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 tc 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:

Current network: Yes No

Great American Insurance Group, 301 E Fourth Streel, Cincinnti, 3H 45202. This is not intended as iegal advice; if you have

any questions or issues of a specific nature, you should consult appropriate legal 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 G

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

Company. All rights reserved. 1251-ALT-CA {06/20) AMERI CAM
INSURANCE GROUP
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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:

Current network: es No

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

any questions or issues of a specific nature, you should consult appeopriate legal or regulatory counsel 1o review the specific
circumstances involved. The Great American Insurance Group eagte loge and the word marks Great American® ang Great American
insurance Group® are registered service marks of Great American Insurance Company. ©@ 2020 Great American Insurance
Company. All rights reserved, 1251-ALT-CA (06/20}
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TENNESSEE DEPARTMENT OF LABOR AND WORKFORCE DEVELOPMENT
EMPLOYER’S FIRST REPORT OF WORK INJURY OR ILLNESS

JURISDICTION CLAIM # (STATE FILE #)

CLAIMS ADM CLAIM # (INSURER CLAIM #)

CLAIM TYPE CODE
[IMep oNLY
OivpemniTy

[ BECAME LOST TIME

THE USE OF THIS FORM IS REQUIRED UNDER THE PROVISIONS OF THE
TENNESSEE  WORKERS' COMPENSATION LAW AND MUST BE

COMPLETED AND FILED WITH YOUR INSURANCE CARRIER

] ] BECAME MEB ONLY IMMEDIATELY AFTER NOTICE OF INJURY.
£ | OSHALOGCASE# [ NOTIFY ONLY
4 : IT 15 A CRIME TO KNOWINGLY PROVIDE FALSE, INCOMPLETE OR
Y ] TRANSFER MISLEADING INFORMATION TOQ ANY PARTY TO A WORKERS'
= NAME OF INSURANCE CARRIER CARRIER FEIN COMPENSATION TRANSACTION FOR THE PURPOSE OF COMMITTING
2 FRAUD. PENALTIES INCLUDE IMPRISONMENT, FINES AND DENIAL OF
@ INSURANCE BENEFITS.
= CLAIMS ADMIN FIRM NAME (IF DIFFERENT FROM FEIN OF CLMS ADM
= CARRIER) IF YOU HAVE QUESTIONS, THE STATE NOW HAS A BENEFIT REVIEW
o SYSTEM WHERE A WORKERS' COMPENSATION SPECIALIST CAN
CLAIMS ADJUSTER NAME CLMS ADJ PHONE #
PROVIDE ASSISTANCE. CaLL 1-800-332-2667 (TDD).
CLAIM HANDLING OFFICE ADDRESS LINE 1 AND LINE 2 arTy STATE ZIp
EMPLOYER NAME EMPLOYER FEIN SIC CODE PHONE NUMBER
o
]
z EMPLOYER ADDRESS LINE | AND LINE 2 NATURE OF BUSINESS
Z
w CITY STATE ZIP INSURED REPORT # EMPLOYER LOCATION
o INSURED NAME {PARENT CO. [F DIFFGRENT THAN POLICY NUMBER EFF DATE EMPLOYMENT STATUS CODE
Q EMPLOYER) [ FULL TIME/REGULAR
3 SELF INSURED? EXP DATE [ PART TIME
=3
OJvyes[n~o [ PIECE WORKER
EMPLOYEE LAST NAME PHONE INCL AREA CODE GENDER [ seasonaL
O maLe [ voLUNTEER
FIRST Mi DEPARTMENT REGULARLY [ FEMALE [] APPRENTICE FULL TIME
@ WORKED O unxNowN [ APPRENTICE PART TIME
m
5 ADRRESS LINE 1 & 2 OCCUPATION DESCRIPTION
5
i CITY STATE ZIP MARITAL STATUS ] marrIED NCCI CLASS CODE
[J UNMARRIED, SINGLE,  [_] SEPARATED
SSN DATE OF BIRTH DATE OF HIRE DIVORCED O unknown
WAGE PERIOD [ weekLy NUMBER OF DAYS WORKED PER SALARY CONTINUED IN LIEU OF COMPENSATION [] YE3 ] no
) g HOURLY Bl-WEEKLY WEEK
;3‘; E DALY E MONTHLY FULL WAGES PAID FOR DATE OF INJURY [ YES [} NO
DATE OF INJURY TIME OF INJURY CJam[Jem TIME EMPLOYEE BEGAN WORK ON INJURY DATE
[ ¢ouLD NOT BE DETERMINED Oam[Jem
DATE EMPLOYER NOTIFIED OF INJURY BODY PART AFFECTED CODE NATURE OF INJURY CODE CAUSE OF INIURY CODE
DATE CLAIM ADM NOTIFIED OF INJURY HoW INJURY OR ILLNESS OCCURRED. DESCRIBE THE INCIDENT INCLUDING WHAT THE EMPLOYEE WAS DOING
JUST BEFORE, THE PART OF THE BODY AFFECTED AND HOW, AND OBJECT OR SUBSTANCE THAT DIRECTLY
o DATE LAST DAY WORKED HARMED THE EMPLOYEE.
2 .
=
£ DATE DISABILITY BEGAN
2
=) RETURN TO WORK DATE (IF APPLICABLE)
g
DATE OF DEATH (IF APPLICABLE) 1F DEATH CLAIM, GIVE # DEPENDENTS FOR EACH RELATIONSHIP
O wibow [ rFaTHER SISTER TOTAL # DEPENDENTS
DID INJURY/ILLNESS QCCUR ON EMPLOYER'S [] winower __ DAUGHTER  __ BROTHER
premises? [] ves [ no O voTHER - ___ HANDICAPPED CHILD
ADDRESS WHERE INJURY OCCURRED (IF OTHER THAN EMPLOYER’S PREMISES) COUNTY OF INJURY
CITY STATE ZIp
PHYSICIAN NAME HOSPITAL OR OFF SITE TREATMENT NAME
£ ADDRESS LINE 1 AND 2 ADDRESS LINE | AND 2
=
£
3 Ty STATE Zip CITY STATE ZIP
&
INITIAL TREATMENT ] MINOR BY EMPLOYER [0 40SPITALIZED > 24 HRS [J eUTURE MAJOR MEDICAL/LOST TIME
[C] NO MEDICAL TREATMENT [] MINOR BY CLINIC/HOSPITAL [J EMERGENCY CARE ANTICIPATED
~ | DATEPREPARED PREPARER’S NAME & TITLE PREPARER’S COMPANY NAME PHONE NUMBER
=
)

LB-0021 {REV. 12/07)

RDA 10183




TENNESSEE DEPARTMENT OF LABOR AND WORKFORCE DEVELOPMENT
EMPLOYER’S FIRST REPORT OF WORK INJURY OR ILLNESS

JURISDICTION CLAIM # (STATE FILE#)

CLAIMS ADM CLAIM # (INSURER CLAIM #}
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[CIMED oNLY
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3
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= SELF INSURED? EXP DATE O rartTIME
-9
O ves[C o [ piECE WORKER
EMPLOYEE LAST NAME PHONE INCL AREA CODE GENDER [ seasoxaL
O maLe [ voLunTEER
FIRST Ml DEPARTMENT REGULARLY [l remace (] ABPRENTICE FULL TIME
@ WORKED [ unkNowN [ APPRENTICE PART TIME
[+
5 | ADRRESSLINE 1 &2 OCCUPATION DESCRIPTION
2
& | ary STATE ZIP MARITAL STATUS O MaRRIED NCCI CLASS CODE
[J UNMARRIED, SINGLE,  [] SEPARATED
SSN DATE OF BIRTH DATE OF HIRE DIVORCED [ unkNowN
WAGE PERIOD O weekLy NUMBER OF DAYS WORKED PER SALARY CONTINUED IN LIEU OF cOMPENSATION [] ves [ no
2 [s Ououry [ Bi-weekLY WEEK
Q . - ~
; [J ALy [ monTiLY FULL WAGES PAIR FOR DATE OF INJURY (] YEs [ no
DATE OF INJURY TIME OF INJURY OamOem TIME EMPLOYEE BEGAN WORK ON INJURY DATE
] couLD NOT BE DETERMINED [ amOem
DATE EMPLOYER NOTIFIED OF INJURY BODY PART AFFECTED CODE NATURE OF INJURY CODE CAUSE OF INJURY CODE
DATE CLAIM ADM NOTIFIED OF [NJURY HOW INJURY OR ILLNESS GCCURRED. DESCRIBE THE INCIDENT INCLUDING WHAT THE EMPLOYEE WAS DOING
JUST BEFORE, THE PART OF THE BODY AFFECTED AND HOW, AND OBIECT GR SUBSTANCE THAT DIRECTLY
+ | DATELAST DAY WORKED HARMED THE EMPLOYEE.
=4
=
Z | DATEDISABILITY BEGAN
8 | RETURN TO WORK DATE (IF APPLICABLE)
g
DATE OF DEATH (IF APPLICABLE) IF DEATH CLAIM, GIVE # DEPENDENTS FOR EACH RELATIONSHIP
O wicow [0 rFaTHER SISTER TOTAL # DEPENDENTS
DID INJURY/ILLNESS OCCUR ON EMPLOYER'S [] wivower ____DAUGHTER ~ ___ BROTHER
PREMISES? D YES D NO D MOTHER HANDICAPPED CHILD
ADDRESS WHERE INJURY OCCURRED (IF OTHER THAN EMPLOYER'S PREMISES) COUNTY OF [NJURY
cIry STATE Fatd
PHYSICIAN NAME HOSPITAL OR OFF SITE TREATMENT NAME
£ | ADDRESS LINE | AND 2 ADDRESS LINE | AND 2
Z
Z
z | oty STATE zIP CITY STATE ZIP
=
INITIAL TREATMENT [J MINOR BY EMPLOYER [ HOSPITALIZED > 24 HRS [J FUTURE MAJOR MEDICAL/LOST TIME
[] NO MEDICAL TREATMENT ] MINOR BY CLINICZHOSPITAL [ EMERGENCY CARE ANTICIPATED
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TENNESSEE DEPARTMENT OF LABOR AND WORKFORCE DEVELOPMENT
EMPLOYER’S FIRST REPORT OF WORK INJURY OR ILLNESS
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TENNESSEE WORKERS’ COMPENSATION INSURANCE

OSTING NOTICE
How to Report Work-Related Injuries

What should be done if injured at work?

Employee Employer
1. Immediately report the injury to the 1. Complete your company's internal
employer representative named below. "Workplace Injury form” and notify your

workers’ compensation insurance
company immediately, even if you have
concerns about the validity of the claim.

2. Select a treating physician from a panel
provided by your employer.

3. Ifyou have questions or problems, contact 2. Offer a panel of physicians to the
the employer representative or the Bureau of employee via Form C-42 available on the
Workers’ Compensation. Bureau's website. in cases of emergency, cail an

armbulance and provide this form as soon as the
injured employee has stabilized.

Printed name and title of the employer representative to be notified in the event of a work-related injury

Printed name of an afternative emplayer representative to be notified in the event of a work-related injury

Telephone number of employer representative to notify in event of a work-related injury

Address of employer representative to notify in event of a work-related injury

220 French Landing Dr. 1-B

The Tennessee Bureau of B‘ "."c Nashville, TN 37243-2667
Workers' Compensation is 5 )
available to help both mw;&,"o‘ékms, 800-332-2667

employees and employers. COMPENSATION 615-532-4812 T7D: 800-332-2257
_ tn.gov/workerscomp

Workers’ Compensation law requires this notice to be posted in a conspicuous piace at the work site at all times.

(REV. 4/18) Authorization No. 337545 RDA 10183




SEGURO DE COMPENSACION AyTRABAIADORES DE TENNESSEE

BLICACION DE AVISO

Como informar de lesiones laborales

¢Qué se debe hacer en caso de lesion laboral?

Empleado Empleador
Informe inmediatamente de la lesion at 1. Complete el formulario interno de su
representante del empleador indicado aqui empresa de “Lesion laboral” y notifique a
abajo. su aseguradora de compensacién a

trabajadores inmediatamente, incluso
aunque tenga dudas acerca de la validez
de la reclamacion.

2. Seleccione un médico tratante del panel
provisto por su empleador.

3. Sitiene alguna pregunta o problema, 2. Ofrezca un panel de médicos al
comuniquese con el representante de empleado a través del Formulario C-42,
empleadores de la Oficina de Compensacion disponible en el sitio web de |la Agencia. £n
a Trabajadores. ¢osos de emergencia, flame a una ambulancia y

proporcione este formulario en cuanto el empleado
fesionado se haya estabilizado.

Nombre en fetra de molde y titulo del representante del empleador a ser notificado en caso de una lesion laboral

Nombre en letra de molde del representante del empleador alterno a ser notificado en caso de una fesion laboral

Niimero de teléfono def representante del empleador a ser notificado en caso de una lesion laboral

Direccion del representante del empleador o ser notificado en caso de una lesién laboral

220 French Landing Dr. 1-B

La Oficina de Compensacion A .
a Trabajadores de B‘ " 'c Nashville, TN 37243-2667
Tennessee estd disponible ﬁ J 800'332'2667
ara ayudar a empleados sureau ot WORKERS' .
P y load P y COMPENSATION 615-532-4810 TTD: 800-332-2257
empieadores. tn.gov/workerscomp

La ey de Compensacion a Trabajadores exige que se publique este aviso en un lugar visible en el centro de trabajo en todo momenito,

@ Autorizacion No. 337545




