ARGENT ™ THE BEST REMEDY FOR WORKERS' COMPENSATION™

A pivision oF WEST BEND

Table of Contents

Minnesota Workers’ Compensation Claim Kit

Argent Mission Statement/Core Values
Workers’ Compensation Reporting Tips/How to Write Injury Descriptions
Report of Injury and/or Disease or Illness
WC Cost Containment Initiatives

myMatrixx

Medical Authorization (specific to jurisdiction)
RTW Form

Argent Claim Practices

The Silverlining Advantage

Subrogation

Loss Control Services

Post Accident Investigative Forms- Management, Employee, Witness and RTW log
(Employer letterhead can be incorporated into these documents)

Posting Notice Introduction
Mandatory Posting Notices
Age discrimination
Minimum wage and overtime
Safety and health on the job
Unemployed?
Workers” Compensation

POLICYHOLDER INSIGHTS DASHBOARD - EXPLORE YOUR
WORKERS’ COMPSENTATION DATA



ARGENT

A pivisioN of WEST BEND

- = .
— 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 first report of injury immediately, even if you do not have all the information about
the injury.

¢ Do not wait for medical bills.

* Do not withhold the loss report because you believe the claim is questionable. Reporting a loss is not an ad-
mission of liability.

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

Argent Claim Reporting Op- . .
tio%s for NEW LSSSESgOI\FI)LY: e On-line Reporting (Insured Access)- Our online reporting sys-

tem is referred to as Insured Access. Online claim reporting
is our preferred method of claim reporting, and allows you
to instantly obtain confirmation of your report, as well as the
claim number. Insured Access also allows you to have lim-
ited access to claim notes, claim reserves, and loss control
resources. In order to be set up in Insured Access, please
contact your dedicated claim representative.

e Fax: 888-926-9299

e E-mail: ArgentWCCLossScanCtr@wbmi.com

Do not withhold the loss report for any reason. Report online, fax or email it IMMEDIATELY after the injury
occurs. You may be fined if the claims 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 report and indicate the first report has been
filed with Argent. Direct reporting saves time.

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

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

Submit follow up claim corre-
spondence with the claim
number to:

o Fax: 888-926-9299

e E-mail: 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
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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(651) 284-5032 or 1-800-342-5354

MN Department of Labor and Industry FirSt Report Of |n'ur
Workers' Compersaion Divs P JUTY | Reset
oriers Lompensalion s on See Instructions on Reverse Side
FRO 1L

PRINT IN INK or TYPE

ENTER DATES IN MM/DD/YYYY FORMAT DO NOT USE THIS SPACE
1. EMPLOYEE SOCIAL SECURITY # | 2. OSHA case # 3. Time employee began I:' am
work on date of injury
[ pm | |
4. DATE OF CLAIMED INJURY | 5. Time I:' am 6. Date of death # of dependents (if death i test ;
of injury is related to injury) i
I:' pm i X
7. EMPLOYEE Name (last, suffix, first, middle) 8. Gender 9. Marital I:' Married i i
|:| M |:| | status
I:' Unmarried i i
10. Home address 11. Home phone # 12. Date of birth 13. Date hired
City State Zip Code 14. Occupation 15. Regular department 16. Apprentice
|:|Yes |:|No

17. Average weekly wage | 18. Rate per 19. Hours per | 20. Days per i Normal work schedule Sun - Sat | 21. Employment I:' Full time I:' Part time

b d K s M T w T F s heck all
our ay wee CI01 01000100107 ;Srgzttu;p(pcly)ec i [ ] seasonal [_] volunteer

22. Tell us how the injuryliliness occurred, what the employee was doing before the incident (give details), and what the injuryl/iliness was. Examples: “Worker was driving
lift truck with a pallet of boxes when the truck tipped, pinning worker’s left leg under drive shaft.” “Worker developed soreness in left wrist over time from daily computer key entry.”

23. What was the injury or illness (include the part(s) of body)? Examples: 24. What tools, equipment, machines, objects, or substances were involved?
chemical burn left hand, broken left leg, carpal tunnel syndrome in left wrist. Examples: chlorine, hand sprayer, pallet lift truck, computer keyboard.
25. Did injury occur on employer’s premises? 26. Date of first day of any lost time | 27. Employer paid for lost time on day of injury (DOI)
|:| Yes |:| No |:| Yes |:| No |:| No lost time on DOI
Name and address of the place of the occurrence 28. Date employer notified of injury | 29. Date employer notified of lost time
30. Return to work date 31. RTW same employer 32. RTW with restrictions
|:|Yes |:|No |:|Yes |:|N0

33. Treating physician (name) 34. Extent of medical treatment (check all that apply)

None D Minor on-site by employer’'s medical staff Minor clinic/hospital
35. Certified Managed Care Organization (if any) Emergency room Hospitalization more than 24 hours

Future major medical anticipated
36. EMPLOYER Legal hame T 37. EMPLOYER DBA name (if different)
38. Mailing address 39. Employer FEIN 40. Unemployment ID #
City State Zip Code 41. Employer’s contact name and phone #
42. Physical address (if different) 43. Witness (name and phone) - if more than 1 attach a separate sheet
City State Zip Code 44. NAICS code 45. Date form completed
46. INSURER name 51. CLAIMS ADMIN COMPANY (CA) name (check one) |:| Insurer

I:' TPA

47. Insured legal name and FEIN 52. CA address
48. Policy # (including effective dates) or self-insured certificate # City State Zip Code
49. Insurer FEIN 50. Date insurer received notice 53. CA FEIN 54. CA claim #

55. To be completed

by the CA: Claim type code: Type of loss code: Late reason code: Salary paid in lieu of comp? | Death result of injury?

MN FRO1 (3/16) Employer: Send copies to Insurer (or Workers’ Compensation Division if no insurer), employee, and employee’s union (if applicable)



GENERAL INSTRUCTIONS TO THE EMPLOYER

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

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

If the claim involves death or serious injury (including injuries that later result in death), you must notify the Department and
your insurer within 48 hours of the occurrence. The claim can be reported initially to the Department by telephone (651-284-5041), fax
(651-284-5731), or personal notice. The initial notice must be followed by the filing of this form with the Department within seven days
of the occurrence, at P.O. Box 64221, St. Paul, MN 55164-0221.

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

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

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

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

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

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

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

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

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

« Item 30: Leave the box blank if the employee has not returned to work by the time you file this form. If the employee has returned to
work, fill in the date and answer the questions in Items 31 and 32. Notify your insurer if the employee misses time due to this injury
after that date.

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

« ltem 39: Fill in your Federal Employer Identification Number (FEIN). For information, see https://www.irs.gov/Businesses/Small-
Businesses-&-Self-Employed/Lost-or-Misplaced-Your-EIN.

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

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

INSTRUCTIONS TO THE INSURER/CLAIMS ADMINISTRATOR
(For first reports of injury filed on or after Jan. 1, 2014)

Pursuant to Minnesota Statutes, section 176.231, and Minnesota Rules, part 5220.2530, insurers and self-insured employers must file
with the Department’s Workers’ Compensation Division an electronic first report of injury, according to the requirements set out in
sections 2 to 4 of the Minnesota implementation guide, in all cases where a first report of injury is required to be filed under Minnesota
Statutes, chapter 176. The Minnesota implementation guide can be found on the Department’s website at www.dli.mn.gov/WC/Edi.asp.

A first report of injury submitted by the insurer or self-insured employer in any other manner or format is not considered filed with the
division, except for a written first report of injury on a paper form filed by a self-insured employer within seven days of death or serious
injury.

If the claim does not involve lost time beyond the waiting period or potential permanent partial disability (PPD), or has not been
requested to be filed by the Department, a first report of injury does not need to be filed.

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

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


http://www.dli.mn.gov/
https://www.irs.gov/Businesses/Small-Businesses-&-Self-Employed/Lost-or-Misplaced-Your-EIN
https://www.irs.gov/Businesses/Small-Businesses-&-Self-Employed/Lost-or-Misplaced-Your-EIN
http://www.dli.mn.gov/WC/Edi.asp

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
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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

WR 0041 08 17 Argent, a Division of West Bend Page 1 of 1
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myMatrixx

300d N

Joe Sample
123 2nd Street
Anywhere, FL 33635

WR 0019 06 10
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ARGENT
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Thu May 24 12:50 EDT 2007

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

_“ARGENT
A ovsion or WEST BEND
Processor: myMatrixx

BIN #:

Name: Betty Sample
Member ID: 123456789
Group #: 1060XXXX
Person Code: Leave Blank
ABC Employer

Matrixx 4
y

A



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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AUTHORIZATION TO DISCLOSE NON-PUBLIC PERSONAL HEALTH INFORMATION AND WAIVER
OF PRIVILEGE

TO: Patient Name:
Claim Number:
Birth Date:
Social Security Number:

I hereby authorize the above named health care provider to give to, release, and permit copies to be made of all health
care records that are in your possession.

The health care records should be disclosed to any authorized representative of Argent, a division of West Bend Mutual
Insurance Company. Argent, a division of West Bend Mutual Insurance Company, is the insurer for the employer and
acts as its agent for insurance purposes.

The purpose of the disclosure of these records is to aid Argent’s, a division of West Bend Mutual Insurance Company,
evaluation of my claim.

Argent, a division of West Bend Mutual Insurance Company, may re-disclose my records to others retained by Argent, a
division of West Bend Mutual Insurance Company, to assist in the evaluation of my claim. Re disclosure of this
protected health information will no longer be protected under any federal or state privacy law.

The type of information to be disclosed may include, but not limited to, x-rays, x-ray reports, summaries, reports,
narratives, test results, notes and any other health care record from all in-patient visits at your institution or facility.

This authorization also permits release of all information relating to treatment for:
(a) drug and/or alcohol abuse;
(b) any mental disease, defect, or psychological/psychiatric condition;
(c) any communicable disease, AIDS, or AIDS-related disease.

I understand that executing this authorization is a waiver of my privileges of physician-patient confidentiality, and I freely
and voluntarily waive that privilege.

The above-named health care provider may not condition treatment, payment, enrollment or eligibility of benefits on
obtaining your authorization.

A photocopy or facsimile of this authorization shall be valid and effective just as the original.

I understand that I may revoke this authorization in writing to the records department of the above named health care
provider at any time, except where information has already been released as a result of this authorization.

Unless revoked, this authorization shall remain in affect for the period of one year beyond the date of patient’s signature,
or until my claim is closed, whichever is later. Records may be disclosed whether dated before or after the date of this

authorization.

I understand that I or my authorized representative is entitled to receive a copy of the completed authorization form.

Signature of Patient/Claimant Date

Signature of Patient/Claimant Date

WR-0210(7-18)

1900 S. 18th Avenue | West Bend, WI 53095 | Ph (888) 236-5008 | Fax (800) 682-3489 | argentworkerscomp.com



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)

[1 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-

ets, ledgers, and small tools. Although a sedentary job a. Stand/Walk
is defined as one which involves sitting, a certain [INone [11-4 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 [11-8 hours  [13-5 hours  [15-8 hours

sedentary criteria are met. c. Drive

[1 Light Work. Lifting 20 pounds maximum with frequent [11-3 hours [13-5 hours []5-8 hours
lifting and/or carrying of objegts wglghlng up to 10 2. Patient may use hand(s) for repetitive:
pounds. Even though the weight lifted may be only a ) ]
negligible amount, a job is in this category when it re- [ISingle 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

[IFine Manipulation

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

to 20 pounds. [IYes [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 0 O 0
[] Medium Heavy Work. Lifting 75-80 pounds maximum a. =en
with frequent lifting and/or carrying of objects weighing b. Squat 0 0 0
up to 40 pounds. ¢c. Climb O 1 O
[1 Heavy Work. Lifting 100 pounds maximum with fre- d. Twist O 0 O
quent lifting and/or carrying of objects weighing up to
50 pounds. e. Reach [ | 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. [[IHe/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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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



'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)
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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?

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

e 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.

e 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.

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

e 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.

e 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:
e 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?

1900 S. 18th Avenue | West Bend, WI 53095



THE BEST REMEDY FOR WORKERS' COMPENSATION™

L_oss Control Services

Argent offers a comprehensive, proactive approach to managing your workers
compensation exposures. Our goal is to enhance the current safety culture within
your organization. This is a sample of the variety of services Argent's Loss Control
Department may provide.

» Comprehensive assessment of exposures specific to the operations that may
impact workers safety:

e Assessment of established controls for the physical environment;
e Assessment of management approach to safety;

e Employee responsibilities for safety;

e In depth analysis of losses; and

e Identification of loss drivers.

» Development of a comprehensive, collaborative safety plan to address those
factors affecting the workers compensation program.

» Onsite and job site specific assessments of physical exposures:
e Machine guarding;
e Ergonomics;
e DPPE use; and
e Identification of hazards in the workplace.
» Training of management, supervisors, and key personnel:
e Accident investigation;
e Costs and effects of workers compensation insurance;
e Transitional return to work programs;
e Safety roles;

e Accountability; and

e Loss drivers, observations, and opportunities to improve operational
safety.

Argent, a Division of West Bend
Waukesha, Wisconsin 53188



Development of specific safety recommendations based on observations and
interactions with management and employees.

Hands-on approach for assisting in the development and implementation of
safety recommendations.

Personalized consultation for management based on the customer’s individual

needs.

Hands-on assistance with developing:

Transitional return to work program;

Slip/fall prevention programs;

Safe patient/resident handling programs for medical facilities;
Effective safety committee;

Ergonomic committee;

Injury review committee; and

Fleet safety programs.

Periodic service review meetings are provided to assure your needs are being
addressed.

Resources available for OSHA programs, training videos, and training
documents.
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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

10f2 L.C360- Management Accident Investigation Report- Rev 2-17

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
unique circumistances of the particular policybolder’s business.
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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 []Arm L/R @* ° o’ ';’b
5 [JEbow  L/R Upper| / = 4&\ 4 [ Bruise
6 [Jwrist  L/R \ Back bum wrlst 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 Hip/Thigh 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 Foot 13 |:| Puncture
18 [_] Toe: Specify 14 ] Rash/Derm.

____l 15 |:| Respiratory
19 [_] other: LEET RIGHT 16 [_] Strain/Sprain

17 [] other:
Argent- A Division of West Bend Mutual 10f2 1.C370- Employee Accident Report- Rev 2-17
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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:

Ariem‘— A Division ozl‘ West Bend Mutual 202 1.C370- Employee Accident Report- Rev 2-17
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WITNESS REPORT OF INCIDENT

Name: Injured Employee Name:

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 11-18

Copyright © Argent a division of West Bend Mutual this 29 day of November, 2018. No part of this publication may be reproduced or transmitted in any form or by any means,
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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

Employee Comments

YV Vv VY VYV V V

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

Aroent- 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)

Aproent- A Division of West Bend Mutual
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ARGENT@ THE BEST REMEDY FOR WORKERS' COMPENSATION™
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Minnesota Workers Compensation Posting Requirements

Mandatory workplace posters
The following information and posters were obtained from the Minnesota Department of Labor & Industry website.

Minnesota law requires employers to display some state-mandated posters in a physical location where employees
can easily see them. The posters provide safety, wage and age-discrimination information and are listed below.

Posters are designed to fit and print on standard 8.5" x 11" paper. Click on the "poster pack" links from
www.dli.mn.gov/LS/Posters.asp to download all mandatory posters at once.

The following posters are attached and can be downloaded from the Minnesota Department of Labor & Industry
website in English, Hmong, Somali and Spanish:
e  Age discrimination
Minimum wage and overtime
Safety and health on the job
Unemployed?
Workers' compensation

Obtaining posters from

You can obtain the mandatory workplace posters five ways. When ordering, include a contact's name, mailing
address and phone number.

Print the posters from this Web page; they are linked above as PDFs.

Order free, mandatory workplace posters online.

Call (651) 284-5042 to place an order by phone; outside the Twin Cities metropolitan area, call
1-800-342-5354.

Email a request to dli.post@state.mn.us that includes a business name, a contact name, mailing address and
phone number, as well as the number of poster packets needed.

Send a request by mail to: CRT Poster Request, Minnesota Department of Labor and Industry,

443 Lafayette Road N., St. Paul, MN 55155.

Additional mandatory posters
In addition, some U.S. government agencies have mandatory poster requirements.

Equal Employment Opportunity Commission
Communications and Legislative Affairs

1801 L Street N.W., Room 9405

Washington, D.C. 20507

Phone: 1-800-669-3362

Argent, a Division of West Bend
Waukesha, Wisconsin 53188
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Age discrimination

Know your rights
under Minnesota laws
prohibiting age discrimination

It is unlawful for an employer to:

m refuse to hire or employ a person on the basis of age;

m reduce in grade or position or demote a person on the basis of age;
m discharge or dismiss a person on the basis of age; or

m mandate retirement age if the employer has more than 20 employees
[29 United States Code §630 (b)].

Employers terminating employees 65 or older because they can no longer meet
job requirements must give 30 days notice of intention to terminate.

This poster contains only a summary of Minnesota law. For more information, contact the:

Minnesota Department of Labor and Industry Minnesota Department of Human Rights
Phone: 651-284-5070 Phone: 651-539-1100

m‘ DEPARTMENT OF
LABOR AND INDUSTRY

651-284-5075 * 1-800-342-5354 o dli.laborstandards@state.mn.us ¢ www.dli.mn.gov

Posting required by law in a location where employees can easily see this notice. September 2017




Minimum wage rates

Effective: Jan. 1, 2021
MINIMUM WAGE RATE

Large employer — Any enterprise with annual gross revenues of $10.08/hour
$500,000 or more

Small employer — Any enterprise with annual gross revenues of less
than $500,000

Training wage — May be paid to employees aged 18 and 19 the first 90 $8.21/hour
consecutive days of employment

Youth wage — May be paid to employees aged 17 or younger

J-1 Visa — May be paid to employees of hotels, motels, lodging
establishments and resorts working under the authority of a summer $8.21/hour
work, travel Exchange Visitor (J) non-immigrant visa

. Small or state-covered Large and federally covered
Time-and-one-half employers employers
OVERTIME the employee’s
regular rate of pay After 48 hours After 40 hours

An employer may not discharge, discipline, threaten, discriminate or penalize an
EMPLOYEE employee regarding the employee’s compensation, conditions, location or privileges
RIGHTS of employment because the employee reports a violation of any law or refuses to
participate in an activity the employee knows is a violation of law.

View complete wage-rate information at www.dli.mn.gov/business/employment-practices/minimum-wage-minnesota.

m DEPARTMENT OF
LABOR AND INDUSTRY

651-284-5070 ¢ 800-342-5354 e dli.laborstandards@state.mn.us ¢ www.dli.mn.gov

October 2020




Safety and health protection on the job

Employee

workplace rights and responsibilities.

You must follow all Minnesota OSHA (MNOSHA) standards
and your employer’s safety rules.

Your employer must provide you with information about any
hazardous chemicals, harmful physical agents and infectious
agents you are exposed to at work.

You have the right to discuss your workplace safety and
health concerns with your employer or with MNOSHA.

You have the right to refuse to perform a job duty if you believe
the task or equipment will place you at immediate risk of death
or serious physical injury. However, you must do any other task
your employer assigns you to do. You cannot simply leave the
workplace.

You have the right to be notified and comment if your
employer requests any variance from MNOSHA standard
requirements.

You have the right to speak to a MNOSHA investigator
inspecting your workplace.

Employers

following rights and responsibilities.

You must post a copy of this poster and other MNOSHA
documents where other notices to employees are posted.

You must report to MNOSHA within eight hours all accidents
resulting in the death of an employee.

You must report to MNOSHA within 24 hours all accidents
resulting in any amputation, eye loss or inpatient
hospitalization of any employee.

The Minnesota Occupational Safety and Health Act (the Act) requires that your employer provide you with a
S workplace free of known hazards that can cause death, injury or iliness. You also have the following

You have the right to file a complaint with MNOSHA about
safety and health hazards and request that an inspection be
conducted. MNOSHA will not reveal your name to the
employer.

You have the right to see all citations, penalties and
abatement dates issued to your employer by MNOSHA.

Your employer cannot discriminate against you for exercising
any of your rights under the Act. However, your employer
can discipline you for not following its safety and health
rules. If you feel your employer has discriminated against
you for exercising your rights under the Act, you have 30
days to file a complaint with MNOSHA.

Your employer must provide you with any exposure and
medical records it has about you upon request.

You have the right to participate in the development of
standards by MNOSHA.

You must provide your employees with a safe and healthful work environment free from any known hazards
that can cause death, injury or iliness and comply with all applicable MNOSHA standards. You also have the

You must allow MNOSHA investigators to conduct
inspections, interview employees and review records.

You must provide all necessary personal protective
equipment and training at your expense.

You have the right to participate in the development of
standards by MNOSHA.

Free safety and health assistance

Free assistance to identify and correct hazards is available to employers, without citation or penalty, through MNOSHA Workplace
Safety Consultation at (651) 284-5060, 1-800-657-3776 or osha.consultation@state.mn.us.

Contact MNOSHA for a copy of the Act, for specific safety and health standards or to file a complaint about workplace hazards.

Employers, employees and members of the general public who wish to file a complaint regarding the MNOSHA program may write to the federal OSHA Region 5 office at:
U.S. Department of Labor, Occupational Safety and Health Administration, Chicago Regional Office, 230 S. Dearborn Street, Room 3244, Chicago, IL 60604.

OSHA

DEPARTMENT OF LABOR AND INDUSTRY

(651) 284-5050 » 1-877-470-6742 ¢ osha.compliance@state.mn.us ¢ www.dli.mn.gov

Posting required by law in a location where employees can easily see this notice. August 2017



UNEMPLOYED?

Have you lost your job or had your work hours reduced?

You have the right to apply for
Unemployment Insurance benefits.

Apply online at:
www.uimn.org

or by telephone:
651-296-3644 (Twin Cities) or
toll free 1-877-898-9090 (Greater Minnesota)
TTY (for the deaf and hearing impaired) 1-866-814-1252

This information is available in an alternative format by calling 651-259-7223.
DEED is an Equal Opportunity Employer/Provider.

DEED-50227 /15,000 / Sep 2015
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Workers’ compensation

If you are injured

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

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

Get any necessary medical treatment as soon as possible.
If you are not covered by a certified managed care
organization (CMCO), you may treat with a doctor of your
choice. Your employer must notify you in writing if you are
covered by a CMCO.

Cooperate with all requests for information concerning
your claim.

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

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

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

Workers’ compensation pays for

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

Wage-loss benefits for part of your lost income.

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

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

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

What the insurer must do

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

If the insurer accepts your claim for wage-loss benefits and

you have been disabled for more than three calendar-days:

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

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

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

not satisfied and still disagree with the denial, call the
Minnesota Department of Labor and Industry’s Workers’
Compensation Hotline at 1-800-342-5354.

Fraud

Collecting workers’ compensation
benefits you are not entitled to is
theft. Call 1-888-372-8366 to report
workers’ compensation fraud.

Insurer name and contact information

m

DEPARTMENT OF
LABOR AND INDUSTRY

(651) 284-5032 * 1-800-342-5354 o dli.workcomp@state.mn.us ¢ www.dli.mn.gov

Posting required by law in a location where employees can easily see this notice.
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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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