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



OCR 100

EMPLOYER'S BASIC REPORT OF INJURY
Michigan Department of Labor and Economic Opportunity
Workers’ Disability Compensation Agency
PO Box 30016, Lansing, M| 48909

An employer shall report immediately to the agency on Form WC-100 all injuries, including diseases, which arise out of and in the course of the empioyment, ar on which a claim is
made and result in any of the following: (a) Disability extending beyond seven {7) consecutive days, not including the date of injury; (b} Death; (c) Specific losses. In case of death, an
employer shall also immediately file an additional report on WC-106. See instructions on reverse side for filing/mailing procedures.

I. EMPLOYEE DATA

1. Social Security Number 2. Date of injury 3. Employee name (Last, First, MI)

4. Address (Number & Street) 5. City §. State 7. ZIP Code

8. Date of birth (MM/DD/YYYY) 9. Sex 10. Nurnber of dependents 11. Telephone number

[] mate  [7] Femae

12. Taxfilng status: | ] A Single  |_] B. Single, Head of Household ] C. Married, Filing Joint |} D. Married, Filing Separate

Il. EMPLOYER/CARRIER DATA

13. Employer name 14. Federal ID Number

15. Injury location code 16. Mailing location code 17. Ul number 18. Type of business {SIC/NAICS)

19. Employer street address 20. City 21. State 22. ZIP code

23. Insurance company name (if employer not self-insured} 24. Insurance company telephone number (if known)
Il INJURY/MEDICAL DATA

25. Last day worked 25. Date employee returned to work (if applicable) 27. Did employee die? 28. if yes, date of death

D Yes I:I No
29. Injury city 30. Injury state 31. Injury county 32. Did injury occur cn employer's premises?
D No (If no, see item 53)
33. Case number from OSHA/MIOSHA log 34. Time employee began work 35. Time of event If time: cannot be determined,
I:la»f“- D p.m. Da.m.D pm, checkhere

36. What was the employee doing just before the incident occurred? Describe the activity, as well as the tools, equipment, or material the employee was using. Be specific.

37. How did the injury occcur? Examples: “When ladder slipped on wet floor, worker fell 20 feet;” “Worker was sprayed with chlorine when gasket broke during replacement”

38. Describe the nature of injury or iliness 39. Part of body directly affected by the injury or iliness

40. What object or substance directly harmed the employee? Examples: concrete floor, chlorine, radial arm saw. If this question does not apply to the incident, leave it blank.

4

-

. Name of physician or cther health care professional 42. Was employee treated in an emergency room? 43. Was employee hospitalized overnight as an in-patient?
DYes DND I:IYes DNO

44 If treatment was given away from the worksite, where was it given? (Include name, address, city, state and ZIP code of facility)

IV. OCCUPATION AND WAGE DATA

45. Date hired 46. Total gross weekly wage (highest 38 of 52) 47. Number of weeks used 48. Value of discontinued fringes
49, Occupation {Be specific) 50. Was employee a volunteer worker? 51. Was employee certified as vocationally handicapped?
I:lYes DNO I:IYes I:IND
52. Date employer notified by employee 53. If temporary service agency, provide namefaddress of employer where injury occurred.
V. PREPARER DATA | CERTIFY THAT A COPY OF THIS REPORT HAS BEEN GIiVEN TO THE EMPLOYEE
Making a false or fraudulent statement for the purpose of oblaining or denying benefits can result in criminal or civil prosecution, or both, and denial of benefits.
54. Preparer's name (Ptease print or type) 55. Preparer's signature 56. Telephone number 57. Date prepared

Notice to employee: Questions or errors should be reported immediately to the individual listed above in space 54

WC-100 {(Rev. 8/19) Front



If you are using this form as a replacement for the Form 301 to document the specifics of an injury or illness for
purposes of compliance with the work-related injury and illness logging requirements, follow the instructions in
Section A only.

If you are using this form to report a workers’ compensation injury, follow the instructions in Section A and B.

Section A

This form can be used in lieu of the MIOSHA Form 301, Injury and liiness Incident Report. It is one of the first
orms you must fill out when a recordable work-related injury or iliness has occurred. Together with the Log of
Work-Related injuries and lfinesses (Form 300) and the accompanying Summary (Form 3004}, these forms help
the employer and MIOSHA develop a picture of the extent and severity of work-related incidents.

Within 7 calendar days after you receive information that a recordable work-related injury or illness has occurred,
you must fill out questions 1-9, 27-28, 33-45 and 54-57.

According to Public Law of 1970 (P.L. 91-596) and Michigan Occupational Safety and Health Act 154, P.A. 1974,
Part 11, Michigan Administrative Rule for Recording and Reporting of Injuries and llinesses, you must keep this

form on file for 5 years following the year to which it pertains. DO NOT mail this form to the Workers’
Disability Compensation Agency unless it meets the conditions listed below in Section
B.

Section B

You must complete all questions on this form if the injury or disease results in any of the following: (a) Disability
extending beyond seven (7) consecutive days, not including the date of injury; (b) Death; (¢} Specific loss. The
original form must be mailed to the Workers’ Disability Compensation Agency, P.O. Box 30018, Lansing, Ml
48909.

Authority: Waorkers' Disability Compensation Act, 408.31(1X3)
Completion:  Mandatory
Penalty: Workers' Disability Compensation Act, 418.631

LEQ is an equal opportunity employer/program. Auxiliary aids,
services and other reasonable accommodations are available upon
request to individuals with disabilities.

WC-100 (Rev. 8/19) Back



OCR 100

EMPLOYER'S BASIC REPORT OF INJURY
Michigan Department of Labor and Economic Cpportunity
Workers’ Disability Compensation Agency
PO Box 30016, Lansing, Ml 48909

An employer shall report immediately to the agency on Form WC-100 all injuries, including diseases, which arise out of and in the course of the employment, or on which a claim is
made and result in any of the following: (a) Disability exterdling beyond seven (7) consecutive days, not including the date of injury; (b} Death; {c) Specific losses. In case of death, an
employer shall also immediately file an additional report on WC-106. See instructions on reverse side for filing/mailing procedures.

l. EMPLOYEE DATA

1. Sccial Security Number 2. Date of injury 3. Employee name (Last, First, Ml}
4. Address (Number & Street) 5. City 6, State | 7. ZIP Code
8. Date of birth (MM/DD/YYYY) 9. Sex 10. Number of dependents 11. Telephone number

I:I Male E] Female

12. Taxfiing status: [ ] A single  [_] B. Single, Head of Household || €. Maried, Filing Joint || D. Married, Filing Separate

Il. EMPLOYER/CARRIER DATA

13. Employer name 14. Federal 1D Number

15. Injury location code 16. Mailing location code 17. Ul number 18. Type of business (SIC/NAICS)

19. Employer street address 20. City 21. State 22. Z1P code
23. Insurance company name (if employer not self-insured) 24. Insurance company telephone number (if known)

lll. INJURY/MEDICAL DATA

25. Last day worked 26. Date employee returned to work {if applicable) 27. Did employee die? 28. If yes, date of death
|:| Yes D Na
29. Injury city 30. Injury state 31, Injury county 32. Did injury occur on employer's premises?
Yes D No {If no, see item 53)
33. Case number from OSHA/MIOSHA log 34. Time employee began work 35. Time of event If time cannot be determined,
I:Ia.m. I:I p.m. Da.m.D p.m. checkhere

36. What was the employee doing just before the incident occurred? Describe the activity, as well as the tools, equipment, or material the employee was using. Be specific.

37. How did the injury occur? Examples: “VWhen ladder slipped on wet fioor, worker fell 20 feet;” “Worker was sprayed with chlorine when gasket broke during replacement”

38. Describe the nature of injury or illness 39. Part of body directty affected by the injury or illness

40. What object or substance directly harmed the employee? Examples: concrete flocr, chlorine, radial arm saw. If this question does not apply to the incident, leave it blank.

’

41. Name of physician or other health care professional 42. Was employee treated in an emergency room? 43. Was employee hospitalized overnight as an in-patient?

Oves CIne CIves [Ino

44 If treatment was given away from the worksite, where was it given? {Include name, address, city, state and ZIP caode of facility)

IV. OCCUPATION AND WAGE DATA

45. Date hired 46, Total gross weekly wage (highest 39 of 52) 47. Number of weeks used 48. Value of discontinued fringes
49. Occupation (Be specific) 50. Was employee a volunteer worker? 51. Was employee certified as vocationally handicapped?
I:]Yes I:lNo DYes DNO
52. Date employer notified by employee 53, If tempaorary service agency, provide name/address of employer where injury occurred.
V. PREPARER DATA | CERTIFY THAT A COPY OF THIS REPORT HAS BEEN GIVEN TO THE EMPLOYEE
Making a false or fraudulent statement for the purpose of obtaining or denying benefits can result in criminal or civil prosecution, or both, and denial of benefits.
54. Preparer's name (Please print ar type} 55. Preparer's signature 56. Telephone number 57. Date prepared

Notice to employee: Questions or errors should be reported immediately to the individual listed above in space 54

WC-100 (Rev. 8/19) Front



If you are using this form as a replacement for the Form 301 to document the specifics of an injury or illness for
purposes of compliance with the work-related injury and illness logging requirements, follow the instructions in
Section A only.

If you are using this form to report a workers’ compensation injury, follow the instructions in Section A and B.

Section A

This form can be used in lieu of the MIOSHA Form 301, Injury and lilness Incident Report. It is one of the first f
orms you must fill out when a recordable work-related injury or illness has occurred. Together with the Log of
Work-Related Injuries and Iflnesses (Form 300) and the accompanying Summary (Form 300A), these forms help
the employer and MIOSHA develop a picture of the extent and severity of work-related incidents.

Within 7 calendar days after you receive information that a recordable work-related injury or illness has occurred,
you must fill out questions 1-9, 27-28, 33-45 and 54-57.

According to Public Law of 1870 (P.L. 91-596) and Michigan Occupational Safety and Health Act 154, P.A. 1974,
Part 11, Michigan Administrative Rule for Recording and Reporting of Injuries and llinesses, you must keep this

form on file for 5 years following the year to which it pertains. DO NOT mail this form to the Workers’
Disability Compensation Agency unless it meets the conditions listed below in Section
B.

Section B

You must complete all questions on this form if the injury or disease results in any of the following: (a) Disability
extending beyond seven (7} consecutive days, not including the date of injury; (b) Death; (¢} Specific loss. The
original form must be mailed to the Workers’ Disability Compensation Agency, P.O. Box 300186, Lansing, Ml
48909.

Authority: Workers' Disability Compensation Act, 408.31(1)(3)
Completion: Mandatory
Penalty: Workers' Disability Compensation Act, 418.631

LEO is an equal opportunity employer/program. Auxiliary aids,
services and other reasonable accommodations are available upon
request to individuals with disabilities.
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OCR 100

EMPLOYER'S BASIC REPORT OF INJURY
Michigan Department of Labor and Economic Opportunity
Workers' Disability Compensation Agency
PO Box 300186, Lansing, Ml 48909

An employer shall report immediately to the agency on Form WC-100 all injuries, including diseases, which arise out of and in the course of the employment, or on which a claimis
made and result in any of the following: (a) Disability extending beyond seven (7) consecutive days, not including the date of injury; (b) Death; (¢) Specific losses. In case of death, an
employer shall also immediately file an additional report on WC-106. See instructions on reverse side for filing/mailing procedures.

I. EMPLOYEE DATA

1. Social Security Number 2. Date of injury 3. Employee name {Last, First, MI)
4. Address (Number & Street) 5. City §. State 7. ZIP Code
8. Date of birth (MM/DD/YYYY) 9. Sex 10. Number of dependents 11. Telephone number

[} male [[] Femate

12. Tax filing status: D A. Single D B. Single, Head of Household D C. Married, Filing Joint D D. Married, Filing Separate
Il. EMPLOYER/CARRIER DATA

13. Employer name 14. Federal ID Number

15. Injury location code 16. Mailing location code 17. Ul number 18. Type of business (SIC/NAICS)

19. Employer street address 20. City 21. State 22. ZIP code
23. Insurance company name (if employer not self-insured) 24, Insurance company telephone number (if known)

. INJURY/MEDICAL DATA

25. Last day worked 26. Date employee returned to work (if applicable) 27. Did employee die? 28. If yes, date of death
D Yes EI No
29. Injury city 30. Injury state 31, Injury county 32. Did injury accur on employer's premises?
Yes [_] Mo (if no, see item 53)
33. Case number from OSHAMIOSHA log 34. Time employee began wark 35. Time of event If time cannot be determined,
Da.m, [:l p.m. Da.m.D p.m. checkhere

36. What was the employee doing just before the incident occurred? Describe the activity, as well as the tools, equipment, or material the employee was using. Be specific.

37. How did the injury occur? Examples: “When ladder slipped on wet floor, worker fell 20 feet;” “Worker was sprayed with chlorine when gasket broke during replacement”

38. Describe the nature of injury or illness 39. Part of body directly affected by the injury or illness

40. What object er substance directly harmed the employee? Examples: concrete floor, chlorime, radial arm saw. If this question does not apply to the incident, leave it blank.

41, Name of physician or other health care professional 42. Was employee freated in an emergency room? 43. Was employee hospitalized overnight as an in-patient?
DYes E]Nu E]Yes DNo

44. If treatment was given away from the worksite, where was it given? (Include name, address, city, state and ZIP code of facility)

IV. OCCUPATION AND WAGE DATA

45, Date hired 46. Total gross weekly wage (highest 39 of 52) 47. Number of weeks used 48. Value of discontinued fringes
49. Occupation {Be specific) 50. Was employee a volunteer worker? 51. Was employee certified as vocationally handicapped?
DYes [:‘No [ ves DNO
52. Date employer notified by employee 53. If temporary service agency, provide name/address of employer where injury occurred.
V. PREPARER DATA | CERTIFY THAT A COPY OF THIS REPORT HAS BEEN GIVEN TC THE EMPLOYEE
Making a false or fraudulent statement for the purpose of obtaining or denying benefits can result in criminal or civil prosecution, or both, and denial of benefits.
54. Preparer's name (Please print or type) 55. Preparer's signature 56. Telephone number 57. Date prepared

Notice to employee: Questions or errors should be reported immediately to the individual listed above in space 54

WC-100 (Rev. 8/19) Front



If you are using this form as a replacement for the Form 301 to document the specifics of an injury or illness for
purposes of compliance with the work-related injury and illness logging requirements, follow the instructions in
Section A only.

If you are using this form to report a workers' compensation injury, follow the instructions in Section A and B.

Section A

This form can be used in lieu of the MIOSHA Form 301, Injury and lliiness Incident Report. 1t is one of the first
orms you must fill out when a recordable work-related injury or illness has occurred. Together with the Log of
Work-Related Injuries and Ifinesses (Form 300) and the accompanying Summary (Form 300A), these forms help
the employer and MIOSHA develop a picture of the extent and severity of work-related incidents.

Within 7 calendar days after you receive information that a recordable work-related injury or illness has occurred,
you must fill out questions 1-9, 27-28, 33-45 and 54-57.

According to Public Law of 1970 (P.L. 91-596) and Michigan Occupational Safety and Health Act 154, P.A. 1974,
Part 11, Michigan Administrative Rule for Recording and Reporting of Injuries and llinesses, you must keep this

form on file for 5 years following the year to which it pertains. DO NOT mail this form to the Workers’
Disability Compensation Agency unless it meets the conditions listed below in Section
B.

Section B

You must complete ail questions on this form if the injury or disease results in any of the following: (a) Disability
extending beyond seven (7) consecutive days, not including the date of injury; (b) Death; {c) Specific loss. The
original form must be mailed to the Workers’ Disability Compensation Agency, P.O. Box 30016, Lansing, MI
48909.

Authority: Workers' Disability Compensation Act, 408.31(1)(3}
Completion:  Mandatory
Penalty: Workers' Disability Compensation Act, 418.631

LEO is an equal opportunity emplayer/program. Auxiliary aids,
services and other reasonable accommodations are available upon
request to individuals with disabilities.
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ALTERNATIVE MARKETS DIVISION

Establishing a Managed Care Panel

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

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

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

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

AlternativeMarketsAccountServices@GAIG.COM

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

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

Questionnaire

Named Insured:

Location:

Address:

Contact name:

Contact phone number:

Employee count:

Gurrent network: Yes 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 iegal or regulatory 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® are registesed service marks of Great American Insurance Company. © 2020 Great American Insurance
Company. All ights reserved. 1251-ALT-CA (06/20)
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