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



State of Rhode Island

[J PLEASE CHECK IF CORRECTION OF PRIOR REPORT

EMPLOYER'S FIRST REPORT OF ALLEGED OCCUPATIONAL INJURY, DISEASE OR FATALITY

Deparlment of Labor and Training, Division of Workers' Compensation
PO Box 20190, Cranston, RF 02820-0842
Phone (401) 462-8100  TDD (401) 462-8006 FAX {401) 462-83105

DWC No.

Insurer File No.

1. EMPLOYER LOCATION:

2. EMPLOYER NAMED ON WC INSURANCE POLICY: | |SAME ASBLOCK {

FEIN FEIN

Name Name

Address Address

Cily, State, Zip Cily, State, Zip

Phone Ext, Type of Business Phone Ext.
RI Unemployment Ins. No. NAICS WG Policy Number

3. INSURANCE COMPANY NAMED ON WC POLICY: 4. CLAIM ADMINISTRATOR: L__JSAME ASBLOCK3
FEIN FEIN

Name Nams

Address Address

Address Address

City, State, Zip City, State, Zip

Phona Ext. Phong Ex.
5, EMPLOYEE INFORMATION: 6. MEDIGAL INFORMATION:

SSN CInee remate Treatment Facility

Name Address

Address City, State, Zip

City, Stats, Zip Phone Ext.
Phone Date of Birth 7. WITNESS INFORMATION:

Ocoupation Date Hired Name Phone

State of Hire Preferred Language of Employee: O English O Spanish Q Porluguase O Other:

8. INJURY INFORMATION:

Injury Date
Time injury occurred Clam [Cem
Time employee began work Cari Crm

What was person doing when injured?

|:| NONE LOST

1. First full day st from work

2. Date retumed fo work {if appropriats)

List injured body parts and nature of injury:{ex: Broken left finger, lower back sirain)

3. Date employer notified of injury

If fatal - REPORT WITHIN 48 HOURS - Date of deslh

Place where injury/ifness occurred: Cat employer location fsted in Block 1 OR

Complate address where accident occurred:

DWC:

Was this injury previously an inckdent-only with no medical treaiment and no time lost? [ves Cl e
i Yes, date employer first notified of medical freatment or time kst
Category(ies) of injury orilness:  O'Injury  Olliness O Occupational Disease O Repetitive Trauma O Occupational Hearlng Loss O Unkaowm
Print Name of Repori Preparer Date Prepared Phone & Extension
Print Name of Employer Contact Person OR [_]Same as above Phone & Extension
County Time A Time W occ Nature Part Source Type

DWC-01 (01/03) For instructions visit our web site:

wnv.dif.d.govive




State of Rhode Island

(] PLEASE CHECK IF CORRECTION OF PRIOR REPORT

EMPLOYER'S FIRST REPORT OF ALLEGED QCCUPATIONAL INJURY, DISEASE OR FATALITY

Depariment of Labor and Training, Division of Workers' Compensation
PO Box 20190, Cransion, Rl 02920-0942
Phone (401)462-8100 TDD {401) 462-8006 FAX {401) 462-8105

DWC No.

Insurer File No.

1. EMPLOYER LOCATION:

2. EMPLOYER NAMED ON WC INSURANCE POLICY: | | SAME AS BLOCK 1

FEIN FEIN

Name Name

Address Address

City, State, Zip City, Stats, Zip

Phone Exi. Type of Business Phone Ext.
Rl Unemployment Ins. No. NAICS WC Policy Number

3. INSURANCE COMPANY NAMED ON WC POLICY: 4, CLAIM ADMINISTRATOR: DSAME AS BLOCK 3
FEIN FEIN

Name Name

Address Address

Address Address

Cily, State, Zip City, State, Zip

Phone Ext. Phone Ext.
5. EMPLOYEE INFORMATICN: 6. MEDICAL INFORMATION:

85N [CIMate Eremate Treatment Facilily

Name Address

Address Cily, State, Zip

City, Stale, Zip Phone Ext.
Phone Date of 8ith 7. WITNESS INFORMATION:

Occupation Date Hired Name Phone

State of Hire Preferred Language of Employee: O English O Spanish O Portuguese O Other:

8, INJURY INFORMATION:

Injury Date
Tima injury occurred [amIem
Tima emplayea began viork Cam [Cem

D NONE LOST

1. First full day bost from work

What was parson deing when injured?

2, Date retumed to work (if appropriate)

3. Date employer notified of injury

If fatal - REPORT WITHIN 48 HOURS - Date of death

List injured body parts and nature of injury:{ex: Broken left finger, lower back strain)

Place vhere injury/ihess occurred: I:I At employer Yocation listed in Block 1 OR

Compista address where accident cccumed:

DWC:

Was this injury previously an incident-only with no medical reatment and no time losi? [ lves Clno
If Yes, dale employer first nolified of medical ireatment or time lost
Calegory(ies) of injury orilness:  QInjury Ollness O Occupational Disease O Repetilive Trauma O Occupational Hearing Loss O Unknown
Print Mame of Repert Preparer Date Prepared Phone & Extension
Print Name of Employer Contact Person OR [_]Same as above Phone & Extension
County Tims A Time W OCC Nature Part Source Type

DWC-01 (01/03) For instructions visit our web sife:

wvw.dlt.ri.govive




State of Rhode [sland

] PLEASE CHECK IF CORRECTION OF PRIOR REPORT

EMPLOYER'S FIRST REPORT OF ALLEGED OCCUPATIONAL INJURY, DISEASE OR FATALITY

Depariment of Labor and Training, Division of Workers' Compensation
PO Box 20190, Cranston, Rl $2920-0942
Phone {401) 462-8100 TOD (401} 462-8006 FAX (401) 462-8105

DWC No.

Insurer File No.

1. EMPLOYER LOCATION:

2, EMPLOYER NAMED ON WC INSURANCE POLICY: | JSAME AS BLOCK 1

FEIN FEIN

Name Name

Address Address

City, State, Zip Cily, State, Zip

Phone Ext. Type of Business Phone Ext.
Rl Unemployment lns. No. NAICS WC Policy Number

3. INSURANCE COMPANY NAMED ON WG POLICY: 4, CLAIM ADMINISTRATOR: [_ISAME ASBLOCK 3
FEIN FEIN

Name Name

Address Address

Address Address

City, State, Zip Cily, State, 2ip

Phone Ext. Phone Ex.
5. EMPLOYEE INFORMATION: 6. MEDICAL INFORMATION:

58N CnMae Cremate Treatment Facility

Name Address

Address City, State, Zip

City, State, Zip Phone Ext.
Phone Dats of Birth 7. WITNESS INFORMATION:

Occupation Dale Hired Name Phone

State of Hire Prefarred Language of Employee: O English O Spanish O Porluguese O Gther:

8. INJURY INFORMATION: What was person doing when injured?

Injury Date

Time injury ocouimed Clam [ lem

Time smployes began work CIan e

I:l NONE LOST

1, First full day lost from work

2. Date relurned fo work {if appropriate}

3. Date emplover nofified of injury

If fatat - REPORT WITHIN 48 HOURS - Date of dealh

List injured body parts and nafure of injury:(ex: Broken left finger, lower back strain)

Place where injuryfillness occurred: Cat employer location listed in Block 1 OR

Compiele address where accikdent occurred:

DwWC:

Was this injury previously an incklent-only with no medical irealment and no time lost? [ ves (o
It Yes, date employer first nofified of medical ireatment or time lost
Categorylies) of injury orilness: O Injury  Ollliness O Occupational Disease O Repetitive Trauma O Occupational Hearing Loss O Unknowm
Print Name of Report Preparer Date Prepared Phone & Extension
Print Name of Employer Contact Person OR [_]Sants as above Phons & Extension
County Tims A Time W OceC Nature Part Source Type

DWC-01 (01/03) For instructions visit our web sile:

www.dll.ri.govAve




STATE OF RHODE ISLAND
DEPARTMENT OF LABOR & TRAINING

This employer is subject to the provisions of the
RKERS’ COMPENSATION ACT
of the State of Rhode Isiand

WOi‘ke'i;s’._.Comperisation_-In_s,:u_l_'fa_r_lce"__C_om"péi'ly: Ll

Ad]ustmg Company | '_

Telephone .'.:-:_:: S PohcyEffectweDate -

In accordance with Rhode Island General Law §28-32-1, the employer must report to
the Director of Labor and Training every personal injury sustained by an employee if
the injury incapacitates the employee from earning full wages for at least three (3)
days or requires medical treatment, regardless of the period of incapacity. If the
injury proves fatal, the report must be filed within forty-eight (48) hours. If not fatal, the
report shall be made within ten (10) days of the injury.

An injured employee shall have the freedom to choose medical treatment initially.
The employee’s first visit to any facility under contract or agreement with the employer
or insurer to provide priority care shall not be considered the employee’s initial choice.

For more information about Workers’ Compensation procedures and benefits, call the
Education Unit at (401) 462-8100 and press option #1 or TDD (401) 462-8006. If you
suspect fraud, contact the Fraud Prevention Unit at (401) 462-8100 and press option #7.

In accm dance with Rhode Island Gener al Law §28-29-13, this notlce must be posted
e and mamtamed in consp1cu0us places where workels are employed
L “'Fines may be imposed for noncompliance. o

DWC-8 (5/2004)




DEPARTAMENTO DE TRABAJO Y ENTRENAMIENTO
DEL ESTADO DE RHODE ISLAND

Esta empresa esta sujeta a las estipulaciones del

ACTA DE COMPENSACION DE
TRABAJADORES

del Estado de Rhode Island

Seguro de Compensacién de Trabajo -

_ Fecha Efectlya__c_l_e Pohza__ .__ -

Teléfono:

De acuerdo con las Leyes Generales de Rhode Island §28-32-1, las empresas tienen que
reportarle al Director de Trabajo y Entrenamiento cada lesion personal reportada por
un empleado si la lesion incapacita al empleado de ganar un sueldo completo por un
minimo de tres (3) dias, o requiere tratamiento médico, sin importar el periodo de
incapacidad. Si la lesion es fatal, el incidente debe ser reportado dentro de cuarenta y
ocho (48) horas. Si no es fatal, el incidente sera reportado dentro de diez (10) dias de la
lesion.

Un empleado lesionado tiene la libertad de escoger al primer proveedor médico. La
primera visita del empleado a cualquier centro de atencién médico contratado por la
empresa o la aseguradora, con la intencién de facilitar atencion inmediata, no serd
considerado ¢l primer proveedor médico,

Para mas informacidn referente a la compensacion para trabajadores a causa de
accidentes de trabajo, procedimientos y beneficios, llame a la Unidad Educacional al
(401) 462-8100 y apricte la opcioén #1 o TDD (401) 462-8006. Si usted sospecha de
fraude, pdngase en contacto con la Unidad de Prevencion de Fraude al (401) 462-8100 y
apriete la opcidn #7.

~ De acuerdo con las Leyes Generales de Rhode Island §28-29-13, este av1so debe ser
colocado y mantemdo en lugaies v1s1bles pala Tos tr abajadcnes Las emplesas que no
- " cumplan con este requerimiento pueden ser sujetas a multas. R

DWC-8 S (5/2004)
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