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



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 guestionnaire 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 1o your employee
population.

Questionnaire

Named Insured:

Location:

Address:

Contact name:

Contact phone number:

Employee count:

Current network: es No

Great American Insurance Group, 301 E Fourth Street, Cincinnti, 0H 45202. This is not intended as legal advice; if you have

any questions or issues of a specific nature, you should consult appropriate legal or requlatory counsel to review the specific

cirgumstances involved. The Great American Iasurance Group eagle logo and the word marks Great American® and Great American G

Insurance Group® are registered service marks of Great American Insurance Company. © 2020 Great American Insurance REAT,

Gompany. All rights reserved. 1251-ALT-CA {06/20) m&gﬁ%{%
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State of New Mexico Workers’ Compensation Administration

WORKERS’ COMPENSATION ACT

If You Are Injured At Work
Si Se Lastima En El Trabajo

1) Notice -- In most cases you must
tell your employer about the accident
within 15 days, using the Notice of
Accident Form.

2) You have the right to information and
assistance from an information specialist
known as an Ombudsman at the

Workers’ Compensation Administration,

3) Claims information -- Contact«'\”\@ S

your employer’s Claims Re i"desentatlve
(see box below). '
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1) Aviso. -- En la mayoria de los casos
usted debe de avisarle a su empleador del
accidente dentro de los primeros 15 dias
usando las formas de Aviso de Accidente.

2) Usted tiene el derecho a informacion y

ayuda contactandose con un especialista

en informacion conocido como
“Ombudsman” en la Administracion
yakaz]la,Compensacion a los Trabajadores.
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If you are injured in a work-related accident: jz © jLSleC lama en el trabajo:
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Your employer / insurer must pay all
reasonable and necessary medical costs.

You may or may not have the right to choose your
health care provider. If your employer / insurer has
not given you written instructions about who chooses
first, call an ombudsman. In an emergency, get
emergency medical care first.

If you are off work for more than seven days, your
employer / insurer must pay wage benefits to partially
offset your lost wages.

If you suffer “permanent impairment,” you may have
the right to receive partial wage benefits for a longer
period of time.

Ombudsmen are located at the following offices:
Ailbuquerque: Farmington: Hobbs:
1-866-967-5667 1-800-568-7310 1-800-934-2450
1-505-841-6000 1-505-599-9746 1-575-397-3425

Las Cruces:
1-800-870-6826
1-575-524-6246

L2 pleador / asegurador debe de pagar por los gastos

médicos necesarios y razonables.

Es posible que usted tenga, o no tenga, el derecho de
escoger el proveedor de servicios para la salud. Sisu
empleador / asegurador no le ha dado instrucciones por
escrito de quien es €l que selecciona primero, preguntele
o llame a un ombudsman. En una emergencia,

obtenga asistencia médica de emergencia primero.

S1 usted esta fuera del trabajo por mas de siete dias,
su empleador / asegurador debe de hacerle un pago
compensatorio de prestaciones para compensar
parcialmente la pérdida de su salario.

S1 usted sufre “dafio permanente,” usted puede tener
el derecho a recibir prestaciones parciales de salario
por un periodo de tiempo mas largo.

Santa Fe:
1-505-476-7381

Roswell:
1-866-311-8587
1-575-623-3997

Las Vegas:
1-800-281-7889
1-505-454-9251

If You Need HELP Call:

Ask for an Ombudsman

Si Usted Necesita Ayuda Llame Al:

Pregunte por un Ombudsman

1-866-WORKOM P (1-866-967-5667)

Visit our website at: https://workerscomp.nm.gov

For FREE copies of this poster and Notice of Accident Forms call: 1-866-967-5667
USE A NOTICE OF ACCIDENT FORM TO REPORT YOUR ACCIDENT TO YOUR SUPERVISOR

L ___________________________________________________________________________________________________ |
EMPLOYER: You are required by law to display this poster where your employees can read it. Post the
Notice of Accident forms with it. The poster without the Notice of Accident forms does not comply with law.
You have other rights and duties under the law.

o

POST FORMS HERE

New Mexico Workers™ Compensation Administeation
2410 Centre Avenue, Albuguerque, New Mexico 87106

Rev, 11718 PO Box 27198, Albuguerque, New Mexico 87125-7198



NEW MEXICO WORKERS' COMPENSATION ADMINISTRATION

EMPLOYERS' FIRST REPORT OF INJURY OR ILLNESS

2410 CENTRE AVE. SE + PO BOX 27198
ALBUQUERQUE, NM 87125-7198

Pl FASF PRINT IN B! ACK INK OR TYPF
EMPLOYER { NAME & ADDRESS INGLZIP ) CARRIER / ADMINISTRATOR CLAIM# | :SHA LOG NUMBER REPORT PURPOSE CODE
G TURISDICTION JURISDIG TTON GLAIM NUMBER
E
N INSURED REFORT NUMBER
E
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L
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E
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P MALE UNMARRIED
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o ] Femae MARRIED
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E
c PHONE NUMBER # OF CEPENDENTS D UNKNOWN
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TIME EMPLOYEE L] aw [opateor mourviciness TIME OF Ll am |Lestwork DATE EMPLOYER NOTIFIED | DATE DISABILITY BEGAN
BEGAN WORK OCCURRENG DATE
O ew E Y
e CONTACT NAME / PHONE NUMBER TYPE OF INJURY/ILLNESS PART OF BODY AFFEGTED
c DID INJURYALLNESS EXPQSURE OCCUR ON EMPLOYER'S PREMISES? TYPE OF INIURY FIEENESS COD
YES NO | .
u DEPARTMENT OR LOCATION WHERE ACCIDENT OR ILLNESS EXPOSURE OCCURRED | ALL EQUIPMENT, MATERIALS, OR GHEMICALS EMPLOYEE WAS USING WHEN ACCIDENT
OR ILLNESS EXPOSURE OGGURRED
R
SPECIFIC ACTIVITY THE EMPLOYEE WAS ENGAGED IN WHEN THE ACCIDENT OR WORK PROCESS THE EMPLOYEE WAS ENGAGED [N WHEN ACCIDENT OR ILLNESS
R ILLNESS EXPOSURE QGCURRED EXPOSURE OCCURRED
E
HOW INJURY OR ILLNESS | ABNGRMAL HEALTH CONDITION DCCURRED. DESCRIBE THE SEQUENCE OF EVENTS AND INCLUDE ANY OBJECTS OR SUBSTANCES THAT
DIREGTLY INJURED THE EMPLOYEE OR MADE THE EMPLOYEE ILL.
N
c
£ DATE RETURNED TO WORK | IF FATAL, GIVE DATE OF DEATH WERE SAFEGUARDS OR SAFETY EQUIPMENT PROVIDEDT 0 ves 0 ~o
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E
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R

NM WCA FORM E1.2

EQUIVALENT TO OSHA'S FORM 301
Completion of this form is not an admission that the claim is compensable under the Workers® Compensation Act.

FORM |A-1 (7/02) © |IAIABC 2002




' NEW MEXICO WORKERS' COMPENSATION ADMINISTRATION

Phone: (505) 841-6000 In-State Toll Free: 1-800-255-7965
FARMINGTON: 599-9746/1-800-568-7310 LAS CRUCES: 524-6246/1-800-870-6826
LAS VEGAS: 454-9251/1-800-281-7889 LOVINGTON: 396-3437/1-800-934-2450

FILING INSTRUCTIONS

PURPOSE: To report all alleged work-related injuries or ilinesses resulting in more than 7 days of lost work or in death of the worker.
This form is not an admission or denial by the employer as to whether the worker's alleged injury or iliness is compensable, andmust
be completed by the employer or the employer's representative.

WHEN TO FILE: This form must be filed within 10 days of knowledge of any alleged work-related injury or illness that results in more
than 7 days of lost work. It must be filed even if the employer disputes the worker's claim of work-related injury or illness.

WHERE TO FILE: Mail the original form to the New Mexico Workers' Compensation Administration {Attention: Statistics) at the address
on the front of this form. Copies must also be provided to the worker and the employer's workers' compensation insurer.

PENALTIES: Each instance of failure to file this form when required is punishable by a fine of up to $1,000.00.

INSTRUCTIONS FOR COMPLETION

FILLING IN THE SHADED AREAS IS OPTIONAL. The employer may wish, however, to use some of these areas (such as "Witnesses")
for the employer's records. Expanded instructions are found in the publication Guide to Completing the Employer’s First Report of
Injury or lliness, available from the Administration’s Albuquerque office (call either number bold-faced above and ask for Statistics).

Please print in black ink or type, and ensure that all entries are legible before submission. An illegible or incomplete E1 may be
returned.

NAIC CODE: Represents the nature of the employer's business at the location where the worker was employed at the time of injury or
illness exposure; derived from the federal government publication North American Industry Classification System Manual. Indude this
code if known.

EMPLOYER'S LOCATION ADDRESS: Facility where the worker was employed at the time of injury, if different from mailing address.

CARRIER: Name, mailing address and telephone number of the licensed business entity issuing a contract of insurance and
assuming financial responsibility on behalf of the employer. A WCA-approved self-insured employer should enter its business name.

CLAIMS ADMINISTRATOR: Name, mailing address and telephone number of the insurance carrier, agency, third party administrator or
self-insured responsible for adjusting the claim.

EMPLOYER, CARRIER OR ADMINISTRATOR FEIN: Federal Identification Number, assigned by the Internal Revenue Service.
DID SALARY CONTINUE? Shows if the employer is continuing to pay the worker's regular wages without charge to empioyee benefits.

DATE OF INJURY/ILLNESS: In the case of an occupational illness (arising from the worker's activity or exposure over an extended
period), enter the date of diagnosis or the date first reported to the employer as possibly work-related.

DATE EMPLOYER NOTIFIED: The date the worker first notified {verbally or in writing} the employer or the employer's representative of the
alleged work-related injury or iliness.

DATE DISABILITY BEGAN: The first full day on which the worker lost time from work due to the injury or iliness.

TYPE OF INJURY OR ILLNESS: Briefly describe the nature of the injury {such as lacerations to the forearm) or illness (such as carpal
tunnel syndrome}. Be as specific as possible.

PART OF BODY AFFECTED: The specific part of body affected by the injury or illness (for example, right forearm, lower back).

DEPARTMENT OR LOCATION: If the accident ar illness exposure did not occur on the employer's premises, enter specific address or
location (for example, Client's office at 123 Main St., Yourtown, NM 87xxx). For occurrences in New Mexico, give ZIP or COUNTY.

ALL EQUIPMENT, MATERIAL OR CHEMICALS: List all equipment, materials and/or chemicals the worker was using, applying. handling
or operating when the injury or illness exposure occurred. Be specific (for example, decorator's scaffolding, electric sander, paintbrush
and paint). Enter "NA"if not applicable. NOTE: The items listed do not have to be directly involved in the worker's injury or illness.

SPECIFIC ACTIVITY: Describe the specific activity the worker was engaged in when the accident or iliness exposure occurred (for
example, sanding ceiling woodwork in preparation for painting). . -

WORK PROCESS: Describe the work process the worker was engaged in when the accident or exposure occurred, such as building
maintenance. Enter "NA" for not applicable if not engaged in a work process (for example, if the worker was walking along a hallway).

HOW INJURY OR ILLNESS OCCURRED: Describe how the injury or illness/abnormal health condition occurred. Be very specific.
Include the sequence of events and name any objects or substances that directly injured the worker or made the worker ill. (For
example: worker stepped back to inspect work and slipped on some scrap metal. As worker fell, worker brushed against the hot
metal.)

WORKER'S/EMPLOYER'S RIGHTS AND RESPONSIBILITIES

i you, the worker, believe that benefits are due you under the Workers' Compensation Act, and your employer or
the employer's insurance carrier has failed or refused to make those benefits available to you, you have a right to
file a complaint with the New Mexico Workers' Compensation Administration. Workers and employers with
questions about rights or responsibilities under the Act may contact an ombudsman at any Workers' Compensation
Administration regional office for information and assistance. To do so, call any of the above-listed telephone
numbers (8 a.m. to 5 p.m. M-F).



NEW MEXICO WORKERS' COMPENSATION ADMINISTRATION

EMPLOYERS' FIRST REPORT OF INJURY OR ILLNESS

2410 CENTRE AVE. SE ¢ PO BOX 27198
ALBUQUERQUE, NM 87125-7198
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NEW MEXICO WORKERS' COMPENSATION ADMINISTRATION

Phone: (505) 841-6000 In-State Toll Free: 1-800-255-7965
FARMINGTON: 599-9746/1-800-568-7310 LAS CRUCES: 524-6246/1-B00-870-6826
LAS VEGAS: 454-9251/1-800-281-7889 LOVINGTON: 396-3437/1-800-934-2450

FILING INSTRUCTIONS

- PURPOSE: To report all alleged work-related injuries or ilinesses resulting in more than 7 days of lost work or in death of the worker.
This form is not an admission or denial by the employer as to whether the worker's alleged injury or illness is compensable, and must
be completed by the employer or the employer's representative.

WHEN TO FILE: This form must be filed within 10 days of knowledge of any alleged work-related injury or illness that results in more
than 7 days of lost work. It must be filed even if the employer disputes the worker's claim of work-related injury or illness.

WHERE TOFILE: Mail the original form to the New Mexico Workers' Compensation Administration (Attention: Statistics) at the address
on the front of this form. Copies must also be provided to the worker and the employer's workers' compensation insurer.

PENALTIES: Each instance of failure to file this form when required is punishable by a fine of up to $1,000.00.

INSTRUCTIONS FOR COMPLETION

FILLING IN THE SHADED AREAS IS OPTIONAL. The employer may wish, however, 1o use some of these areas (such as "Witnesses")
for the employer's records. Expanded instructions are found in the publication Guide to Completing the Employer’s First Report of
Injury or llilness, available from the Administration's Albuquerque office {call either number bold-faced above and ask for Statistics).

Please print in black ink or type, and ensure that all entries are legible before submission. An illegible orincomplete E1 may be
returned.

NAIC CODE: Represents the nature of the employer's business at the location where the worker was employed at the time of injury or
illness exposure; derived from the federal government publication North American Industry Classification Systerm Manual. Indude this
code if known.

EMPLOYER'S LOCATION ADDRESS: Facility where the worker was employed at the time of injury, if different from mailing address. |

CARRIER: Name, mailing address and telephone number of the licensed business entity issuing a contract of insurance and
assuming financial responsibility on behalf of the employer. A WCA-approved seif-insured employer should enter its business name.

CLAIMS ADMINISTRATOR: Name, mailing address and telephone number of the insurance carrier, agency, third party administrator or
self-insured responsible for adjusting the claim.

EMPLOYER, CARRIER OR ADMINISTRATOR FEIN: Federal Identification Number, assigned by the Internal Revenue Service.
DID SALARY CONTINUE? Shows if the employer is continuing to pay the worker's regular wages without charge lo employee benefits.

DATE OF INJURY/ILLNESS: In the case of an occupational illness {arising from the worker's activity or exposure over an extended
period), enter the date of diagnosis or the date first reported to the employer as possibly work-related.

DATE EMPLOYER NOTIFIED: The date the worker first natified {verbally or in writing) the employer or the employer's representative of the
alleged work-related injury orillness.

DATE DISABILITY BEGAN: The first full day on which the worker lost time from work due to the injury or iliness.

TYPE OF INJURY OR ILLNESS: Briefly describe the nature of the injury (such as lacerations to the forearm) or iliness (such as carpal
tunnel syndrome). Be as specific as possible.

PART OF BODY AFFECTED: The specific part of body affected by the injury or illness (for example, right forearm, lower back).

DEPARTMENT OR LOCATION: If the accident or illness exposure did not occur on the employer's premises, enter specific address or
location {for example, Client's office at 123 Main St., Yourtown, NM 87xxx). For occurrences in New Mexico, give ZIP or COUNTY,

ALL EQUIPMENT, MATERIAL OR CHEMICALS: List all equipment, materials and/or chemicals the worker was using, applying, handling
or aperating when the injury or illness exposure occurred. Be specific (for example, decorator's scaffolding, electric sander, paintbrush
and paint). Enter "NA" if not applicable. NOTE: The items listed do not have to be directly involved in the worker's injury or iliness.

SPECIFIC ACTIVITY: Describe the specific activity the worker was engaged in when the accident or iliness exposure occurred (for
example, sanding ceiling woodwork in preparation for painting).

WORK PROCESS: Describe the work process the worker was engaged in when the accident or exposure occurred, such as building
maintenance. Enter "NA" for not applicable if not engaged in a work process (for example, if the worker was walking along a hallway).

HOW INJURY OR ILLNESS OCCURRED: Describe how the injury or illness/abnormal health condition occurred. Be very specific.
Include the sequence of events and name any objects or substances that directly injured the worker or made the worker ill. (For
example: worker stepped back to inspect work and slipped on some scrap metai. As worker fell, warker brushed against the hot
metal.)

WORKER'S/EMPLOYER'S RIGHTS AND RESPONSIBILITIES

It you, the worker, believe that benefits are due you under the Workers' Compensation Act, and your employer or
the employer's insurance carrier has failed or refused to make those benefits available to you, you have a right to
file a complaint with the New Mexico Workers' Compensation Administration. Workers and employers with
questions about rights or responsibilities under the Act may contact an ombudsman at any Workers® Compensation
Administration regional office for information and assistance. To do so, call any of the above-listed telephone
numbers (8 a.m. to 5 p.m. M-F).



NEW MEXICO WORKERS' COMPENSATION ADMINISTRATION
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EQUIVALENT TO OSHA'S FORM 301
Completion of this form is not an admission that the claim is compensable under the Workers’ Compensation Act.

FORM IA-1 (7/02) © IAIABC 2002



NEW MEXICO WORKERS' COMPENSATION ADMINISTRATION

Phone: (505) 841-6000 In-State Toll Free: 1-800-255-7965
FARMINGTON: 599-9746/1-800-568-7310 LAS CRUCES: 524-6246/1-800-870-6826
LAS VEGAS: 454-9251/1-800-281-7889 LOVINGTON: 396-3437/1-800-934-2450

FILING INSTRUCTIONS

PURPGSE: To report all alleged work-related injuries or illnesses resulting in more than 7 days of lost work or in death of the worker.
This form is not an admission or denial by the employer as to whether the worker's alleged injury orillness is compensable, and must
be completed by the employer or the employer's representative.

WHEN TO FILE: This form must be filed within 10 days of knowledge of any alleged work-retated injury or illness that results in more
than 7 days of lost work. It must be filed even if the employer disputes the worker's claim of work-related injury or iliness.

WHERE TO FILE: Mail the original form to the New Mexico Workers' Compensation Administration (Attention: Statistics) at the address
on the front of this form. Copies must also be provided to the worker and the employer's workers' compensation insurer.

PENALTIES: Each instance of failure to file this form when required is punishable by a fine of up to $1,000.00.

INSTRUCTIONS FOR COMPLETION

FILLING IN THE SHADED AREAS IS OPTIONAL. The employer may wish, however, to use some of these areas (such as "Witnesses")
for the employer's records. Expanded instructions are found in the publication Guide to Completing the Employer's First Report of
Injury or liness, available from the Administration's Albuguerque office (call either number bold-faced above and ask for Statistics).

Please print in black ink or type, and ensure that all entries are legible before submission. An illegible or incomplete E1 may be
returned.

NAIC CODE: Represents the nature of the employer's business at the location where the worker was employed at the time of injury or
illness exposure, derived from the federal government publication North American industry Classification System Manual. Indude this
code if known!

EMPLOYER'S LOCATION ADDRESS: Facility where the worker was employed at the time of injury, if different from mailing address.

CARRIER: Name, mailing address and telephone number of the licensed business entity issuing a contract of insurance and
assuming financial responsibility on behalf of the employer. A WCA-approved self-insured employer should enter its business name.

CLAIMS ADMINISTRATOR: Name, mailing address and telephone number of the insurance carrier, agency, third party administrator or
self-insured responsible for adjusting the claim.

EMPLOYER, CARRIER OR ADMINISTRATOR FEIN: Federal ldentification Number, assigned by the Internal Revenue Service.
DID SALARY CONTINUE? Shows if the emplayer is continuing to pay the worker's regular wages without charge lo employee benefits.

DATE CF INJURY/ILLNESS: In the case of an cccupational illness {arising from the worker’s activity or exposure over an extended
period), enter the date of diagnosis or the date first reported to the employer as possibly work-related.

DATE EMPLOYER NOTIFIED: The date the worker first notified (verbally or in writing} the employer or the employer's representative of the
alleged work-related injury or iliness.

DATE DISABILITY BEGAN: The first full day on which the worker lost time from work due to the injury oriliness.

TYPE OF INJURY OR ILLNESS: Briefly describe the nature of the injury {such as lacerations to the forearm) or iliness (such as carpal
tunnel syndrome). Be as specific as possible.

PART OF BODY AFFECTED: The specific part of body affected by the injury or illness (for example, right forearm, lower back).

DEPARTMENT OR LOCATION: If the accident or illness exposure did not occur on the employer's premises, enter specific address or
location (for example, Client's office at 123 Main St., Yourtown, NM 87xxx). For occurrences in New Mexico, give ZIP or COUNTY.

ALL EQUIPMENT, MATERIAL OR CHEMICALS: List all equipment, materials and/or chemicals the worker was using, applying, handling
or operating when the injury or illness exposure occurred. Be specific (for example, decorator’s scaffolding, electric sander, paintbrush
and paint). Enter "NA" if not applicable. NOTE: The items listed do not have to be directly involved in the worker's injury or illness.

SPECIFIC ACTIVITY: Describe the specific activity the worker was engaged in when the accident or iliness exposure occurred (for
example, sanding ceiling woodwork in preparation for painting).

WORK PROCESS: Describe the work process the worker was engaged in when the accident or exposure occurred, such as building
maintenance. Enter "NA" for not applicable if not engaged in a work process (for example, if the worker was walking along a hallway).

HOW INJURY OR ILLNESS OCCURRED: Describe how the injury or illness/abnormal health condition occurred. Be very specific.
include the sequence of events and name any objects or substances that directly injured the worker or made the worker il. (For
example: worker stepped back to inspect work and slipped on some scrap metal. As worker fell, worker brushed against the hot
metal.}

WORKER'S/EMPLOYER'S RIGHTS AND RESPONSIBILITIES

if you, the worker, believe that benefits are due you under the Workers' Compensation Act, and your employer or
the employer's insurance carrier has failed or refused to make those benefits available to you, you have a right to
file a complaint with the New Mexico Workers' Compensation Administration. Workers and employers with
questions about rights or responsibilities under the Act may contact an ombudsman at any Workers' Compensation
Administration regional office for information and assistance. To do so, call any of the above-listed telephone
numbers (8 a.m. to 5 p.m. M-F).



O
NOTICE OF ACCIDENT OR OCCUPATIONAL DISEASE DISABLEMENT
NOTIFICACION DE ACCIDENTE O ENFERMEDAD DE OFICIO

In accordance with New Mexico law, Section 52-1-29, Section 52-3-19 and Section 52-1-49, NMSA 1978; NMAC 11.4.4.11
Conforme a la Ley de la Compensacion de fos Trabajadores, Seccion 6§2-1-29 ,Seccidn 52-3-18 y Seccion 52-1-49, NMSA 1978; NMAC 11.4.4.11

I, \ was involved in an on-the-job accident or was disabled

Yo, {name of employee/nombre del empleada) me lastimé en un accidente en el trabajo o fui incapacitado
by an occupational disease at approximately . on . 20

por enfermedad de oficio aproxirnadamente (timela la(s) hora(s)) el (date/fecha) del 20

Employee's social security number: Where did the accident cccur?

Nomero de seguro social del empieado: ¢Donde ocurrié ef accidente?

What happened?
£ Qué ocurrio?

To be completed by Employer:
Completado por el empleador:

Enr caso afirmativo, el empleador tiene derecho g cambrar

proveedor de atencién médica despues de: 60 dias. de atencion médica después e 60 d;as

i

INICIALES DEL TRABAJADOR © e

WORKER' 5 éINiTIALS
Signed: Signed/Notice Received:
Firma: {employeelempleado) Firma/Notificacion recibida: (employer or representative/empleador o representante)
Date/Fecha: Date/Fecha:

ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT OR KNOWINGLY PRESENTS FALSE
INFORMATION IN AN APPLICATION FOR INSURANCE IS GUILTY OF A CRIME AND MAY BE SUBJECT TO CIVIL FINES AND CRIMINAL PENALTIES,
PREVIOUS NOA FORMS ARE STILL YALID FOR USE

Form NOA-1 (11/18) Employeriemployee: Each keep one copy. ----SEE BACK OF THIS FORM----
Empleador/fempleado: Retener una copia. -=--VER AL REVERSO DE ESTA FORMA--

Worker --
For emergency medical care, go to any emergency medical facility.

Workers and Employers with questions about workers' compensation may contact an Ombudsman at any New Mexico
Workers' Compensation Administration office for information and assistance. The offices are open Monday through Friday,
8 am. to 5 p.m., except holidays.

Trabajador
Para emergencias médicas vaya a cualquier clinica / hospital.

Trabajadores y empleadores con preguntas acerca de la compensacion de los trabajadores pueden comunicarse con un
asesor {"ombudsman”) a cualquier oficina de fa Administracion de la Compensacion de los Trabajadores para informacion
Y asistencia. Las oficinas estan abiertas desde fas ocho de la mafiana hasta las cinco de la tarde de lunes a viernes, con
la excepcion de dias festivos.

Statewide Helpline -- Linea de Asistencia

1-866-WORKOMP / 1-866-967-5667

toll free -- llamada sin costo de larga distancia
New Mexico Workers' Compensation Administration
PO Box 27198, Albuquerque, NM 87125

Albuguerque: (505) 841-6000 - 1 {800) 255-7965 Las Cruces: (575) 524-6246 - 1 (800) 870-6826 Santa Fe: (505) 476-7381
Farmington: (505) 599-9746 - 1 (800) 568-7310 Las Vegas: (505} 454-9251 - 1 (800) 281-7889
Hobbs: (575) 397-3425 - 1 (800) 934-2450 Roswell: (575) 623-3997 - 1(866) 311-8587

Rev. 11/18 https:;//workerscomp.nm.gov



