW INJURY OR ILLKESS OCCURRED, DESCRIBE THE SEQUEKCE OF EVENTS AND INCLUDE ANY OBJECTS OR SUBSTANCES)
OCCURRED (8.9, cutting metal piate for fooring.): THAT DIRECTLY INJURED OR MADE THE EMPLOYEE ILL. (e.9. worker stapped back to Inspect work and

sipped on some scrap metal, As wodker fel, worker brushed against hot metal.):

WAS AGTIVITY PART OF NORMAL o8 puTies? L ves O no

53. HOSPITALIZED QVERNIGHT AS INPATIENT?
OvesCIno

. \WAS THE EMPLOYEE TREAT
H AN EMERGENCY ROOM?

ves O uo:

. HEALTH CARE PROVICER HAME: § 55, MAILING ADDRESS:

57. TELEPHONE NUMBER:
(

58. PREPARER NAME AND TITLE {TYPE OR PRINT): 59, TELEPHONE NUMBER:

{ )

©0. DATE SENT TOWCB

N S
MM DD YYYY

THE STATE OF MAINE DOES NOT DISCRIMINATE ON THE BASIS OF DISABILITY IN ADMISSICN TO, ACCESS TO, OR OPERATION OF ITS PROGRAMS, SERVICES, OR AGTIVITIES,

THIS FOR}M IS AYAILABLE IN ALTERNATIVE FORMAT. FOR FURTHER ASSISTANCE, CONTACT THE MAINE WORKERS' COMPENSATION BOARD, ADA COORDINATOR, TELEPHONE: 1-888-881-8087
OR TTY Malne Relay 711.

VICRB-1 (eff. 1H113)




WORKERS’
COMPENSATION
BOARD REGIONAL
OFFICES

AUGUSTA
24 Stone Street, Suite 102
Augusta, ME 0433G
207-287-2308
1-800-400-6854

LEWISTON
36 Mollison Way
L ewiston, ME 04240-5811
207-753-7700
1-800-400-6857

BANGOR
106 Hogan Road, Suite 1
Bangor, ME 04401
207-941-4550
1-800-400-6856

PORTLAND
62 Eim Street
Fortland, ME 04101
- 207-822-0840
1-800-400-6858

CARIBOU
43 Hatch Drive, Suite 110
Caribou, ME 04736-2347
207-498-6428
1-800-400-6855

Visit our website at:
www.maine.gov/iwch
Statewide TTY: 1-877-832-5525

Ei

- D’aprasleslois de PEtat du Maine, votre em ,nlny;--

eur est tepu de souscrire & une assurance indemnisant ;pensatlon Board).:-

iotice to
ployees:
. State law requires your employer to provide
_Workers’compensation insurance for its employ-

- Workers’ compensation - insurance provuies 5
'beneffts to employees who are injured at work.

- If you are injured at work,; NOTIFY _YOUR
EMPLOYER AT ONCE. You may lose your right -

to receive benefits unless your employer is notified
‘within 90 days of your injury. Your claim is also -

subject to a two year statute of lumitations. Worker -
advocates are available at the Workers” Compen- =5

‘sation Board to help injured workers. - _
It 1s against the law for employers to mis--

-for the purposes of avoiding workers’ compen-- -

-sation insurance, unemployment coverage, or -

‘other employer paid taxes .and -withholdings. "

‘For more information on laws pertaining to the .
- '_;NOTIFIQUELO :

hiring -of independent contractors; Visit . the .

"WWW .maine.gov/labor/misclass.. ..o
- If you have -any questions about’ your nghts S

Pintention
phyes* :

_ses employés victimes d’un accident du travail.. :
2081 vous étes victime d’un accident du travaﬂ
.'PREVENEZ VOTRE -EMPLOYEUR IMMEDI-
ATEMENT. Passé un délai de 90 jours, vous
risquez de perdre vos-droits 4 1'indemnisation.
‘Au-deld de deux ans, votre déclaration n’est plus
recevable. Pour aider lés victimes d’un accident du
travail, le Workers’Compensation Board met des
conseillers juridiques a leur disposition. . -
La loi inferdit aux employeurs de clasmﬂcr'

‘contractants _privés ‘aux fins

Nassurance - compensatnce -employé, = aux -

- indemnités de chémage, ou aux autres charges.
et retenues dues par employeur. Pour plus de”
- détails sur-la 1égislation relative a I'utilisation-
- des services privés, visitez le site internet de

Worker Misclassification’ Task Force (Unité"
“anti-fraude en  matieére _
.jsaiariés) : www.maine.gov/labor/misclass.

~Awsa a ms

- empresano proporcione el seguro de compensa--
:'classx fy employees as independent contractors- - clones para el trabajador a todos los trabajad_or'es;' ';
Kl seguro- de compensaciones -para-el trabajador-
- proporciona beneficios a los trabajadores acczdcn—'.:__

‘tados en el trabajo. -

~Worker Misclassification Task Force website at EMPRESARIO. Podrfa perder el -derecho a
- recibir compensacién a menos gue su empresa- -
- rlo seanotificado de este accidente o dafioenel
please contact one of the reglonal ofﬁces. .. plazo de 90 dias: Asi mismo esta reclamacion
— e e debe hacer referencia atunaccidente o dafio que
~no haya ocurrido hace 'mds -de dos afios. Los-
- defensores del trabajador estdn disponibles para’
- . proporcionar-ayuda a los trabajadores acciden--
/'tados en el Consejo de Administracién de Com- -
-« pensaciones para el Trab:gador ( 'Workers Cm’n«.ﬁ

:'._'Comraustas independientes; con ‘el propdsito de:
‘evitar el seguro por compensamon al trabajador;
. cobertura para desempleados, U otros- impuestos -
pagados -y retenidos por el empleador estd en
~contra de la ley del empleador. Para mayor infor-
- macién acerca de las leyes pertenecientes a la
" contratacién de contratistas independientes, visite
el Worker Misclassification Task Force en-la’
. - pagina web de www.maine.gov/labor/misclass.
fallacicusement leurs salariés comme étant des
“échapper a -
“regionales de compensaciones para el trabajador. -

. de classification -des -

.81 vous n’étes pas slir de vos: dronzs

veuillez -
contacteri un des bureaux regionaux. r S

rabajac ores:

- La ley del estado de Maine reqmere que su

~En caso de- sufrlr accidente [+3 dano laboral
INMEDIATAMENTE ©ASU.-

Elhechodeno ciasﬁ" cara los empleados como

.. Encaso de tener cualquier pregunta sobre sus
derechos; favor de dirigirse a una de las oficinas’

Interpreters Available

E
4 . . : = ' rkend - - Hedried
5 When calling for assistance, please say the name @ Aby uzyskac pomoc tumacze, proszg powiedzie pe
£ of your language in English and an interpreter will g angielsku "Polish” i czekad na linin
be called for vou. Please stay on the line.
UK manmis yeayraM BMeRTCH NHepeROmunKi
T Tencemos intérpreles a su disposicion Korga But obpamaeteck 33 noMotbio no tegedony,
[ : . . . . z .
= Sinecesita gue le atiendan en espaiiol por favor diga < noFanyiicTa CKaXITe, 9T0 Bol TOBOPUTE TO-PYCCKIM
% “Spanish” v lc conectaremos con un intérprewe. Por § (npousnecure “PAIITH™), 1 st obecneunm Bac
favor manténgase ¢n la finea. . pepenoaunKoM. Ffocse atoro. noxanyicra, ocrasaii-
TECh Ha AMHHI.
@ Temos intérpretes a sua disposicao
w ’ 1T 0 g FE D 7
. . ) . Lo EE R
B Seprecisar de atendimento em Portugués, por favor w ik
2 . o p
Terer ™ g o A = s ) " o il vy n . 2] 3 -1 [ T 2 "
E diga "Portuguese” ¢ um intérprete serd prontamente S brmessb AW ened o MRS MR
I} AT 1 - iz li T o =
2 chamade. Por favor, aguirde na linha, 5 (CHINESE)— ﬂlgq’.‘r% & ;1 PR iEA R o T
) . L o BB -
Abhinmo imérpreti disponibii
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“Cé Thong Dich Vién”

“Khi gei dién thoai d€ duge gitp 43, xin quy vi hdy
néi “VIETNAMESE” d€ chiing 8i cho théng dich
vién giip quy vi. Xin quy vi chd &rén dudng diy.
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PERSBIAN

Turjunaanne waa fa hclavaa

Marka aad caawinaad inooga soo yeeraneysid, fadhlan
tagaddaada af Ingiriisi inoogu sheeg turjubaan ayaa
lguugn yeeri doonaaye. Taleefoonkana ha dhigin.

SOMALY

To the employer: This notice must be posted in a conspicucus place upon your premises accessible to employees. 39-A MREA §406. The State of Maine does not discriminate on the
basis of disability in admission to, access to, or operation of its programs, services or activities.

This poster is avaiiable in alternative format. For further assistance, contact the Maine Workers” Compensation Board, ADA Coordinator, telephone:

WCB-90 (8/10)

(888) 801-8087 or TTY (877) 832-6525.



	1. Non-CA Welcome Letters for Mailing v4.pdf
	Athens - Pac West First Fill Letter
	Non-CA Welcome Letters for Mailing
	Leavitt Claims Team 11-13-12.pdf
	Untitled

	Leavitt Claims Team 12-6-12.pdf
	Untitled

	Leavitt Claims Team 12-14-12.pdf
	Untitled
	Untitled

	Leavitt Claims Team 1-31-12.pdf
	Untitled
	Untitled

	Leavitt Claims Team 2-1-13.pdf
	Untitled
	Untitled

	Leavitt Claims Team 2-11-13.pdf
	Untitled
	Untitled

	Leavitt Claims Team 2-13-13.pdf
	Untitled
	Untitled


	1. Non-CA Great American Welcome Letters for Mailing v6.pdf
	Athens - Pac West First Fill Letter
	Non-CA Welcome Letters for Mailing
	Leavitt Claims Team 11-13-12.pdf
	Untitled

	Leavitt Claims Team 12-6-12.pdf
	Untitled

	Leavitt Claims Team 12-14-12.pdf
	Untitled
	Untitled

	Leavitt Claims Team 1-31-12.pdf
	Untitled
	Untitled

	Leavitt Claims Team 2-1-13.pdf
	Untitled
	Untitled

	Leavitt Claims Team 2-11-13.pdf
	Untitled
	Untitled

	Leavitt Claims Team 2-13-13.pdf
	Untitled
	Untitled


	1. Non-CA Great American Welcome Letters for Mailing v8.pdf
	Athens - Pac West First Fill Letter
	Non-CA Welcome Letters for Mailing
	Leavitt Claims Team 11-13-12.pdf
	Untitled

	Leavitt Claims Team 12-6-12.pdf
	Untitled

	Leavitt Claims Team 12-14-12.pdf
	Untitled
	Untitled

	Leavitt Claims Team 1-31-12.pdf
	Untitled
	Untitled

	Leavitt Claims Team 2-1-13.pdf
	Untitled
	Untitled

	Leavitt Claims Team 2-11-13.pdf
	Untitled
	Untitled

	Leavitt Claims Team 2-13-13.pdf
	Untitled
	Untitled





