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— Vision —

To be the company of choice for

associates, agents, and policyholders.

— Mission —

Exceed in service. Lead in results.

— Core Values —

Excellence
Integrity

Innovation




WORKERS' COMPENSATION REPORTING TIPS

— ATTENTION-
YOU MAY BE FINED IF YOU DO NOT REPORT

ON-THE-JOB INJURIES ON TIME

You must complete an Employer's First Report of Injury immediately after an on—the—job injury occurs and forward
the report to Argent. You may be fined if you do not submit the report on time.

Report online, fax, or email the Employer's First Report of Injury even if you do not have all the information about
the injury.

¢ Do not wait for medical bills.

¢ Do not withhold the Employer's First Report of Injury because you believe the claim is questionable. Reporting
a loss is not an admission of liability.

¢ Be sure to include the claim number on all correspondence.

Claim Reporting Options for NEW
LOSSES F()JNLY:g P — e Online Reporting (Insured Access) - Our online reporting sys-

tem is referred to as Insured Access. Online claim reporting is
our preferred method, and allows you to instantly obtain con-
firmation of your report, as well as the claim number. Insured
Access also allows you to have limited access to claim notes,
claim reserves, and loss control resources. In order to set up
Insured Access, please contact your dedicated claim repre-
sentative. Or,

e Fax: 888-926-9299 or,

e Email: ArgentWCCLossScanCtr@wbmi.com

Do not withhold the Employer's First Report of Injury for any reason. You may be fined if the claim representative
cannot make the initial lost time payment because you failed to send the Employer’s First Report of Injury on time.

If you need to notify your agent, please send your agent a copy of the Employer's First Report of Injury and indi-
cate the report has been filed with Argent. Direct reporting saves time.

If you have any questions, please call your claim representative.

For any follow up correspondence, please refer to the below instructions:

Submit follow up correspondence

with the claim number to: e Fax:888-926-9299

e Email: Argent WCC_scan_ctr@wbmi.com
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HOW TO WRITE INJURY DESCRIPTIONS

The following instructions will help you avoid some common errors and save time when describing an injury on the
Employer’s First Report of Injury form.

For most accidents, you can describe what happened in one or two sentences. "He strained his lower back lifting
a box." "She bruised her left knee when she fell on a wet floor." However, your descriptions must be specific.
"Hurt back working" does not provide enough information.

Answer the following questions when describing an injury:
1.What part of the body was injured?

e Lower back ¢ Upper right leg

¢ Right forearm ¢ Third toe on left foot
2. How did the accident happen?

* Did the person fall?

« Did they twist their body as they got out of a chair?

* Were they moving or stationary when the accident happened?

3. Was the injured person carrying anything?

Even if it probably didn't cause the injury, we need to know if the person was carrying anything. For example,
"Carrying broom, stepped wrong and twisted left ankle.”

4. What specifically appears to have caused the accident?
If someone hurt their back lifting a box, say that. Don't say:
e Lifting a unit of material * Lifting equipment
* They hurt their back lifting product
Avoid jargon or trade names for equipment. Explain precisely what they were doing.
* Lifting an air conditioner e Carrying magazines
* Pushing a cart * Bending over to pick up a wrench
If a machine caused the injury, tell us what kind.

* A grinder e A shear * A hoist
Again, avoid jargon or trade names.

5. What injury appears to have resulted?
e Strain * Bruise

¢ Fracture e Cut

Please be sure to include the injured person's birthdate or age and Social Security number. Also, indicate the
geographical location of the accident (city, county, and state).
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RECEIVED BY
FIRST REPORT OF INJURY OR ILLNESS CLAIMS-HANDLING ENTITY SENT TO DIVISION DATE DIVISION RECEIVED DATE
FLORIDA DEPARTMENT OF FINANCIAL SERVICES
DIVISION OF WORKERS' COMPENSATION
For assistance call 1-800-342-1741
or contact your local EAO Office
PLEASE PRINT OR TYPE EMPLOYEE INFORMATION
NAME (First, Middle, Last) Social Security Number Date of Accident (Month-Day-Year) Time of Accident
O av [ pm
HOME ADDRESS EMPLOYEE'S DESCRIPTION OF ACCIDENT (Include Cause of Injury)
Street/Apt #:
City: State: Zip:
TELEPHONE Area Code Number
OCCUPATION INJURY/ILLNESS THAT OCCURRED PART OF BODY AFFECTED
DATE OF BIRTH SEX
! ! O wm O r
EMPLOYER INFORMATION
FEDERAL I.D. NUMBER (FEIN) DATE FIRST REPORTED (Month/Day/Year)
COMPANY NAME:
D.B.A:
NATURE OF BUSINESS POLICY/MEMBER NUMBER
Street:
City: State: Zip:
TELEPHONE Area Code Number DATE EMPLOYED PAID FOR DATE OF INJURY
/ ! O ves O no
LAST DATE EMPLOYEE WORKED WILL YOU CONTINUE TO PAY WAGES INSTEAD OF
EMPLOYER'S LOCATION ADDRESS (If different) WORKERS' COMP? ] YES
i /
Street:
RETURNED TOWORK L] YEs L[] No LAST DAY WAGES WILL BE PAID INSTEAD OF
City: State: Zip: IF YES. GIVE DATE WORKERS' COMP
LOCATION # (If applicable) ! / / !
DATE OF DEATH (If applicable) RATE OF PAY D HR D WK
PLACE OF ACCIDENT (Street, City, State, Zip)
1 / $ PER
Street: O oar O mo
AGREE WITH DESCRIPTION OF ACCIDENT?
City: State: Zip: Number of hours per day
O ves O no
COUNTY OF ACCIDENT Number of hours per week
Number of days per week

Any person who, knowingly and with intent to injure, defraud, or deceive any employer or employee, insurance company, or self-insured program, files a
statement of claim containing any false or misleading information commits insurance fraud, punishable as provided in s. 817.234. Section 440.105(7),

F.S.

I have reviewed, understand and acknowledge the above statement.

EMPLOYEE SIGNATURE ([f available to sign)

DATE

EMPLOYER SIGNATURE

DATE

NAME, ADDRESS AND TELEPHONE
OF PHYSICIAN OR HOSPITAL

AUTHORIZED BY EMPLOYER [] YEs [] No

CLAIMS-HANDLING ENTITY INFORMATION

O 1(a) Denied Case

- DWC-12, Notice of Denial Attached

[ 2. Medical Only which became Lost Time Case (Complete all required information in #3)

| 1(b) Indemnity Only Denied Case - DWC-12, Notice of Denial Attached Employee’s 8™ Day of Disability / !
Entity’s Knowledge of 8™ Day of Disability / /
[ 3. Lost Time Case - 1st day of disability / / Full Salary in lieu of comp? [ yEs Ful Salary End Date ! /
Date First Payment Mailed / / AWW Comp Rate
O 1T 0O TT.-80% O TP. O 1B [O PT. [ DEATH [1 SETTLEMENT ONLY

Penalty Amount Paid in 1% Payment $

Interest Amount Paid in 1% Payment $

REMARKS:

INSURER NAME

INSURER CODE # EMPLOYEE'S CLASS CODE

EMPLOYER'S NAICS CODE

SERVICE CO/TPA CODE # CLAIMS-HANDLING ENTITY FILE #

CLAIMS-HANDLING ENTITY NAME, ADDRESS & TELEPHONE

Form DFS-F2-DWC-1 (10/2016) Rule 69L-3.025, F.A.C.




DWC-1 Purpose and Use Statement

The collection of the social security number on this form is
specifically authorized by Section 440.185(2), Florida
Statutes. The social security number will be used as a unique
identifier in Division of Workers' Compensation database
systems for individuals who have claimed benefits under
Chapter 440, Florida Statutes. It will also be used to identify
information and documents in those database systems
regarding individuals who have claimed benefits under
Chapter 440, Florida Statutes, for internal agency tracking
purposes and for purposes of responding to both public
records requests and subpoenas that require production of
specified documents. The social security number may also be
used for any other purpose specifically required or
authorized by state or federal law.



Workers’ Compensation Exemptions
Construction Industry

An employer in the construction industry who employs
one or more part-time or full-time employees, including
the owner, must obtain workers’ compensation coverage.

Corporate officers or members of a limited liability
company (LLC) in the construction industry may elect
to be exempt if:

The officer owns at least 10 percent of the
stock of the corporation, or in the case of an
LLC, a statement attesting to the minimum
10-percent ownership.

The officer is listed as an officer of the corporation
in the records of the Florida Department of State,
Division of Corporations.

The corporation is registered and listed as active
with the Florida Department of State, Division
of Corporations.

No more than three corporate officers per corporation
or limited liability member are allowed to be exempt.

A $50 fee is required for each application submitted to
obtain an exemption. Construction exemptions are valid
for a period of two years or until a voluntary revocation
is filed or the exemption is revoked by the Division.

Non-Construction Industry

An employer in the non-construction industry, who
employs four or more part-time or full-time employees,
must obtain workers’ compensation coverage.

Sole proprietors and partners in the non-construction
industry are automatically exempt from the law, but
can elect to be covered.

Non-construction industry corporate officers may elect
to be exempt if:

The officer is listed as an officer of the corporation
in the records of the Florida Department of State,
Division of Corporations.

The corporation is registered and listed as active
with the Florida Department of State, Division of
Corporations.

There is no limit to the number of corporate officers
who can be exempt and there is no application fee.
Non-construction exemptions are valid until a voluntary
revocation is filed or the exemption is revoked by

the Division.

For copies of the exemption form, contact the Division’s Bureau of Compliance at (850) 413-1609 or go to
https://www.MyFloridaCFO.com/Division/WC/PublicationsFormsManualsReports/Forms/Default.htm

and click on Rule 69L-6 and Form number DWC-250, Notice of Election to Be Exempt.

What Your Employee Can Expect
From the Insurance Carrier

Timely provision of medical treatment
Timely payment of wage replacement benefits
Timely payment of medical bills

Timely reporting of the employee’s claim
information to the Division of Workers’
Compensation

Timely notification of any changes in the status of
the employee’s claim. This information should be
provided to the injured worker by mail on either a
Notice of Action/Change form (DWC-4) or a Notice
of Denial form (DWC-12)

Questions about workers’ compensation?

Please visit our Web site at www.MyFloridaCFO.com/Division/WC

where you will find extensive information such as publications,

databases, rules and forms that will give you a better
understanding of workers’ compensation.

Employee Assistance and Ombudsman Office Hotline
1-800-342-1741

Injured worker e-mail inquiries
wceao@MyFloridaCFO.com

Customer Service

(850) 413-1601

Employer e-mail inquiries
WorkCompCustServ@MyFloridaCFO.com

Workers’ Compensation Fraud Hotline
1-800-378-0445

Frequently Asked Questions

Q) How many days do employees have to report work-
related injuries or illnesses?

A) Employers should encourage employees to report
accidents as soon as the work related injuries or ilinesses
occur. By law, however, employees are required to report
work related injuries or ilinesses within 30 days.

Q To whom should I report the work-related injury?

A) You should report the accident to your insurance company
as soon as you have knowledge of the injury.

By law, you have seven days from your first knowledge

of the work related injury.

Q) Do I have to report a claim if | do not believe it is a work-
related injury or illness?

A) Yes. You should report all claims of work-related injuries
or illnesses to your workers’ compensation insurance carrier.
This includes claims in which there are no witnesses of the
injury or illness. It is your workers’ compensation insurance
carrier’s responsibility to investigate all claims and determine
if employees are entitled to benefits under Florida’s Workers’
Compensation Law.

Q) Does the employee pay any part of my workers’
compensation insurance premium?

A) No. The law is very specific on this point. It is the
employer’s responsibility to pay the entire premium for
workers’ compensation.

Employers who secure workers’ compensation coverage
can also apply to become a drug-free workplace and may
receive a premium discount. To learn more about the Drug-
free Workplace Program, please call the Division of Workers’
Compensation Customer Service Office at 850-413-1609.

Q) Who should I call if my employees have questions or
concerns regarding their workers compensation claims?

A) You should first contact your insurance carrier. If your
carrier is unable to answer the question or resolve the
problem, you or your employees should call the Employee
Assistance and Ombudsman Office at 1-800-342-1741.

Disclaimer:

This publication is being offered as an informational tool only
and complies with s.440.185 (4) F.S., with the understanding
that this is not official language of the Florida Statutes. In no
event will the Division of Workers’ Compensation be liable for
direct or consequential damages resulting from the use of
this printed material.

69L-3.0036, F.A.C. Employer Informational Brochure
Rule 69L-3.025, FA.C. Forms

DFS-F2-DWC-65

Revised March 2010

EMPLOYER FACTS

IMPORTANT

WORKERS’ COMPENSATION
INFORMATION FOR
FLORIDA'S EMPLOYERS

. DIVISION OF
| WORKERS’ COMPENSATION

Florida Department of Financial Services
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Your workers’ compensation
insurance policy covers medical and
partial wage-replacement benefits for
any employee who sustains a work
related injury or illness.

This brochure will give you a better
understanding of your role and
responsibilities under the workers’
compensation system.

Workers’ Compensation Notice

The law requires that every employer who has secured
workers’ compensation coverage post in conspicuous
place(s) a notice that contains the employer’s insurance
carrier information, the expiration date of the policy

and an anti-fraud statement. The Division of Workers’
Compensation has developed this notice, in poster form,
for carriers to provide to their policyholders. Your carrier
is required by law to provide you with the poster(s).

Even if employers have purchased workers’ compensation
policies, they shall be deemed to have failed to secure
workers’ compensation coverage if they have committed
any of the following actions:

materially understated or concealed payroll,

materially misrepresented or concealed employee
duties to avoid proper classification for premium
calculations, or

materially misrepresented or concealed information
pertinent to the computation and application of an
experience modification factor.

Employers who fail to secure workers’ compensation
coverage or fail to update information on their workers’
compensation insurance application are subject to stop
work orders and civil and criminal penalties.

First Report of Injury

As soon as you become aware of a work-related injury or
illness, immediately contact your workers’ compensation
insurance carrier. If you do not report the injury or iliness
to your insurance carrier within seven days of the date you
were informed, you may be subject to an administrative
fine not to exceed $2,000 per occurrence. Most insurance
companies have a toll-free number to report work-related
injuries. If you report the injury or iliness to the insurance
carrier by telephone, the carrier will complete the form and

send a copy to you and the employee within three business
days. You can also fill out the First Report of Injury or Iliness
form (DWC-1) and send it to the insurance carrier. The form
contains employer, employee and accident information and
can be obtained on the Division of Workers’ Compensation
Web site at https://www.MyFloridaCFQ.com/Division/WG/
pdf/DFS-F2-DWC-1.pdf. You must also provide a copy of
the First Report of Injury or lliness form to the employee.
The employee’s signature on the form is preferred, but if the
employee is not able or available to sign it, then write “not
available” in the employee signature box.

Workplace Fatalities

Employers must also report deaths resulting from work-
related injuries or illnesses to the Division of Workers’
Compensation within 24 hours. To report a workplace
fatality, call 1-800-219-8953 (in Florida) or 850-413-1611,
or fax the First Report of Injury or lliness form containing
the fatality information to 850-354-5100.
To access the form, go to https:/

MiyFloridaCEQ Division/We

click o (CSi] P

Wldedlca'\ enefits

As soon as you notify your carrier about your employee’s
work-related injury, the carrier will:

Determine the compensability of the injury
Provide an authorized doctor

Pay for all authorized medically necessary care and
treatment related to the injury or illness

Provide a one-time change of physician within five
business days of receipt of your written request

Authorized treatment and care may include:
Doctor’s visits
Hospitalization
Physical therapy
Medical tests
Prescription drugs
Prostheses

Travel expenses to and from authorized
providers or pharmacies.

Upon reaching maximum medical improvement (MMI), the
employee is required to pay a $10 copayment per visit for
medical treatment. MMI occurs when the treating physician
determines that the employee’s injury has healed to the
extent that further improvement is not likely.

Wage Replacement Benefits

Workers’ compensation benefits for lost wages will start on
the eighth day that the injured employee is unable to work.
The injured employee will not receive wage replacement
benefits for the first seven days of work missed, unless he
or she is out of work for more than 21 days due to the work-
related injury. In most cases, the wage-replacement benefits
will equal two-thirds of the employee’s pre-injury regular
weekly wage, but the benefit will not be higher than Florida’s
average weekly wage. If the employee qualifies for wage
replacement benefits, he or she can expect to receive the
first benefit check within 21 days after the carrier becomes
aware of the injury or illness, and bi-weekly thereafter. The
injured employee will be eligible for different types of wage
replacement benefits, depending on the progress of the
claim and the severity of the injury.

Temporary Total Benefits: These benefits are provided
as a result of an injury that temporarily prevents the
employee returning to work and the employee has not
reached MMI.

Temporary Partial Benefits: These benefits are
provided when the doctor releases the employee to
return to work, and the employee has not reached
MMI and earns less than 80 percent of the pre-
injury wage. The benefit is equal to 80 percent of

the difference between 80 percent of the pre-injury
wage and the post-injury wage. The maximum length
of time the injured employee can receive temporary
benefits is 104 weeks or until the date of MMI is
determined, whichever is earlier.

Permanent Impairment Benefits: These benefits

are provided when the injury causes any physical,
psychological or functional loss and the impairment
exists after the date of MMI. A doctor will assign

a permanent impairment rating, expressed as a
percentage of disability to the body as a whole. If you
return to work at or above your pre-injury wage, the
permanent impairment benefit is reduced by 50%.

Permanent Total Benefits: These benefits are
provided when the injury causes the employee to be
permanently and totally disabled according to the
conditions stated in law.

Death Benefits: Compensation for deaths resulting
from work-related injuries or illnesses include
payment of funeral expenses and dependency
benefits (each are subject to limits defined by law).
A dependent spouse may also be eligible for job
training benefits.

Wage Statement Form

You must complete and provide a wage statement form
(DFS-F2-DWC-1a) to your carrier for any employee who is
entitled to wage replacement benefits, within 14 days after
knowledge of the accident. You must also complete this form
upon the termination of the employee or upon termination

of fringe benefits for any employee who is collecting wage
replacement benefits within seven days of such termination.
To access the form go to, https://www.MyFloridaCFO.com/
Division/WG/PublicationsFormsManualsReports/Forms/
Default.htm and click on DWC-1a.

Employee Assistance Office

If you have any questions or concerns about your
employees’ workers’ compensation benefits, call your
workers’ compensation insurance carrier. If the insurance
carrier does not provide the information that you

have requested, you can call the Division of Workers’
Compensation, Employee Assistance Office (EAQ) at
1-800-342-1741. This office helps prevent and resolve
disputes between injured workers and employers/carriers.

EAO specialists are knowledgeable about the workers’
compensation system and may be able to answer your
questions. EAQ has offices throughout the state that you
can call or visit. You can find EAO statewide locations

at www.MyFloridaCFQ.com/Division/WC/Employee/
eao_offices.htm.

In addition, the Division of Workers’ Compensation has
a Web site section on “Frequently Asked Questions for
Employers,” which can be accessed at https:/www.
MyFloridaCFO.com/Division/wc/Employer/fag.htm.

Petition for Benefits

To begin the judicial procedure for obtaining benefits that
you believe are due and owing under the law and have
not been provided by the employer or insurance carrier,
a Petition for Benefits form must be filed with the Office
of Judges of Compensation Claims. The form can be

accessed at www.jcc.state.fl.us/JCC/forms/.

Anti-Fraud Reward Program

Workers’ compensation fraud occurs when any person
knowingly and with intent to injure, defraud or deceive
any employer or employee, insurance carrier or self-
insured program, files false or misleading information.
Workers” compensation fraud is a third degree felony that
can result in fines, civil liability and jail time. Rewards of
up to $25,000 may be paid to individuals who provide
information that lead to the arrest and conviction of
persons committing insurance fraud.

To report suspected workers’ compensation fraud,

call 1-800-378-0445.
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Certificado de eleccion para exenciones
Industrias dedicadas a la construccion

Empleadores en las industrias de la construccion con un
(1) empleado o mas a jornada completa o jornada parcial,
incluyendo el duefo, debe obtener la cobertura de seguro
por accidentes de trabajo.

Oficiales 0 miembros de una sociedad de responsabilidad
limitada (LLC) de una corporacion en la industria de la
construccion pueden elegir ser exentos si:

Poseen un minimo de diez por ciento (10%) de
titularidad de acciones de la corporacion o en el caso
de un LLC hay una declaracion que da testimonio a la
propiedad del 10 por ciento minima.

El oficial de la compafifa aparece como oficial de
la corporacion en el registro del Departamento del
Estado de la Florida, Division de Corporaciones.

La corporacidn aparece activa en el registro del
Departamento del Estado de la Florida, Division
de Corporaciones.

Solamente tres oficiales de una corporacion o sociedades
de responsabilidad limitada pueden elige ser exentos. Se
requiere pagar $50 por cada aplicacion presentada para
obtener una exencion. Exenciones en las industrias que
participan en la construccion son validas por dos afos

0 hasta que se registre una revocacion voluntaria o si la
exencion es revocada por la division.

Industrias que no se dedican a la construccion

Un empleador que no participa en la industria de
construccion y tiene cuatro (4) empleados 0 mas de
jornada completa o jornada parcial tiene que obtener la
cobertura de seguros por accidentes de trabajo.

Propietarios tnicos y socios en industrias que no
participan en la construccion estan autométicamente
exentos de la ley, pero pueden elegir ser cubierto.

Oficiales de una corporacién que no se dedica a la
construccion puede elegir ser exentos si:

El oficial esta listado como oficial de la corporacion
en el registro del Departamento del Estado de la
Florida, Division de Corporaciones.

La corporacion esta listada activa en el registro del
Departamento del Estado de la Florida, Division
de Corporaciones.

No hay limite de oficiales que pueden ser elegibles para
ser exentos y no le cobrardn por llenar la aplicacion
para la exencion. Exenciones en las industrias que no
se dedican a la construccion son validas por dos afios

0 hasta que se registre una revocacion voluntaria o si la
exencion es revocada por la division.

Para conseguir copias de la notificacidon de eleccion para ser exento [en inglés Notice of Election to Be Exempt]
llame al (850) 413-1609 o vaya a nuestro sitio Web en https://www.MyFloridaCFO.com/Division/WC/

PublicationsFormsManualsReports/Forms/Default.htm, y haga clic en la regla 69L-6 y niimero del formulario

DWC-250 Eleccidn de ser exento.

Lo que su empleado puede esperar de
parte de la compania de seguros:

Provision oportuna de tratamiento médico

Provision oportuna de beneficios de reemplazo
de salario

Pago oportuno de cuentas médicas

Notificacion oportuna de su reclamacion a la
Divisién de Compensacion por Accidentes
de Trabajo

Notificacion oportuna de cualquier cambio del
estado de su reclamacion. Esta informacion se le
sera proveida por correo en un formulario titulado
“Notice of Action/Change (DWC4) [Notificacion
de Accion o Cambio (DWC4)] o “Notice of Denial
(DWC12) [Notificacion de Negacion (DWC12)]

¢ Tiene preguntas sobre el seguro por
accidentes de trabajo?

Por favor, visite nuestra pagina Web en
www.MyFloridaCFO.com/Division/WC donde usted
encontrard informacion extensa tal como publicaciones, un
nimero de bases de datos, reglas, y formas que le dara un
mejor entendimiento del seguro para accidentes de trabajo.

Oficina de Ayuda al Trabajador (Oficina de asistencia para el
trabajador) 1-800-342-1741

Empleados lesionados pueden hacer preguntas
por correo electrénico wceao@myfloridaCFO.com

Servicio al cliente (850) 413-1601

Empleadores pueden hacer preguntas
por correo electronico
WorkCompCustServ@MyFloridaCFO.com

Preguntas sobre el programa contra el fraude
1-800-378-0445

Preguntas hechas con frecuencia

P) ¢;Cuantos dias tienen los empleados para reportar lesiones u
enfermedades relacionadas con el trabajo?

R) Los patrones deben aconsejar a sus empleados que reporten
accidentes tan pronto como ocurran lesiones o enfermedades
relacionadas con el trabajo. Por ley, sin embargo, se requiere que
empleados reporten lesiones o las enfermedades relacionadas
con el trabajo en el plazo de 30 dias.

P) ¢A quién le debo reportar la lesion relacionada con
el trabajo?

R) Usted debe reportar el accidente a su compaiiia de seguros tan
pronto usted tenga conocimiento de la lesion. Por ley, usted tiene
siete dias desde su primer conocimiento de la lesion relacionada
con el trabajo.

P) ;Tengo que reportar un reclamo si no creo que la lesion o
enfermedad es relacionada con el trabajo?

R) Si. Usted debe reportar todas las demandas de lesiones o

de enfermedad relacionadas con el trabajo a su compania de
seguros. Esto incluye las demandas de las cuales no hay testigos
de las lesiones u de las enfermedades. Es responsabilidad de la
compaiiia de seguros por accidentes de trabajo investigar todas
las demandas y determinar si el empleado tiene derecho a recibir
beneficios de acuerdo a la ley de seguros por accidentes de
trabajo.

P) ¢El empleado paga parte de la prima de seguro por
accidentes de trabajo?

R) No. La ley es muy especifica en este punto. Es la
responsabilidad del empleador pagar la prima entera del
seguro por accidentes de trabajo.

P) ¢A quién debo llamar si mis empleados tienen preguntas o
preocupaciones con respecto a sus reclamacidénes?

R) Usted debe primero contactar a su compaiiia de seguro. Si
la aseguradora no puede contestar la pregunta o resolver el
problema, usted o sus empleados deben llamar la oficina de la
ayuda al Trabajador en 1-800-342-1741.

Empleadores que adquieran una pdliza de seguros por accidentes
de trabajo pueden también aplicar para ser un lugar de trabajo
libre de drogas y pueden recibir un descuento de prima. Para
aprender mas sobre el programa, llame por favor a la Division de
Compensacion por Accidentes, la oficina del servicio de atencion al
cliente al 850-413-1609.

Limitacion de responsabilidad

Esta publicacion esta siendo ofrecida sélo como una herramienta
de informacion, acata s.440.185 (4) F.S. con el entendimiento

que esto no es lenguaje oficial de los Estatutos de la Florida. Bajo
ningunas circunstancias serd la Division de Compensacion por
accidentes de trabajo responsable de dafios directos o resultantes
del uso de ese material.

69L-3.0036, F.A.C. Employer Informational Brochure
Rule 69L-3.025, F.A.C. Forms
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Su poliza de seguro por accidentes
de trabajo cubre beneficios médicos
y reemplazo parcial del salario para
cualquier empleado que sostenga
lesion o una enfermedad relacionada
con su trabajo.

Este folleto le dara una mejor
comprension de su papel y
responsabilidades bajo el sistema de
seguro por accidentes de trabajo.

Aviso de seguro por accidentes de trabajo

La ley requiere que cada empleador que ha adquirido una
poliza de seguro por accidentes de trabajo coloque en

un lugar o lugares conspicuo(s) un aviso que contenga
informacion sobre la compafia de seguros, la fecha de
vencimiento de la pdliza, y una declaracion en contra de
fraude. La Division de Compensacion por Accidentes de
Trabajo ha desarrollado este aviso en forma de cartel, para
que las compafiias de seguro se las proporcionen a sus
asegurados. Su compania de seguros tiene obligacion legal
de proveerle los carteles.

Aunque el empleador adquiera una poéliza de seguros por
accidentes de trabajo, se consideran no haberlo hecho si han
cometido cualquiera de las siguiente acciones:

subestimar u ocultar némina de pago,

falsificar u ocultara las responsabilidades del empleado
para evitar la clasificacion apropiada para los célculos
de la prima de seguro

falsificar u ocultar informacion pertinente al calculo y
aplicacion de un factor de modificacion de experiencia.

Los empleadores que tienen obligacion de proveer seguro
por accidentes de trabajo pero no lo hacen o no actualizan
la informacion reportada en la solicitud de seguro por
accidentes de trabajo, son sujetos a recibir una orden de
suspension de trabajo y penas civiles y criminales.

Primer reporte de la lesion o enfermedad

Tan pronto usted se entere de una lesién o enfermedad
relacionada con un accidente en el lugar de trabajo, contacte
inmediatamente a su compafiia de seguro por accidentes

de trabajo. Si usted no reporta la lesion o la enfermedad a

la compafiia de seguro en un plazo de siete dias después

de la fecha que usted fue informado, usted puede estar
sujeto a una multa administrativa que no exceda $2.000 por
ocurrencia. La mayoria de las compafiias de seguros tienen
un nimero gratis para reportar lesiones relacionadas con

el trabajo. Si usted reporta la lesion o la enfermedad a la
compafiia de seguros por teléfono, la compafiia de seguros

llenard el formulario y le enviard una copia al empleado dentro

de tres dias laborales. Usted también puede completar el primer
reporte de la lesion o enfermedad (DWC-1) y enviarlo a la
compafia de seguros. El formulario contiene informacion sobre
el empleador, el empleado, y el accidente y se puede obtener en
la pagina Web de la Division de Compensacion por Accidentes de
Trabajo en https://www.MyFloridaCFO.com/Division/WC/pdf/DFS-
F2-DWC-1.pdf. Usted debe también proveer una copia del primer
reporte del accidente o enfermedad al empleado. Se prefiere

la firma del empleado en el formulario, pero si el empleado no
puede o no esta disponible para firmarlo, escriba “no disponible”
en la caja donde se pide la firma del empleado.

Fallecimientos relacionados con el trabajo

Empleadores también tienen que reportar muertes que resulten

por lesiones o enfermedades relacionadas con el trabajo

a la Division de Compensacion por Accidentes de Trabajo

en un plazo de 24 horas. Para reportar una una fatalidad en

el lugar de trabajo, llame al 1-800-219-8953 (en la Florida)

0 al 850-413-1611, o envie el primer reporte de la lesion

o enfermedad con la informacion sobre la muerte por fax

a 850-354-5100 Para tener acceso al formulario,

vaya a la pagina web https:// i

Division/WGC/lic en
WC-1.PublicationsFormsManualsReports/Form

Default.htm. Haga
Beneficios médicos

Tan pronto usted le notifique a la compafiia de seguro sobre la
lesion que sufrid su empleado en el trabajo, la compafiia:

Determinara si la lesién es compensable
Proveera un medico autorizado

Pagard para todo el cuidado autorizado que sea
médicamente necesario y este relacionado con la
lesion u enfermedad.

Proporcionara un solo cambio de médico dentro de
cinco jornadas laborales del recibo de la peticion de
su empleado por escrito.

Atencion médica y tratamientos autorizados pueden incluir:
Consultas médicas
Hospitalizacion
Terapia fisica
Examenes médicos
Medicamentos recetados
Protesis

Gastos de ida y vuelta por viajes a consultas médicas o
farmacias autorizadas.

En cuanto usted alcance la maxima mejoria médica (MMI por su
sigla en inglés) usted tendrd que pagar un copago de $10.00

por cada consulta para tratamiento médico. La maxima mejoria
médica ocurre cuando el médico que lo (a) atiende determina que
la lesion o enfermedad del empleado se ha curado al grado que
mejoria adicional no es probable.

Beneficios de reemplazo de salario

Los beneficios de reemplazo de salario comenzaran al octavo dia
que el empleado no pueda trabajar. El empleado lesionado no
recibird beneficio de reemplazo de salario por los primeros siete
dias que no pudo trabajar a menos que ha estado incapacitado
por més de 21 dias debido a su lesion o enfermedad relacionada
con su empleo. En la mayoria de los casos, los beneficios de
reemplazo de salario igualaran a dos tercios (2/3) del salario
semanal regular del empleado antes de sufrir la lesion o
enfermedad, pero el beneficio no excedera el promedio de los
salarios semanales en la Florida. Si el empleado califica para los
beneficios de reemplazo de salario, él o ella puede esperar recibir
el primer cheque dentro de 21 dias después de que la compafia
de seguros se entere de la lesion o enfermedad. Los siguientes
cheques se le enviaran cada dos semanas. El empleado lesionado
sera elegible para diversos tipos de beneficios de reemplazo de
salario dependiendo del progreso del reclamo y de la severidad
de la lesion.

Beneficios Por incapacidad total temporal (TTD por su sigla
en inglés)*: Estos beneficios son proveidos como resultado
de una lesion o enfermedad que temporalmente prohibe
que el empleado vuelva a trabajar, y el empleado no ha
alcanzado la méaxima mejoria médica.

Beneficios Por incapacidad parcial temporal (TPD por su
sigla en inglés): Estos beneficios son proveidos cuando

el médico le permite al empleado volver a trabajar, el
empleado no ha alcanzado la maxima mejoria médica, y
gana menos del 80% del salario que ganaba antes de sufrir
la lesion o enfermedad. El beneficio es igual al 80% de la
diferencia entre el 80% del salario de antes de la lesion y
del salario después de la lesion.El periodo maximo que el
empleado lesionado puede recibir beneficios temporales es
104 semanas o hasta que la fecha del MMI sea determinada,
lo que ocurra primero.

Beneficios por dafios permanente (1B por su sigla en
ingles): Estos beneficios son proveidos cuando la lesion

o0 enfermedad causa cualquier pérdida fisica, psicoldgica o
funcional y el impedimento existe después de la fecha de
la méxima mejoria médica. [MMI] Un médico asignara una
valoracion de incapacidad permanente a la lesion que sera
expresada como un porcentaje.

Beneficios por incapacidad total permanente(PTD por su
sigla en inglés) Estos beneficios son proveidos cuando la
lesion causa que el empleado sea permanente y totalmente
incapacitado(a) segun las estipulaciones de la ley.

Indemnizaciones por fallecimiento: Compensacion

por accidentes de trabajo que resulten en la muerte

del trabajador incluye pago de gastos para el funeral y
beneficios para los dependientes del fallecido (estos son
sujetos a limites definidos por ley). Un conyuge dependiente
puede ser elegible para entrenamiento vocacional.

Formulario de la declaracion del salario

Usted debe llenar el formulario de la declaracion del salario
(DFS-F2-DWC-1a) para cualquier empleado que tenga derecho
a recibir beneficios de reemplazo de salario y proveérselo a

su compafiia de seguros dentro de 14 dias después del
conocimiento del accidente. Usted también debe llenar

el formulario al despedir o al dejar de proveer beneficios

a cualquier empleado que esté recibiendo beneficios de
reemplazo del salario. Esto se debe hacer en un plazo de 7
dias de tal terminacion. Para tener acceso a la forma vaya a
la pagina web (https://www.MyFloridaCFQ.com/Division/WC/
PublicationsFormsManualsReports/Forms/Default.htm) y
haga clic en DWC-1a.

Oficina de ayuda al trabajador

Si usted tiene algunas preguntas o preocupaciones sobre

los beneficios que ofrece el seguro por accidentes de
trabajo, llame a su compaiiia de seguros. Si la compafiia

de seguros no ofrece la informacion que usted ha pedido,
usted puede llamar la Division de Compensacion por
Accidentes de Trabajo, oficina de Ayuda al Empleado (EAO)
al 1-800-342-1741. Esta oficina ayuda a prevenir y a resolver
disputas entre los trabajadores y los empleadores/las
compaiiias de seguros.

Los especialistas de la EAQO poseen conocimiento sobre

el sistema de seguro por accidentes de trabajo(y pueden
contestar sus preguntas. EAO tiene oficinas por todo el
estado que puede llamar o visitar. Usted puede localizar el
lugar donde estéan estas oficinas visitando el sitio: www.
MyFloridaCFO.com/Division/WC/Employee/eao_offices.htm.

Ademés, la Division de Compensacion por Accidentes de
Trabajo tiene una seccion en el Web, “Preguntas hechas con
frecuencia por empleadores,” que puede alcanzar en https://
www.MyFloridaCFQ.com/Division/wc/Employer/fag.htm.

Peticion para beneficios

Para comenzar el proceso judicial para solicitar beneficios
que se le deben segln la ley pero la compafiia de seguros no
lo ha proveido, se debe presentar el formulario “Petition for
Benefits” [Peticion para beneficios] a la Oficina de los Jueces
de las reclamaciones de compensacion. Se puede conseguir
el formulario visitando el sitio Web: www.jcc.state.fl.us/JCC/
forms/.

Programa de recompensacion
contra fraude

El fraude en el seguro por accidentes de trabajo ocurre
cuando cualquier persona a sabiendas y con intencion

de hacer dafio, defrauda o engana a cualquier empleador

o trabajador, compafiia de seguros, 0 auto compafiia de
seguros, presenta informacion falsa o engafiosa. El fraude del
seguro por accidentes de trabajo es un delito mayor de tercer
grado que puede resultar en multas, responsabilidad civil, o
encarcelamiento. Recompensas de hasta $25,000.00 se les
puede pagar a personas quienes proveen informacion que
resulte en la detencion y la condena de personas que

han cometido fraude de seguros. Llame al 1-800-378-0445
para reportar sospechas de fraude de seguros por accidentes
de trabajo.
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WORKERS COMPENSATION
COST CONTAINMENT INITIATIVES

Argent participates in several medical cost containment programs. The use of these programs helps reduce your
workers' compensation expenses. A brief summary of each program is outlined below.

If you have any questions about any of the programs we offer, please call your dedicated claim representative at
888-236-5008.

PHARMACY PROGRAM

This program is designed to provide discounts on workers' compensation prescriptions submitted by your injured
worker’s. This service is provided by a national pharmaceutical management company using a network of retail
pharmacies.

How the program works:

1. The injured worker files a workers' compensation claim with employer, seeks medical treatment, and receives
a prescription from a provider.

2. The injured worker presents the prescription along with the temporary ID form to a participating pharmacy
where the claim is electronically submitted by the pharmacy to our vendor.

3. Once Argent receives notification of the claim from the employer, an employee ID drug card is issued, along
with a list of participating pharmacies and instructions on the use of the program.

4. The injured worker presents the ID drug card to a participating pharmacy for any workers' compensation pre-
scriptions.

5. High cost/long term use medications are conveniently supplied through our vendor's mail service pharmacy.

DIAGNOSTIC TESTING PROGRAM

Using the services of a diagnostic management vendor, we can save money on diagnostic tests (i.e., CT scans,
MRIs, EMGs, etc.) the treating provider orders for injuries an employee sustains in a work-related incident. Our
vendor will schedule the test then notify the injured worker of the date, time, and location. Once the test is per-
formed the films/x-rays will be forwarded to the referring provider.

To make this program successful, we ask that you encourage your employees to contact their Argent claim repre-
sentative as soon as their provider orders a diagnostic test. We will handle it from there.

MEDICAL COST CONTAINMENT

Strong medical management brings about the early and safe return to work of your employees and reduces claim
costs. In order to control the medical bill costs, we contract with a medical bill review service. All of our medical
provider charges (hospital, physician, physical therapist, chiropractor, and pharmaceutical) are verified for the
appropriateness of the charge, and to determine if they adhere to state mandated fee schedules or local usual and
customary (U&C) reimbursement levels. This process often reduces our medical expenses by 10-30%.

Another way we are containing costs is through the use of PPO Networks. The Preferred Providers have agreed to
discount their billings to the agreed upon PPO Network rates for our insured’s injured workers. This in turn keeps
your premium costs down.

Your support in encouraging your injured workers to use a PPO provider is important. It sends an important mes-
sage to the medical care providers that we support them in their effort to offer quality, cost effective care to pa-
tients.

For a list of PPO's in your area, please visit our website, www.argentworkerscomp.com for a link to the PPO Direc-
tory.

WR 0040 03 12 Argent, a Division of West Bend Page 1 of 2
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http://www.argentworkerscomp.com/

Tennessee Medical Care and Paperwork

After an employee reports an injury, employers should help the employee get all needed medical care related to
the injury, at no cost to the employee, from a doctor the employee chooses from the employer's approved list.
Employers should also help the employee contact the employer's Workers’ Compensation insurance adjuster.

Fill out a First Report of Injury (Form C-20) and file the form with its insurance adjuster within one (1)
working day of its knowledge of the injury. The claim must be reported to the adjuster even if the employer
feels the claim is not work-related. Self-insured employers must either report the claim to their Third Party
Administrator (TPA) or internal claims handling program. Employers should not pay for medical benefits or
disability benefits from a “petty cash” fund without reporting the claim.

Provide the injured employee a timely and valid panel of physicians, within the community of the injured
employee’s home or workplace, on an Agreement Between Employer/Employee Choice of Physician
Form (Form C-42). If the employer does not have a valid panel of physicians available at the time the inju-
ry is reported, it should immediately call its insurer and develop one. Alternative versions of the form are
not allowed.

Have the employee select a physician from the panel and sign the form. This selected physician becomes
the “authorized treating physician.” The employer should keep the original signed form and provide a copy
to the employee.

Assist the employee and/or the insurance adjuster in scheduling the initial appointment and in authorizing
medical treatment.

Submit a statement of the employee's wages to their workers’ compensation insurance adjuster on
a Wage Statement (Form C-41). The wage statement should show the gross wages earned by the in-
jured employee, including overtime, bonuses, etc., each week for the fifty-two (52) weeks prior to the inju-
ry. Alternative versions of the form are not allowed.
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RE: Argent Workers’ Compensation Prescription Drug Program

Dear Joe Sample,

Argent has contracted with myMatrixx to have prescriptions for your work related injury filled at no expense to you.

What is Covered?
Only medication(s) prescribed by your authorized treating physician for your work-related injury will be approved. This
program does not cover prescriptions for any other medical condition.

What do | do?

After receiving your prescription from your workers’ compensation physician, visit any network pharmacy and
present your prescription and prescription card. Your pharmacy will submit the required information to
myMatrixx. You do nothing else.

In the event there is a problem processing your prescription(s) please call or have the pharmacist call myMatrixx 24 hours
a day, 7 days a week at 877-804-4900.

Which pharmacies can | use?
Your prescription Card is honored at over 60,000 pharmacies nationwide. Here are just a few in your area. For more net-
work pharmacy locations, please call 877-804-4900.

Walgreens Pharmacy Publix Pharmacy Walgreens Pharmacy
1211 Hillsborough Ave. 8975 Race Track Rd. 7925 Gunn Highway
CVS #5196 Publix Pharmacy Kash N Kerry Pharmacy
11670 Country Way Blvd. 12139 W. Linebaugh Ave. 10617 Sheldon Road
CVS Pharmacy Publix Pharmacy CVS Pharmacy

8801 W. Linebaugh Ave. 7835 Gunn Highway 7920 Gunn Highway
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Answers to your questions.

1. What is this card? o _
This card is for your workers' compensation prescription needs. Please take this card to the
pharmacy when you are filling medications for your work-related injury.

2. Why did | receive this card?
You received this card due to an injury that occurred on the job.

3. What if | am not currently taking any medications due to the injury?
Please put the card in a safe place in case you start taking medications for your
current injury.

4. When should | use this card?
Anytime you need to fill a medication for vour waork-related injury.

5. Are all medications pre-approved?

Your insurance company may have pre-selected medications that will go through without authorization.

If you drop off a prescription at the pharmacy and it rejects for any reason the pharmacy should call us
and we will call your insurance co. for approval. If you would like to know the types of medications that are
pre-approved before going to the pharmacy. please call 877-804-4900 and a customer service rep will be
happy to assist you.

6. Can my family members use this card?
No, this is only for your work-related injury.

7. What should | do if there is a problem with my card when | take it to the pharmacy?

Your pharmacy should call us with any problems they are having with the card. If for ANY reason they do
not call us, or If you have any guestions regarding your work-related medications, please call our
customer service team at 877-804-4900.

8. Are you my workers’ compensation insurance company?
No, we were contracted by your workers’ compensation insurance company to handle all of your
work-related prescription needs.

9. What happens if my medication doesn't provide any relief from my symptoms or pain?
You should contact your doctor or our pharmacist to verify that the medication prescribed for your pain is
the most appropriate for your condition.

10. Should | tell my doctor about other medications | am taking not related to my injury?

Yes, it is very important that your physician and pharmacist know ALL the medications you are currently
taking. Some medications may counter the effect of other medications you are taking and some may even
be harmful or life threatening when taken together. If you are unsure of your current medications, call our
myMatrixx pharmacist.

11. Can | talk to one of your pharmacists if | have a question?
Yes, our pharmacists are available to answer all of your medication related guestions.

For any additional questions please contact myMatrixx at 877-804-4900

Patient - You must present this identification card each time
you go to the pharmacy for your authorized prescriptions only.
If you are denied medication, please call.

Pharmacist - For questions, please call 24 hours a day, 365 days
a year. Dispensed quantity of medications is limited to a 30 day
supply. Do not send patient home without first contacting
myMatrixx for all rejections.

Note: Insurance company has pre-approved certain medications
for this patient; these medications will process without an
authorization. Any medications that are rejecting, must be called
into myMatrixx for authorization.

Any questions or problems, please call:
877.804.4900
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Argent
Workers’ Compensation Prescription Information

Employer:

Please fill out employee information below and provide employee with this document to take to any pharmacy with prescriptions.

Employee Name:

Group#: 10602464
Member ID (SSN):
Date of Injury:

Processor: myMatrixx

Bin#: 014211
Day supply is limited to 30 days for a new injury.

myMatrixx Help Desk: (877) 804-4900

Employer Phone: Date:
Signature:

Employee:

Argent has partnered with myMatrixx to make filling workers’ compensation prescriptions easy.

This document serves as a temporary prescription card. A permanent prescription card specific to your injury will be forwarded
directly to you within the next 5 to 15 business days.

Please take this letter and your prescription(s) to a pharmacy near you. myMatrixx has a network of over 60,000 pharmacies
nationwide. If you need assistance locating a network pharmacy near you, please call myMatrixx toll free at (877) 804-4900.

IF YOU ARE DENIED MEDICATION(S) AT THE PHARMACY PLEASE CALL (877) 804-4900

Pharmacist: Piease obtain above information from the injured employee if not already filled in by employer to process
prescriptions for the workers’ compensation injury only. Document only valid if signed and dated by employer above.

For questions or rejections please call (877) 804-4900. Please do not send patient home or have patient pay for medication(s)
before calling myMatrixx for assistance.

NOTE: Certain medications are pre-approved for this patient; these medications will process without an authorization. All others
will require prior approval.

FOR ALL REJECTIONS OR QUESTIONS CALL: (877) 804-4900
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Voluntary and Informed Consent for Department of Workforce Development

Worker’'s Compensation Division

Disclosure of Health Care Information 201 E. Washington Ave., Rm. C100
The provision of your social security number is mandatory under P-O-. Box 7901

Wisconsin Statutes and will be used to identify the claimant. Failure to Madison, W1 53707-7901

provide it may result in penalties or delayed payment of benefits. Telephone: (608) 266-1340
Personal information you provide may be used for secondary purposes Fax: (608) 267-0394

[Privacy Law, s. 15.04(1)(m), Wisconsin Statutes]. http://dwd.wisconsin.gov/wc/

e-mail: DWDDWC@dwd.wisconsin.gov

By law, all health care providers must provide to any employee, employer, worker's compensation insurer or their
representative any information reasonably related to any alleged work injury. However, determining the relationship of
prior medical records to a work injury can be difficult and time-consuming. Therefore, to assist in the timely
investigation of your claim, this document authorizes the health care provider to release medical information without
attempting to determine the extent of its relationship to your alleged work injury.

You are not required to sign this document. You may refuse to sign this document without jeopardizing your right to
collect worker's compensation benefits. However, by assisting in the investigation of your claim, you are likely to
receive benefits quicker than if you refuse to authorize the release of medical information.

Health Care Provider Name Street Address

All Providers

P. O. Box City State Zip Code
Patient (Employee) Name Employer Name

Patient Social Security Number Patient Birth Date WC Claim No.

The patient named above hereby authorizes the health care provider named above to disclose all records checked
below in its possession relating to the patient's health, treatment and evaluation to:

Name and Address of Party Authorized to Receive Protected Information
Argent, 1900 South 18th Avenue, West Bend, WI 53095

or its designated representatives, and to furnish to them a legible, certified duplicate of all records, writings, reports,
test results and x-rays in its possession containing such information. This authorization includes all records, reports,
correspondence, or other materials in the possession of the health care provider authorized, even if those materials
were not generated by the health care provider, and the redisclosure of such materials is hereby authorized. This
release is for use in the investigation, preparation, evaluation, and/or hearing of the worker's compensation claim
described above.

CHECK ONE:

[] A. Physical Only. Release all records, correspondence, and any other information from whatever source
regarding the patient's physical health, treatment and evaluation including, but not limited to, any made or
provided by any physician, nurse, chiropractor, osteopath, dentist, physical therapist, hospital, or any other
health care provider.

This consent constitutes a waiver of any privilege created by state or federal statute, regulation, rule or other authority,
including but not limited to Wis. Stat. 8§ 146.81 and 146.82, and 45 C.F.R. § 164.508.

[] B. Physical and Other. Release all records, correspondence, and any other information from whatever source
regarding the patient's physical and mental health, drug and alcohol abuse, HIV and AIDS tests, treatment,
and evaluation including, but not limited to, any made or provided by any physician, psychiatrist, psychologist,
nurse, chiropractor, osteopath, dentist, physical therapist, hospital or any other health care provider.

This consent constitutes a waiver of any privilege created by state or federal statute, regulation, rule or other authority,

including but not limited to Wis. Stat. 8§ 51.30, 146.025, 146.81 and 146.82, 42 C.F.R., Chap. 1, subpart C, § 2.31 and 45
C.F.R. § 164.508.

Patient Signature (or Person Authorized to Sign for Patient) — for Option B

Patient Signature (or Person Authorized to Sign for Patient) Date

WKC-9488 (R. 03/2009)

WR 0042 04 10 Argent, a Division of West Bend Page 1 of 2
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In signing this consent form, | acknowledge that | understand that:

® | am authorizing release of the records and information listed above.
® | am waiving any privilege that may otherwise prevent disclosure of the records and information listed above.

® | understand that the health care provider named above, whom | am authorizing to disclose my protected health
information, may not condition my treatment, payment, enroliment or eligibility for benefits (if applicable) on
whether | sign this authorization, except: (1) if my treatment is related to research, or (2) health care services are
provided to me solely for the purpose of creating protected health information for disclosure to a third party.

® | may revoke this authorization at any time by a written request to the party authorized above to receive
information, except that the party authorized above to receive such information may rely upon any personal health
information received before the revocation of this authorization.

@ | may obtain a copy of the disclosed records and information, upon written request to the party authorized above to
receive information, at no charge to me.

® My personal health information disclosed pursuant to this authorization may be redisclosed and may no longer be
protected by federal law. My personal health information may be released to any of the following: the employer, the
worker's compensation insurer, the Department of Workforce Development, other parties to this matter or their
attorneys; the Labor and Industry Review Commission; any court on any action or proceeding relating to this
matter; experts retained or consulted by any party; and any of their agents, employees, or representatives. |
specifically authorize and consent to any such disclosure and redisclosure.

® | am entitled to a copy of this consent form after | sign it.

If you have any questions about this document, you should contact the Worker's Compensation Division at (608) 266-
1340. You should not sign this document if the name of the health care provider is blank.

This consent is subject to revocation at any time. If not revoked, this consent is effective for two (2) years from date
signed. This authorization expressly waives any requirement that it must be used within a certain number of days after
the date of signing, or that it must be dated within any time period before the date it is used. This authorization shall
also extend to records of future treatment, after the date of signing of this authorization, as long as such treatment
occurs while this authorization is still in effect. A photocopy copy shall be as valid as the original.

Patient Signature (or Person Authorized to Sign for Patient) Date

If not signed by patient, authority/designation to sign is based on the fact that the patient is
[]Aminor []Incompetent []Disabled []Deceased [ ] Other:

WR 0042 04 10 Argent, a Division of West Bend Page 2 of 2
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Regardless of normal job duties, light duty work will be accommodated.
Please prepare restrictions below:

ATTENDING PHYSICIAN'S RETURN TO Claim No.
WORK RECOMMENDATIONS RECORD

Patient's Name (First) (Middle Initial) (Last) Date of Injury/lliness

TO BE COMPLETED BY ATTENDING PHYSICIAN — PLEASE CHECK

Diagnosis/Condition (Brief Explanation)

| saw and treated this patient on and based on the above description of the patient's current medical problem:
(date)
1. [JRecommend his/her return to work with no limitations on
(date)
2. [[JHe/She may return to work on capable of performing the degree of work checked below with

the following limitations: (date)

[J Sedentary Work. Lifting 10 pounds maximum and oc- | 1. In an 8 hour work day patient may:
casionally lifting and/or carrying such articles as dock-

X . Ik
ets, ledgers, and small tools. Although a sedentary job a. Stand/wa
is defined as one which involves sitting, a certain [INone []1-4 hours []4-6 hours [16-8 hours
amount of walking and standing is often necessary in b. Sit

carrying out job duties. Jobs are sedentary if walking
and standing are required only occasionally and other [J1-3hours  [13-5 hours  [15-8 hours
sedentary criteria are met. c. Drive

[] Light Work. Lifting 20 pounds maximum with frequent [11-3 hours [13-5hours [15-8 hours
liting and/or carrying of objects weighing up to 10
pounds. Even though the weight lifted may be only a ) ]
negligible amount, a job is in this category when it re- [single Grasping
quires walking or standing to a significant degree or [JPushing & Pulling
when it involves sitting most of the time with a degree
of pushing and pulling of arm and/or leg controls.

[1 Light Medium Work. Lifting 30 pounds maximum with
frequent lifting and/or carrying of objects weighing up

2. Patient may use hand(s) for repetitive:

[IFine Manipulation

3. Patient may use foot/feet for repetitive movement as in
operating foot controls:

to 20 pounds. ClYyes [INo
[1 Medium Work. Lifting 50 pounds maximum with fre- 4. Patientis able to:
quent lifting and/or carrying of objects weighing up to Frequently  Occasionally Not At All
25 pounds. Bend
[1 Medium Heavy Work. Lifting 75-80 pounds maximum a. =en O O n
with frequent lifting and/or carrying of objects weighing b. Squat O O O
up to 40 pounds. c. Climb | O |
[1 Heavy Work. Lifting 100 pounds maximum with fre- d. Twist 0 n [
quent lifting and/or carrying of objects weighing up to
50 pounds. e. Reach U O O
Other Instructions and/or Limitations Including Prescribed Medications:
These restrictions are in effect until or until patient is re-evaluated on
(date) (date)
3. [JHe/She is totally incapacitated at this time. Patient will be re-evaluated on
(date)
Physician's Signature Date
Print name: Phone number
Facility Name:
WR 0044 05 12 Argent, a Division of West Bend Page 1 of 1
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'The Silver Lining

ADVANTAGE

With the Silver Lining Advantage, you benefit from the

expertise and guidance of qualified nurse case managers. Using
their experience in the medical field, these professionals carefully
examine the medical aspects of your company’s workers’
compensation claims to reduce the claim costs and the duration
of the disability. This not only helps control the cost of these
claims, it results in a more positive outcome for your employees
and your company.

The Silver Lining Advantage program offers a variety
of services customized to help your company reduce
your workers” compensation claim costs.

These services include:

* Reducing medical and disability
costs through a collaborative
approach;

* Expert medical resources available to
all accounts;

* An average of 24 years of experience
for each member of your nurse case
manager team;

* A focus on building relationships
with the medical community; and

* The ability to capture and report cost
savings.

WEST BEND"
THE SILVER LINING®

WB-2593 (4-13)



ARGENTTM THE BEST REMEDY FOR WORKERS' COMPENSATION™

A pivision oF WEST BEND

ARGENT- Claim Practices

Initial Contacts — Within 24 hours of receipt of claim, contacts made to employee,
employer and medical provider.

Investigation — Investigation of claims is to include, but not limited to: recorded statements
of employees and witnesses, requesting prior and present medical records, obtaining job
descriptions or videos, subrogation potential, Independent Medical Evaluations, and other
investigative services when necessary.

Transitional Return to Work - Will be addressed immediately. Consult with employer as to
availability and the importance of prompt return to work.

Reserves - Set for known and probable exposures based on the facts of the case. If the
reserves exceed $25K the Claims Representative will complete a reserve letter explaining the
basis for the numbers and send to Employer, Agent, Underwriter, Loss Control and Claims
Assistant Vice President.

Denials — After claim is denied, it will remain open based on the merits of the case. Upon
denial, letters will be sent from Claims Representative to employee, employer, and medical
provider.

Dedicated Claim Team- Lost time and medical only claim professionals will be assigned
to your account.

Managed Care Program- We have a team of highly knowledgeable nurses who are
proficient in treatment protocols and in getting the right care at the right time to injured
workers.

Narcotic Program — Comprehensive internal program to mitigate the use of narcotic
medications through education, early intervention and evaluation to facilitate favorable
outcomes.

WR 0046 04 10

Argent, a Division of West Bend
Waukesha, Wisconsin 53188



ARGENTC THE BEST REMEDY FOR WORKERS" COMPENSATION™

A pivision of WEST BEND

Subrogation

What is subrogation? Subrogation is process by which an insured/insurer can recover
the amount paid on a claim from a legally-liable party. The workers’ compensation policy
grants the insurer subrogation recovery rights.

Why is subrogation important to your business? Subrogation allows the first- party
payer (typically the insurer) to recover money paid from the liable party, thereby reducing
the total costs incurred, as well as your experience modifier. This means your premium
will not increase if an employee is injured in an accident for which someone else is
liable.

How can you help our subrogation efforts to maximize recoveries?

o Discuss/explain the subrogation process in your safety committee meetings.

¢ Advise employees who work at or travel to other worksites to notify you and the
off-premises property owner of any unsafe exposures, such as accumulated
snow/ice, cluttered walkways, unsafe stairways, generally slippery floors, poor
lighting, etc.

¢ Educate employees who work at or travel to other worksites to take photographs
of off-premises accidents, such as motor vehicle accidents, falls from ladders,
construction scene accidents, etc.

e For construction site accidents, provide the name of the general contractor and a
list of all subcontracts involved.

o Advise your employees to immediately notify the property owner when/where the
accident occurred.

¢ Report the workers’ compensation claim to Argent immediately; subrogation
investigations are extremely time sensitive.

e When applicable, provide Argent or our representative with copies of rental
agreements, contracts, owner’'s manuals, maintenance records, photographs,
diagrams, invoices, certificates of insurance, etc.

¢ Do not discard or repair any equipment that may have led to your employee’s
injury (i.e., broken ladder). The item may need to be inspected/tested by an
independent engineer.

Subrogation considerations:
¢ Would the at-fault party pursue a liability claim against your company if the tables
were turned?
e If the injury to your employee and its effect on your employee’s family were life
changing, would that influence your decision to subrogate?
e Should your insurance premiums increase because of exposures you can’t
control?

Argent, a Division of West Bend
Waukesha, Wisconsin 53188



ARGENT]

Management Accident Investigation Report
To Be Completed By One Of The Following: Supervisor / Plt Manager / HR. Director

Employee Dept. Job Title

Shift: Date of Injury Time AM or PM

Location of Incident

Date Reported / / Reported to Whom?

Time Reported

NAME OF WITNESS DEPARTMENT/ADDRESS PHONE

(1)
(2)

Have witnesses fill out separate forms and give attach.

1. What was employee doing when injured? BE SPECIFIC

2. How did the injury/illness occur?

3. Was employee performing function alone? |:| yes |:| no

Employee was assisting with the operations?

4. Did injury occur because of: Failure to follow safety rules D

Failure to use safety device [ ] Other [ ]

5. How long has employee been doing this job? (days, months, years)

6. What safety equipment is required on the job the employee was performing?

7. Was the employee using all required safety equipment? Yes [ | No [ ]

Aprvent- A Division of West Bend Mutual

1of2 L.C211- Management Accident Investigation Report- Rev 9-16

Copyright © Argent a division of West Bend Mutual this 17 day of February, 2017. No part of this publication may be reproduced or transmitted in any form or by any means,
electronic or otherwise, without the express written consent of West Bend Mutual Insurance Company. This is a Sample/ Guideline and any policy developed should consider the
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8. If No, which specific personal protective equipment was not used & why?

9. Does an unsafe condition exist that contributed to the cause, if so, what is that condition?

10. How could the accident have been prevented? BE SPECIFIC

RECOMMENDED Person Assigned Date/Completed

ACTION Date
Responsible

Re-instruction Yes No /

Equipment Yes

LIg
~

repair/replacement []

Reduce Clutter Yes No /
Improve Yes

HE;
S~

design/construction |:|

Workstation Yes No /
Modification [] []
Discipline of Yes No /

person(s) involved []

Other

Signature of Person Completing Investigation:

Date:

Argent- A Division of West Bend Mutual 22
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Employee Accident Report

Name: Accident Location:
Date of Injury: Time: a.m.[ | p.m.[ ] Date Reported:
Witnesses:

Accident Description:

Indicate Area of Injury Type of Injury
Injured Area
1 |:| Head 1 |:|Abrasion
2 []Eye: L/R A"{“ ".&mld“ 2 [] Amputation
3 [Jshoulder L/R BN ) 3 [] Bite:
4 [JArm L/R @ ’ o o’ jb
5 [JElbow L/R Upper| / = C 4 [] Bruise
6 [Jwrist  L/R \ Back bﬁw Wrst 5 [ Burn
7 []Hand L/R Hand ' 6 [] Concussion
8 [] Finger: Specify 7 [ cut/
m" Laceration

9 [ ] Back ° . 8 [_] Foreign Body
10 ] Chest . 9 [] Fracture
11[_] Abdomen HiplThigh 10 [] Hearing
12 [] Pelvis u Impaired
13 [ Hip L/R 11 ] Infection
14[ ] Leg L/R Lower 12[] pain:
15 [ ] Knee L/R Leg
16 [_] Ankle L/R
17 [] Foot L/R Eoot
18 [_] Toe: Specify 13 [] Puncture

____l 14 [ ] Rash/Derm.
19 Other: 15 |:| Respiratory

D LEFT RIGHT 16 |:| Strain/Sprain
17 [] other:
Argent- A Division of West Bend Mutual 10f2 1.C212- Employee Accident Report- Rev 9-16
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ARGENT"

Have you ever injured this body part before? if so, when?

Are you currently receiving medical treatment for the prior injury?

What do you believe caused this accident?

What can be done to prevent this from happening in the future?

Signature:

Date:

Arﬁem‘— A Division ozl‘ West Bend Mutual 202 1.C212- Employee Accident Report- Rev 9-16
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Temporary Work Schedule

DEFINITION: A form used by an employee returning to work in the Temporary Work Program.

POLICY

Every employee returning to temporary restricted work duty must use a Temporary Work Schedule. It is the employee’s
immediate supervisor’s responsibility to thoroughly explain the use of the Temporary Work Schedule. The Temporary
Work Schedule must be completed daily.

The temporary tasks assigned to you may or may not be normal and customary job duties.

The employee’s responsibility to complete:
» Restrictions
Symptom Control Techniques
Date
Hours Worked - Log Breaks, Rest and Lunch

Duties Performed

YV VvV VY VYV V

Employee Comments
» Employee Signature

The supervisor’s responsibility to complete:
» Supervisor’'s Comments (document discussion of problems and actions taken)
> Supervisor’s Signature

*The supervisor and employee must sign schedule daily.

Supervisors turn Work Schedule into Human Resources Department at end of week.

Employee should retain a copy for their file.

The Human Resources Department will forward copy to Argent Claims Representative and, if necessary, to treating
physician

Argent- A Division of West Bend Mutual 10f2 L.C208- Temporary Work Schedule- Rev 9-16
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Temporary Work Schedule

Name: Restrictions:

Supervisor: Symptom Control Techniques:

Date Work Log (include Tasks Employee Signature and Supervisor Signature
breaks/lunch) Assigned/Completed Comments and Comments

Sunday

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

I clearly understand, take responsibility for, and acknowledge the limitations my physician, Dr.
has placed on me while participating in this Temporary work program.

(Signature and Date)

Aroent- A Division of West Bend Mutual
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WITNESS REPORT OF INCIDENT

Name: Job Title:
Address: Phone:
DOB:
Date of Hire: Injured Employee:
Date of Injury: Time of Accident: (AM/PM)

Location where injury occurred:

Describe activity prior to the accident:

Describe the accident:

What do you believe caused the accident:

What part of the body was injured?

What do you think could prevent this type of accident from occurring again?

Signed: Date:

Argent- A Division of West Bend Mutual 1of1 LC338- Witness Incident Report- Rev 9-16
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Policyholder Insights Dashboard

WEST BEND

A MUTUAL INSURANCE COMPANY“

WORKERS” COMPENSATION
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This new work comp dashboard offers sophisticated reporting with highly interactive data visualizations and benchmarking
to allow for faster, easier, and better insights into claims-related data. In addition to intuitive results pages, you have the
power to drill down and explore whats driving the data to better aid your decision making. The dashboard encourages
collaboration among West Bend, our policyholders, and our agency partners to help produce exceptional results.

The Policyholder Insights Dashboard is accessible via West Bend’s WBConnect website (www.wbconnect.com).
Benchmarking is currently available to Argent/monoline work comp policyholders. Planned future enhancements
include benchmarking that will include all work comp data and dashboards across all divisions and insurance lines.
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