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



MN Department of Labor and Industry
Workers' Compansation Division

PO Box 64221

St. Paul, MN 55164-0221

(651) 284-5032 or 1-800-342-5354
Fax: (651) 284-5731

First Report of Injury

See Instructions on Reverse Side

PRINT IN INK or TYPE

AR

ENTER DATES IN MM/DD/YYYY FORMAT

DO NOT USE THIS SPACE

1. EMPLOYEE SOCIAL SECURITY # | 2. OSHA case # 3. Time employee began E] am
work on date of injury
D pm
4. DATE OF CLAIMED INJURY | 5. Time 6. Date of death # of dependents (if death

of injury

[ ]am
[ em

is related to injury)

7. EMPLOYEE Name {last, suffix, first, middle)

8. Gender

[Im [F

8. Marital
status

|:| Married
[]

Unmarried

10. Home address

11. Home phone #

12. Date of birth

13. Date hired

City State Zip Code 14. Occupation 15. Regular department 18. Apprentice
D Yes D No
17. Average weekly wage | 18. Rate per 18. Hours per [ 20. Days per | Normal work schedule Sun - Sat | 21. Employment : N
hour day week MooTow status (check all D Full time D Part time

mininin

mmw

that apply}

l:l Seasonal DVqunteer

22. Tell us how the injuryfillness occurred, what the employee was deing before the incident {give d

efalls}, and what the Injuryfillness was. Examplas: "Worker was driving

fift truck with a pallet of boxes when the truck tipped, pinning worker's left leg under drive shaft.”™ “Worker developed soreness in leff wiist over time from daily compuloer key entry.”

23. What was the injury or iliness (include the pari{s) of body)? Examples:
chemical burn 1ot hand, broken ieft leg, carpal lunnel syndrome in leff wiist.

24, What tools, equipment, machines, ohjects, or substances were involved?
Examples: chlorine, hand sprayer, pallet iift truck, computer keyboard.

25. Did injury occur on employer's premises?

|:| Yes D No

Name and address of the place of the occurrence

26. First date of any lost time

27. Employer paid for lost time on day of injury {BQI)

Yes No

|:| No lost time on DOI

28. Date employer notified of injury

29, Date employer notified of lost time

30. Return to work date

31. RTW same employer

Yes D No

32. RTW with restrictions
[Ino

Yes

33. Treating physician {(name)

35. Certified Managed Care Organization (if any)

34. Extent of medical treatment (check all that apply)

D None

D Emergency room D Hospitalization more than 24 hours

D Future major medical anticipated

D Minor on-site by employer's medical staff El Mirnor clinic/hospital

36. EMPLOYER Legal name

37. EMPLOYER DBA name (if differant)

38. Mailing address

39. Employer FEIN

40. Unemployment [D #

City State Zip Code 41. Employer's contact name and phone #
42, Physical address {if different) 43. Witness (name and phone) - if more than 1 attach a separate sheet
City State Zip Code 44. NAICS cade 45, Date form completed

46. INSURER name

51. CLAIMS ADMIN COMPANY (CA) name {(check one}

D Insurer
[ ]7ra

47. insured legal name and FEIN

52, CA address

48. Policy # (including effective dates) or setf-insured certificate #

City

Slate

Zip Code

49. Insurer FEIN

50. Date Insurer received notice

53. CAFEIN

54. CA claim #

55. To be completed

by the CA: Claim type code:

Type of loss code:

Late reason code:

Salary paid in lieu of comp?

Death resuit of injury?

MN FRO1 (12/12)

Employer: Send copies to Insurer (or Workers’ Compensation Division if no insurer), employee, and employee's union (if applicable)



GENERAL INSTRUCTIONS TO THE EMPLOYER

Employers, not employees, are responsible for completing this form. The information is needed to determine liability and entitlement
to benefits. You must file this form with your insurer, and give a copy fo the employee and the employee’s local union office. You are
required to provide the employee with a copy of the Employee Information Sheet, which is available on the Department of Labor and
Industry's web site at www.dli.mn.gov.

Filing this form is not an admission of liability. You must report a claim to your insurer whenever anyone believes that a work-
related injury or iliness that requires medical care or where lost time from work has occurred. if the claimed injury wholly or partially
incapacitates the employee for more than three calendar days, the claim must be made on this form and reported to your insurer within
ten days. Your insurer may require you to file it sooner. Failure to file within the ten days may result in penalties. it is important to file
this form quickly to allow your insurer time to investigate the claim. Your insurer will report the injury to the Department of Labor and
Industry {Department), when necessary. Self-insured employers have 14 days to report the injury to the Department, when necessary.

{f the claim involves death or serious injury (including injuries that later result in death), you must notify the Department and your insurer
within 48 hours of the occurrence. The claim can be reported initially to the Department by telephone (651-284-5041), fax (651-284-
5731), or personal notice. The initial notice must be followed by the filing of this form with the Department within seven days of the
occuITence.

SEND THIS FORM TO YOUR INSURER IMMEDIATELY — DO NOT WAIT FOR THE DOCTOR'S REPORT
SPECIFIC INSTRUCTIONS TO THE EMPLOYER ON COMPLETING THIS FORM

*+ ltem 2! OSHA case #. Fill in the case number from the OSHA 300 log. This form contains all items required by the OSHA form 301.

* ltems 17-21: Fill in all the wage information. If the employee does not work a regularly scheduled work week, attach a 26 week
wage statement so your insurer can calculate the appropriate average weekly wage. Attach a separate sheet giving the weekly
value of any meals, lodging, or 2nd income paid to the employee.

+ Mem 20: Fill in the average number of days per week that the employee works. Also include their normal work schedule, Sunday -
Saturday, by checking the appropriate boxes. If the employee’s work schedule fluctuates from week-to-week, leave the boxes blank.

+ ltems 22-24: Be as specific as possible in describing: the events causing the injury; the nature of the injury (cut, sprain, burn, etc.),
and the part(s) of body injured (back, arm, etc.); and the tools, equipment, machines, objects or substances involved.

+ ltem 28: Fill in the first day the employee lost any time from work (including time lost for medical treatment), even if you paid the

employee for the lost time.

Item 27: Check the appropriate box to indicate if there was lost time on the date of injury and whether you paid for that lost time.

ltem 28: Fill in the date you first became aware of the injury or illness.

Item 29: Filt in the date you became aware that the fost time indicated in Item 26 was related to the claimed injury.

ftem 30: Leave the box blank if the employee has not returned to work by the time you file this form. If the employee has returned to

work, filt in the date and answer the questions in ltems 31 and 32. Notify your insurer if the employee misses time due to this injury

after that date.

* ltem 34: Check all the boxes that apply AT the time you file this form.

+ Jtem 39: Fill in your Federal Employer Identification Number (FEIN). For information, see www.usa.qov/Business/Business-
Galoway.shtml and click on “Get an Employer ID Number”,

*+ ltems 40 and 44: Fill in your Unemployment ID number and North American Industry Classification System (NAICS) cods, which
are both assigned by the Minnesota Unemployment Insurance Program (651-296-6141).

+ ltems 46-54: Your insurer or claims administrator will complete this information if you do not have it available.

INSTRUCTIONS TO THE INSURER/CLAIMS ADMINISTRATOR

The following data elements must be completed on this form prior to filing with the Department of Labor and Industry: employee’s

name and social security number; date of injury; and the names of the employer and insurer. If any of this information is missing, the

First Report will be rejected and returned to you (see Minn. Stat. § 176.275). Providing the name of the third party administrator does

not meet the statutory requirement to provide the name of the insurer. NOTE: If the claim does not involve lost time beyond the waiting

period or potential PPD, the form does NOT need to be filed with the Department.

* ltem 46: Fill in the name of the insurance company. If the employer is self-insured, indicate the name of the licensed or public self-
insured company or group.

* ltems 47-48: Fill in the legal name and Federal Employer Identification Number (FEIN) of the employer who purchased the policy
from the insurer (named in Item 46) and the policy number. If the employer is licensed to self-insure, fill in the certificate number.

» Item 49: Fillin the insurer's FEIN.

*+ Item 51: Fillin the name and address of the company administering the claim (either the insurer or third party administrator). Be
sure fo mark either the “Insurer” or “TPA” box.

* Item 53-54: Fill in the claims administrator's FEIN and claim number.

+ Item 55: These items apply only to FROIs electronically submitted by the claim administrator.

This material can be made available in different forms, such as large print, Braille or audio. To request, call (651) 284-5032 or
1-800-342-5354 Voice or TDD (651) 297-4198.

ANY PERSON WHO, WITH INTENT TO DEFRAUD, RECEIVES WORKERS’ COMPENSATION BENEFITS TO WHICH THE
PERSON IS NOT ENTITLED BY KNOWINGLY MISREPRESENTING, MISSTATING, OR FAILING TO DISCLOSE ANY MATERIAL
FACT IS GUILTY OF THEFT AND SHALL BE SENTENCED PURSUANT TO SECTION 609.52, SUBDIVISION 3.



MN Department of Labor and Industry First Report of Injury
R0

St Paul, MN 55164-0221 PRINT iN INK or TYPE
{651) 284-5032 or 1-800-342-5354
Fax: (851) 284-5731 ENTER DATES IN MM/DD/YYYY FORMAT DO NOT USE THIS SPACE
1. EMPLOYEE SOCIAL SECURITY # |2, OSHA case # 3. Time employee began D am
work on date of injury
[ ] pm
4. DATE OF CLAIMED INJURY (5. Time D am 6. Date of death # of dependents {if death
of injury is related to injury)
[ pm
7. EMPLOYEE Name ([ast, suffix, flrst, middie) 8. Gender 9. Marital D Married
|:| M D F status )
|: Unmarried
10. Home address 11. Home phone # 12, Date of birth 13. Date hired
City State Zip Code 14. Occupalion 15. Regular depariment 18. Apprentice
D Yes |:| No

17. Average weekly wage | 18. Rate per 19. Hours per | 20. Days per | Normal work schedule Sun - Sat | 21. Employment | | . .
hour day week IS Ztites (oot = Futime  [_] parttimo

5 T F 5 ]
EI D D |:| D D D that apply) __] Seasonal D Volunteer

22. Tell us how the injuryfillness occurred, what the employee was doing before the incident (give details), and what the Injuryfillness was. Examples: “Worker was dniving
Hift truck with a pallet of boxes when the truck tipped, pinning worker's left feg under drive shaft.” “Worker developed soreness in left vrist over time from daify compuler key enfry.™

23. What was the injury or illness (include the pari(s) of body)? Fxamples: 24. What tools, equipment, machines, objects, or substances were involved?
chemlcal burn left hand, broken left leg, carpal funnel syndrome in left virist. Examples: chlorine, hand sprayer, pallet lift truck, compufer keyboard.
25. Did injury occur on employer's premises? 26. First date of any lost fime 27. Employer paid for lost time on day of injury (DOI)
D Yes D No D Yes D No D No lost time on DO!
Name and address of the place of the occurrence 28. Date employer notified of injury | 29. Date employer notified of lost time
30. Return to work date 31. RTW same employer 32. RTW with restrictions
DYes DNO DYes DNO
33. Treating physiclan (name) 34, Extent of medical treatment {check all that apply)
|:| None D Minor on-site by employer's medical staff |:| Minor clinic/hospital
35. Centifled Managed Care Organization (if any) |:| Emergency room I:I Hospitalization moere than 24 hours
Future major medical anticipated
36. EMPLOYER Legal name 37. EMPLOYER DBA name {if different}
38. Mailing address 39. Employer FEIN 40. Unemployment D #
City State Zip Code 41. Employer's contact name and phone #
42, Physlcal address (if different) 43. Witness (name and phone} - if more than 1 attach a separate sheet
City State Zip Code 44. NAICS code 45, Date form completed
46, INSURER name 51, CLAIMS ADMIN COMPANY (CA} name (check one) D Insurer
Clrea
47. Insured tegal name and FEIN 52. CA address
48. Policy # (including effective dates) or self-insured cerlificate # City State Zip Code
49. Insurer FEIN 50. Date insurer recaived notice 53. CAFEIN 54, CAclaim#

ﬁ?gg gif;omp leted Claim type code: Type of loss code: Late reason code: Salary paid in lieu of comp? | Death result of injury?

MN FRO1 (12/12) Employer: Send copies to Insurer {or Workers’ Compensation Division if no insurer), employee, and employee’s union (if applicable)



GENERAL INSTRUCTIONS TO THE EMPLOYER

Employers, not employees, are responsible for completing this form. The information is needed to determine liability and entitlement
to benefits. You must file this form with your insurer, and give a copy to the employee and the employee's local union office. You are
required to provide the employee with a copy of the Employee Information Sheet, which is available on the Department of Labor and
Industry’s web site at www.dli.mn.gov.

Filing this form is not an admission of liability. You must report a claim to your insurer whenever anyone believes that a work-
related injury or illness that requires medical care or where lost time from work has occurred. If the claimed injury wholly or partially
incapacitates the employee for more than three calendar days, the claim must be made on this form and reported to your insurer within
ten days. Your insurer may require you to file it sooner. Failure to file within the ten days may result in penalties. [t is important to file
this form quickly to allow your insurer time to investigate the claim. Your insurer will report the injury to the Department of Labor and
Industry (Department), when necessary. Self-insured employers have 14 days to report the injury fo the Department, when necessary.

If the claim involves death or serious injury (including injuries that later result in death), you must notify the Department and your insurer
within 48 hours of the occurrence. The claim can be reported initially to the Department by telephone (651-284-5041), fax (651-284-
5731), or personal notice. The inilial notice must be followed by the filing of this form with the Department within seven days of the
occurrence.

SEND THIS FORM TO YOUR INSURER IMMEDIATELY —~ DO NOT WAIT FOR THE DOCTOR’S REPORT
SPECIFIC INSTRUCTIONS TO THE EMPLLOYER ON COMPLETING THIS FORM

+ ltem 2: OSHA case #. Fill in the case number from the OSHA 300 log. This form contains all items required by the OSHA form 301.

*+ ltems 17-21: Fill in all the wage information. If the employee does not work a regularly scheduled work week, attach a 26 wesk
wage statement so your insurer can calculate the appropriate average weekly wage. Attach a separate sheet giving the weekly
value of any meals, lodging, or 2nd income paid to the employee.

* Item 20: Fill in the average number of days per week that the employee works. Also include their normal work schedule, Sunday -
Saturday, by checking the appropriate boxes. If the employee's work schedule fluctuates from week-to-week, leave the boxes blank.

* Items 22-24: Be as specific as possible in describing: the events causing the injury; the nature of the injury (cut, sprain, burn, etc.),
and the pari(s) of body injured {back, arm, etc.); and the tools, equipment, machines, objects or substances involved.

+ ltem 26: Fill in the first day the employee lost any time from work (including time lost for medical treatment), even if you paid the

employee for the lost time.

Item 27: Check the appropriate box to indicate if there was lost time on the date of injury and whether you paid for that lost time.

ltem 28: Fill in the date you first became aware of the injury or illness.

ltem 29: Fill in the date you became aware that the lost time indicated in ltem 26 was related to the claimed injury.

ltem 30: Leave the box blank if the employee has not returned to work by the time you file this form. If the employee has returned to

work, fill in the date and answer the questions in Items 31 and 32. Notify your insurer if the employee misses time due to this injury

after that date.

* ltem 34: Check all the boxes that apply AT the time you file this form.

* ltem 39: Fill in your Federal Employer Idenlification Number (FEIN). For information, see www.usa.gov/Business/Business-
Gateway.shtml and click on “Get an Employer ID Number”.

* ltems 40 and 44: Fill in your Unemployment ID number and North American Industry Classification System (NAICS) code, which
are both assigned by the Minnesota Unemployment Insurance Program (651-296-61 41).

* Items 46-54: Your insurer or claims administrator will complete this information if you do not have it avaitable.

INSTRUCTIONS TO THE INSURER/CLAIMS ADMINISTRATOR

The following data elements must be completed on this form prior to filing with the Department of Labor and industry: employee’s

name and soclal security number; date of injury; and the names of the employer and insurer. If any of this information is missing, the

First Report will be rejected and returned to you (see Minn. Stat. § 176.275). Providing the name of the third party administrator does

not meet the statutory requirement to provide the name of the insurer. NOTE: If the claim does not involve fost time beyond the waiting

period or potential PPD, the form does NOT need to be filed with the Department.

* ltem 46: Fill in the name of the insurance company. If the employer is self-insured, indicate the name of the iicensed or public self-
insured company or group.

+ Mtems 47-48: Fill in the legal name and Federal Employer Identification Number (FEIN) of the employer who purchased the policy
from the insurer (named in Item 46) and the policy number. If the employer is licensed to self-insure, fill in the certificate number.

*  Hem 49: Fillin the insurer's FEIN.

* Item 51: Fill in the name and address of the company administering the claim (either the insurer or third party administrator). Be
sure to mark either the “Insurer” or "TPA” box.

+ tem 53-54: Fillin the claims administrator's FEIN and claim number.

-+ liem 55: These items apply only to FROIs electronically submitted by the claim administrator.

This material can be made available in different forms, such as large print, Braille or audio. To request, call (651) 284-5032 or
1-800-342-5354 Voice or TDD (651) 297-4198.

ANY PERSON WHO, WITH INTENT TO DEFRAUD, RECEIVES WORKERS' COMPENSATION BENEFITS TO WHICH THE
PERSON IS NOT ENTITLED BY KNOWINGLY MISREPRESENTING, MISSTATING, OR FAILING TO DISCLOSE ANY MATERIAL
FACTIS GUILTY OF THEFT AND SHALL BE SENTENCED PURSUANT TO SECTION 609.52, SUBDIVISION 3.



MN Department of Labor and Industry
Workers’' Compensation Division

PO Box 64221

St. Paul, MN 55164-0221

(651) 284-5032 or 1-800-342-5354
Fax: (851) 284-5731

First Report of Injury

See Instructions on Reverse Side
PRINT IN INK or TYPE

ENTER DATES IN MM/DD/YYYY FORMAT

RN

DO NOT USE THIS SPACE

1. EMPLOYEE SOCIAL SECURITY # | 2. OSHA case # 3. Time employee began D am
work on date of injury
[ em
4, DATE OF CLAIMED INJURY | 5. Time 6. Date of death # of dependents (if death

of injury

Dam
[L]pm

is related to injury)

7. EMPLOYEE Name (last, suffix, first, middle)

8. Gender

[Im [

9. Marital
status

[ ] married

D Unmarried

10. Hoime address

11. Home phone #

12. Date of birth

13. Date hired

City State Zip Code 14. Qccupation 15. Reguiar depariment 16. Apprentice
D Yes I:‘ No
17. Average weekly wage | 18. Rate per 19. Hours per | 20. Days per | Normal work schedule Sun - Sat | 21. Employment . :
hour day week status (check all D Full time D Part time

nininisinisls

D Seasonal D Volunteer

that apply)

22. Tell us how the injuryfiliness occuired, what the employee was doing before the incident {give details), and what the Injury/lliness was, Fxamples: "Worker was driving
iift truck with a pallet of boxes vehen the truck tipped, pinning worker's left leg under drive shaff.™ “Worker developed sorensss in leff wrist over lime from daily compuler key entry.”

23, What was the injury or illness (Include the part{s) of body)? Examples:
chemical burn left hand, broken left leg, carpal tunnel syndrome in feft wrist,

24. What tools, equipment, machin

es, objects, or substances ware Involved?

Examples: chlorine, hand sprayer, pallet Iift truck, compuler keyboard.

25, Did injury occur on employers premises?

Yes No
Name and address of the place of the occurrence

28. First date of any lost time 27. Employer

Yes

paid for lost time on day of injury (DOI)
No  [_]Nolosttime on DOI

28. Date employer notified of injury | 28. Date empl

oyer notified of lost time

30. Return to work date

Yes

31. RTW same employer

32. RTW with restrictions

D Yes [:l No

No

33. Trealing physician (name)

35. Certified Managed Care Organization (if any)

34. Extent of medical treatment (check all that apply)

I:] None D Minor on-site by employer’s medical staff D Minor clinic/hospital
D Emergency raom D Hospitalization more than 24 hours

Future major medical anticipated

36. EMPLOYER Legal name

37. EMPLOYER DBA name {if d

ifferent)

38. Mailing address

39. Employer FEIN

40. Unemployment 1D #

City State Zip Code 41. Employer's contact name and phone #
42. Physical address (if different) 43. Witness (name and phone) - if more than 1 attach a separate shest
City State Zip Code 44, NAICS code 45. Date form completed

46. INSURER name

51. CLAIMS ADMIN COMPANY {CA) name (check cne)

D Insurer
[ ]Tea

47. Insured legal name and FEIN

52. CA address

48. Policy # {including effective dates) or self-insured certificate #

City

State

Zip Code

49, Insurer FEIN

50. Date insurer received notice

53. CAFEIN

b4, CA claim #

55. To be completed

by the CA: Claim type code:

Type of loss code;

Late reason code:

Salary paid in lieu of comp?

Death resutt of injury?

MN FRO1 (12/12)

Employer: Send copies to Insurer (or Workers’ Compensation Division if no insurer), employee, and employee’s union {if applicable)



GENERAL INSTRUCTIONS TO THE EMPLOYER

Employers, not employees, are responsible for completing this form. The information is needed to determine liability and entitiement
to benefits. You must fite this form with your insurer, and give a copy to the employee and the employee’s local union office. You are
required to provide the employee with a copy of the Employee Information Sheet, which is available on the Department of Labor and
Industry’s web site at www.dli.mn.gov.

Filing this form is not an admission of liability. You must report a claim to your insurer whenever anyone believes that a work-
related injury or iliness that requires medical care or where lost time from work has occurred. If the claimed injury wholly or partially
incapacitates the employee for more than three calendar days, the claim must be made on this form and reported to your insurer within
ten days. Your insurer may require you to file it sconer. Failure to file within the ten days may result in penalties. It is important to file
this form quickly to allow your insurer time to investigate the claim. Your insurer will report the injury to the Department of Labor and
Industry (Department), when necessary. Self-insured employers have 14 days to report the injury to the Department, when necessary.

If the ctaim involves death or serious injury (including injuries that later result in death), you must notify the Department and your Insurer
within 48 hours of the occurrence. The claim can be reported initially to the Department by telephone (651-284-5041), fax (651-284-
5731), or personal notice. The initial notice must be followed by the filing of this form with the Department within seven days of the
occurrence.

SEND THIS FORM TO YOUR INSURER IMMEDIATELY — DO NOT WAIT FOR THE DOCTOR'S REPORT
SPECIFIC INSTRUCTIONS TC THE EMPLOYER ON COMPLETING THIS FORM

¢+ ltem2: OSHA case #. Fill in the case number from the OSHA 300 log. This form contains all items required by the OSHA form 301.

+ ltems 17-21: Fill in all the wage information. If the employee does not work a regularly scheduled work week, altach a 26 week
wage statement so your insurer can caiculate the appropriate average weekly wage. Attach a separate sheet giving the weekly
value of any meals, lodging, or 2nd income paid to the employee.

* Item 20: Fill in the average number of days per week that the employee works. Also include their normal work scheduie, Sunday -
Saturday, by checking the appropriate boxes. If the employee’s work schedule fluctuates from week-to-week, leave the boxes blank.

*+ ltems 22-24: Be as specific as possible in describing: the events causing the injury; the nature of the injury {cut, sprain, burn, etc.),
and the part(s) of body injured (back, arm, etc.); and the tools, equipment, machines, objects or substances involved,

+ ltem 26: Fill in the first day the employee lost any time from work (including fime lost for medical treatment), even if you paid the

employee for the lost time.

Item 27: Check the appropriate box to indicate if there was lost time on the date of injury and whether you paid for that lost time.

Item 28: Fill in the date you first became aware of the injury or iliness.

item 29: Fill in the date you became aware that the lost time indicated in ltem 26 was related to the claimed injury.

ltem 30: Leave the box blank if the employee has not returned to work by the time you file this form. If the employee has returned to

work, fill in the date and answer the questions in Items 31 and 32. Notify your insurer if the employee misses time due to this injury

after that date.

* Item 34: Check all the boxes that apply AT the time you file this form.

+ [Item 39: Fill in your Federal Employer ldentification Number (FEIN). For information, see www.usa.qov/Business/Business-
Gateway.shiml and click on “Get an Employer ID Number”,

* Items 40 and 44: Fill in your Unemployment ID number and North American Industry Classification System (NAICS) code, which
are both assigned by the Minnesota Unemployment Insurance Program (651-296-6141).

+ ltems 46-54: Your insurer or claims administrator will complete this information if you do not have it available.

INSTRUCTIONS TO THE INSURER/CLAIMS ADMINISTRATOR

The following data elements must be completed on this form prior to filing with the Department of Labor and Industry: employee’s

name and social security number; date of injury; and the names of the employer and insurer. if any of this information is missing, the

First Report will be rejected and returned to you (see Minn. Stat. § 176.275). Providing the name of the third party administrator does

not meet the statutory requirement to provide the name of the insurer. NOTE: If the claim does not involve lost time beyond the waiting

period or potential PPD, the form does NOT need to be filed with the Department.

¢« fHtem 46: Fill in the name of the insurance company. If the employer is self-insured, indicate the name of the licensed or public self-
insured company or group.

+ ltems 47-48: Fill in the legal name and Federal Employer Identification Number (FEIN) of the employer who purchased the policy
from the insurer (named in Item 46) and the policy number, ¥f the employer is licensed to self-insure, fill in the certificate number.

+ ltem 49: Fillin the insurer's FEIN.

* Item 51: Fill in the name and address of the company administering the claim (either the insurer or third party administrator). Be
sure to mark either the “lnsurer” or “TPA” box.

+ Item 53-54: Fill in the claims administrator's FEIN and claim number.

+ ltem 55: These items apply only to FROIs electronically submitted by the claim administrator.

This material can be made available in different forms, such as large print, Braille or audio. To request, call (651) 284-5032 or
1-800-342-5354 Voice or TDD {651) 297-4198.

ANY PERSON WHO, WITH INTENT TO DEFRAUD, RECEIVES WORKERS’ COMPENSATION BENEFITS TO WHICH THE
PERSON IS NOT ENTITLED BY KNOWINGLY MISREPRESENTING, MISSTATING, OR FAILING TO DISCLOSE ANY MATERIAL
FACT IS GUILTY OF THEFT AND SHALL BE SENTENCED PURSUANT TO SECTION 609.52, SUBDIVISION 3.
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Informe cualquier iesidn a su supervisor tan prontc le sea B
posible; no importa qué tan leve le pueda parecer. Usted

podria perder el derecho a los beneficios de compensacion
laboral si no presenta a tiempo un informe de la lesion a su
empleador. El tiempo limite puede ser tan corto como 14 dias.

Provea a su empleador la mayor cantidad de informacion
posible sobre su lesion.

Obtenga el tratamiento médico que necesite lo mas pronto
posible. Si no esta cubierto por una organizacion de atencion
médica ceriificada (CMCO, por sus siglas en inglés}, usted
puede recibir fratamiento con el doctor gue usted efija. Su
empleador debe notificarle por escrito si tiene cobertura con
una CMCO.

------- - Pagos por compensacion laboral

Atencidn médica razonable y necesaria para su lesion ocurrida =
en el irabajo.

Beneficios por salario perdido para cubrir parte de los ingresos
no recibidos. 1

Compensacion por dafios permanentes o por pérdida de la
funcién de una parte del cuerpo.

Colabore con todas las solicitudes de informacién relacionadas
con su reclamo.

La ley permite que la aseguradora de compensacion laboral
obtenga la informacion médica relacionada con su lesian sin
su autorizacion, pero le debe enviar una notificacién por escrito
cuando solicite la informacion.

La compaiiia aseguradora no puede obtener otros expedientes
médicos a menos que usted firme una autorizacion por escrito.

Cualquier autorizacion para ausentarse del trabajo necesitara
una confirmacion escrita de su médico. La nota debe ser lo mas
especifica posible.

Servicios de rehabhilitacion vocacional si usted no puede
regresar al trabajo o a su empleador previo al accidente, debido
a su lesién en el trabajo.

Beneficios para su conyuge o dependientes si usted fallece
como consecuencia de una lesidn faboral.

— Lo que la aseguradora debe hacer —

La compafiia aseguradora debera investigar su reclamo con
prontitud. Si usted ha estado incapacitado por mas de tres

dias calendario, la aseguradora debe iniciar el pago

de beneficios o enviarle un aviso de negacion de
responsabilidades dentro de los 14 dias después que su
empleador se enterd de su ausencia laboral 0 habia perdido

parte de su salario debido a una demanda por lesion.

Si la comparifa aseguradera acepta su reclamo de
beneficios por pérdida de salario y usted ha estado
incapacitado por mas de tres dias consecutivos: La
aseguradora le nofificara y debera iniciar el pago de los
beneficios por pérdida de salario dentro de los 14 dias
mencionados anterlormente. La aseguradora debera pagar los
beneficios puntualmente. Los beneficios por pérdida de salario
se pagan en los mismos intervalos que sus cheques de ndmina.

laboral, llame al 1-888-FRAUD MN (1-888-372-8368).

77 Cobrar beneficios de compensacién laboral a los cuales no tiene
Fraude derecho, se considera robo. Sitiene motivos para sospechar que
alguien esta cometiendo fraude con el programa de compensacion

Si la compaiiia aseguradora deniega su reclamo de
heneficios por pérdida de salario y usted ha estado
incapacitado por mas de tres dias consecutivos: La
aseguradora le enviara una nolificacion dentro de los 14 dfas.
La notificacidn debe explicar claramente los hechos y motivos
por los cuales ellos consideran que su lesién o enfermedad no
fue resultado de su trabajo o por qué los beneficios por pérdida
de salarios que reclama no estan relacionados con su lesion.

Si usted no esta de acuerdo con la denegacidn, hable con

el ajustador de reclamos de la aseguradora a cargo de su
reclamo. Si usted no esta satisfecho y aln esta en desacuerdo
con la denegacién, comuniguese con la unidad de
Compensacidén para Trabajadores del Departamento de
Trabajo e Industria de Minnesota (Minnesota Department of
Labor and Industry} al teléfono gratuito 1-800-342-5354,

Ndmero de teléfono

Por ley, esta informacién se debe colocar en un lugar visible en todas las areas en las que la empresa hace negocios.
Este malerial esté disponible en tiferenfes formalos (Braife, fefra de imprenla grande o audio) siFama al (651) 284-5005; Famatla grafuita al 1-800-DIAL-DLI (1-800-342-5354} o via TTY {relransmésibn) al (651)297-4198.
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— If you are injured —-

Report any injury to your supervisor as soon as
possible, no matter how minor it may appear. You
may lose the right to workers' compensation benefits
if you do not make a timely report of the injury to your
employer. The time limit may be as short as 14 days.

Provide your employer with as much information as
possible about your injury.

Get any necessary medical treatment as soon

as possibie. If you are not covered by a certified
managed care organization (CMCQO), you may treat
with a doctor of your choice. Your employer must
notify you in writing if you are covered by a CMCO.

Cooperate with all requests for information concerning
your claim.

The law allows the workers' compensation insurer to
obtain medical information related to your work injury
without your authorization, but they must send you
written notification when they request the information.

The insurer cannot obtain other medical records
unless you sign a written authorization.

Get written confirmation from your doctor about any
authorization to be off work. The note should be as
specific as possible.

— Workers' compensation pays for —

Medical care for your work injury, as long as itis
reasonable and necessary.

Wage-loss benefits for part of your lost income.

Compensation for permanent damage to or loss of
function of a body part.

Vocational rehabilitation services if you cannot return
to your pre-injury job or to your pre-injury employer
due to your work injury.

Benefits to your spouse and/or dependents if you die
as a result of a work injury.

— What the insurer mustdo —

The insurer must investigate your claim promptly. if you
have been disabled for more than three calendar-days,
the insurer must begin payment of henefits or send you
a denial of liability within 14 days after your employer
knew you were off work or had lost wages because of
your claimed injury.

If the insurer accepts your claim for wage-loss
benefits and you have been disabled for more than
three calendar-days: The insurer will notify you

and must start paying wage-loss benefits within the
14 days noted above. The insurer must pay benefits
on time. Wage-loss benefits are paid at the same
intervals as your work paychecks.

Fraud

Collecting workers’ compensation benefits you are not entitled to is
theft. If you have reason to suspect someone is committing workers
compensation fraud, call 1-888-FRAUD MN (1-888-372-8366).

If the insurer denies your claim for wage-loss
benefits and you have been disabled for more
than three calendar-days: The insurer will send
notice t¢ you within 14 days. The notice must clearty
explain the facts and reasons why they believe your
injury or illness did not result from your work or why
the claimed wage-loss benefits are not related to your

injury.

If you disagree with the denial, talk with the insurance
claims adjuster who is handling your claim. If you are

not satisfied and still disagree with the denial, call the

Minnesota Department of Labor and Industry’s
Workers’ Compensation Hotline at 1-800-342-5354.

Phone number

Posting required by law in a conspicuous location wherever the employer is engaged in business.

This materal can be provided to you it different formats (Bra e, ke prnt or audio) if you call (651) 284-5005; tof-free af 1-800-DIAL-DLT (1-800-342.5354 ); or via TTY at (651) 207-4198,

April 2012
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