EMPLOYERS ANOTICE
OF INSURANCE

TO THE EMPLOYEES OF THE UNDERSIGNED:

Your employer is insured by

Insurer (Or Insurance Company)

Global Casualty Company

Street and Number

888 Asylum Street

City State Zip Code

Hartford CT 06543

For the period from 10/1/2007 through 10/1/2008

Alaska Adjusting Company
Gallagher Bassett Services

Street and Number

TwosPierce Place

City State Zip Code Telephone

[tasca IL 60143-3141 630.7/73.3800

)

This insurance pays benefits for job-connected injuries, illnesses or death as provided by the Alaska Workers
Compensation Act.

Employer

Sample Corporation

By
Ronald T. Waxmen (Gl W

Title

HR Director

Witness

Frank Banks

Witness

Skip Stevens

Immediately (not later than 30 days from injury or death date) givedyour employer and the Alaska Workers’
Compensation Board written notice of a job-related injury, illness, or death. Get the “Report of Occupational
Injury or lliness” form from your employer for this purpose.

If you have questions about your rights or benefits under the Alaska Workers” Compensation Act, contact the
insurer at the above address and the Alaska Workers’ Compensation Board at the nearest office listed below:

ANCHORAGE FAIRBANKS JUNEAU

3301 Eagle Street 675 Seventh Avenue 1111 West 8th Street
Box 107019 Station H2 Box 25512

Anchorage, AK 99510-7019 Fairbanks, AK©9701-4593 Juneau, AK 99802-5512
(907) 269-4980 (907) 451-2889 (907) 465-2790

NOTICE TO EMPLOYER: AS 23.30.060 requires that you post this notice in three conspicuous places
on the employer’s premises.

Form 07-6120 (Rev. 10/94)



STATE OF ALABAMA
WORKERS' COMPENSATION
INFORMATION

If youare injured on the job, or
contract an occupational disease,
notify 'your employer.immediately.

Your employer. will advise you of
the physician to see for authorized
medical treatment.

WORKERS' COMP INSURANCE CARRIER
Global Casualty Company
TELEPHONE NUMBER
800-555-1212

ASSISTANCE IS AVAILABLE UNDER THE ALABAMA WORKERS’
COMPENSATION LAW INCLUDING MEDIATION SERVICE.
FOR INFORMATION CALL:

1-800-528-5166
Department of Industrial'Relations
Workers' Compensation Division
649 Monroe Street
Montgomery, AL 36131

CODE OF ALABAMA, 1975, § 25-5-290(d), REQUIRES THAT THIS NOTICE BE POSTED
IN ONE OR MORE CONSPICUOUS PLACES IN YOUR BUSINESS. FORM WCC#1 9/96




ARKANSAS WORKERS’ COMPENSATION
Form AR-P COMMISSION
324 Spring Street, Little Rock, AR 72201
Ark. Code Ann. Mail: P. O. Box 950, Little Rock, AR 72203-0950
§A1 \1)\;?:'&“1{3&1‘;(7’7 Little Rock Office - 1-800-622-4472 / 501-682-3930
Updated: Ft. Smith Office - 1-800-354-2711/ 479-783-7970
04-15-02 Springdale Office - 1-800-852-5376 / 479-751-2790

WORKERS’ COMPENSATION INSTRUCTIONS TO
EMPLOYERS AND EMPLOYEES

All employees of this establishment entitled to benefits under the provisions ofthe Arkansas workers® compensation laws are hereby notified that their
employer has secured the payment of such compensation as may at any time be due employees or their dependents. This employer is required by state
law to provide workers’ compensation coverage or this employer has waived the exclusion or exémption from the operation of the workers’ compensation
laws, and the employer certifies by the display of this poster that workers’ compensation coverage is now provided by a workers’ compensation insurance
policy or by enrollment in the Arkansas Self-Insurance Program or by the Public Employee Claims Division of the Arkansas Insurance Department.

Insurer's Name: Global Casualty Company
Claims Office Address: Two Pierce Place
Itasca, IL. 60143-3141
Claims Office Phone: " 630.773.3800
Policy Expiration Date: \ 10/1/2008

IN CASE OF JOB-RELATED. INJURIES OR OCCUPATIONAL DISEASES

The Employer Shall:

1. Provide allnecessary medical, surgical and hospital treatment, as required by law, following the injury and for such
additional time as ordered by the Workers’ Compensation Commission.
2% Provide compensation payments in accordance with the provisions of the law. The first installment of

compensation becomes due on the 15" day after.the employer has notice of the injury or death, except in those
cases where liability has been denied by the employer.

3. Provide prompt reporting of accidents to appropriate parties.

4. Keep arecord of all injuries received by.its employees.

The Employee Shall:

The employee shall report the injury‘to the employer on Form N and to a person or at a place specified.by the employer,
unless the injury either renders the employee physicallyror mentally unable to do so, or the injury is made known to the
employer immediately after it occurs. The employer shall not be responsible for disability, medical, or other benefits prior
to receipt of the employee’s notice of injury. All reporting procedures specified by the employer must be reasonable and
shall afford each employee reasonable notice of the reporting requirements. The<foregoing shall not apply when an
employee requires emergency medicabtreatment outside the employer’s normal business hours; however, in that event, the
employee shall cause/a report of the injury to be made to the employer on the employer’s next regular business day.

Failure to give such notice shall not bar any claim (1) if the employer had knowledge of the injury or death, (2) if the
employee had no knowledge' that the condition or disease arose out of and in\the course of ‘employment, or (3) if the
Commission excuses such failure'on the grounds that for some satisfactory,reason such noticecould not be given. Objection
to failure to give notice must be made at or before the first hearing on the claim.

Statutory Information:
Ark. Code Ann. § 11-9-514(b) states: “Treatment or services furnished orprescribed by any physician other than the ones
selected according to the foregoing, except emergency treatment, shall be at the claimant’s expense.”
Ark. Code Ann. § 11-9-514(f), however, indicates: W hen compeénsability is controverted, subsection (b) shall not apply if:

(1) The employee requests medical assistance’in writing prior to seeking the same as aresult of an alleged compensable
injury; and

2) The employer refuses to refer/the employee to a medical provider within forty-eight (48) hours after such written
request as provided above; and

3) The alleged injury is later found to be a compensable injury; and

4) The employer has not made a previous offer of medical treatment.

If you have any questions regarding your rights under the Arkansas workers’ compensation laws, you may call an Arkansas
Workers’ Compensation Commission legal advisor at our toll-free number listed above.

All employers who come within the operation of the Arkansas workers’ compensation laws and have complied with its
provisions must post this notice in a CONSPICUOUS place in or about their place or places of business.

P



COMISION DE COMPENSACION DE LOS TRABAJADORES DE
Formulario AR-P ARKANSAS
324 Spring Street, Little Rock, AR 72201
Autoridad: Ark. Code Ann., Correo: P.O. Box 950, Little Rock, AR 72203-0950
apartado 11-9-403, 407 Oficina de Little Rock: 1-800-622-4472 /501-682-3930
AWCC, Norma 7 .. s

Actualizade: 04-15-2002 Oficina de Ft. Smith: 1-800-354-27 11/ 479-783~7970
En Espaifiol: 10-15-2004 Oficina de Springdale: 1-800-852-5376 /. 479-751-2790

INSTRUCCIONES SOBRE EA COMPENSACION DE LOS
TRABAJADORES PARA EMPLEADORES Y EMPLEADOS

Todos los empleados de este centro que tengan derecho a beneficialés en virtud de lo dispuesto en la legislacion de compensacion de los trabajadores son informados en
virtud del presente documento de que su empleador ha organizade’el pago de las compensaciones que puedan tener que abonarse a los empleados o sus dependientes. Este
empleador debe, en virtud de la legislacion estatal, ofrecer a sus empleados cobertura por compensaciones o ha renunciado a la exencion o exclusion de la ejecucion de la
legislacion en materia de compensaciones a los trabajadores y certifica mediante la muestra de este cartel que en la actualidad ofrece cobertura a sus trabajadores dentro de
una poliza de seguro de compensacion de los trabajadores o por su participacion en el Programa de Auto-seguros de Arkansas o la Division Publica de Reclamaciones de
los Empleados del Departamento de Seguros de Arkansas.

Nombre de la Compafiia de Seguros: Global Casualty Company
Direccion de la Oficina de Reclamaciones: Two Pierce Place
Iltasca, IL 60143-3141
Numero de Teléfono deReclamaciones: 630.773.3800
la Fecha en que Expirala Pdliza: ,10/1/2008

EN CASO DE PRODUCIRSE UNA LESION VINCULADA AL TRABAJO O.UNA ENFERMEDAD PROFESIONAL

El empleador debera:

1. Ofrecer todo el tratamiento.médico, quirargico y hospitalario que sea preciso envirtud de ladegislacion, tras la lesion y

durante el tiempo adicional que establezca la Comision de Compensacion de'los trabajadores.
2. Ofrecer pagos de compensacion de acuerdo con lo dispuesto ena legislacion. El primer plazo vencera al cabo de 15 dias
desde que el empleador sea informado de la lesion o fallecimiénto, excepto en los casos en el empleador haya denegado su
responsabilidad.
Informar inmediatamente de los accidentes a los interesados.
Mantener un registro de todas las lesiones de las que.sea informado por susiempleados.

B

El empleado deberi:
El empleado debera informar de la lesion al empleador en el formulario N y a una persona o en un lugar indicado por este tltimo, 4
menos que se trate de una lesion que impida mental‘o fisicamente al empleado hacerlo o si la lesion se comunica al empleador
inmediatamente después de producirse. El empleador no sera responsable.de las beneficiales de discapacidad, médicas o de otro tipo
anteriores a la recepcion del informe del accidente. Todos los procedimientos de notificacion que especifique el empleador deberan
ser razonables y éste debera notificar razonablemente a todos los.empleados los requisitos de notificacion. Lo anterior no serd de
aplicacion si el empleado precisa tratamiénto médico de urgencia filera del horario de trabajo habitual del.émpleador; sin embargo,
en ese caso, el empleado debera hacer ‘que se notifique el accidente al empleador el siguiente dia laborable habitual.

La falta de notificacion no anulard las reclamaciones si: (1) El'empleador tiene conocimiento del fallecimiento o lesion; o'(2) El
empleado no tenia conocimiento de que la afeccion o enfermedad se produjo en el transcurso desu empleo; o (3) La Comision exime
esta omision basandose en quetlanotificacion no pudo realizarse por un motivo justificado.

Las objeciones relativas ala falta de notificacion deberan plantearse antes o en el momentode celebrarse la primera vista de la
reclamacion.

Informacion legal:
El articulo 11-9-514(b) del'Ark. Code/Ann. establece que: “El tratamiento o los‘servicios prestados por un médico distinto de los
seleccionados de acuerdo con 1o anterior, con excepcion de los tratamientos urgentes, correrana cargo del demandante.”
El articulo 11-9-514(f) del Ark. Code Ann., sin embargo, establece que: Cllando la compensacion'sea causa de controversia, el
subapartado (b) no sera de aplicacion si:
(1) El empleado solicita asistencia médica por escrito antes de buscarla como consecuencia de una posible lesion compensable; y
(2) El empleador se niega a remitir al empleado a un proveedor médico en el plazo de cuarenta y ocho (48) horas desde dicha
solicitud escrita; y
(3) Posteriormente se descubre que la supuesta lesion es compensable; y
(4) El empleador no ha hecho ninguna oferta anterior de tratamiento médico.

Si tiene alguna pregunta relativa a sus derechos en virtud de la legislacion en materia de compensaciones de los trabajadores de
Arkansas, puede llamar al asesor legal de la Comision de Compensacion de los Trabajadores de Arkansas al niimero gratuito que se
indica més arriba.

l OHOS IOS empleaaores que se vean alec!aaos por la €jecueion ae la leglslacmn en ma!erla ae compensaciones ae IOS Eraga_]aaores ae

Arkansas y que hayan cumplido estas disposiciones deberan colocar esta notificacion en un lugar PREEMINENTE en su centro de
trabajo o las cercanias.



ARKANSASWORKERS COMPENSATION.COMMISSION
Form AR-H

324 Spring Street, Little Rock, AR 72201

Authority: Ark. Code Mail: P. O.Box 950, Litte Rock,AR 7220340950
Ann. § 11-9-514, 501-682-3930 / 1-800-622-4472

AWCC Rule7, 33
Revised 1-1-2001

HEALTH CARE NOTICE FOR EMPLOYEESUNDER MANAGED CARE

Y our employer has contracted with the following Managed Care Organization (M CO):

Name United Health Care

4102 State ST, Floor 7
Address Orem, UT 84051
or has been certified as an Internal Managed Care System (IMCS). You<are required to receive
treatment through this MEO/IMCS if you receive a work-related injury. \If you donot receive
treatment through this MCO/IMCS, or you do not obtain permission to change treatment
provider(s), then you 'may be required to pay for the treatment you receive. Emergency
treatment is exempt from this requirement.

Employees are covered under the MCO/IMCS after the employer posts Farm H. Prior notice given
to employees by a certified MCO shall fulfill the above notice requirements.

The telephone number of your employer's MCO/IMCS is 801.631.1100 . You may call this
number if yourhave ‘questions about managed care orif you need names of physicians.

If you are injured on the job, you should notify your supervisor immediately. Your supervisor will
arrange fontreatment or explain what you needto do to receive treatment for your injury.

If you have a problem with or a dispute about this MCO/IMCS, you may file a complaint within thirty
(30) days of the occurrence. To obtain information contact your supervisor, the MCO/IMCS, orthe
Medical Cost Containment Division.at the AWCC,(1-800-622-4472 or 501-682-3930).

If you are balance billed by a physician for a covered workers' compensation injury, you should notify
your employer. Balance billing occurs when physicians are paid according to.the MCO/IMCS contract
or the Arkansas Workers' Compensation Fee Schedule, the amountithey were paid Is less than the
amount of their bill, and they attempt to collect the difference from employees.

Choice/change of physician is controlled by law. Your employer may choose the initial treating
physician. Any referralwould be to parties abiding by MCOfules, terms, and conditions. Emergency
medical treatment is exempted. If you want a change of physician, request it from the insurance
carrier or employer. If the decision is unsatisfactory, you may petition the Commission for a change.
"[T]he injured employee shall have direct access to any optometric or ophthalmologic medical service
provider who agrees to provide services under the rules, terms, and conditions regarding services
performed by the managed care entity initially chosen by the employer for the treatment and
management of eye injuries or conditions< Such eptometric or ophthalmologic medical service
provider shall be considered a certified provider by the commission." Ark. Code Ann. § 11-9-508(e)
Treatment or services furnished or prescribed.other than according to the above, EXCEPT
EMERGENCY TREATMENT, shall be,at your own expense.

H



TO BE POSTED BY EMPLOYER
POLICY NUMBER: MVCAI_571971

NOTICE TO EMPLOYEES

RE: ARIZONA WORKERS’ COMPENSATION LAW

All employees are hereby notified that this employer has eéomplied with the provisions of

the Arizona Workers’ Compensation law.(Title 23, Chapter 6, Arizona Revised Statutes) as
amended, and all the rules and regulations of The Industrial Commission of Arizona made in
pursuance thereof, and has secured the payment of compensation to employees by insuring
the payment of such compensation with:

Global Casualty Company
(Insurance Company Name)

All employees are hereby. further natified that in the event they do net specifically reject

the provisions of the'said compulsorylaw, they are deemed by the laws of Arizona to have
accepted the provisions of.said law and to have elected to accept compensation under the
terms thereof;.and that undenthe terms thereof employees have the right to reject the same
by written netice thereof prior to'any injury sustained, and that the blanks‘and forms for such
notice are available to all'employees at the office of thissemployer.

PARA SER'COLOCADO POR EL PATRON
NUMERO, DE'POLIZA: WCAI_571971

AVISO A LOS EMPLEADOS

RE: LEY DE COMPENSACION PARA LOS TRABAJADORES DE ARIZONA

A todos los empleados se lesnetifica por'estesmedio que este patron ha cumplido con las
provisiones de la Ley de Compensacion para los Trabajadores de Arizona (Titulo 23, Capi-
tulo 6, Estatutos Enmendadas de Arizona) tal como han sido enmendados, y con todas las
regias y ordenanzas de La Comisién Industrial de Arizona hechas_en cumplimiento de esta,
y ha asegurado el pago de compensacion a los empleados garantizando el pago de dicha
compensation a los empleados garantizando el pago de dicha'compensacion por medio de;

Global Casualty Company
(Insurance Company Name)

Ademas, a todos los.e€mpleados se les notifica por este medio gue.en caso de que espe-
cificamente ellos no rechazen las disposiciones de dicha.ley obligatoria, se les considerara
bajo las leyes de Arizona de haber aceptado las provisiones de dicha ley y de haber escogi-
do aceptar la compensacioén bajo estos términos; también bajo estos términos los emplea-
dos tienen el derecho de rechazar la misma per medio'de una notificacion por escrito antes
de que sufran alguna lesion, todos los farmularios o.formas en blanco para tal notificacion
por escrito estaran disponibles para todos los empleados en la oficina de este patrén.

KEEP POSTED’IN A CONSPICUOUS PLACE
COLOQUESE EN LUGAR VISIBLE




WORK EXPOSURE TO BODILY FLUIDS
NOTICE TO EMPLOYEES

RE: Human Immunodeficiency Virus (HIV),
Acquired Immune Deficiency:Syndrome (AIDS) & Hepatitis C

Employees are notified that a claim may be made for,. a condition, infection, disease, or disability
involving or related to the Human Immunodeficiency Virus (HIV), Acquired Immune Deficiency
Syndrome (AIDS) or Hepatitis C within‘the provisions of the Arizona Workers’ Compensation Law,
and the rules of The Industrial Commission of Arizona. Such a claim shall include the occurrence of a
significant exposure at work, which generally means contact of an employee’s ruptured or broken skin
or mucous membrane with a person’s blood, semen, vaginal fluid, surgical fluids(s)orany other fluid(s)
containing blood. AN EMPLOYEE MUST CONSULT A PHYSICIAN TO SUPPORT A CLAIM. Claims
cannot arise from sexual activity orillegal drug use.

Certain classes of employeesimay more easily establish a claim related to HIV, AIDS, or Hepatitis C if
they meet the following requirements:

1. The employee’s regular course of employment involves handling or exposure to blood, semen,
vaginal fluid, surgical fluid(s)»or any other fluid(s) containing bloed. Included in this category
are health care providers, forensic laboratory workers, fire fighters; law enforcement officers,
emergency medical technicians, paramedics and corréctional officers.

2. </ NO LATER THAN TEN (10) CALENDAR DAYS after apossible significant exposure which arises
out of @ndin the course of employment, the employee reports in writing to the employer the details
of the exposure as provided by Commission rules. Reporting forms are available at the office of
this employer or from the Industrial Commission of Arizona, 800 W. Washington, Phoenix,Arizona
85007 (602) 542-4661 or 2675 E. Broadway, Tucson, Arizona 85716, (520) 628-5188. If an
employee chooses not to complete‘the reporting, form, that employee may be at risk of lesing a
prima facie claim.

3. NO LATER THAN TEN (10), CALENDAR DAYS after the possible significant exposure the
employee has blood drawn, and NO.LATER THAN THIRTY (30) CALENDAR DAYS the blood'is
tested for HIV OR HEPATITIS C by antibody testing and the test results are negative.

4. NO LATER THANEIGHTEEN (18) MONTHS after the date of the possible significant exposure
at work, the employee is retested and the results of the test areHIV positive or the employee has
been diagnosed asspositive for the presence of HIV, or NO LATER THAN SEVEN (7) MONTHS
after the date of the possible significant exposure at work, the employee isretested and the results
of the test are positive for the presence of Hepatitis C or the employee has been diagnosed as
positive for the presence of Hepatitis C.

KEEP POSTED IN,CONSPICUOUS PLACE
NEXT TO WORKERS’ COMPENSATION NOTICE TO EMPLOYEES
THIS NOTICE APPROVED BY THE INDUSTRIAL COMMISSION OF ARIZONA FOR CARRIER USE

ICA Form 04-615-01



Division of Workers’ Compensatlon

Notice to Employees--Injuries Caused By Work

You may be entitled to workers' compensation benefits if you are injured or become ill because of your job. Workers' compensation covers
most work-related physical or mental injuries and illnesses. An injury or illness can be caused by one event (such as hurting your back in a
fall) or by repeated exposures (such as hurting your wrist from doing the same motion over and over).

Benefits. Workers' compensation benefits include:

Medical Care: Doctor visits, hospital services, physical therapy, lab tests,x-rays, and medicines that are reasonably necessary to treat
your injury. You should never see a bill. For injuries occurring on or after 1/1/04, therevis a limit on some medical services.

Temporary Disability (TD) Benefits: Payments if you lose wages while recovering.
Permanent Disability (PD) Benefits: Payments if your injury causes a permanent disability.

Vocational Rehabilitation: Services and payments if your injury prevents you from returning to your usual job or occupation. This
benefit applies to injuries that occurred prior to 1/1/04.

Supplemental Job Displacement Benefit: A nontransferable voucher payable to a state approved school if you are injured on or
after 1/1/04, the injury results in a permanent/disability, you don't return to work within 60 days after TD ends, and your employer
does not offer modified or alternative work.

Death Benefits: Paid to dependents.of a worker who dies from a work-related injury or illness.

Naming Your Own Physician Befare Injury..You may be able to choose the doctor who will treat you for a job injury or illness during
the first 30 days after the injury . If eligible, you must tell your employer, in writing, the name and.address of your personal physician
before you are injured. For instructions, see the written information about workers' compensation'that your.employer ismow required to
give to new employees.

If You Get Hurt:

1.0 Get Medical Care. If you need first aid, contact your employer. If yousmneed emergency care; call for help immediately. Emergency
phone numbers:

Ambulance 911 Fire Dept. 911 Police 911
Doctor 911 Hospital 914

2. ReportYour Injury. Report the injury immediately to'your supervisor or to:
Employer representative Ronald T. Waxmen phene number 253.630.1111
Don't:delay. There are time limits. If you wait toe long, you may lose your right to benefits. Your employer is required to provide you
a claim form within one working day after learfing about your injury. Within one working day after an employee files a.claim form;
the employer shall authorize the provision(of all treatment;, consistent with the applicable treating guidelines, for the alleged injury
and shall continue to provide treatment until‘the date that liability for the claim is accepted or rejected. Until the date the claim is
accepted or rejected, liability for medical treatment shall be limited to ten thousand dollars ($10,000).

3. See Your Primary Treating Physician (PTP). This isthe doctor with overall responsibility for treating.your injury orillness. If you
named your personal physician before injury (see above), you may see him or her for treatment in certain circumstances. Otherwise,
your employer has the right to select the physician who will treat you for the first 30 days. Yeu.may be able to,switch to a doctor of
your choice after 30 days. Special rules apply if your employer offers a Health Care Organization (HCO) or after 1/1/05, has a
medical provider network.»Contact your employer for more information.

Discrimination: It is illegal foryour employer to punish or fire you for having a work injury orillness, for filing a claim, or testifying in
another person's workers',compensation case. " If proven, you may receive lost wages, job reinstatement, increased benefits, and costs and
expenses up to limits set by the state.

Questions? Learn more about workers' compensation by reading the information that your employer is required to give you at time of hire.
If you have questions, see your employer or the claims administrator (who,handles workers' compensation claims for your employer):

Claims Administrator Gallagher Bassett Services
Address Two Pierce Place City Itasca State _IL  Zip _60143-3141

Phone 630.773.3800 Policy Expiration Date 10/1/2008

The employer is insured for workers’ compensation by Global Casualty Company
(Enter “self<insured” if appropriate)

If the workers’ compensation policy has expired, contact a Labor Commissioner at the Division of Labor Standards Enforcement - their
number can be found in your local White'Pages under.California State Government, Department of Industrial Relations.

You can get free information from a State Division of Workers' Compensation Information & Assistance Officer.
The nearest Information & Assistance Officer is at:

Address 455 Golden Gate Avenue, 2nd floor City _ San Francisco  Phone (415) 703-5020

Hear recorded information and a list of local offices by calling toll-free (800) 736-7401. Learn more online: www.dir.ca.gov.

False claims and false denials. Any person who makes or causes to be made any knowingly false or fraudulent material statement or
material representation for the purpose of obtaining or denying workers' compensation benefits or payments is guilty of a felony and may
be fined and imprisoned.
[Your employer may not be liable for the payment of workers' compensation benefits for any injury that arises from your voluntary|
participation in any off-duty, recreational, social, or athletic activity that is not part of your work-related duties. |
DWC 7 (8/1/04)

2550 Taylor St., San Francisco, CA 94133



ESTADO DE CALIFORNIA - DEPARTAMENTO DE RELACIONES INDUSTRIALES
Division De Compensacion Al Trabajador

Aviso a los Empleados—L esiones Causadas por el Trabajo

Es posible que usted tenga derecho a beneficios de compensacién para trabajadores, si usted se lesiona o se enferma a causa de su trabajo.
La compensacion para trabajadores cubre la mayoria de las lesiones y enfermedades fisicas 0 mentales relacionadas con el trabajo. Una
lesion o enfermedad puede ser causada por un evento (como por ejemplo el lastimarse la espalda en una caida) o por acciones repetidas
(como por ejemplo lastimarse la mufieca por hacer el mismo movimiento una y otra vez).

Beneficios. Los beneficios de compensacion para trabajadores incluyen:

Atencion Médica: Consultas con el médico, servicios de hospital, terapia fisica, analisis de laboratorio, radiografias y medicinas que
son razonablemente necesarias para tratar su lesion. Usted nunca debera vef un cobro. Para lesiones que ocurren en o después de
1/1/04, hay un limite de visitas para ciertos servicios médicos.

Beneficios por Incapacidad Temporal (TD): Pagos, si usted pierde sueldos;mientras se recupera.
Beneficios por Incapacidad Permanente (PD): Pagos, si su lesion le ocasiona una. incapacidad permanente.

Rehabilitacién Vocacional: Servicios y pagos, si su lesiénino le permite regresar a su empleo u ocupacién normal. Este beneficio
para lesiones que ocurrieron antes de 1/1/04.

Beneficio Suplementario por Desplazamiento de Trabajo: Une vale no-transferible pagadero a una escuela aprobada por el estado
si se lesiona en o después de 1/1/04, la lesion le ocasiona una incapacidad permanente, no regresa al trabajo en un plazo de 60 dias
después que los pagos por incapacidad temporal terminan,y su empleador no le ofrece un trabajo modificado o alterno.

Beneficios por Muerte: Pagados a los dependientes de un(a) trabajador(a) que muera a causa de una lesion o enfermedad relacionada
con el trabajo.

Designacién de su Propio Médico Antes de una Lesion. Es posible que usted pueda elegir al médico que le atendera a causa de una
lesion o enfermedad relacionada con<l trabajo.durante los primeros 30 dias después de la lesion. Si elegible, usted tiene que decirle al
empleador, por escrito, el nombre y la direccion de su médico personal, antes de que usted se lesiones Para instrucciones, vea la
informacién escrita sobre la compensacion para trabajadores, que ahora se le exige a su empleadordarle a losempleados nuevos.

Si Usted se Lastima:

1. Obtenga Atencion Médica. Si usted necesita primeros auxilios, comuniquese con su empleador« Si usted necesita atencién de
emergencia, pida ayuda inmediatamente. Los nimeros de teléfono de emergencia son:

Ambulancia 911 Dept. de Bomberos 911 Policia 911
Doctor 911 Hospital 911

2. Reportessu Lesion. Reporte la lesion inmediatamente a su supervisor(a) o a:

El/la representante del empleador Ronald T. Waxmen NUmero de teléfono 253.630.1111

No se demore. Hay limites de tiempo. Si usted espera.demasiado, es posible que, usted pierda su derecho a beneficios. A‘surempleador
se le exige proporcionarle un formulario de reclamo, en un plazode un dia laboral, a partir de que sepa lo referente a su leson. El
empleador autorizard todo tratamiento médico.consistente con las directivas de tratamiento applicables a la lesion o enfermedad,
durante el primer dia laboral después que‘el enpleado efectiia un reclamo para beneficios de compensacion, y<continuara
proveyendo este tratamiento hasta la fecha en que el reclamo, sea aceptado o rechazado. Hasta la fechaen que el reclamo sea
aceptado o rechazado, el tratamiento médico seré limitado a diez mil délares ($10,000).

3. Consulte al Médico Primario quede Atienda (PTP). Este es el médico con toda la responsabilidad.para dar el tratamiento para su
lesion o enfermedad. Si usted designo a susmédico personal antes de la lesién (vea uno de los parrafosanteriores), usted puede
consultarlo para el tratamiento en ciertas circunstancias. ‘De otra forma, su empleador tiene derecho a seleccionar al médico que le
atenderd durante los primeros 30 dias. Es posible que usted pueda cambiar al médico de su preferencia después de 30 dias. Hay reglas
especiales que son aplicables cuando su.empleador ofrece una Organizacion del Cuidado Médico.(HCO) o depués de 1/1/05 tiene un
Sistema de Proveedores de Atencion Médica. Hable con su empleador para mas informacion.

Discriminacion: Es ilegal que su empleador le castigue o despida por sufrir una lesién o@nfermedad en el trabajo, por presentar un
reclamo o por atestiguar en el caso de'compensacion para trabajadores de otra persona: Si es prebado, puede ser que usted reciba pagos
por pérdida de sueldos, repesicion del trabajo, aumento de beneficios, y gastos hasta un limite establecido por el estado.

¢Preguntas? Obtenga mas informacion sobre la compensacion para trabajadores, leyendo la informacion que ahora se le exige a su
empleador darle a los empleades.nuévos. Si usted tiene preguntas, vea a su empleador o al/a la administrador(a) de reclamos (que maneja
los reclamos de compensacidn para trabajadores por su empleador):

Administrador(a) de Reclamos __Gallagher Bassett Services

Direccion Two Pierce Place Ciudad Itasca Estado _ 1L Cddigo postal 60143-3141

Teléfono 630.773.3800 Fecha de Vencimiento de la Péliza 10/1/2008

El empleador esta asegurado para compensacion para trabajadores con Global Casualty Company
(Anote “autoasegurado” si es pertinente)

Si la pdliza de compensacion para trabajadores se ha vencido, comuniguese con el Comisionado del Trabajo, en la Division of Labor
Standards Enforcement. Su nimero puede encontrarse en las Paginas Blancas de su guia telefonica local, bajo el encabezado en inglés de
California State Government, Department ofdndustrial Relations.

Usted puede obtener informacion gratuita de un Oficial'de Asistencia e Informacion, de la Division de Compensacion al Trabajador.
El Oficial de Asistencia e Informacion/mas cercano se localiza en:

Direccion 455 Golden Gate Avenue, 2nd floor Ciudad San Francisco Teléfono _ (415) 703-5020

Usted puede escuchar informacién grabada, y una lista de las oficinas locales, llamando al nimero gratuito (800) 736-7401.
Usted puede obtener mas informacion en el Internet en: www.dir.ca.gov. Enléacese a la seccion de Compensacion para Trabajadores.

Los reclamos falsos y rechazos falsos del reclamo. Cualquier persona que haga o que ocasione que se haga una declaracién o una
representacion relevante intencionalmente falsa o fraudulenta, con el fin de obtener, o negar beneficios o pagos de compensacion para
trabajadores, es culpable de un delito grave y puede resultar en una multa y encarcelacion.

Es posible que su empleador o asegurador no sea responsible por el pago de beneficios de compensaction laboral debido a una lesion causadal
por la participacion voluntaria del empleado en cualquier actividad recreativa, social, o atlética fuera del trabajo que no sea parte de los
deberes laborales del empleadd|. DWC 7 (8/1/04)

2550 Taylor St., San Francisco, CA 94133



WORKERS COMPENSATIONACT

LEY DE LA COMPENSACION
DE LOSTRABAJADORES

NOTICE TO EMPLOYEES

AVISO A LOSEMPLEADOS

Your employer isinsured under the above-named law by: Global Casualty Company
Su empleador esté asegurado bajo estaley por: Global Casualty Company

If you are injured or sustain an occupational:disease while at
work, you may be entitled to compensation benefitsas provided by
law. WRITTEN NOTICE MUST BE ‘GIVEN TO YOUR
EMPLOYER WITHIN 4 WORKING DAYS OF, THE
ACCIDENT. If you fail to report yourinjury or occupational
disease promptly, Loss of Benefit penalties ' may be assessed
against you.

No compensation is payable for the first. 3 days disability
unless the period of disability:exceeds twoweeks. Thereafter, the
compensation rate while disabled is:2/3 of your average weekly
wage, subject to a statutory, maximum determined annualy as
provided by law.

Y ou are entitled to reasonable and necessary medical, surgical
and hospital” treatment for treatment of injuries or occupational
diseases./ In al casesofiinjury, the employer or insurer has the
right in the firstiinstance to sel ect the physician. If aphysicianis
not designated by the employer or insurer, you may select the
services of alicensed physician or chiropractor.

You are hereby notified that if a child support obligation,is
owed, compensation benefits may be attached and payment of the
child support obligation may be withheld and forwarded to the
obligee pursuant to sections 8-42-124 and 26-13-122(4), C.R.S.

The physicians designated by your employer’s insurance
carrier are:

In addition to any reportsthe employer.is required to file, an
injured employee may file his own_.claim for compensation and
medical benefits in order to'protect his future rights. To obtain
claim forms or if your compensation is not paid promptly during
your disability, or if you wish any information concerning your
rights under the Workers' Compensation Act, write the Colorado
Division of Workers Compensation, 633 17" Street, Suite 400,
Denver, CO, 80202-3660, giving your name as it appears on the
payroll, your social security number, the name of your employer,
and the date of your accident. To obtain further information you
may call Customer Service at 303.318.8700.

Si usted se lastimada o contraeéuna enfermedad en el trabgjo,
es posible que tenga derecho abeneficios de compensacion segin
la ley. AVISE USTED POR ESCRITO A SU EMPLEADOR
DENTRO CUATRO DIASDEL AGCIDENTE. Si noinformasu
lastimadura a su empleador existe la posi bilidad que no recibalos
beneficios de laley.

No se pagarén beneficios por los tres primeros dias de
incapacidad, aimenos que el periodo de incapacidad dure més de
dos semanas. Después de las,dos semanas, € vaor de los
beneficios, mientras el,trabajador continue incapacitado sera 2/3
del salario'seminal promedio, sujeto a un maximo fijado cada afio
pordaley.

El trabajador tiene el derecho de recibir servicios médicos,
cirugia, o' hospitalizacion para las lastimaduras o enfermedades.
Paratodas|as|astimaduras el empleador o lacompafiade seguros
tieneel derecho en laprimerainstanciaasel eccionar€el medico. Si
la compaiiia deseguros no ha designado un médico representando
su empleador, usted puede selecionar 10s servicios de un,médico
titulado,o un quiropréactico.

Por este medio, selenatificaque si usted debealimentos para
menores, los beneficios de compensacion pueden ser incluidosy e
pago puede ser retenido y enviado a quien corresponde segun las
secciones C.R.S. 8-42-124 y 26-13-122(4).

Los médicos escogidos por la.compafia de seguros de su
empleador son:

Ademas de los informes que el empleador debe archivar, €
empleado |esionado puede archivar su propio informe pararecibir
beneficios médicos, y proteger sus derechos futuros. Paraobtener
los papeles necesarias (formas) o reclamar los beneficios de los
pagos puntualesduranteel tiempo que usted esteincapacitado, o s
necesita mas informacion, sobre la ley de compensacion, se pone
entcontacto con la Division de la Compensacion de los
Trabajadores 0 escriban’ a: Colorado Division of Workers
Compensation, 633 17" Street, Suite 400, Denver, CO, 80202-
3660. Al salicitar qualquier informacion favor de incluir: su
nombre como esta registado con su empleador, su nimero de
seguro social, el nombre y ladireccién de su empleador, y lafecha
delvaccidente. Para obtener més informacion pueden llamar
303.318.8700 o sin pesje 1.800.685.0891.

COLORADO.DIVISION OF WORKERS COMPENSATION
633 17THSTREET, SUITE 400, DENVER, CO 80202-3660

WC49 Rev 05/05



WARNING

IF YOU ARE INJURED ON THE
JOB, WRITTEN NOTICE OF
YOUR INJURY MUST.BE GIVEN
TO YOUR EMPLOYER WITHIN
FOUR WORKING DAYS AFTER
THE ACCIDENT, PURSUANT
TO SECTION 8-43-102\51%AND
Q.S), COLORADO REVISED
TATUTES.

IF THE INJURY RESULTS

FROM YOUR'USE OF
ALCOHOL OR CONTROLLED
SUBSTANCES, YOUR
WORKERS’ COMPENSATION
DISABILITY BENEFITS MAY BE
REDUCED BY ONE-HALF IN
ACCORDANCE WITH SECTION
8-2-112.5, COLORADO REVISED

555555555






State of Connecticut Workers’ Compensation Commission

Notice to Employees

Workers’ Compensation Act

Chapter 568 of the Connecticut General Statutes (the Workers’ Compensation Act) requires your employer,

Sample Corporation

to provide benefits to'you in case of injury or occupational disease in the course of employment.

Section 31-294b.of the Workers’ Compensation Act states: “Any employee who has sustained an injury
in the course’ of his employment shall immediately report the injury to his employer, or some person
representing his employer. If the employee fails to report the injury immediately, the commissioner may
reduce the award of compensation proportionately to any prejudice that he finds the employer has
sustained by reason of the failure, provided the burden of proof with respect to such prejudice shall rest
upon the employer.” Such an injury report by the employee is NOT an official written notice of claim for
workers’ compensation benefits. (The Form 30C is necessary to satisfy this requirement.)

The INSURANCE COMPANY or SELF-INSURANCE ADMINISTRATOR is:

Name Global Casualty Company
Address 888 Asylum Street Telephone 800-555-1212
city/Town Hartford state CT Zip Code 06543

Approved Medical Care Plan U ves X No

The State of ConnecticutWorkers’ Compensation Commission office for this‘workplace is located at:

Address 44 Main Street Telephone 203-888-9933
city/Town Stamford State CT Zip code 06905

Any questions as to your rights under the law or the obligations of the employer or insurance company
should be addressed to the employer, the insurance company or the Workers’ Compensation Commission
(1-800-223-9675).

THIS NOTICE MUST BE IN TYPE OF NOT LESS THAN TEN POINT BOLD-FACE AND POSTED IN A
CONSPICUOUS PLACE IN EACH PLACE OF EMPLOYMENT. FAILURE TO POST THIS NOTICE WILL
SUBJECT THE EMPLOYER TO STATUTORY PENALTY (Section 31-279 C.G.S.).

Date Posted

Rev. 8-31-2004



DISTRICT OF COLUMBIA GOVERNMENT
DEPARTMENT OF EMPLOYMENT SERVICES
OFFICE OF WORKERS COMPENSATION

PO BOX 56098 + WASHINGTON, DC 20011 « (202) 671-1000 * (202) 671-1929 (fax)

Warning: Itisacrimeto providefal se or misleading information to an insurer for the purpose of defrauding theinsurer or any other
person. Penalitiesincludeimprisonment and/or fines. In addition, aninsurer may deny insurance benefitsif falseinformation
materially related to aclaim was provided by the applicant.

NOTICE OF COMPLIANCE
TO EMPLOYEES

1. You arerequired by law to report promptly to your employer.and the Office of Workers' Compensation an occupational injury or
disease, even if you deem it to be minor. Form No. 7 DCWC, Naotice of Accidental Injury or Occupational Disease, to be obtained
from the employer or the Office of Workers' Compensation, must be used for that purpose. After you have completed and signed it,
you should mail it to the Office of Workers' Compensation at the above address, and to your employer.

2. You are entitled, if required, to the services of a physician orhospital of your choice and lost wages.<Call (202) 671-1000 for
information.

3. You may not sue your employer/as aresult of awork-connected injury or disease by reason of your exclusive remedy under the
Workers Compensation Law.

4. Inorder to preserve your right to benefitsunder the DC Workers' Compensation Law;you must file awritten claim on Form No. 7A
DCWC, Employee’s Claim Application, within.one (1) year after your injury, or within (1) year after thellast payment of benefits.

5. If you desireinformation regarding yourrights and obligations prescribed by lawyyou may callyour employer first. If you need
further information you'may call the Office of Workers' Compensation at (202) 671-1000.

6. Thelaw gives you the right to be represented if you so desire.

TO EMPLOYERS

1. You arerequired to have Workers' Compensation insurance coverage if you'have 1 or more employees.
2. You arerequired to display this poster at each worksite so.that it will be of the greatest possible benefit to your employees.

3. You must file an Employer’s First Report ofilnjury or Oceupational Disease, Form No. 8 DCWC, with the Office of Workers'
Compensation, copy to the nearest claim office of your.insurer, on al occupational injuries or disease;@s soon as possible, but no later
than 10 days after the date of knowledge thereof.

4. Your employee must file Form No. 7 DCWC, Employee’s Notice of Accidental Injury or Occupational Disease. Please provide your
employee with Form No. 7 DCWC and direct them to completeit and return it to you and the Office of Workers"Compensation. Once
you have received notice from the employee, you are required to send the employee a notice of his/her rights and obligations by
certified mail, return receipt requested.

5. You are required to report to the Office of Workers' Compensation, and your{insurer, and disahility ofimore than 3 days which was
not previously reported, as soon asfpossible, but no later than 10 days after the date of knowledge thereof.

6. You arerequired to furnish, or cause to be furnished, reasonable medical and hospital services, other remedial care or vocational
rehabilitation, and various types of disability compensation, to an injured or disabled employee.

7. You arerequired to obtain from the insurer identified bel ow asupply of al required Workers' Compensation Forms, or you may
download the forms and notice mentioned above at our wehsite http://does.dc.gov

NOTICE: Violation of the various provisions of the Workers' Compensation law provides for civil penalties.

The undersigned employer hereby gives notice of compliancewith all provisions of the Workers' Compensation Law and Administrative Regulations

NAME OF INSURANCE COMPANY NAME OF EMPLOYER
Global Casualty Company
888 Asylum Street BY Sample Corporation
Hartford, CT 06543

Employer |D Number
(if number unknown, employer to request from IRS)

THISNOTICE ISTO BE POSTED CONSPICUOUSLY IN AND ABOUT EMPLOYER’'S PLACE(S) OF BUSINESS
FORM NO. 1 DCWC Revised June, 2002



WORKERS’ COMP WORKS FOR YOU

$25,000 Reward m _
Anti-Fraud Reward Program If you are injured on the job:

Rewards of up to $25,000 may be
paid to persons providing information
to the Department of Insurance

1. Notify your employer immediately to get the name of

leading to the arrest and conviction of [ b an approved physician. Workers’ comp insurance may not
persons committing insurance fraud,

including employers who illegally fail pay the medical bills if you don’t let the employer know

to obtain workers’ compensation you have been injured.
coverage. Persons may report

suspected fraud to the department at ] -
1.800-378-0445. 2 . Remind the doctor and medical staff that you are

A person is not subject to civil liability covered under workers’ comp.
for furnishing such information, if

such person acts without malice, :
fraud or bad faith. 3 If you have any problems with your claim or

suffer excessive delays in treatment, contact the
Division of Workers’ Compensation at 1-800-342-1/41.

\Workers compensation pays your medical bills
and other expenses and replaces part of your
sdary if you are injured while working.

You should expect if you are unable to work
for more than seven days to be compensated
for aportion of your lost wages, limited to Employer Name: Sample Corporation

the maximum as set by law. 432 Park Ave.
New York, NY 10020
Insurance Company:  Global Casualty Company
888 Asylum Street
Hartford, CT 06543
or Compliance must be posted by the employe Agent/Broker: Marsh USA
malntalned conspicuously in and about the employer’s place or Policy Number: WCAI 571971

places of employment. Effective Date: 10/1/2007
State of Florida-Division of Workers’ Compensation.



$25,000 de Recompensa

Programa de Recompensa Anti-Fraud

Recompensas de hasta $25,000 pueden ser
pagadas a individuos que provean infor-
maciénque conduzca al arresto y conviccion
de personas que esten cometiendo fraude de
seguro. Esto
incluye fraude cometido por patrones que
fallan en obtener cubierta obligatoria de
compensacioén laboral. Reporte casos en los
que sospeche fraudeal departamento
al 1-800-378-0445.

Nadie esta sujeto a responsabilidad civil
por someter dicha informacién si se actua
sin malicia, fraude o mala fe.

Employer Name: Sample Corporation

432 Park Ave.

New York, NY 10020
Insurance Company:  Global Casualty Company
888 Asylum Street
Hartford, CT 06543

Agent/Broker: Marsh USA
Policy Number: WCAI_571971
Effective Date: 10/1/2007

El patrono debe fijar este aviso de cumplimiento a la vista
de todos en el lugar o lugares de trabajo.

Estado de la Florida-Division de la Compensacién de los
Trabaiadores.



WC-BILL OF RIGHTS

GEORGIA STATE BOARD OF WORKERS' COMPENSATION

BILL OF RIGHTS FOR THE INJURED WORKER

As required by law, O.C.G.A. §34-9-81.1, this is a summary of your rights and responsibilities. The Workers' Compensation Law provides you,

Employee's Rights

If you are injured on the job, you may receive medical
rehabilitation and income benefits. These benefits are
provided to help you return to work. Your dependents may
also receive benefits if you die as a result of a job-related
injury.

Your employer is required to post a list of at least six doctors
or the name of the certified WC/MCO that provides medical
care, unless the Board has granted an exception. You may
choose a doctor from the list and make one change to another
doctor on the list without the permission of your employer.
However, in an emergency, you may get temporary medical
care from any doctor until the emergency is over, then you
must get treatment from a doctor on the posted list.

Your authorized doctor bills, hospital bills, rehabilitation in
some cases, physical therapy, prescriptions, and necessary
travel expenses will be paid if injury was caused by an
accident on the job.

You are entitled to weekly income bengfits if you have more
than seven days of lost time due to an injury. Your first check
should be mailed to you within 21 days after the first day.you
missed work. If you are out more than 21 consecutive days
due to your injury, you will be'paid for the first week.

Accidents are classified as being either catastrophic or non-
catastrophic. Catastrophic injuries. are \ those involving
amputations, severe paralysis, severe head 'injuries, severe
burns, blindness; or of a nature and.severity that prevents the
employee from being able to perform his,or her prior work and
any work available in substantial numbers within the national
economy. In catastrophic cases, you are entitled to receive
two-thirds ofyyour average weekly wage but not more than
$500 per week for a job-related injury for as long as you are
unable to return to, work. You also are entitled to receive
medical .and vocational ‘ rehabilitation benefits to help in
recovering from your injury. If you need help in this area call
the State Board of Workers' Compensation at (404) 656-3818.

In all other cases (non-catastrophic), you are entitled, to
receive two-thirds of your average weekly wage but‘not more
than $500 per week for a job related injury. You will receive
these weekly benefits as long as you are totally disabled, but
no longer than 400 weeks. If you are not working and it is
determined that you have been capable ofiperforming work
with restrictions for 52 consecutive weeks or 78,aggregate
weeks, your weekly income benefits will be reduced to,two-
thirds of your average weekly wage but no more than $334 per
week, not to exceed 350 weeks.

When you are able to return.to work, but can only get a lower
paying job as a result of your injury, you are entitled to a
weekly benefit of not more than $334 per.week for no longer
than 350 weeks.

Your dependent(s), in the event you die as a result of an on-
the-job accident, will receive burial.expenses up to $7,500 and
two-thirds of your average weekly wage, but not more than
$500 per week. A widowed spause with no children will be
paid a maximum of $150,000. Benefits continue until he/she
remarries or openly cohabits with a person of the opposite
Sex.

If you do not receive benefits when due, the insurance
carrier/employer must pay a penalty, which will be added<to
your payments.

10.

11.

12.

270 Peachtree Street,

as a worker in the State of Georgia, with certain rights and responsibilities should you be injured on the job. The Workers' Compensation Law provides
you coverage for a work-related injury even if an injury occurs on the first day on the job. In addition to rights, you also have certain responsibilities.
Your rights and responsibilities are described below.

Employee's Responsibilities

You should follow written rules of safety and other
reasonable policies and procedures of the employer.

You must report any accident immediately, but not later than
30.days after the accident, to your employer, your employer's
representative, your foreman or immediate supervisor.
Failure to do so may result in the loss of the benefits.

An employee has a continuing obligation to cooperate with
medical providers in the course of their treatment for work
related injuries. You must accept reasonable medical
treatment and rehabilitation services when ordered by the
State Board of Workers' Compensation or the Board may
suspend your benefits.

No compensation shall be allowed for an injury or death due
to the employee's willful misconduct.

You must notify the insurance carrier/employer of your
address when you move to a new location. You should notify
the insurance carrier/lemployeriwhen you are able to return to
full-time or part-time work.and report the amount of your
weekly earnings becausé you may be entitled to some
income benefits even though you have returned to work.

A dependent spouse of a deceased employee shall notify the
insurance carrier/employer upon change of address or
remarriage.

You must attempt ajjob approved by the authorized treating
physician even ifithe pay is lower than the job you had when
you were injured. If you do not attempt the job, your benefits
may be suspended.

If you believe you are due benefits and your insurance
carrier/employer denies these benefits, you must file a claim
within one year after the date of last authorized medical
treatment or within two years of your last payment of weekly
benefits or you will lose your right to these benefits.

If your dependent(s) do not receive allowable benefit
payments, the dependent(s) mustifile a claim with the State
Board of Workers' Compensation within one year after your
death or lose the right to these benefits.

Any request for reimbursement to you for mileage or other
expenses related to medical care must be submitted to the
insurance carrier/employer within one year of the date the
expense was incurred.

If an employee unjustifiably refuses to submit to a drug test
following an on-the-job injury, there shall be a presumption
that the.accident and injury were caused by alcohol or drugs.
If the presumption is not overcome by other evidence, any
claim forworkers' compensation benefits would be denied.

You shall be guilty ofra misdemeanor and upon conviction
shall be punished by a fine of not more than $10,000.00 or
imprisonment, up to 12 months, or both, for making false or
misleading statements when claiming benefits. Also, any
false statements or false evidence given under oath during
thecourse of any administrative or appellate division hearing
is perjury.

The State Board of Workers' Compensation will provide you with information.regarding-how to file a claim and will answer any other questions regarding
your rights under the law. If you are calling in the Atlanta.areathe telephone number is (404) 656-3818, outside the metro Atlanta area call 1-800-533-0682,
or write the State Board of Workers' Compensation at:
http://www.sbwc.georgia.gov. A lawyer is not needed to file'a_claimwith the Board; however, if you think you need a lawyer and do not have your own
personal lawyer, you may contact the Lawyer Referral Service at (404) 521-0777 or 1-800-237-2629.

N.W., Atlanta, Georgia 30303-1299 or visit our website:

(7/2006)

IF YOU HAVE QUESTIONS PLEASE CONTACT THE STATE BOARD OF WORKERS’' COMPENSATION AT 404-656-3818 OR 1-800-533-0682 OR VISIT http://www.sbwc.georgia.gov

WILLFULLY MAKING A FALSE STATEMENT FOR THE PURPOSE OF OBTAINING OR DENYING BENEFITS IS A CRIME SUBJECT TO PENALTIES OF UP TO $10,000.00 PER VIOLATION (O.C.G.A. §34-9-18 AND §34-9-19).

REVISION . 07/2007

WC-BILL OF RIGHTS



) WC-BILL OF RIGHTS
JUNTA ESTATAL DE COMPENSACION DE TRABAJADORES DE GEORGIA

DECLARACION DE DERECHOS PARA EL TRABAJADOR LESIONADO

Segun lo requiere la Ley O.C.G.A. §34-9-81.1, esto es un recuento de sus derechos y responsabilidades. La Ley de Compensacién de
Trabajadores le provee a usted, como trabajador en el Estado de Georgia, ciertos derechos y responsabilidades si usted se lesiona en el trabajo. La
Ley de Compensacion de Trabajador lo provee a usted con cobertura de lesiones relacionadas con el trabajo aunque su lesién sea en el primer dia de
trabajo. Ademas de sus derechos, usted también tiene ciertas responsabilidades. Sus derechos y responsabilidades estan descritos abajo.

Derechos de los Empleados

Responsabilidades de los Empleados

Si usted se lesiona en el trabajo, usted puede recibir 1. Usted «debe de seguir las reglas escritas de seguridad y
rehabilitacion médica y beneficios de ingresos. Estos otras polizas razonables y procedimientos del empleador.
beneficios son proveidos para ayudarlo a regresar al trabajo.
También sus dependientes pueden recibir beneficios si 2. Usted debe reportar cualquier accidente inmediatamente,
usted muere como resultado de lesiones recibidas en el pero. no‘mas tardedde 30 dias después del accidente, a su
trabajo. empleador, los representantes del empleador, su capataz o

supervisor inmediato. Fallar en hacerlo puede resultar en la
Se le requiere a su empleador que anuncie una lista de seis perdida de sus beneficios.
doctores o por lo menos el nombre de un WC/ MCO
certificado que provee cuidados médicos, al menos que la 3. Un empleado tiene la continua obligaciéon de cooperar con
Junta halla otorgado una excepcion. Usted puede escoger proveedores médicos en el curso de su tratamiento
un doctor de la lista sin el permiso de su empleador. Sin relacionado con lesiones de trabajo. Usted debe aceptar
embargo, en una emergencia, usted puede recibir asistencia tratamientos ~médicos razonables y servicios de
medica temporaria de cualquier otro medico hasta que la rehabilitacién cuando sean ordenados por la Junta Estatal
emergencia termine después usted debe recibir tratamiento de Compensacion de Trabajadores o la Junta puede
de los médicos que se anuncian en lalista. suspender sus beneficios.
Sus cuentas médicas autorizadas, cuentas' de hospital, 4. No se permitira compensacién por una lesién o muerte
rehabilitacion en algunos casos, terapia fisica, recetas y debido a una conducta mal intencionada de los empleados.
gastos de transporte serdn pagados sila lesion fue
ocasionada por un accidente en el trabajo. 5. Debe de notificar a la compafnia desseguro/empleador de su

direccién cuando se/mude a un nuevo lugar. Usted debe
Usted tiene derecho a recibir beneficios' de ingresos notificar a la compafiia de.seguros/empleador cuando usted
semanales si usted ha perdido tiempo por méas de siete dias halla regresado a trabajar de tiempo completo o medio
debido a una lesion. Su primer cheque.debe ser enviado a tiempo y reportar la cantidad de su_salario semanal porque
usted dentro de 21 dias, después del primer dia que falto al usted puede tener derecho a algtin'beneficio de ingreso aun
trabajo. Si esta fuera mas de 21 dias,consecutivos debido a asi halla regresado al trabajo.
su lesién, se le pagara la primera semana.

6. Una €sposa dependientedde un empleado difunto debe
Los accidentes{son clasificados ya sea catastréficos o no notificar a la compariia de seguro/ empleador de cambios de
catastroficos. Lesiones catastroficas son las que envuelven direccién o nuevo matrimonio.
amputacion, paralisis severas, lesiones severas de la cabeza,
guemaduras severas, ceguera que prevenga al empleado a 7. Usted debe intentar un trabajo aprobado por su medico
que pueda realizar'el o ella su trabajo anterior o cualquier autorizado aunque el pago sea mas bajo que en el trabajo
otro‘trabajo disponible en numero considerable dentro de la gue usted tenia cuando se lesiond, si usted no intenta el
economia nacional. "En casos catastroficos usted tiene trabajo sus beneficios pueden ser suspendidos.
derecho_a'recibir un promedio de dos terceras partes de su
ingreso semanal pero no mas de $500 por semana por una 8. Si usted cree que debe recibir beneficios y su.compaiia de
lesion relacionada con el trabajo durante todo el tiempo que seguros/empleador niega estos beneficios. Usted debe de
usted no pueda regresar a su trabajo. Usted también tiene hacer un reclamo dentro de un afio después delsultimo
derechoa recibir beneficios médicos y de rehabilitacion. Si tratamiento medico o dentro de dos afios de su Ultimo pago
usted necesita ayuda en esta area llame a la Junta/Estatalde de beneficios semanales o usted perdera sus.derechos a
Compensacion de Trabajadores al (404) 656-3818. estos beneficios.
En todos los otros casos (no catastroficos) usted tiene el 9. Si su (s) dependiente (s) no reciben beneficio de/pagos
derecho a recibir dos terceras partes de su sueldo promedio permitidos. EI dependiente debe hacer un reclamo con la
semanal pero no mas de $500 por seémana,de una lesion Junta Estatal de Compensacion de Trabajadores dentro de
relacionada de trabajo, usted recibira estos 'beneficios un afio después de sugmuerte, o perderan los derechos a
mientras usted este incapacitado. ‘Pero. no mas de»400 estos beneficios.
semanas si no esta trabajando y se determina que usted esta
capacitado a desempefiar con restriccion por' 52 semanas 10. Algin pedido de reembolso ‘a usted por millas o otros
consecutivas o 78 semanas_ agregadas sus ingresos gastos relacionados con tratamiento medico debe ser
semanales seran reducidos a dos terceras partes de su sometidos a‘la compafiia de seguros/empleador dentro de
sueldo promedio pero/no mas de_$334 por semana, que no un afo del'dia que los'gastos fueron incurridos.
excedan 350 semanas.
11. Si untempleado injustificadamente rehisa a someterse a

Cuando usted pueda regresar a trabajar pero solo pueda una prueba de droga después de una lesion en el trabajo
conseguir empleo de salario bajo./como resultado de su habra una presuncion de gue el accidente y lesion fueran
lesion usted tiene derecho a un beneficio semanal de no mas causados por.droga o alcohol. Si la presunciéon no se
de $334 por semana pero no/mas de 350 semanas. sobrepone por otras evidencias, algun reclamo hecho para

beneficios de compensacion de Trabajador seran negados.
En caso de que usted muera como resultado de un accidente
en el trabajo, su dependiente (s) recibiran para gastos de 12. Usted sera culpable de un delito menor y una vez convicto

entierro $7,500 y dos terceras partes de su sueldo promedio
semanal, pero no mas de $500 por semana. Una esposa viuda
sin nifios se le pagara un maximo de $150,000 en beneficios
continuos hasta que EL/ELLA se vuelva a casar o
abiertamente cohabite con una persona del sexo opuesto.

Si usted no recibe beneficios cuando sea debido, la compafia
de seguro/empleador debe de pagar penalidades, que ‘se
agregaran a sus pagos.

debe ser castigado con una multa de no méas de $10,000.00
0 encarcelamiento de hasta 12 meses o las dos, por hacer
declaraciones falsas o engafiosos testimonios cuando
reclame beneficios. También cualquier declaracion falsa o
evidencia falsa dadas bajo juramento durante el curso de
alguna audiencia de division de apelacion o administraciéon
es perjurio.

La Junta de Compensacion de Trabajadores le proporcionara la informacion relativa a la manera de presentar una reclamacién y respondera a
cualquier preguntas adicionales sobre sus derechos en _virtud de la ley. Si usted llama en la zona de Atlanta, el teléfono es el (404) 656-3818 y
fuera de la zona metropolitana de Atlanta, llame al+1-800-533-0682, o escriba a la Junta Estatal de Compensacion de Trabajadores a 270
Peachtree Street, NW, Atlanta, Georgia 30303-1299 o visita sitio web: http://www.sbwc.georgia.gov. No es necesario tener un abogado para
presentar una reclamacién a la Junta; sin embargo, si usted cree que necesita los servicios de un abogado y no tiene uno propio, usted puede
ponerse en contacto con el Servicio de Referencia de Abogados (Lawyers Referral Service) al teléfono (404) 521-0777 o al 1-800-237-2629.

SI USTED TIENE PREGUNTAS LLAME AL (404) 656-3818 O 1-800-533-0682 O VISITA SITIO WEB: http://www.sbwc.georgia.gov
CUALQUIER DECLARACION FALSA Y DELIBERADA PARA OBTENER O NEGAR BENEFICIOS ES UNA OFENSA CRIMINAL Y ES SUJETO A PENALIDADES DE HASTA $10,000 POR CADA VIOLACION (O.C.G.A. §34-9-18 Y §34-9-19).

REVISION . 07/2007 WC-BILL OF RIGHTS



(This notice must be posted in a conspicuous place readily accessible to the employee at all times.)

OFFICIAL NOTICE

This business operates under the Georgia Workers' Compensation Law.

WORKERS MUST REPORT ALL ACCIDENTS IMMEDIATELY
TO THE EMPLOYER BY ADVISING THE EMPLOYER PERSONALLY,
AN AGENT, REPRESENTATIVE, BOSS, SUPERVISOR, OR FOREMAN.

If a worker is injured at work, the employer shall pay. medical and rehabilitation expenses
within the limits of the law. In some cases the employer will'also pay a part of the worker's lost
wages.

Work injuries and occupational diseases should. be reported in writing whenever possible.
The worker may lose the right to receivercompensation if an accident is not reported within 30
days (see O.C.G.A. §34-9-80).

The employer will supply free of €harge, upon request, a form for reporting accidents and will
also furnish, free of charge, information about workers' compensation. The employer will also
furnish to the employee, upon request, copies of board forms on file with the.@mployer pertaining
to an employee's claim.

State Board of Workers' Compensation
270 Peachtree Street, N.W.
Atlanta, Georgia 30303-1299
404-656-3818
or 1-800-533-0682
http://www.sbwc.georgia.gov

Your employer has enrolled with the certified Workers' Compensation Managed Care
Organization (WC/MCO) listed below to provide.all the necessary medical treatment for
workers' compensation injuries. The effective date is shown below. If you had an injury
prior to the effective date listed below you may continue to receive treatment from your
current non-participating authorized physician until you elect to utilize the services of the
WC/MCO.

Each employee will be furnished with a publication which explains in detail how to access
the services of the WC/MCO and provides a complete list of the medical providers
available. In addition, each employee will"be given a wallet-sized card which contains
information on the services«of the WC/MCQ . including a 24-hour toll-free phone number
with recorded messages of information on"how to utilize these services.

NAME OF WC/MCO _united Health Cafe

4102 State ST, Floor 7
MAILING ADDRESS Orem, UT 84051

GEOGRAPHICAL SERVICE AREA Entire State of Georgia

NAME OF CONTACT PERSON _victor Hugo

PHONE NUMBER OF CONTACT PERSON _(414) 231-4410

4102 State ST, Floor 7/
ADDRESS OF CONTACT PERSON orem. UT 84051

24-HOUR TOLL-FREE PHONE NUMBER¢630.773.3800

EFFECTIVE DATE OF WC/MCO 10/1/2007

The insurance company providing coverage for this business under the
Workers' Compensation Law is:

Global Casualty Company
Name

888 Asylum Street
Hartford, CT 06543 800-555-1212

address phone
IF YOU HAVE QUESTIONS PLEASE CONTACT THE STATE BOARD OF WORKERS' COMPENSATION AT 404-656-3818 OR 1-800-533-0682 OR VISIT http://www.sbwc.georgia.gov

Willfully making a false statement for the purpose of obtaining or denying benefits is a crime subject to penalties of up to $10,000.00 per violation

(O.C.G.A. §34-9-18 and §34-9-19).
WC-P3 (7/2006)




(Este aviso debe ser puesto en un lugar accesible al empleado todo el tiempo.)

AVISO OFICIAL

Esta compafiia opera bajo las Leyes de Compensacion de Trabajadores de Georgia

LOS TRABAJADORES DEBEN REPORTAR TODOS LOS ACCIDENTES INMEDIATAMENTE AL
EMPLEADOR Y AVISARLE AL EMPLEADOR PERSONALMENTE, UN AGENTE, REPRESENTANTE,
FEJE O CAPATAZ.

Si un trabajador se lesiona en el trabajo, el empleador debepagar los gastos médicos y de rehabilitacion
dentro de los limites de la ley. En algunos casos el empleador también pagara una parte de los ingresos
perdidos. Lesiones de trabajo y de enfermedades ocupacionales deben.ser reportado por escrito cuando
sea posible. El trabajador puede perder los derechos de recibir. compensacion si un accidente no es
reportado dentro de 30 dias (referencia O.C.G.A. §34-9-80). El empleador ofrecerd una planilla sin costo
alguno cuando sea pedida para reportar accidentes y también,sin costo alguno, puede suministrar
informacion acerca de compensacion de trabajadores. El empléador también suministrara, si es pedido, al
empleado, copias de planillas de la junta archivadas con el empleador pertenecientes a reclamos de los
empleados.

Junta Estatal de Compensacién de Trabajadores
270 Peachtree Street, N.W.
Atlanta, Georgia 30303-0682
404-656-3818
0 1-800-533-0682
http:/'www.sbwc.georgia.gov

Su empleador esta matriculado con la organizacion administrativa de cuidados de compensacion de
trabajadores (WEI/MCO) inscrito abajo, para proveer todos los tratamientos meédicos necesarios en
lesiones de compensacion de. Trabajadores. El dia efectivo aparece debajo. Si‘usted a tenido una lesion
antes de la fecha efectiva inscrito abajo, usted puede continuar,recibiendo tratamiento por su actual
medico no-participante shasta que usted elija utilizar los servicios de WC/MCO.

Cada empleado.se le proveera una publicacion la cual explica en detalles como adquirir los servicios de la
(WCIMCQ) y se le praveera con una lista completa de los ' médicos proveedores disponibles. Y ademas,
cada empleado recibird una tarjeta tamafio billetera que contiene, informacién de los servicios de la
WC/MCO incluyendo un numero disponible las 24 horas con mensaje grabados con informacién de cemo
utilizar los'servicios.

NOMBRE DE WC/MCO United Health Care

4102 State ST, Floor 7
DIRECCION Orem, UT 84051

AREA DE SERVICIO GEOGRAFICO .Entire State Of Georgia

NOMBRE DE PERSONA'DE/.CONTACTO Victor Hugo

NUMERO DE TELEFONO.DE PERSONA DE CONTACTO (414) 231-4410

4102 State ST, Floor 7
DIRECCION DE PERSONA DE.CONTACTO Orem,UT 84051

NUMERO DE TELEFONO DE" 24 HORAS _630.773.3800

FECHA EFECTIVA DE WC/MCO _10/1/2007

La compafiia de seguro que‘provee cobertura para esta Empresa bajo
la Ley de Compensacion de Trabajadores es:

Global Casualty. Company
Nombre

888 Asylum Street
Hartford, CT 06543 800-555-1212

Direccion Teléfono

SI USTED TIENE PREGUNTAS LLAME AL (404) 656-3818 0 1-800-533-0682 o VISITA SITIO WEB: http://www.sbwc.georgia.gov

HACER FALSOS TESTIMONIOS VOLUNTARIAMENTE CON EL PROPOSITO DE OBTENER O NEGAR BENEFICIOS ES UN CRIMEN SUJETO A PENALIDADES DE HASTA 10,000.00 POR VIOLACION (O.C.G.A. §34-9-18 Y §34-9-19.)

WC-P3 (7/2006)
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Workers’ Compensation - You have the right to receive workers’ compensation‘benefits and medical care if you suffer a work-
related injury. You must report the date, time and circumstance of your injury immediately to your employer or supervisor. Give the
name of the insurer to your doctor so that your doctor willkknow where to send the physician’s report. If your employer does not file a
report of the injury, you may file a written claim with the'Disability Compensation Division. You do not pay for the premium cost; your
employer pays the entire amount.

You are entitled to all required medical, surgical and hospital services and supplies including medication; weekly benefits from the
fourth day of disability to replace wage loss, representing 66 2/3% of your average weekly wage but not more than the maximum
weekly benefit amount annually set by the/Department; additional benefits if the injury results in permanent disability or disfigurement;
vocational rehabilitation, if appropriate; funeral and burial expenses if the work injury results in death; and additional weekly benefits to
the surviving spouse and other dependents.

Temporary Disability Insurance - You have the right to file a claim for temporary disability insurance benefits within 90 days from
the date of disability if you suffer a'disabling nonwork-related injury/iliness, or inability to work because of your pregnancy. Your
employer or insurance carrier should furnish,you with a TDI-45 claim form or some otherauthorized claim form. You may receive TDI
benefits if your inability to'work is properly certified by a physician. Generally, you must have worked for.an employer in Hawaii at least
two weeks prior to your disability»During the last'’52 weeks, you must have: worked for at least 14 weeks; been paid for at least 20
hours per week; and earned at least $400.

After a 7 consecutive day waiting period, you will be paid 58% of your average weekly wage, not to exceed the maximum in the TDI
law. Your employer may have an “equivalent” plan approved by the Department, which may provide different benefits. You should ask
your employer for details if they have an “equivalent” plan.

You may be required by your'employer to share in the premium cost. 'Your share cannot be more than one-half of the cost and should
not exceed .5% of your weekly wages. Your employer pays the remaining portion exceeding the prescribed limitation. If you are not
eligible for benefits (see second paragraph above), your employer cannot deduct any contributions from you to share in.the premium
cost.

Prepaid Health Care - You have the right to enroll in your employer’'s prepaid health care insurance plan after 4 consecutive weeks/of
employment where you have worked at least 20 hours each week. The health care plan must be approved by the Department.and
include insurance coverage for hospital, surgical, medical, diagnostic and maternity medical care.

You should claim benefits under this programdifia.nonwork-related injury or iliness requires medical care..Give your doctor or hospital
the name of your employer’s health care contractor and.the plan name.

If you are required to share in the premium cost for your coverage, your share cannot be more than_1.5% of your monthly wages or
one-half the premium cost (whichever is less). Your.employer pays the balance.

Disability Compensation Division:

Oahu:. .. ... ... . i 586-9161 (Workers’ Compensation)
586-9188 (Temporary Disability Insurance and Prepaid Health Care)

Hilo: ... 974-6464

Kona:...... ... 322-4808

Maui: . .o 243-5322

Kauai: . . ... 274-3351

This notice provides general background information on labor laws administered and enforced by:DLIR’s Disability Compensation Division and is not
intended to serve as a substitute for legal counsel. For specific legal advice on individual situations, please consult an attorney.

Nelson B. Befitel, Director
Department of Labor and Industrial Relations

*You may satisfy Hawaii Labor Laws’ posting requirements by posting our official labor law poster.
Click this link for more information: http://hawaii.gov/labor/poster 2006.shtml




NOTICE TO EMPLOYEES

WORKERS’ COMPENSATION

Employer Name:  Sample Corporation

The above named employer, an employer within the meaning of the
Workers’ Compensation lkaw of the State of lowa ,
hereby gives notice to employees that the employer has sécured the
payment of Compensation to itsiemployees and their dependents in
accordance with the provision of said law, by insuring with:

Insurance Company: “Global Casualty Company
888 Asylum Street
Hartford, CT 06543
800-555-1212

Policy Effective Dates: _10/1/2007 to 10/142008

Policy Number: _"WCAI_571971

If you are injured on the job, or'contract an occupational disease, notify
your employer immediately.

Claims AdministeredBy:, Gallagher Bassett Services
Two Pierce Place
Itasca, IL 60143-3141
Telephone 630.773.3800

PostingNotice.com (12/2006) Date Posted:




TO THE EMPLOYER: THIS NOTICE MUST BE POSTED IN A CONSPICUOUS PLACE UPON YOUR
PREMISES.

NOTICE

REGARDING WORKERS'
COMPENSATION INSURANCE

ALL WORKERS EMPLOYED BY THE UNDERSIGNED ARE
HEREBY NOTIFIED THAT THE EMPLOYER HAS COMPLIED
WITH THE LAW,AS TO SECURING THE PAYMENT OF COM-
PENSATION TO EMPLOYEES ANDTHEIR DEPENDENTS, IN
ACCORDANCE WITH THE PROVISIONS OF THE WORKERS'
COMPENSATION LAW.

Sample Corporation
Employer

Date 0 g :

By Ronald T. Waxmen
Employer's Authorized Agent

An employee recetving an injury by accidentmust immediately notify his/her
supervisor, superintendent, or the undersigned, who will provide medical
attendance.

Claim for compensation must be made in writing and given to the employer.
Forms for giving notice of injury and making claim for compensation will be
furnished by the employer; by the surety, Global Casualty Company

or upon application, by the Industrial Commission in Boise, Idaho.

ICREV 11/94.EMP



PARA EL PATRON: ESTE AVISO DEBE SER PUESTO EN UN LUGAR CONSPICUO EN
SU SITIO DE NEGOCIO.

AVISO

RESPECTOAEL SEGURO DE
COMPENSACION PARA TRABAJADORES

TODOS LOS TRABAJADORES EMPLEADOS POR EL
SUSCRITO SON, POR LA PRESENTE, NOTIFICADOS QUE EL
PATRON HA CUMPLIDO CON LA LEY CON RESPECTO A
ASEGURAR EL PAGO DE COMPENSACION A LOS
EMPLEADOS Y SUS DEPENDIENTES,,DE ACUERDO CON
LAS PROVISIONES DE LA LEY DE{COMPENSACION PARA
TRABAJADORES.

Sample Corporation
Patrén

Fecha W j W

Por Ronald T. Waxmen
Agente Autorizado del Patron

Un empleado que‘recibe un dafio en un aceidente tiene que notificar
immediatamente a su mayordomo o mayordoma,superintendente o a la
persona suscrita, quien proveera atencion mediea.

Reclamacion para compensacion tiene que ser hecha por escrito y entregada
al patron. Formas explicando el dafio\yeclamando compensacion seran
proveidas por el patrén; pet €bfiador, Global Casualty Company

o con solicitud, por La Comision Industrial en Boise, Idaho.

ICREV05/95.EMP2



WORKERS'
COMPENSATION

is a system of benefits provided by law to most workers who have job-related injuries or illnesses. Benefits are
paid for injuries that are caused, in whole or in part; by an employee's work. This may include the aggravation
of a pre-existing condition, injuries brought on'by the repetitive use of a part of the body, heart attacks, or any
other physical problem caused by work. Benefits are paid regardless of fault.

IF YOU SUFFER FROM A WORK-RELATED INJURY OR ILLNESS,
YOU SHOULD TAKE THE FOLLOWING STEPS:

1. GET MEDICAL ASSISTANCE. By law, your employer must pay for all necessary medical services
required to cure or relieve the effects of the injury or illness. The employee may choosetwo physicians,
surgeons, or hospitals.<Where necessary, the employer must also pay for physical, mental, or vocational
rehabilitation, within prescribed limits.

2. NOTIFY YOUR EMPLOYER. You must notify your employer'of the accidental injury or illness within
45 days, either orally or.in writing. To avoid possible delays, it is recommended the notice also include your
name, address, telephone number, Social Security number, and a brief description of the injury or illness.

3. LEARN YOUR RIGHTS. Your employer is required by law to report accidents that result in more than
three lost work days to the Industrial Commission. Once'the accident is reported, you should receive a
handbook that explains the law, benefits, and procedures." If youneed a handbook, please call the Industrial
Commission or. go to the Web site.

If you must lose time from work to recover from«he injury or illness, you may be entitled to receive weekly
payments and necessary medical care until you are able to return to work that is reasonably available to you.
It is against the law for an employer to harass, discharge, refuse to rehire or in any way discriminate against an

employee for exercising his or her rights‘under the Workers"Compensation or Occupational Diseases Acts.
If you file a fraudulent claim, you may be penalized under the law.

4. KEEP WITHIN THE TIME LIMITS. Generally, claims must be filed within three years of the injury or
disablement from an occupational disease;or within two years of the last workers' compensation payment,
whichever is later. Claims for pneumoconiosisyradiological exposure, asbestosis, or similardiseases have
special requirements.

Injured workers have the.right to reopen their case within 30 months after an‘award is made if the disability
increases, but cases that are resolved by a lump-sum settlement contract approved by the Commission cannot
be reopened. Only settlementsrapproved by the Commission are binding.

For more information, go to the Industrial Commission’s Web site or calbany office:

Toll-free:866/352-3033 Chicago: 312/814-6611 Peoria:  309/671-3019 Springfield: 217/785-7087
Web site: www.state.il.us/ageney/iic Collinsville: 618/346-3450 Rockford: 815/987-7292 TDD (Deaf): 312/814-2959

BY LAW, EMPLOYERS MUST DISPLAY THIS NOTICE IN A PROMINENT PLACE
IN EACH WORKPLACE AND COMPLETE THE INFORMATION BELOW.

Party handling workers’ .
compensation olame | Gallagher Bassett Services

Two Pierce Place

Business address ltasca, IL 60143-3141

Business phone 630.773.3800

Effective date 10/1/2007 Termination date | 10/1/2008
Policy number WCAI| 571971 Employer's FEIN | 987654321

ICPN 1/04  Printed by the authority of the State of Illinois.



COMPENSACION
A LOS TRABAJADORES

es un sistema de beneficios que por ley se provee a la mayotiade empleados que se han enfermado o accidentado en el trabajo. Los
beneficios son pagados por lesiones que son causadas en parte o completamente por el trabajo del empleado. Esto puede incluir el
agravante o una condicion pre-existente, lesiones causadas por uso repetitivo de una parte del cuerpo, ataques cardiacos, o cualquier
otro problema fisico causado por el trabajo. Los beneficios son pagados sin importar la causa.

SI USTED SUFRE DE UNA LESION O ENFERMEDAD RELACIONADA
AL TRABAJO, USTED'DEBE TOMAR LAS SIGUIENTES MEDIDAS:

1. OBTENGA AYUDA MEDICA. Porley, si empleador debe pagar por todos los servicios medicosnecesarios que se

requieran para aliviar los sintomas de lesion o enfermedad. El empleado puede escoger dos doctores, cirujanos u Hospitales. Si
es necesario, el empleador debe pagar por rehabilitacion fisica, mental o profesional dentro de los limites establecidos.

2. NOTIFIQUEA SU EMPLEADOR. Usted debe notificar a su empleador del accidente'enfermedad dentro de 45

dias, ya sea por escrito o verbalmente. Para evitar posibles demoras, es recomendable quela nota incluya su nombre, direccion,
numero telefonico, nimero de Seguro Social, y una breve descripcion de Ja lesion o enfermedad.

3. CONOZCA SUS DERECHOS. su empleador por ley débe reportar accidentes que resulten en mas de tres dias de

ausencia al trabajo, a la Comision Industrial. Una vez que el accidente es reportado, usted recibira un manual que explica la ley,
beneficios ysprocedimientos. Si necesita un manual, por favorllame a la Comision Industrial o visite nuestra red.

Si usted tiene que faltar al trabajo para recuperarse de la lesion o enfermedad., usted tiene derecho a recibir pagos semanales y
atencion médica necesaria hasta que este capacitado para regresar a trabajar y que el trabajo este de acuerdo a sus capacidades.

Es contrada ley que el empleador moleste, despida o$e.niegue a reemplear.o de alguna manera descrimine contra'un empleado por
ejercitar‘sus derechos de conformidad con las leyes'que rigen, el seguro de accidentes de trabajo de enfermedadés profesionales. Si
usted hace una demanda fraudulenta, podra ser castigado por la ley.

4. MANTENGASE DENTRO DEL LIMITE DE TIEMPO. Usualmente, las quejas deben ser presentadas

dentro de los primeros tres afios del accidente orincapacidad de una emfermedad profesional, o dentro de dos afos del Gltimo pago
de compensacion de trabajo, lo que sea mas reciente:»Quejas por neumoconiosis, exposicion radiologica; asbestos,0
enfermedades similares tienen requerimientos especiales.

Los empleados accidentados tienen derecho para volver a abrir su caso dentro de 30 meses‘después que la Comision haya otorgado
una decisidn y la incapacidad haya incrementado, pero en casos resueltos por una suma‘global aprobada por la Comision no
pueden volver a abrirse./Unicamente las decisiones aprobadas por la Comision son.obligatorias.

Para mas informacion, visite la.Réd de la Comision Industrial o llame a nuestras oficinas:

Toll-free: 866/352-3033 Chicago: 312/814-6611 Peoriaxd  309/671-3019 Springfield: ~ 217/785-7087
Web site: www.state.il.us/agency/iic. Collinsville: 618/346-3450 Rockford: 815/987-7292 TDD (Sordo): 312/814-2959

LOS EMPLEADORES DEBEN EXHIBIR ESTE AVISO ENUN LUGAR VISIBLE
PARA TODOS LOS EMPLEADOS Y LLENAR LA INFORMACION ABAJO
REFERENTE A LA COMPANIA DE SEGUROS.

Nombre: Gallagher Bassett Services

Two Pierce Place
Direccidn de la Compafiia: Itasca, IL 60143-3141

Teléfono de la Compahia: 630.773.3800

Fecha efectiva: 10/1/2007 Fecha de terminacion: 10/1/2008

Nimero de Poliza: \\/(CA| 571971 FEIN del Empleador: 987654321

ICPN 1/04 Impreso por la autoridad del Estado de Illinois.




WORKER'S COMPENS

Your employer is required to provide for pay enefits r the Worker's Compensation
Act of the State of Indiana.

Any employee who is injured while

uld report the injury immediately to
supervisor, employer, or desi i

IVe.

Ombudsman Division
02 W. Washington St., Rm

res under the ndan&V

Indiana Worker's Compensation Board 11/22/05



NOTICIA DE COMPENSACION

A su empleador le es requerido proveer pagos Acta de Compensacion para

Trabajadores del Estado de Indiana.

Cualquier empleado que sea le s esté trabajando debe reportar el
inmediatamente a su supervi resentante designado.

el trabajador o el administrador de

le Corporation

es:

allagher Basse

eguro/administrador)

Itasca

ado, codigo postal)

(ntiimero de teléfono)

(persona de contacto)

Para mas infor sus derechos o los procedimie
compensacion p aja de Indiana, llame o escrib

Worker's Compensation
Ombudsman Div



This notice must be posted and maintained by the employer in one or more conspicuous places.

* NOTICE »

Your employer is subject to the Kansas Workers Compensation

law which provides compensation for job-related injuries.

1-800-332-0353

WHAT TO DO IF AN INJURY OCCURS ON.THE JOB
Notify your employer immediately. Your claim may

be denied if you fail to tell your employer within
10 DAYS of the injury. For just causefyou may have
75 days to tell the employer of your injdry. Thereafter you
must file a written claim within 200 days of the accident
or last date benefits are paid. Submission of Employer's
Report of Accident does not constitute anwritten, claim.

MEDICAL BENEFITS

An employer is requiredste furnish all'necessary medical
treatment and has thefright fo'designate the treating
physician. If the employee seeks treéatment from a doctor
not authorized by the employer, the employer or its
insurance carrier is only liable up to $500.00.

WEEKLY BENEFITS

Benefits are paid by the employer's insurance carrier or
self-insurance program. Injured workers are not entitled

to compensation for the first weekithey are off work unless
they lose three consecutive weeks. The first compensation
payment is normally due gt the end ofithe 14th day of lost
time. An injured employee is\entitled to ahweekly amount
of 66 2/3% of his average weekly wage up to a maximum
of 75% of the state's average weekly wage.

These benefits are, subject to legislative changes and for
the latest information,on benéfitlevels, please contact
the Division.at the address‘and phone number below.

If the dnjury results in permanent disability, the Kansas
compensation law provides for additional benefits.

Helpful Information — Ombudsman

Contact the:Ombudsman/Claims Advisory Section
at the Division of Workers Compensation immediately

if you do not re€eive compensation in a timely manner.
The Division has fulltime personnel who specializefin
aiding injured workers with claim problems. Théy can
give information on what benefits an injured worker.is

entitled fo receive. Such problems as benefits ot being
paid, on time, unpaid medical bills, questions in regard
fo proper seftflement amounts, etc., shoulddbe broughhto
the attention of the Ombudsman/Cldims Advisory
Section. Injured workers may use our toll free telephone

number 1-800-332-0353.

WHERE TO GET HELP WITH YOUR CLAIM:
Current claims are being administered by _Gallagher.Bassett Services

The claims office is located at_Two Pierce Place

telephone 630.773.3800

- ltasca. IL 60143-3141

La ley exige que cuando unitfabajador llega a sufrir un
accidente, una herida, o una enfermedad a causa de su
empleo, el empleador debe propercionarle al trabajador
incapacitado tratamiento médico y ofros beneficios sin
ningdn costo al trabajador. El fro{m'odor incapacitado
tiene derecho a recibir un sueldo recjucido, mientras

se restablece. La ley tambien protege los derechos del
trabajador incapacitado en otras maneras, por ejemplo:
se prohibe el desempleo de un trabajador solo por
haber reclamado los beneficios de la compensacién de
trabajadores. Reporte cada accidente o lastimadura
\industrial inmediatamente al patrén, o al empleador.

INFORMACION SOBRE COMPENSACION DE TRABAJADORES )

Su reclamo puede ser negado si usted no notifica (avisa) a
su empleddor (patrén) dentro.de 10 dias del accidente o
lastimadura. Por buena causa usted puede tener 75 dias
Foro avisarle @'su empleador (patrén) de su accidente o
astimadura:. De alli enyadelante, usted debe entregar
On aviso por escrito dentro de 200 dias del accidente
o Gltimo, dia que recibio tratamiento medico, o que
recibio beneficios. Un reporte de accidente no
constituta umaviso por escrito. Para mas informacién
acerca de los beneﬁcios o para recibir asistencia con
un reclamo, llame al teléfono 1-800-332-0353 (gratis)
6 al 785-296-2996. y
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KANSAS

DEPARTMENT OF LABOR

Division of Workers Compensation

800 S.W. Jackson Street, Suite 600, Topeka, KS 66612-1227
Phone: 785-296-2996

Web site: www.dol.ks.gov ® E-mail: workerscomp@dol.ks.gov

Persons with impaired hearing or speech utilizing a telecommunications device may

K-WC 40 (Rev. 11-06)

access the above numbef(s) by using the Kansas Relay Center at 1-800-766-3777.



COMMONWEAETH,OF KENTUCKY
WORKERS COMPENSATION NOTICE

Employees of this business are covered by the Kentucky Workers’ Compensation Act (KRS Chapter
342). Conspicuous posting of this Notice is,required by law.

Employer Name: Sample Corporation

Address: 432 Park Ave.
New York, NY»10020

Workers Compensation Carrier,(or third party administrator):
Gallagher Bassett Services

Policy #: WCAI_571971 Effective Dates:_10/1/2007 t0/10/1/2008

Address: Two Pierce Place
ltasca, IL 60143-3141

Telephone: 630.773.3800
Contact Persen: Claim Call Center

EMPLOYEES: If INJURED - NOTIFY your supervisor,IMMEDIATELY; when possible Notice should
be in writing. FAILURE to notify your supervisor. could result in denial of benefits. OBTAIN MEDICAL
CARE. Your employer must payfor,ALL NECESSARY MEDICAL CARE to treat a workplace injury.
The employee may select the physician or,medical facility to render care. If the employerds enrolled
in an approved Managed Care Plan employeerselection of physicians is LIMITED\to the Approved
Provider Network, except in certain emérgencies. FOR INJURIES REQUIRING CONTINUING CARE
the EMPLOYEE MUST<DESIGNATE A TREATING PHYSICIAN, a form to do so will be furnished by
your employer or its insurance carrier.

This employer IS O “IS NOT X' participating in a ManagedCare Plan for medical care. The name of
the Managed Care Plan istUnited Health Care

Its represntative is Victor Hugo , phone number (414) 231-4410

DISABILITY BENEFITS to replace wages lost due to a workplace injury are payable under the Workers’
Compensation Act after seven (7) days of disability. ACLAIMMUST BE filed with the Office of Workers
Claims WITHIN TWO YEARS of the date of injury, or last payment of temporary disability benefits.

NEED ASSISTANCE? Contact your empleyer’s claim representative. If your questions about workers’
compensation rights are not promptly answered call The Kentucky Office of Workers’ Claims at
1-800-554-8601 to speak to an Ombudsman or \WWarkers’ Compensation Specialist.

EMPLOYER SUPERVISORS - NOTIFYAMANAGEMENT IMMEDIATELY OF ALL INJURIES SO THAT
ATIMELY REPORT CAN BE MADE AS REQUIRED BY LAW.



workers’ compensation

Reporting Injury

You should report to your employer any occupational disease of persenal
injury that is work-related, even if you deem it to be minor.

Occupational Disease or Death

In case of an occupational disease, all claims are barred unless the employee
files a claim with his/her employer within one year of the date that:

1 the disease manifests itself.
2 the employee is disabled as a result of the disease.

3 the employee knows or has reasonable grounds to believe that the
disease is occupationally related.

In case of death arising from an occupational disease, all'claims are barred
unless the dependent(s) file a claim with the deceased employee’s
employer within one year of:

1 the date of death.

2 the date the claimant has reasonable grounds to believe that the
death resulted from occupational disease.

Filing Notice

In case of injury or death caused by a work-related accident, an injured
employee or any person claiming to be entitled to compensation either
as a claimant or as a representative of a person claiming to be entitled
to compensation, must give notice to the employer within 30 days of the
injury. If notice is not given within 30 days, no payments‘will be made for
such injury or death. In addition, any fraudulent action by the employer,
employee, or any other person for the purpose of obtaining'or defeating
any benefit or payment of workers’ compensation shall subject such
person to criminal as well as civil liabilities.

The above mentioned notice should be filed with the employér at the
address shown to the right.

Anotice so given shall not be held invalid because®f any inacturacy in
stating the time, place, nature or cause of injury; or otherwise, unless it
is.shown that the employer was in fact misled to his detriment thereby.
Failure to give notice may not harm the employee if the employerknew of
the accident or if the employer was not prejudiced by the delay or failure
to give notice.

Physicians

In the event you are injured, you aréentitled to select a physician of your
choice for treatment. The employer may choose another physician and
arrange an examination which you would be required to attend.

Formal Claim

In order to‘preserve your right to benefits under the Louisiana Workers’
Compensation Law, youmust file a formal claim with the Office of
Workers’ Compensation Administration within one year after the accident
ifpayments.have not been made or within one year after the last payment
of weekly benefits.

Information

If you desire any information regarding your rights and'entitlement

to benefits as prescribed by law, you may call or write to the Office of
Workers® Compensation Administration, Post Office Box 94040, Baton
Rouge, Louisiana 70804-9040 or telephone (225) 342-7555.

Name and Address of Insurance Company.

Global Casualty Company
888 Asylum Street
Hartford, CT 06543
800-555-1212

An Equal Opportunity Employer Program. Auxiliary aids and services are available upon request to individuals with disabilities. 1-800-259-5154 (TDD)

Notice shall be given by
delivering it or sending it by
certified mail or return receipt
requested to:

Employer Representative

Ronald T. Waxmen, HR Director
1010 N Captain Way

Building 1A-393

Houston, TX 32001

Telephone: 253.630.1111

Email: rep@repemail.com

Employer
Sample Corporation
432Park Ave.

New York, NY 10020
253.630.1411

R.S. 23:1302 states that this notice should be
posted in a convenient and conspicuous place
in the employer’s place of business.

Revised 5/2003

|LOUISIANA WORKS™

IDEPARTMENT OF LABOR

www.LAWORKS.net



workers’ cor:nciisation

Reporting Injury

You should report to your employer any occupational disease o
injury that is work-related, even if you deem it to be minor.

in Notice shall be given by

i delivering it or sending it by
certified mail or return receipt
requested to:

g the time, place, nature or cause of injur
that the employer was in fact misled to
Failure to give notice may not harm the employee if
e accident or if the employer was not prejudiced by the
to give notice.

Occupational Disease or Death

In case of an occupational disease, all claims are
files a claim with his/her employer within one y

Employer Representative

Ronald T. Waxmen, HR Director
1010 N Captain Way
Building 1A-393
physician of your ~ Houston, TX 32001
er physician and Telephone: 253.630.1111
Email: rep@repemail.com

Physicians

In the event you are injure
choice for treatment. :
arrange an examina ) red to attend.

1 the disease manifests itself.

2 the employee is disabled as a result of the dise

3 the employee knows or has re
disease is occupationally rel

In case of death arising from a
unless the dependent(s) file a
employer within one year of:

1 the date of death.

2 the date the claimant has reasonable grounds to believe that the
death resulted from occupational disease.

Employer

ample Corporation
Ave.
rk, NY 10020

Filing Notice
In case of injury or death caused by a work-related accident, an injure
employee or any person claiming to be entitled to compensation either
as a claimant or as a representative of a person claiming to be entitled
to compensation, must give notice to the employer within
injury. If notice is not given within 30 days, no paymen
such injury or death. In addition, any fraudulent actio
employee, or any other person for the purpose of obt
any benefit or payment of workers’ compensation sha
person to criminal as well as civil liabilities.

ame and Address of Insuran

R.S. 23:1302 states that this notice should be
posted in a convenient and conspicuous place
in the employer’s place of business.

Global Casualty Company
888 Asylum Street

Hartford, CT 06543
800-555-1212

Revised 5/2003

The above mentioned notice should be filed with the employ
address shown to the right.

|LOUISIANA WORKS™
IDEPARTMENT OF LABOR

www.LAWORKS.net

An Equal Opportunity Employer Program. Auxiliary aids and services are available upon request to individuals with disabil »
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NOTICE NOTICE
T0O T0O
EMPLOYEES EMPLOYEES

The Commonwealth of M assachusetts

DEPARTMENT OF INDUSTRIAL ACCIDENTS

600 Washington Street, Boston, M assachusetts 02111
617-727-4900 - http://www.mass.gov/dia

As required by Massachusetts General Law, Chapter 152, Sections 21, 22 & 30, thiswill give you notice
that | (we) have provided for. payment to our injured employees under the above-mentioned chapter by
insuring with;

Global Casualty Company
NAME OF INSURANCE COMPANY

888 Asylum Street, Hartford, CT 2106543
ADDRESS OF INSURANCE COMPANY

WCAI 571971 10/1/2007 to 10/1/2008

POLICY NUMBER i EFFECTIVE DATES
1066 Avenue of the Americas, PO Box 1234

Marsh USA New York, NY 10036 800-123-4567

NAME OF INSURANCE AGENT ADDRESS PHONE #

432 Park Ave.

Sample Corporation New York, NY 10020

EMPLOYER ADDRESS

Ronald T. Waxmeén

EMPLOYER' SWORKERS COMPENSATION OFFICER (IF ANY) DATE

MEDICAL TREATMENT

The above named insurerisrequired in cases of personal injuries arising out.of and in the course of
employment to furnish adequate and reasonabl e hospital and medical services in accordance with the
provisions of the Workers' Compensation Act. A copy of the First Report of Injury must be given to the
injured employee. The employee may select his.or her own physician. The reasonable cost of the ser-
vices provided by the treating physician will be paid by.the insurer, if the treatment is necessary and
reasonably connected to the work related injury. Incases requiring hospital attention, employees are
hereby notified that the insurer has arranged for such attention at the

1 University Ave.
Mass General Boston, MA 02110

NAME OF HOSPITAL ADDRESS
TO BE POSTED BY EMPLOYER




LABELS FOR MARYLAND WORKERS' COMPENSATION POSTER

EMPLOYER:

Sample Corporation

432 Park Ave.

New York, NY 10020

TELEPHONE:

EMPLOYER'S FEDERAL ID NUMBER (FEIN): 987654321

INSURANCE COMPANY:
Global Casualty Company
INSURANCE COMPANY TELEPHONE: 800-555-1212

FORM LAYOUT FOR USE WI NE LABEL S-3845 OR S-11892 (4"x2” label, 10/page)



WORKERS’
OMPENSATION

WORKERS’
COMPENSATION
BOARD REGIONAL
OFFICES

AUGUSTA
24 Stone Street
Augusta, ME 04330
207-287-2308
1-800-400-6854

Notice to
Employees:

State law requires your employ
provide workers’ compensation
ance for its employees. Worke
pensation insurance provides ben
employees who are injuted at work.

If you are injured
YOUR EMPLOYER

LEWISTON
36 Mollison Way
Lewiston, ME 04240-5811
207-753-7700
1-800-400-6857

our claim is
ear statute of lim-

BANGOR
106 Hogan Road
Bangor, ME 04401
207-941-4550
1-800-400-6856

‘intenti
esEmp

D’apres les lois de
votre employeu
une assurance 1

PORTLAND
62 Elm Street
Portland, ME'04101
207-822-0840
1-800-400-6858

CARIBOU
43 Hatch Drive, Suite 110
Caribou, ME 04736-2347
207-498-6428
1-800-400-6855

un accident
VOTRE

MMEDIATEMENT.
90 jours, vous risque

Visit our website at:
www.maine.gov/wcb

Statewide TTY: 1-877-832-5525

Interpreters Available Ttumacze dostepni na Zyczenie.

T
7] T . ) . .8
g When calling for assistance, please say the name g Aby uzyskaé pomoctlumacze, prosze powiedzie¢ po
Z  of your language in English and an interpreter will O angielsku "Polish#fi czekac nalinii.
be called for you. Please stay on the line.
“K Barmmm ycJiyramM EMeIOTCsI HePeBOIUKY
T Tenemos intérpretes a su disposicion “Koryia BbkoGpaLaeTeeh 32 MOMOWIBIO 110 Te1ehory,
g Si necesita que le atiendan en espafol por favor diga E MNOXAAYHCTA CKaXXuTe, 4TO Brl roBopuTe no-pyccku
é “Spanish” y le conectaremos con un intérprete. Por § (apousuecuze“PAIIH"), u MBI oGecnieunm Bac
favor manténgase en la linea. © jreperoguukoM. ocnae sToro, noxanyiicra, ocrapaii-
TeCh HA JIHHWH. "’
"'ﬂ‘ Temos intérpretes a sua disposicio
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3 Se precisar de atendimento em Portugués, por favor w RIS
2 . ey ) &
lg diga “Portuguese” e um intérprete sera prontamente z EEA BN > AR TR
i I e, = s
S chamado. Por favor, aguarde na linha. 5 (CHINESE)* KA ﬂ: BEAOEAR o ¥
5 RIBEEH
Abbiamo interpreti disponibili
b4 N o N - b
< Se avete bisogno di assistenza in Italiano, Vi preghiamo w BRI —ERZTRMWEETET
o . o . n
< didire “Italian” e un intérprete sara messo a Vostra wo N . N
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‘ ' < Boleb, BRATIETLOEETEMHBLS
Des interpretes sont a votre disposition .
T . B
Q  Lorsque vous appelez pour demander de I'aide, PFo] 2L o) L8 & AFr}.
& prononcez le mot “French” et nous mettrons un z
™ interprete  votre disposition. Priére de rester en ligne. WoEge Fase] FE Y 4 d)2 299
Q (KOREAN)e} 22 22349 % A& °3 ERS!
A= AEAEF FA oA o)A

times d’un accident du travail, le
Workers’” Compensation Board met des
conseillers juridiques a leur disposition.

Si vous n’€tes pas sir de vos droits,

veuillez contacter I’un des bureaux
régionaux.

Aviso a los

Trabajadores:

La ley del estado de Maine requiere

que su empresario proporcione el

seguro de compensaciones para el tra-

todos los trabajadores. El
mpensacmnes para el tra-

dentados en el trabajo.
sufrir accidente o dafio

perder el derecho a recibir com-

sacidn a menos que su empresario
sea notificado de este accidente o daiio

en el plazo de 90 dias. Asi mismo esta

reclamacion deb
accidente o daii

CO

1c

er referencia a un
haya ocurrido

ompensaciones
(Workers’

oard).

caso de tener cualquier pregunta
sus derechos, favor de dirigirse
de las oficinas regionales de
ensaciones para el trabajador.

VIETNAMESE

ARABIC

PERSIAN

SOMALI

“C6 Théng Dich Vién”
“Khi goi dién thoai d€ dugc gitip d8, xin quy vi hiy
néi “VIETNAMESE” d€ chiing t6i cho thong dich
vién gitip quy vi. Xin quy vi chd trén dudng day.

ot 9 pleile (gl (a7 b
19509 5 uKie 359 Dline Dads wallad o St el ESILS| i
O Tl e 19 gl L o @S0 s Gy -y

(AL (o it 3 a2 e 318
15 3458 S5 el 4y 58 oa Caimads (O 4S 1
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Turjunaanno waa la helayaa

Marka aad caawinaad inoogu soo yeeraneysid, fadhlan
lugaddaada af Ingiriisi inoogu sheeg turjubaan ayaa
Iguugu yeeri doonaaye. Taleefoonkana ha dhigin.

To the employer: This notice must be posted in a conspicuous place upon your premises accessible to employees. 39-A MRSA §406. The State of Maine does not discriminate on

the basis of disability in admission to, access to, or operation of its programs, services or activities.

This poster is available in alternative format. For further assistance, contact the Maine Workers’ Compensation Board, ADA Coordinator, telephone:

WCB-90 (1/06)

(888) 801-9087 or TTY (877) 832-5525.




NOTICE TO EMPLOYEES

WORKERS’ COMPENSATION

Employer Name:  Sample Corporation

The above named employer, an employer within the meaning of the
Workers’ Compensation lkaw of the State of Mi¢higan :
hereby gives notice to employees that the employer has sécured the
payment of Compensation to itsiemployees and their dependents in
accordance with the provision of said law, by insuring with:

Insurance Company: “Global Casualty Company
888 Asylum Street
Hartford, CT 06543
800-555-1212

Policy Effective Dates: _10/1/2007 to 10/142008

Policy Number: _"WCAI_571971

If you are injured on the job, or'contract an occupational disease, notify
your employer immediately.

Claims AdministeredBy:, Gallagher Bassett Services
Two Pierce Place
Itasca, IL 60143-3141
Telephone 630.773.3800

PostingNotice.com (12/2006) Date Posted:




Minnesota Workers’ Compensation
Employee rights and responsibilities

This notice is required by law to be posted in a conspicuous
location wherever the employer is engaged in business.

If you are injured:

e 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 timely report the injury to your employer. The time limit may be as short as 14 days, although
under certain circumstances, it may be longer.

e Provide your employer with as much information as possible about your injury so that a proper injury report can be filed.

e 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 if you are«overed by a CMCO.

e Cooperate with all requests for information concerning your workers’ compensation claim. Please note: the law provides that the
workers’ compensation insurer can obtain medical informationfspecific to your work injury without your authorization, provided you
are sent written notification of this request at the time the request is made.

e Get written confirmation from your doctor on any authofization to be off work.

What does workers* compensation pay for?
e Medical care for your work injury, as long as itds,reasonable and necessary

e Wage-loss benefits for part of your lost income (there.is a three-calendar-day waiting period before these benefits start)
e Compensation for permanent damagefto oriloss of\function of a body part
e Benefits to your spouse and/or dependents if you die as a result of a work injury

e Vocational rehabilitation services ifiwyou cannot return to your pre-injury job or to your pre-injury employer due to your work injury

What the insurance company must do:
e Investigate your claim promptly.

e Within 14 days of whenrthe claimed injury occurred or when yodnemployer became aware of it, either begin payment of benefits due
or file a denial of liability, explaining why benefits are being denied.

Insurer name: ' Global Casualty w Phone number: m

If the insurer accepts your claim for wage-loss benefits and you have been disabled for more than three calendar-days:
e The insurer will send you a copy of the Noti¢e of Insurer’s Primary Liability Determination form stating youtr,claim is accepted.

e The insurer must start paying wage-loss benefits within 14 days of the date your employer knows about your work injury and lost
wages. The insurer must pay benefitsson, time. Wage-loss benefits are paid at the same intervals as your work paychecks.

If the insurer denies your claim for wage-loss benefits:

e The insurer will send you a copy of the Notice of Insurer’s Primary Liability Détermination form stating it is denying primary liability
for your claim. The form must clearly explain the facts and reasons why the insurer believeswyour injury or illness did not result from
your work.

e If you disagree with the denial, you should talk with the insurancé claims ‘adjuster who is handling your claim. Your employer’s
insurance company can answer most questions about your claim.

e If you are not satisfied with the response you receive from,the insurer and still disagree with the denial, you should contact the
Department of Labor and Industry at one of the numbers listed below to discuss your options.

Fraud
Collecting workers’ compensation benefits you are notsentitled to is theft. Any theft of more than $500 is a felony.

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.

A suspected fraud can be reported by anyone. If you have reason to suspect someone is committing workers’ compensation fraud, call
1-888-FRAUD MN (1-888-372-8366). All suspected violations will be investigated.

If you have questions or need more help, call the Minnesota Department of Labor and Industry:

Workers’ Compensation Hotline Department of Labor and Industry Department of Labor and Industry
1-800-DIAL-DLI Workers’ Compensation Division Workers’ Compensation Division
(1-800-342-5354) 443 Lafayette Road N. 5 N. Third Ave. W., Suite 400
8 a.m. to 4:30 p.m., St. Paul, MN 55155 Duluth, MN 55802
Monday-Friday Phone: (651) 284-5032 Phone: (218) 733-7810
TDD: (651) 297-4198 Toll-free: 1-800-365-4584

Your claim will be answered by experienced workers’ compensation specialists who will provide instant, accurate information
and assistance. Additional workers’ compensation information is available on the department Web site at www.doli.state.mn.us.

August 2003 This document can be made available in alternative formats, such as Braille or audiotape, by calling (651) 284-5042 or (651) 297-4198/TDD.



Seguro de compensacion a trabajadores por accidentes en el
trabajo de Minnesota. Derechos y responsabilidades de los empleados

Minnesota Workers' Compensation Employee's rights and responsibilities (Spanish)

La ley requiere que este aviso se coloque en un lugar visible
dondequiera que una empresa lleve a cabo actividades comerciales

Si usted se lesiona:

e Informele a su supervisor cualquier lesidon que sufra tan pronto como sea posible, independientemente de cuan leve parezca ser. Es
posible que pierda su derecho a recibir beneficios del seguro de compensacién a trabajadores por accidentes en el trabajo si no le
informa oportunamente a su empleador que sufrié una lesién. Es posible que el plazo limite para informar sea sdélo 14 dias, aunque
puede ser mas largo bajo ciertas circunstancias.

e Proporcidnele a su empleador la mayor cantidad de informacidn que sea posibleacerca de su lesién, de manera que pueda hacerse
el informe de lesion correspondiente.

e Obtenga cualquier tratamiento médico que sea necesario tan pronto como sea posible. Si no tiene cobertura bajo una organizacion
certificada de atencion administrada (certified managed care organization - CMCO), puede acudir a cualquier médico de su eleccion
para recibir el tratamiento. Su empleador debe notificarle si estd cubierto bajo unasrganizacion CMCO.

e Coopere con todas las solicitudes de informacién acerca de su reclamacién de compensacién a trabajadores. Tome nota: la ley
estipula que la compafiia de seguro de compensacidn a trabajadores podra obtener informacién médica relacionada especificamente
con su lesidn en el trabajo sin la autorizacidn suya, siempre y cuando le enviesun aviso por escrito de dicha solicitud al momento de
hacerla.

e Obtenga confirmacién por escrito de su médico de cualquier autorizacion para ausentarse del trabajo.

¢Qué le paga'su seguro de compensacion?
e Atencidon médica por su lesion en el trabajo, siempre y cuando la misma sea razonable y necesaria.
e Beneficios parciales por pérdida de ingresos. (Hay un periodo de espera de tres dias civiles antes de que comiencen estos beneficios.)
e Compensacion por dafios permanentes o por la pérdida del funcionamiento de una parte.del cuerpo.
e Beneficios a su cdnyuge y/o sus dependientes si usted fallece como resultado de una lésion.en’ el trabajo.

e Servicios de rehabilitacion vocacional si, a causa de una lesion en el trabajo, usted no puede regresar al trabajo que tenia o a la
empresa para la que trabajaba antes de sufrir dicha lesion.

Lo que debe hacer la compaiia de seguro:
e Investigar su reclamaciéon dé manerapuntual.

e Comenzar a pagarle los beneficios, o presentar un rechazo de responsabilidad.que expligue por qué le estan negando la solicitud de
beneficios, dentro de un plazo de 14 dias de usted haber sufrido la lesién por la cual hizo la reclamaciéon o de que su empleador se
haya enterado de la-misma.

Nombre del asegurador: Global Casualty Company Numero telefénico: 800-555-1212

Si el asegurador acepta su reclamacién de beneficios por pérdida de ingresos y usted ha estado incapacitado por mas de

tres dias civiles:

e El asegurador le enviara una copia del formulario de Aviso de Determinacion de Responsabilidad Principal del Asegurador (Notice of
Insurer’s Primary Liability Determination) indicando que aceptdé. su reclamacién.

e El asegurador deberd comenzar a pagarle los beneficios por pérdida de ingresos dentro‘de»un plazo de 14 dias desde que su
empleador se haya enterado de su lesion en el trabajo y'de su pérdida de ingresos. El asegurador debera pagar los beneficios de
manera puntual. Los beneficios por pérdida de ingresos se pagan a los mismos intervales.de tiempo.que sus cheques de ndmina.

Si el asegurador rechaza su reclamacion de beneficios por pérdida de ingresos:

e El asegurador le enviara una copia del formulario de Aviso de Determinacion dedResponsabilidad Principal del Asegurador (Notice of
Insurer’s Primary Liability Determination) indicando que estd rechazando.la responsabilidad principal por su reclamacion. El
formulario debe explicar claramente los hechos y los motivos por los cuales €l asegurador cree que su lesion o enfermedad no resultd
de su trabajo.

e Sj usted no estd de acuerdo con el rechazo, debe hablar con el tasador 'de reclamaciones de seguro que esté encargado de su
reclamacién. La compania de seguros de su empleador podra responderia la mayoria de sus preguntas acerca de su reclamacion.

e Sino esta satisfecho con la respuesta que reciba del empleador y‘aln no esta de .acuerdo con el rechazo, debe comunicarse con el
Departamento del Trabajo y la Industria llamando a uno de los nimeros,que se indican a continuacidon para hablar acerca de sus
opciones.

Fraude
Cobrar beneficios de compensacién a trabajadores por accidentes en el trabajo si usted no tiene derecho a los mismos constituye robo.
Cualquier robo de mas de $500 constituye un delito grave.

Cualquier persona que, con la intencidon de defraudaf, reciba beneficios de compensacién a trabajadores por accidentes en el trabajo a
los que la misma no tiene derecho, haciendo declaracionesifalsas o inexactas, u ocultado cualquier hecho substancial, es culpable de
robo y recibird una sentencia de conformidad con la seccién 609.52, subdivision 3.

Cualquier persona puede informar una sospecha de fraude. Si usted tiene algun motivo de sospechar que alguien estd cometiendo
fraude de compensacion a trabajadores por accidentes en.elitrabajo, llame al 1-888-FRAUD MN (1-888-372-8366). Se investigara toda
sospecha de infraccion.

Si tiene preguntas o necesita mas ayuda, llame al Departamento del Trabajo y la Industria de Minnesota:

Linea directa de compensacion Departamento del Trabajo y la Industria Departamento del Trabajo y la Industria
a trabajadores Division de Compensacion a Trabajadores Division de Compensacion a Trabajadores
por Accidentes en el Trabajo por Accidentes en el Trabajo

1-800-DIAL-DLI

(1-800-342-5354) 451?3PLaf|ayNe”t\lte5F;ola§5N- 5 N. Third Ave. W., Suite 400
de 8 a.m. a 4:30 p.m. - raul, Duluth, MN 55802
e Teléfono: (651) 284-5042 Teléfono: (218) 723-4670
TDD: (651) 297-4198 Linea gratuita: 1-800-365-4584

Especialistas en compensacion a trabajadores con experiencia responderan a su reclamacién y le proveeran informacion
y asistencia instantaneas y precisas. Hay informacion adicional acerca de la compensacién a trabajadores por
accidentes en el trabajo disponible en el sitio de Internet del departamento en www.doli.state.mn.us.

Enero del 2003 Este documento estd disponible en formatos alternativos como Braille o audiocinta llamando al (651) 284-5042 o al (651) 297-4198/TDD.




Missouri Department of Labor and Industrial Relations

DIVISION OF WORKERS’ COMPENSATION

This employer is operating under and subject to the provisions of the
Missouri Workers’ Compensation Law. |-

| DEPARTMENT OF LABOR

& INDUSTRIAL RELATIONS

If A WOI’k |njury Missouri law guarantees certain benefits to employees who are injured or become ill because of their jobs. An injury occurs out of
and in the course of employment. An injury by accident is compensable only if the accident was the prevailing factor in causing both
OCCU rs... the resulting medical condition and disability. An injury by occupational disease is compensable only if the occupational exposure was
the prevailing factor in causing both the resulting medical condition and disability. Check with your supervisor if you have any
questions.
Workers’ In addition to all other compensation paid to the employee under §287.140 RSMo, the employee is entitled to receive:
Com ensation * Medical Care. The employer shall provide medical care as may reasonably be required after the injury or disability to cure and
p_ relieve the employee from the effects of the injury. Medical treatment is without a deductible to the employee or dollar limit. Costs are
Beneflts paid directly by your employer’s insurance company, so you should not receive a bill. If you do receive a bill, give it to the employer’s

designated representative or contact the insurer listed below.

Your employer will arrange for medical treatment and select a
change doctors, you must get prior authorization from the emp

If you go to another doctor without prior authorization, it.i

* Payment for Lost Wages. If you are unable to return to a
temporary total disability (TTD) benefits that are tax-free, until {
two-thirds of your average weekly wage, up to a
less that your employer is open for business, u

Include . ..

or says you are able to return to work. Payments are
aw. Payments are not made for the first three days or
vork more than 14 calendar days. If you do not receive a
receiving TTD during any period of time that the employee

©00000000000000000000000000000000000000000000000000000000000000000000000

In The Event Employer Must:
Of A 1. Be sure first aid is gi

Work Injury . ..

Employee Must:

1. Report the i ur supervisor or Ronald T.

(Employer’s

(Phone Number).

you with additional information; or you may
0-775-COMP.

@ecccccc00000000000000000000000

©000000000000000000000000000000000000000000000000000000000000000000000000000000 eecccccccccccscccccce

If Contact 1-800-592-6003 if

Noncompliance 1. Insure his/her emplo
employees, one orm

pensation insurance. (Coverage ers who have five or more

ion industry.)

Occurs . ..
punishable by up to one year in jail and penalty
to $50,000, whichever amount is greater.”
If Fraud
OCCUI'S L 1. making a false statement in an attempt to obtain or

deny a benefit as it relates to workers compens must be of a material fact.
2. Misrepresentation of job classification made by a
* Fraud is unlawful and subject to criminal pr

©00000000000000000000000000000000000000000000000000000000000000000000000000000000

If you have questions or need more information about ion benefits, contact an Information Specialist at:

Missouri Divisi pensation
., P.O. Box 58
65102-0058

.goviwe
TDD 1-800-735-2966

SMo. Other persons with questions may call 888-837-6069 for information and assistance.

*This toll-free number is provided for employee’s questions

WOI'kpl ace The Missouri Division of Labor offers free safety services to Missouri employers through its Missouri Workers’ Safety

Program (MWSP). MWSP’s main goals are to help employers reduce occupational injuries and control workers’ compensation costs.

Safety Contact The Division also certifies the safety engineering and management program that is provided to employers, upon request, by their
insurance carriers.

* Employers may contact MWSP at 573-751-3403, e-mail mwsp@dolir.mo.gov for information about workplace safety or for a
registry of safety consultants and safety engineers who are certified by the Division.

* Employees are urged to direct safety related questions to their employer’s designated safety person.

©000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000

The Division of Workers’ Compensation does not discriminate against individuals with disabilities as mandated by
P.L. 101-336, The Americans With Disabilities Act. Alternative format available upon request.

This poster is required by section 287.127, RSMo, and is available to employers and insurers free of charge by contacting the Division at 573-751-4231.
This poster must be displayed in its original size 11 x 17.

WC-106 (07-06) Al



Departamento de Labor y Relaciones Industriales de Missouri

DIVISION DE COMPENSACION PARA TRABAJADORES

Este empleo esta operando bajo y sujetado a las provisiones de las leyes de
‘Compensacion para Trabajadores de Missouri’.

! DEPARTMENT OF LABOR
& INDUSTRIAL RELATIONS

SI se |astima La Ley de Missouri garantiza ciertos beneficios a los empleados que se lastiman o una enfermedad causada en los trabajos. Una
. lastimadura que ocurra fuera de o en el curso de trabajo. Una lastimadura por accidente es compensable solamente si el accidente fué un
en su trabajo B factor prevaleciente que causo las dos, el resultado de condicién médica y la incapacidad. Una lastimadura que resulten por exponerse a

condiciones o substancias perjudiciales de salud (occupational disease), es compensable solamente si al exponerse a éstas condiciones
fué un factor prevaleciente que causé las dos, el resultado de condicion médica y la incapacidad. Preglntele a su supervisor si tiene
algunas preguntas.

©000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000

Beneficios de En adicion de otras compensaciones pagadas al empleado dentro de 287.140 RsMo.el empleado tiene derecho de recibir:
y * Tratamiento Médico. El empleo debe de proveér atencién médica razonablemente requerida después de la lastimadura o
compensacmn incapacidad para curar y aliviar al empleado de los efectos de la lastimadura. El tratamiento médico es sin deducir dinero del

para trabajadores empleado o limite de dinero. Los costos son pagados directamente por la compariia de seguros de su trabajo, usted no debera

. recibir la cuenta. Si usted recibe la cuenta, se la puede dar a u resentante designado en su empleo, o péngase en contacto
mCIuyen T con la seguranza que esta alistada mas adelante.

Su empleo debe de hacer los arreglos para su tratamient

de compensacion de trabajadores. Si usted quiere cam

eccionar al médico que lo va atender para su lastimadura
tiene que tener anteriormente una autorizacion de su

empleo.

Si usted va a ver a otro médico sin tener anteriormente i su empleo, sera por su cuenta.
* Pagos de Sueldos Perdidos. Si usted esta inhabil de alquier forma a trabajar debido a la lastimadura o
enfermedad, usted debera recibir un pago de incapacidad total TD) beneficios sin pagar taxes, hasta que el médico le

artes de su salario semanal, hasta un maximo que esta
los primeros tres dias o menos que el empleo esta abierto,

diga cuando puede regresar a trabajar. Los
proporcionado y establecido por la ley del e
a menos que no haya podido trabajar por m
contacto con la agencia de la asegura
total temporal (TTD) durante el peri
* Beneficios de Desabilidad Pe

derecho de recibir ya sea un p e o un total permanente en beneficios de incapacidad.

* Beneficios de Muerte. Si.la la

adelante. Un empleado esta descalificado de recibir incapacidad
pleado solicita y recibe compensacién de desempleo.

®e0ccccc00000000000000000000000000000000000000000000000000000000 ©00000000000000000000000000000000000000000000

En el evento de La Compaiiia Debe de
una lastimada en 1. Asegurarse se ad

- 2. \Ver que el
el trabajo s El Empleado

1.

®eccccccc00c000000000000000 ©000000000000000000000000000000000000000000000000000000000000000000000

Proveedor de
grupo de dem
Compaiiia de serv,

Pierce Place
sca, IL 60143-3141

®000cccc00000000000000000000000000000000000000000000000000000000 ®ecccccc0c0c00000000000 0

Si es que falta de Llamar al 1-800-592-60

HI 1. No asegura a sus
cumpllmlento trabajos que tienen

guranza de compensacion para tra . i6n es requerida para los
pleados, uno o mas si es en lag i

ocurre . ..
A mala conducta, sera castigado hasta un afo
ue deberian pagar el empleo o “hasta $50,000
SI fraude rrido por uno de los siguientes:
ocurre rsonas envueltas falsamente llenan una declaracion
e cién de trabajadores. La declaracion falsa tiene que

$00000000000000000000000000000000000000000000000000000000000000000000000000000000 ©00000000000000000000000000000000000000000000000000000000000000000000

Si tiene preguntas o necesita mas informacion sobre los beneficios de Co ores, pongase en contacto con un Especialista de Informacion a:

Missouri Divisi pensation
3315 West o . Box 58
65102-0058
.gov/wc

DD 1-800-735-2966

*Este numero esta designa
Cualquier person 37-6069 para recibir informacién y asistencia.

©000000000000000000000000000000000000000000000000000000000000000000

Contacto para la La Division de Normas de Tr: Trabajadores de Missouri le ofrece servicios de seguridad a los empleos de Missouri

. a travéz del Programa de Seg e Trabajadores en Missouri (MWSP). MWSP’s las principales metas es de ayudar a los
segurldad en el empleos en reducir accidentes relacionados con el trabajo y controlar los costos de la compensacion de trabajadores. La Division
trabajo también certifica un programa de seguridad manejada y administradamente suministrada para los empleos, si usted la requiere,

por medio de la seguranza.

* Los empleos pueden ponerse en contacto con MWSP al 573-751-3403, por e-mail a mwsp@dolir.mo.gov para informacién
acerca de la seguridad en el trabajo o para un registro de consultantes que suministran seguridad y son certificados por la
Divisién.

* Los empleados deben de dirigir con urgencia sus preguntas relacionadas a la seguridad con la persona designada de su
empleo.

La Division de Compensacién para Trabajadores no descrimina contra individuos desabilitados en acuerdo con los mandatos de P.L.101-336, The
Americans with Disabilities Act. Informacion alternativa esta disponible si lo requiere.

Este cartelon es requerido por la Section 287.127 RSMo y esta disponible a los empleos y a las seguranzas sin costo alguno solo llamando al 573-751-4231.
Este carteldn tiene que ser desplegado en su tamafo original de 11 x 17 (once por diecisiete pulgadas).

WC-106-3 (07-06) Al



MISSISSIPPI WORKERS' C

L Please take notice that yo
Mississippi Workers' Compensatio
Workers' Compensation Co i
insurance coverage with th.

pliance with the requirements of the
select one] [has been approved by the Mississippi
a self-insurer], or [maintains wor ompensation

| Casualty Company

ce carrier or self-insurance group)
888 Asylum Street
Hartford, CT 06543

800-555-1212

(address & telephone numbe

ers' compensation claims wil ocessed by:

Gallagher
(Name of third party clai

III. This workers' co
10/1/2007 to

IV.  Alljobrelated injuries
supervisor, or to t i

Ronald T. Waxmen

(Name of employer contact pers;

any benefit or payment under the
charged with violation of Miss.
conviction be subjected to the penal

-69 (Rev. 2000) and upon
ided.

2001 M.W.C.C. Notice of Coverage Form



WORKERS® COMPENSATION

INSURANCE COVERAGE

EMPLOYEE NOTICE

rSampIe Corporation _I Date:

ﬁSe%VP\%Ir(k,’A\l(& 10020 Policy Number: WCAI_571971

253.630.1111

L _

The above-named employer’s workers'compensation insurance coverage'is active and in good
standing for the period of _10/1/2007 to 10/1/2008 , providedthe employer
meets all premium and‘reporting requirements.

IFYOU ARE INJURED

You should report any on-the-job injury to your supervisor, employer, or insurer as soon as
possible. You must report the accident within 30 days. A sole proprietor, partner, manager of
a manager-managed limited liability company, member.of @ member-managed limited liability
campany, or corporate officer covered underthe Montana \Workers” Compensation Act must
report an accident to the insurer within 30<days.

Report‘minor injuries to your employer whether or not you receive medical treatment. /After
you report the injury, your employer has.6 days to notify their insurer. You must submit a
written First Report of Injury within 12 months from the date of the accident. You cansubmit
this form to your employer, insurer;.or the Department of Labor and Industry.

All employees sustaining a compensable work related injury or occupational disease, other
than those who are exempted by statute (Section 39-71-401, MCA), are covered for medical
and wage-loss benefits.

You have the right to choose your initial.treating physician.
You may continue to4eceive treatment from your physician unless you receive written
notice of referral to a preferred provider or a managed care organization. After providing
you with a referral notice, the insurance carrier 1S no longer liable for treatment provided
by your physician unless authorization is obtained to continue treatment.

For specific information about this policy;.call'or write your employer’s

Insurance carrier. Global Casualty Company
888-Asylum Street
Hartford, CT 06543
_ /800-555-1212 _ _
For general information about workers’ compensation, call or write:
Montana Department of Labor and Industry, EmpIoXment Relations
Division, P.O. Box 8011, Helena, MT 59604-8011, Phone (406) 444-6543.

FAILURE TO POST THIS SIGN OR POSTING AN ALTERED SIGN IN THE
WORKPLACE WILL RESULT IN A $50 FINE AGAINST THE EMPLOYER!

ERD800.(Rev 5/02)




EMPLOYEE WARNING

LOSS OF WORKERS' COMPENSATION INSURANCE COVERAGE

|_Sample Corporation
432 Park Ave.
New York, NY 10020 Date:
253.630.1111

Policy Number: WCAI 571971
|

The above named employer’s workers’ compensation insurance coverage
issued by the insurance carrier shown below is pending cancellation.
Claims occurring on or after 12/31/2006 will not be covered for
medical ernwage-loss benefits due an injured worker as the result of an
injuryincurred while in the employment of the named employer, unless the
insurance coverage requirements are met by 12/31/2006

Should this cancellation not occur, the employer will be given written
authorization from the insurance carrier to remove this sign.

This sign will remain posted over the current “Employee Notice” sign. until
effective workers’ compensation insurance is obtained by this.firm.

FAILURETOPOSTTHIS SIGN OR POSTING AN ALTERED SIGN IN THE
WORKPLACEWILL RESULT IN A $50.00 FINE AGAINST, THE EMRLOYER!

For general information about Workers’ For specific information about this policy
Compensation, call or write: call‘or write the insurance carrier:

Workers’ Compensation Regulation Bureau Gallagher Bassett Services

Employment Relations Division Two Pierce Place
Montana Department of Labor and Industry ltasca. IL 60143-3141

PO Box 8011
Helena MT E9604-8011 Telephone 630.773.3800

Phone — (406) 444-7737

ERD-801 (Rev. 1/2004)




EMPLOYEE WARNING

LOSS OF WORKERS' COMPENSATION INSURANCE COVERAGE

[ Sample Corporation
432 Park Ave.
New York, NY 10020 Date:

253.630.1111 Policy Number: WCAI_ 571971

The above‘'named employer’s workers’ compensation iInsurance coverage
issued by the insurance,carrier shown below isqdma cancellation status at
the request of the employer or as of a change of ownership. Claims
oceurring on'or after 12/31/2006 will not/be covered by this
insurer-formedical or wage loss benefits that may be required as the
result of an injury incurred while in the employment.of the named insurer.

Should this cancellation not occur, the emplaoyer will be given written
authorization from the insurance carrier to remove this sign.

This sign will remain postedrever the current “Employee Notice” sign until
effective workers’ compensation insurance is obtained by this firm.

FAILURE TO POST THIS SIGN OR POSTING AN ALTRERED SIGN IN THE
WORKPLACE'WILL RESULT IN A $50.00 FINE AGAINS T, THE.EEMPLOYER!

For general information about Workers’ For specific.information about this policy
Compensation, call or write: call orwrite the insurance carrier:

Workers’ Compensation Regulation Bureau Gallagher Bassett Services
Employment Relations Division Two Pierce Place

Montana Department of Labor and Industry ltasca,IL 60143-3141

PO Box 8011 Telephone 630.773.3800
Helena MT 59604-8011
Phone — (406) 444-6532

ERD-802 (Rev. 1/2004)



Form No. 17 - Revised 5/2007

PS-076

EMPLOYER: THIS MUST BE PROMINENTLY POSTED. |.C. RULE 201.

WORKERS’ COMPENSATION NOTICE
And Instructions to Employers and Employees

All employees of this business suffering work-related injuries may be entitled to Workers’ Compensation
benefits from the employer or its insurance carrier,/ except specifically excluded executive officers.

— IMPORTANT THINGS TO DO IN CASE OF INJURY OR OCCUPATIONAL DISEASE —
The Employee Should:

Immediately give the emplayer notice in writing of injury or occupational disease. Failure to inform the
employer within thirty (30) days after an injury or the development of most occupational diseases, or the
refusal to aceept medical services provided by the employer, may.deprive the employee of the right to
compensation.

File claim with the dndustrial Commission within two (2) years of the accidental injury or two (2) years
after the death, disability or disablement caused by an occupational disease. (The Commission’s Form
18 may be used to give notice to employer and to file a claim.) In case of fatal injury, claim must be filed
by one.or mere 'dependents or next of kin of the.deceased employee within two years after such death.

If no agreement is reached with the employer with.regard to payment of compensation for injury or
occupational disease, or if a disagreement develops ever compensation due, the employee should
promptly request the Industrial Commission. to hold a hearing to decide the issues..Benefits‘may be
denied if the request is made more‘than two (2) years after the date of injury or last payment of cash
compensation.

The Employer Should:

Provide all necessary medical, surgical, hospital and rehabilitationServices reasonably required to
effect a cure, giverelief and lessen the period of the employee’s_disability. N.C.G.S. §97-25. Keep a
record and report to insurance carrier/compensation administrator ALL injuries  suffered by its
employees on the Commission’s Form 19. The employer, or the carrier/administrator on its behalf, must
mail a Form 19 report to the Industrial Commission within five (5) days of the occurrence or report of an
injury causing more than one day’s absence from work<¢or $2,000.00 or more in medical treatment,
other than treatment provided at the work place. N.C.G.S. §97-92.

Pay compensation in accordance with the provisions of the,Workers’ Compensation Act for disability.
Agreements between employer and employee to pay compensation must be submitted to the Industrial
Commission for approval.

Informacion sobre alivio médico y monetario por lesiones ocurridas en el empleo.

NORTH CAROLINA INDUSTRIAL COMMISSION
4340 MAIL SERVICE CENTER
RALEIGH,NORTH CAROLINA 27699-4340
(919) 807-2500



Forma 17 - Revisada 3/2004
PS-076

EMPLEADOR: ESTA INFORMACION DEBE ESTAR PROMINENTEMENTE VISIBLE.
REGLA 201 DE LA COMISION INDUSTRIAL

INFORMACION SOBRE COMPENSACION LABORAL
Instrucciones para Empleadores.y Empleados

Todo empleado de este negocio que sufre lesiones relacionadas al trabajo puede tener derecho a
beneficios de compensacion laboral por parte del empleador o el portador de seguro del empleador, exepto
oficiales ejecutivos expresamente excluidos.

— INFORMACION IMPORTANTE EN CASO DE .UNA LESION O ENFERMEDAD OCUPACIONAL —

El empleado debera:

1. Notificar inmediatamente por.escrito al empleador sobre la lesiébn o enfermedad ocupacional. El no
informar al empleador dentro de los treinta (30) dias después de una lesién o desarrollo de una
enfermedad ocupational, o el rehusar servicios médicos provistes por el empleador, pueden privar al
empleado del derecho a compensacion.

2. Hacer un reclamo a la Comision Industrial (Industrial Commission) dentrode los dos (2) afios de ocurrir
el accidente o lesion, o dos (2) afios después de la muerte, incapacidad o incapacitacion causada por
una.enfermedad ocupacional. (Forma 18 de la Comision puede ser utilizada para dar notificacion al
empleador y hacer el reclamo en la Comision.) En caso.de una lesion fatal, el reclamé debera ser
hecho-por uno 0 mas dependientes o herederos del'empleado dentro de los dos (2) afios después de
la;muerte del empleado.

3. Si'no_se llega a un acuerdo con el empleador en relacidon al pago de compensacién/por lesion o
enfermedad ocupacional, o si hay un désacuerdo.en cuanto se debe de la compensacién, el empleado
lo mas pronto possible debe pedir uha audiencia a la‘Comisién Industrial para que decidan‘sobre oS
méritos del caso. Los beneficios pueden ser-negados si la peticiébn se hace después de dos (2) afios
de la fecha de la lesién o de el Ultimo pago de.compensacion.

El empleador debe:

1. Proveer todo servicio_de hospital, médico, quirdrgico, y servicios de’rehabilitacion necesarios para la
cura, el alivio y<la minimizacién del periodo de incapacitaciéon del empleado. N.C.G.S. §97-25.
Mantener un archivo y reportar a la compafiia de segurado/administrador/de compensacion TODAS las
lesiones ocurridas,a‘’sus empleados usando la Forma 19 deda Comisién. El empleador, o el portador
de seguro deben enviar por correo la Forma 19 a la Comision Industrial dentro de los cinco (5) dias de
ocurrido el reporte desuna lesién que causa la ausencia del empleado por mds de un (1) dia o
$2,000.00 o mas en tratamiento médico, excluyendo. tratamientos provistos en el trabajo. N.C.G.S.
§97-92.

2. Pagar compensacién al empleado de acuerdo con'lo provisto en el la Ley de Compensacién Laboral
para incapacidad. Los acuerdos de pago de compensacion, entre empleador y empleado deberan ser
sometidos a la Comisién Industrial para su.apruebo.

Informacién sobre alivio médico y monetario porlesiones ocurridas en el empleo.

NORTH CAROLINA INDUSTRIAL COMMISSION
4340'MAIL SERVICE CENTER
RALEIGH, NORTH CAROLINA 27699-4340
(919) 807-2500



NOTICE TO EMPLOYEES

WORKERS’ COMPENSATION

Employer Name:  Sample Corporation

The above named employer, an employer within the meaning of the
Workers’ Compensation lkaw of the State of Nebraska :
hereby gives notice to employees that the employer has sécured the
payment of Compensation to itsiemployees and their dependents in
accordance with the provision of said law, by insuring with:

Insurance Company: “Global Casualty Company
888 Asylum Street
Hartford, CT 06543
800-555-1212

Policy Effective Dates: _10/1/2007 to 10/142008

Policy Number: _"WCAI_571971

If you are injured on the job, or'contract an occupational disease, notify
your employer immediately.

Claims AdministeredBy:, Gallagher Bassett Services
Two Pierce Place
Itasca, IL 60143-3141
Telephone 630.773.3800

PostingNotice.com (12/2006) Date Posted:




STATE OF NEW HAMPSHIRE

WORKERS’ COMPENSATION LAW
NOTICE OF COMPLIANCE

TO EMPLOYEES

1 You are required by law (RSA 281-A:19) to report pfomptly to your employer an occupational injury or disease, even if you
deem it to be minor. Form No. 8a WCA, Notice of Accidental Injury or Occupational Disease, may be used for that purpose
(RSA 281-A:20,21). After you have completed and made it available to him or her, your employer must acknowledge
receipt by signing and giving you a copy.

2 You are entitled to the services of a physician. This physician shall be within a managed care network, if applicable under
RSA 281-A:23a.

3 You may not sue your employer as a‘result of a work-connected,injury or disease by reason of your eligibility for:benefits
under the Workers’ Compensation Law.

TO EMPLOYERS

You are required to display this poster so that it will be of the greatest possible benefit to your employees (RSA 281-A:4).

You are required to file an Employer’s First Report of Injury or Occupational Disease, form No. 8 WC, with the Labor

Commissioner, copy to the nearest claims office of your insurance carrier, on all occupational injuries or diseases resulting

in one visit to ajphysician, other than a house physician, as soon as possible but no later than five days after.the date of

knowledge thereof (RSA 281-A:53, I).

3 You are required to report to the Labor Commissioner, copy as in 2 above, any occupational disability, whether total or
partial, of four or more days (RSA 281-A:22), on an Employer’s Supplemeéntal Report of Injury, form No. 13 WCA, as soon
as possible, but no later than ten days after the date of knowledge thereof (RSA 281-A:53,1 and TI).

4  You are required to furnish, or cause to be furnished, reasonable medical and hospital services, other remedial care or
vocational rehabilitation, and various types of disability compensation, to an injured or disabled employee in accordance
with RSA 281-A:23, 25, 26, 28, 29, 31, 32.

51 All'employers with 5 or more full time employees shall develop temporary alternative work opportunities for injured
employees in accordance with RSA 281-A:23-b. Employers may be obligated to reinstate employees sustaining a
compensableinjury in accordance with RSA 281-A:25-a.

o =

6 Youdre required to obtain from the carrier identified below.a supply.of all required workers’ compensation forms.
NOTICE - Violation of the various provisions of the Workers” €Compensation Law carries civil penalties, court fines, or

both.

David M. Wihby George N..Copadis
Deputy Labor Commissioner Labor Commissioner

The undersigned employer hereby gives notice of compliance with all provisions of the Workers’ Compensation Law and Administrative
Regulations of the Labor Commissioner of the State of New Hampshire pursuant to Revised Statutes Annotated, Chapter 281-A, as amended.

Name of Employer:

Name of Insurance Company Sampleé Corporation

Or self-insurer: 232 Park Ave.
New York, NY 10020
Global Casualty Company 253:630.1111

888 Asylum Street
Hartford, CT 06543
By Ronald T. Waxmen
987654321
Employer Identification No.
(If number unknown, Employer to request from IRS)

This notice must be posted conspicuously in and about the Employer’s place or places of business.
Prescribed by Labor Commissioner

State of New Hampshire

WCP-1 (1-99)



ESTADO DE NEW HAMPSHIRE
LEY DE COMPENSACION PARA TRABAJADORES
AVISO DE LA CONFORMIDAD

A LOSEMPLEADOS

1 Cercalerequieren (RSA 281-A:19) divulgar puntual mente a su,patron l€sion o una
enfermedad ocupacional, incluso s usted |a juzgapara ser de menor importancia. Forme No.
8aWCA, aviso de lesion accidental o la enfermedad profesional, se puede utilizar para ese
proposito (RSA 281-A:20,21). Después de que usted la haya terminado y haya puesto a
disposicion € o ella, su patron debe recibo del acknowlege firmando y dandole una copia

2 Ledan derecho alos servicios de un medico. Este meédico estara dentro de una red manegjada
del cuidado, s RSA inferior aplicable 281-A:23a.

3 Usted no puede demandar a su‘patrén.como resultado.de lesion o de una enfermedad
trabajar-conectada por causade su elegibilidad paralas ventajas debajo de Workers Ley De
la Remuneracion.

A LOSPATRONES

1 Lerequieren exhibir este cartel de modo que esté de la ventaja posible més grande a sus empleadso (RSA'281-A:4).

2 Lerequieren archivarun informe de Employer's primer de lesion o de la enfermedad
profesional, WC de laformaNo. 8, conla comision de trabgjo, copia ala oficinamas cercana
de las demandas.de su portador de'seguro, en todas las lesiones o enfermedades
ocupacionales dandoper resultado una visita a un médico, con excepcidn de un medico.de la
casa, cuanto antes pero no mas adelante de de cinco dias después de lafecha del
conocimiento (RSA 281-A:53i).

3 _Lerequieren divulgar ala comision de trabajo, copia como en 2 arriba, cualquier inhabilidad
ocupacional, si total o parcial, de cuatro o mas dias (RSA 281-A:22), en un informe
suplemental 'de Employer's de lesion, forma No. 13 WCA, cuanto antes, pero no més adelante
de diez dias después de lafecha del conocimiento (RSA281-A:53, i ell).

4 Le requieren equipar, o haga ser equipado, los servicios medicos y del hospital razonables, €l
otro cuidado remediador o los tipos vocacional es del rehabilitacion, y varios de pension por
invalidez, a un empleado dafiado o lisiado de acuerdo con' RSA 281-A:23, 25, 26, 28, 29, 31,
32.

5" Todos | os patrones con empleados 5 0 més a tiempo completo desarrollaran las
oportunidades alternativas temporal es del trabajo, para los empleados dafiados de acuerdo
con RSA 281-A:23-b. Los patrones pueden ser obligados reinstalar a empleados que
sostienen lesién compensable de acuerdo con RSA 281-A:25-a.

6 Lerequieren obtener del portador identificado debajo de una fuente de las formas de la
remuneracion de todos | os trabajadores requeridos. AVISO - laviolacion de las varias
provisiones de laley de la remuneracion de los trabajadores lleva penas, multas de la corte, 0

ambas civiles.
David M. Wihby GeorgeN. Copadis
Diputado L abor.Comisién Comision De trabajo

El patrén infrascrito da por este medio el aviso de la conformidad con todas | as provisiones de laléy dela remuneracion delos trabajadores y de las
regul aciones administrativas dela comisién de trabajo del estado de New Hampshire conformealos estatutos revisados anotadoes, capitulo 281-A, segiin
laenmiendaprevista.

Nombre del patron:

Nombre de la compafiia de seguros Sample Corporation
O uno mismo -asegurador: 432 Park Ave
New. Yaork, NY 10020
Global Casualty Company 253.630.1111

888 Asylum Street

Hartford, CT 06543

Por Ronald T. Waxmen

987654321

No. De laldentificacién Del Patron.
(si desconocido, patron del nimero asolicitar el IRS)

Este aviso se debefijar visible en'y sobre elllugar de Employer'soloslugaresdel negocio
Prescrito por la comisién de trabajo

Estado de New Hampshire

WCP-1 (1-99)



NOTICE

The undersigned employer hereby gives
notice that the payment of compensation
to employees and their dependents has
been secured in accordance with the
provisions of the Employer’s. Liability
Insurance Law, Title 34, Chapter 15,
Article 5, Revised Statutes New Jersey,
by insuring with the

Global Casualty Company

(Insurance Company Name)

for the period

Beginning 10//2007  Ending._.  10/1/2008

Employer Sample Corporation

In accordance with the above cited law; notice of compliance
must be posted and maintained conspicuously in and about
the employer’s workplaces.

Form 16 NJ A



AVISO

El patron avisa que ha asegurado el pago
de compensacion a los empleados y sus
dependientes, de acuerdo conJdo provisto
por la ley de responsabilidad de los
patrones de seguro para sus empleados.
Titulo 34, Capitulo 15, Articulo®S, revision
de estatutos del Estado de New Jersey,
asegurandolos con

Global Casualty Company

(Compaiiia de Seguro)

por el periodo

Comenzando 10/1/2007 Terminando 10/1/2008

Patron Sample Corporation

De acuerdo con la ley mencionada arriba, esta noticia debe ser
colocada y mantenida en un lugar visible en todos los lugares
de trabajo.

Form 17 NJ



Sate of New Mexico Workers Compensation Administration

WORKERS COMPENSATIONACT

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

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

2) You havetheright to information and

assistance from an information specialist
known as an Ombudsman at the
Workers Compensation Administrations

3) Claimsinformation -- Contact 4
your employer’s Claims Representative.

1) Aviso. -- En la mayoria de los casos
usted debe de avisarle a su empleador del
accidente dentro de los primeros 15 dias
usando las formas de Aviso de Accidente.

2)“Usted tiene el derecho ainformacion y
ayuda contactandose con un especialista
en informacion conocido como

“ Ombudsman” en la Administracion
para la Compensacion a los Trabajadores.

3) “Informacion acerca de Reclamaciones. --
Contactese con €l _representante de
reclamaciones dé su.compaiiia.

Employer’silnsurer/ Claims Representative:

Name;

Gallagher Bassett Services

Phone #:

630.773.3800

Two Pierce Place

Address:

ltasca, IL 60143-3141

Note:; Employer must fill in thisinsufer / claims Eepresentative information.

YOUR RIGHTS

If you are injured in a work-related accident:

Your em}floyer / insurer must pay all
reasonable and necessary medical costs.

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

If you are off work for more than 7 days, your
employer / insurer must pay wage benefits to partially
offset your lost wages.

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

Ombudsmen are located at the following offices:
Albuquerque: Farmington: L as Craces:
1-800-255-7965 1-800-568-7310 1-800-870-6826
1-505-841-6000 1-505-599-9746 1-505-524-6246

'as Vegas:
1-800-281-7889
1-505-454-9251

SUSDERECHQOS

Si'se lastima en el trabajo:

Su empleador / asegufador debe de,pagar por los gastos
médicos necesarios y razonables.

Es posible quedisted tenga; o no tenga, el derecho de
escoiger el proveedor de servicios dpara la salud. Si su
empleador / asegurador no le ha dado instrucciones por
escrito de,quien es €l que selecciona primero, preguintele
o llame a un ombudsman. En una emergencia,

obtenga asistéencia médica de emergencia primero.

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

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

Lovington: Roswell: Santa Fe:

1-800-934-2450 1-866-311-8587 1-505-476-7381
1-505-396-3437 1-505-623-3997

If You Need HELP Call:

Ask for an Ombudsman

Si Usted Necesita Ayuda Llame Al:

Pregunte por un Ombudsman

1-866-WORK OM P (1-866-967-5667)

Visit our website at: www.wor ker scomp.state.nm.us

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

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

New Mexico Workers’ Compensation Administration
2410 Centre Avenue, Albuquerque, New Mexico 87106
P.O. Box 27198, Albuquerque, New Mexico 87125-7198

This poster published 3/15/07. It remains valid until
reissued and supersedes all prior versions except 3/15/03.

POST FORMSHERE



State of Nevada

DEPARTMENT OF BUSINESS & INDUSTRY
DIVISION OF INDUSTRIAL RELATIONS

Workers” Compensation Section

ATTENTION

Brief Description of Your Rights and Benefits
If You Are Injured on the Job or have an Occupational Disease

Notice of Injury or Occupational Disease (Incident Report Form
C-1): If aninjury or occupational disease (OD) arises out of and in the
course of employment, you must provide written notice to your
employer as soon as practicable, but no later than 7 days after the
accident or OD. Y our employer shall maintain a sufficient supply of the
required forms.

Claim for Compensation (Form C-4): If medical treatment is sought,
the form C-4 is available at the place of initial treatment. A completed
"Claim for Compensation” (Form C-4) must be filed within 90 days after
an accident or OD. Thetreating physician or chiropractor must, within
3working days after treatment, complete and mail to the empl oyer, the
employer'sinsurer and third-party administrator, the Claim for
Compensation.

Medical Treatment: If you require medical treatment for your on-the-
jobinjury or OD, you may be required to selectaphysician or
chiropractor from alist provided by your workers' compensation
insurer, if it has contracted with an Organization for Managed Care
(MCO) or Preferred Provider Organization,(PPO) or providers of health
care. If your employer has not entered into a contract with an MCO or
PPO, you may select a physician or chiropractor from the Panel of
Physicians and Chiropractors.. Any medical costs related to your
industrial injury or ODwill be paid by your insurer.

Temporary Total Disability (TTD): If your doctor has certified that you
are unable to work for a period<of a least 5 consecutive days, or 5
cumul ative daysin a20-dayperiod, or placesrestrictions on you that your
employer does not accommodate, you may be entitled t0 TTD
compensation.

Temporary Partial Disability (TPD): If the wage you receive upon
reemployment is less than the compensation for TTD to whichyou are
entitled, the insurer may be required to pay you TPD compensation to
make up the difference. TPD can only be paid for'a maximum of 24
months.

Permanent Partial Disability (PPD): When'your medical conditionis
stable and there is an indication of a PPD as a result of your injury or
OD, within 30 days, your insurer must arrange for an evaluation by a
rating physician or chiropractor to determine the degree of your PPD.
The amount of your PPD award depends on the date of injury, the
results of the PPD evaluation and your age and wage.

Permanent Total Disability (PTD): If you are medically certified by'a
treating physician or chiropractor as permanently and totally disabled
and have been granted a PTD status by your insurer, you are entitled to
receive monthly benefits not to exceed 66 2/3% of your/average
monthly wage. The amount of your PTD paymentsis subject to
reduction if you previously received a PPD award.

Vocational Rehabilitation Services: 'Y ou may be eligible for
vocational rehabilitation servicesif you are unable to return to the job
due to a permanent physical impairment or permanent restrictions as a
result of your injury or occupational disease.

Transportation and Per Diem Reimbursement: You may be
eligiblefor travel expenses and per diem associated with medical
treatment.

Reopening: Y ou may be able to reopen your claim if your condition
waorsens after claim closure.

Appeal Process: If you disagree with awritten determination issued
by theinsurer or the insurer does not respond to your request, you may
apped to the Department'of Administration, Hearing Officer, by
following the instructions contained in your determination letter. You
must appeal the determination within70 days from the date of the
determination letter at 1050 E. William Street, Suite 400, Carson City,
Nevada 89701, or 2200 S. Rancho Drive, Suite 210, Las Vegas,
Nevada 89102. If you disagree with the Hearing Officer decision, you
may apped to the Department of Administration, Appeals Officer.
Y ou must file your appeal within 30 days from the date of the Hearing
Officer decision letter at 1050 E. William Street, Suite 450, Carson
City, Nevada 89701, or 2200 S. Rancho Drive, Suite 220, Las Vegss,
Nevada89102. If you disagree with adecision of an Appeals Officer,
you may file-a petition for judicial review with the District Court.
You must do so within 30 days of the Appeal Officer’s decision. You
may be represented by an attorney at’your own expenseor you may
contact the NAIW for possible representation.

Nevada Attorney for Injured Workers (NAIW): If you disagree
with a hearing officer decision, you may request that NAIW represent
you without charge at anAppeals Officer Hearing. For information
regarding denialof bengfits, you may contact the NAIW at: 1000 E.
William Stregt, Suite 213, Carson City, NV 89701, (775) 687-4076, or
2200 S. Rancho Drive, Suite 230, Las Vegas, NV 89102, (702) 486-
2830

ToFile a Complaint with the Division: If youwishtofilea
complaint- with the Administrator of the Division of Industrial
Relations (DIR), please contact the Workers' Compensation Section,
400 West King Street, Suite 400, Carson City, Nevada 89703,
telephone (775) 684-7270, or 1301 North Green Valley Parkway, Suite
200, Henderson, Nevada 89074, telephone (702) 486-9080.

For assistance with Workers” Compensation Issues: you may contact
the Office of the Governor Consumer Health Assistance, 555 E.
Washington Avenue, Suite 4800, LasVegas, Nevada89101, Toll Free 1-
888-333-1597, Web dte:  http://govchastate.nv.us,  E-mail
cha@govchastate.nv.us

The information in this publication is derived from Chapters 616A and 617 of the Nevada Revised Statutes and is provided for
informational purposes only. If you have any questions, regarding your injury or workers' compensation claim, please call the

following:

Insurer/Administrator: Gallagher Bassett Services

Contact Person; claim Call Center

Telephone Number: _630.773.3800

Contact Person: victor Hugo

Address. itasca IL 60143-3141
City State Zip

MCO/Health Care Provider; united Health Care

Address; orem uT 84051

Telephone Number: _(414) 231-4410

City State Zip

D-1 (rev. 11/05)



NOTICE TO EMPLOYEES

Pursuant to: NRS 616B.227 Election by employee to report his tips; effect; regulation.

1. For the purpose of workers' compensation, an employee may elect to report the amount he
receives as tips for the purpose of the calculation of compensation by submitting to his employer
an Employee’s Declaration of Election of Report Tips (form D-23).< The employee must make
his election separately for each pay period before the end of the next pay period. The

declaration may not be amended.

2. Upon receipt of such notice the employer shall:

(a)«=+Make a copy of each report which the employee has filed with the employer to report the
amount of his tips to the United StatesiInternal Revenue Service or Employee’s
Declaration of Election to Report Tips;

(b) « Submit the copy to its workers® eompensation insurer upon request, or if the employer is
self-insured or an association of self-insured public or private employers, retain the copy
for his records; and

(c) If heis not self-insured, pay the.insurer the premiums for the reported. tips at.the same

rate as he pays on regular wages.

3. An employee who elects to report his tips is not eligible to receive increased compensation based
on those tips until"3 months after his employer receives the Employee‘s Declaration of Election
to Report Tips. Forthe purpose of workers' compensation,, tips may be reported pursuant to 26
U.S.C. 86053(a) or on form D-23. The form for reporting tips D-23 can be obtained from your

personnel office.

If the forms are not available, contact your employer.or the Internal Revenue Service.

D-22 (rev. 7/99)



STATE OF NEW YORK - WORKERS' COMPENSATION BOARD
ESTADO DE NUEVA YORK - JUNTA DE COMPENSACION OBRERA

NOTICE OF COMPLIANCE
WORKERS' COMPENSATION LAW

TO EMPLOYEES

IMPORTANT INFORMATION FOR EMPLOYEES WHO
ARE
DISEASE WHILE WORKING.

. By posting this notice and information concerning
your rights as an injured worker, your employer is in
compliance with the Workers' Compensation Law.

. If you do not notify your employer within 30 days of
the date of your injury your claim may be disallowed,
so do so immediately.

. You are entitled to obtain any necessary medical
treatment and should do so immediately.

. You ma% choose any doctor, podiatrist, chiropractor
or psychologist referred by a medical doctor that
accepts NY State Workers' Compensation patients
and is Board authorized. However, if your employer
is involved in a certified preferred <provider
organization (PPO) you must first be treated by/a
provider chosen by your employer and your
employer must give you a written statement of your
rights concerning further medical care.

. You should tell your doctor to file copies of medical
reports concerning your claimywith: the “Workers'
Compensation Board and with your employer's
insurance company, which'is indicated at the bottom
of this form.

. You may be entitled to, lost time benefits if your
work-related injury keeps you from work for more
than seven days; compels younto work at lower
wages or results in_ permanent disability to any part
of your body. You 'maybe entitled to rehabilitation
services.if youwneed help returning to work.

. You should_not pay. any medical providers directly.
They should send their bills to your employer's
insurance carrier.. If there is a dispute, the provider.
must wait until the Board makes a decision before it
attempts toscollect payment from you. If you doynot
pursue your claim or the Board rules that your injury
is not work-related, you may be responsible for the
payment of the bills.

. You are entitled to be represented by an,attorney or
licensed representative, but it is not required:, If you
do hire a representative do not pay him/her directlg.
Any fee will be set by the Board and. will be
deducted from your award.

. If you have difficulty infobtaining a claim form or
need help in filling it out, or ifsyoushave any other
questions or problems about a job-related injury,
céont%ct any office of the Workers' Compensation

oard.

WORKERS' COMPENSATION BOARD OFFICES
Albany, 12241 - 100 Broadway-Menands - (866) 750-5157
*Brooklyn, 11201 - 111 Livingston St. - Brooklyn - (800) 877-1373
Binghamton, 13901 - State Office Bldg. - 44 Hawley St. - (866) 802-3604
Buffalo, 14202 - Statler Tower, 107 Delaware Ave. - (866) 211-0645
*Hauppauge, 11788 - 220 Rabro Drive - Suite 100 - (866) 681-5354
*Hempstead, 11550 - 175 Fulton Avenue - (866) 805-3630
*New York, 10027 - 215 W.125th St., Manhattan - (800)-877-1373
*Peekskill, 10566 - 41 North Division St. (866) 746-0552
*Queens, 11432 - 168-46 91st Ave., Jamaica (800) 877-1373
Rochester, 14614 - 130 Main Street West - (866) 211-0644
Syracuse, 13203 - 935 James St. - (866) 802-3730
*DOWNSTATE MAIL ADDRESS
Claims-related mail for the Hauppauge, Hempstead, Peekskill and all NYC
offices should be mailed to:

PO Box 5205 Binghamton, NY 13902-5205

INJURED OR SUFFER AN OCCUPATIONAL

. Si usted no notifica a su

AVISO DE CUMPLIMIENTO
LEY DE COMPENSACION OBRERA
A EMPLEADOS

INFORMACION IMPORTANTE PARA EMPLEADOS QUE
SEAN LESIONADOS O SUFRAN UNA ENFERMEDAD
OCUPACIONAL MIENTRAS TRABAJAN.

. gu patrono esta cumpliendo la Ley de Compensacion

brera cuando despliega ‘este comunicado
concerniente. a sus derechos como trabajador
lesionado:

_ | patrono dentro del término de
30 dias de haber sufrido su lesidbn su reclamacion
podria  ser desestimada, por eso notifique
inmediatamente.

. Usted tiene derecho a recibir cualquier tratamiento

médico necesario relacionado con su lesion y debe
gestionarlo.inmediatamente.

. Para el‘tratamiento de cualquier lesion o enfermedad

relacionada con el trabajo, usted puede escoger
cualquier médico, podiatra, quiropractico ¢ psicologo
(si es referido por un meédico autorizado) que esté
autorizado y acepte pacientes de la Junta de
Compensacion Obrera. = Sin embargo, si su patrono
esta autorizado a participar. en  una organizacion
certificada de proveedores’ preferidos (PPO), usted
debera obtener tratamiento inicial _para cualquier lesion
o enfermedad relacionada con el trabajo de Ila
correspondiente entidad. Patronos que participen en
cualquiera de estos<programas establecidos por ley
estan obligados  a " proveer a« sus empleados
notificacion ~ escrita explicando < sus derechos y
obligaciones bajo el programa a que esté acogido.

. Usted debera requerir de su Médico que radique

copias de los informes médicos de su caso en la Junta
de Compensacion Obrera'y en la comparia de seguros
de su patrono, que seiindica al final de esta forma.

. Usted tiene derecho a compensacion si su lesion

relacionada con el trabajo le impide trabajar por mas
de siete dias, le obliga a trabajar a sueldo’mas bajo 6
resulta en incapacidad permanente de cualquier parte
de su cuerpo. Usted puede tener derecho a servicios
g{jebre_hablll acion si necesita ayuda paraegresar al
rabajo.

.. No pague a ningun proveedor médico.directamente por

tratamiento de _su lesién o enfermedad relacionada con
el trabajo. Ellos deben enviar sus facturas< al
asegurador de su patrono. Si el caso es cuestionado,
el proveedor debera esperar hasta que la Juntadecida
el caso, antes de iniciar gestion de cobro alguna
contra usted. Si usted no.ramita su caso ¢ la Junta
falla que su lesion o enfermedad no esta, relacionada
con el trabajo, usted podria seriresponsable del pago
de las facturas.

. No es obligatorio el estar representado en ninguno de

los procedimientos de la Junta, ‘pero es un derecho
que usted tiene, el estar representado por abogado ¢
por representante licenciado si usted asi lo desea. Si
es representado, no pague al abogado ¢ al
representante. licenciado., Cuando la Junta decida su
caso, los honorarios seran.determinados por la Junta
y descontados de sus beneficios.

. Sictiene dificultad en conseguir un formulario de

reclamacion o, necesita ayuda para Jlenarlo 6 tiene
dudas sobre cualquier situacion relacionada con una
lesion .0 enfermedad comuniquese con la oficina mas
cercanade la Junta.

DONNA FERRARA
CHAIR/PRESIDENTE

Workers' Compensation benefits, when due, will be paid by.(Los beneficios de Compensacion Obrera, cuando debidos, seran pagados por):

Name, address and telephone number of licensed insurance carrier,
authorized group self-insurer or main office of authorized self-insurer

Global Casualty Company
888 Asylum Street
Hartford, CT 06543
800-555-1212

Name of employer (Nombre del patrono)

THIS NOTICE MUST BE POSTED
CONSPICUOUSLY IN AND ABOUT THE
EMPLOYER'S PLACE OR PLACES OF
BUSINESS.

Failure by an employer to post this notice in and about

For Insurance Carriers ONLY: Policy N WCALSTIO7L .
Policy in Force from ............ 10/1/2007............ to...... 100172008 . ...
Prescribed by Chairman
C-1 05 (8-06) Workers' Conz,pensation Board www.wch.state.ny.us

State of New York

the employer's place or places of business may result
in a $250 penalty for each violation.




STATE OF NEW YORK - WORKERS' COMPENSATION BOARD
ESTADO DE NUEVA YORK - JUNTA DE COMPENSACION OBRERA

NOTICE OF COMPLIANCE
WORKERS' COMPENSATION LAW

TO EMPLOYEES

IMPORTANT INFORMATION FOR EMPLOYEES WHO
ARE
DISEASE WHILE WORKING.

. By posting this notice and information concerning
your rights as an injured worker, your employer is in
compliance with the Workers' Compensation Law.

. If you do not notify your employer within 30 days of
the date of your injury your claim may be disallowed,
so do so immediately.

. You are entitled to obtain any necessary medical
treatment and should do so immediately.

. You ma% choose any doctor, podiatrist, chiropractor
or psychologist referred by a medical doctor that
accepts NY State Workers' Compensation patients
and is Board authorized. However, if your employer
is involved in a certified preferred <provider
organization (PPO) you must first be treated by/a
provider chosen by your employer and your
employer must give you a written statement of your
rights concerning further medical care.

. You should tell your doctor to file copies of medical
reports concerning your claimywith: the “Workers'
Compensation Board and with your employer's
insurance company, which'is indicated at the bottom
of this form.

. You may be entitled to, lost time benefits if your
work-related injury keeps you from work for more
than seven days; compels younto work at lower
wages or results in_ permanent disability to any part
of your body. You 'maybe entitled to rehabilitation
services.if youwneed help returning to work.

. You should_not pay. any medical providers directly.
They should send their bills to your employer's
insurance carrier.. If there is a dispute, the provider.
must wait until the Board makes a decision before it
attempts toscollect payment from you. If you doynot
pursue your claim or the Board rules that your injury
is not work-related, you may be responsible for the
payment of the bills.

. You are entitled to be represented by an,attorney or
licensed representative, but it is not required:, If you
do hire a representative do not pay him/her directlg.
Any fee will be set by the Board and. will be
deducted from your award.

. If you have difficulty infobtaining a claim form or
need help in filling it out, or ifsyoushave any other
questions or problems about a job-related injury,
céont%ct any office of the Workers' Compensation

oard.

WORKERS' COMPENSATION BOARD OFFICES
Albany, 12241 - 100 Broadway-Menands - (866) 750-5157
*Brooklyn, 11201 - 111 Livingston St. - Brooklyn - (800) 877-1373
Binghamton, 13901 - State Office Bldg. - 44 Hawley St. - (866) 802-3604
Buffalo, 14202 - Statler Tower, 107 Delaware Ave. - (866) 211-0645
*Hauppauge, 11788 - 220 Rabro Drive - Suite 100 - (866) 681-5354
*Hempstead, 11550 - 175 Fulton Avenue - (866) 805-3630
*New York, 10027 - 215 W.125th St., Manhattan - (800)-877-1373
*Peekskill, 10566 - 41 North Division St. (866) 746-0552
*Queens, 11432 - 168-46 91st Ave., Jamaica (800) 877-1373
Rochester, 14614 - 130 Main Street West - (866) 211-0644
Syracuse, 13203 - 935 James St. - (866) 802-3730
*DOWNSTATE MAIL ADDRESS
Claims-related mail for the Hauppauge, Hempstead, Peekskill and all NYC
offices should be mailed to:

PO Box 5205 Binghamton, NY 13902-5205

INJURED OR SUFFER AN OCCUPATIONAL

. Si usted no notifica a su

AVISO DE CUMPLIMIENTO
LEY DE COMPENSACION OBRERA
A EMPLEADOS

INFORMACION IMPORTANTE PARA EMPLEADOS QUE
SEAN LESIONADOS O SUFRAN UNA ENFERMEDAD
OCUPACIONAL MIENTRAS TRABAJAN.

. gu patrono esta cumpliendo la Ley de Compensacion

brera cuando despliega ‘este comunicado
concerniente. a sus derechos como trabajador
lesionado:

_ | patrono dentro del término de
30 dias de haber sufrido su lesidbn su reclamacion
podria  ser desestimada, por eso notifique
inmediatamente.

. Usted tiene derecho a recibir cualquier tratamiento

médico necesario relacionado con su lesion y debe
gestionarlo.inmediatamente.

. Para el‘tratamiento de cualquier lesion o enfermedad

relacionada con el trabajo, usted puede escoger
cualquier médico, podiatra, quiropractico ¢ psicologo
(si es referido por un meédico autorizado) que esté
autorizado y acepte pacientes de la Junta de
Compensacion Obrera. = Sin embargo, si su patrono
esta autorizado a participar. en  una organizacion
certificada de proveedores’ preferidos (PPO), usted
debera obtener tratamiento inicial _para cualquier lesion
o enfermedad relacionada con el trabajo de Ila
correspondiente entidad. Patronos que participen en
cualquiera de estos<programas establecidos por ley
estan obligados  a " proveer a« sus empleados
notificacion ~ escrita explicando < sus derechos y
obligaciones bajo el programa a que esté acogido.

. Usted debera requerir de su Médico que radique

copias de los informes médicos de su caso en la Junta
de Compensacion Obrera'y en la comparia de seguros
de su patrono, que seiindica al final de esta forma.

. Usted tiene derecho a compensacion si su lesion

relacionada con el trabajo le impide trabajar por mas
de siete dias, le obliga a trabajar a sueldo’mas bajo 6
resulta en incapacidad permanente de cualquier parte
de su cuerpo. Usted puede tener derecho a servicios
g{jebre_hablll acion si necesita ayuda paraegresar al
rabajo.

.. No pague a ningun proveedor médico.directamente por

tratamiento de _su lesién o enfermedad relacionada con
el trabajo. Ellos deben enviar sus facturas< al
asegurador de su patrono. Si el caso es cuestionado,
el proveedor debera esperar hasta que la Juntadecida
el caso, antes de iniciar gestion de cobro alguna
contra usted. Si usted no.ramita su caso ¢ la Junta
falla que su lesion o enfermedad no esta, relacionada
con el trabajo, usted podria seriresponsable del pago
de las facturas.

. No es obligatorio el estar representado en ninguno de

los procedimientos de la Junta, ‘pero es un derecho
que usted tiene, el estar representado por abogado ¢
por representante licenciado si usted asi lo desea. Si
es representado, no pague al abogado ¢ al
representante. licenciado., Cuando la Junta decida su
caso, los honorarios seran.determinados por la Junta
y descontados de sus beneficios.

. Sictiene dificultad en conseguir un formulario de

reclamacion o, necesita ayuda para Jlenarlo 6 tiene
dudas sobre cualquier situacion relacionada con una
lesion .0 enfermedad comuniquese con la oficina mas
cercanade la Junta.

DONNA FERRARA
CHAIR/PRESIDENTE

Workers' Compensation benefits, when due, will be paid by.(Los beneficios de Compensacion Obrera, cuando debidos, seran pagados por):

Name, address and telephone number of licensed insurance carrier,
authorized group self-insurer or main office of authorized self-insurer

Global Casualty Company
888 Asylum Street
Hartford, CT 06543
800-555-1212

Name of employer (Nombre del patrono)

THIS NOTICE MUST BE POSTED
CONSPICUOUSLY IN AND ABOUT THE
EMPLOYER'S PLACE OR PLACES OF
BUSINESS.

Failure by an employer to post this notice in and about

For Insurance Carriers ONLY: Policy N WCALSTIO7L .
Policy in Force from ............ 10/1/2007............ to...... 100172008 . ...
Prescribed by Chairman
C-1 05 (8-06) Workers' Conz,pensation Board www.wch.state.ny.us

State of New York

the employer's place or places of business may result
in a $250 penalty for each violation.




OHIO BUREAU OF WORKERS'COMPENSATION

REQUIRED POSTING

Effective October 13, 2004, Section 4123.54 of the Ohio Revised
Code requires notice of rebuttable presumption. Rebuttable
presumption means that an employee may dispute or prove untrue
the presumption (or belief) that aleohol or a controlled substance not
prescribed by the employee’s physician is the proximate cause (main
reason) of the work-related injury.

The burden of proof is onithe employee to prove that the presence
of alcohol or ascontrolled Substance was not the proximate cause of
the work=related injury. An‘employee who tests positive or refuses
to submit to chemical testing may be disqualified for compensation
andibenefits under.the Workers’ Compensation/Act.

THIS LANGUAGE MUST BE POSTED WITHITHE CERTIFICATE OF COVERAGE




Form 1A Oklahoma Workers' Compensation Notice and Instruction to Employers and Employees

All employees of this employer who are entitled to benefits of the Workers' Compensation Act are hereby notified that this employer has complied
with all rules of the Workers' Compensation Court and that this employer has secured payment of compensation for all employees and their dependents in
accordance with the Act. All employees are further notified this employer will furnish first aid, medical, surgical and any other like services required by
law as well as payments of compensation to any injured employee as provided in the Workers” CompensationdAct.

Any employee who has suffered a compensable injury covered by the Workers' Compensation Act shall be entitled to vocational rehabilitation

services, including retraining and job placement, if, as a result of the injury, the employee is unable to perform the same occupational duties the employee
was performing prior to the injury.

NOTE: Mediation is available to address certain workers' compensation disputes. For information, call (405) 522-8760 or in-

state toll free (800) 522-8210.

The Oklahoma Workers' Compensation Court has -
Signature ofvEmponer

a counselor program to provide information to injured
workers, employers, and other interested parties.
Counselors assist unrepresented parties to enable them to
protect their rights under the workers' compensation

Global Casualty Company
800-555-1212

system. Insurer & Insurer Phone Number

Employee's Responsibilities in Case of Accidental Injury or Occupational Disease

If accidentally injured or.affected by an occupational disease arising out of and in the course of employmentshowever slight, the employee should
notify the employer immediately. If this.employer is a partnership, notice shall be given to any partner. »If this employer is a corporation, notice shall be
given to any agent or officer of the corporation,upon‘whom legal process may be served. Notice shall also be given to the person in charge of business at
the location of operations where the injury occurred. Unless notice is given to the employer or.medical treatment is rendered within thirty (30) days of
injury, any claim for compensation may be forever barred.

If accidentally injured or affected by an occupational disease, the employee may:file a claim for compensation with the Workers' Compensation
Court. This employer-srequired to furnish the employee with appropriate forms to file a compensation claim.

A claim for compensation must be filed with the court within a period, of time specified by statute, or be forever barred.< Based on statute
effective July'1,°2005, if a‘claim for compensation for any accidental injury or deathvis not filed with the Court within two (2) years‘from the date of the
accidental injury or/death or if a claim for compensation for occupational disease or cumulative trauma is not filed within two (2) years of eitherthe last
hazardous exposure or from the date the disease first became’manifest, which ever last occurred, the claim for compensation may, be forever barred.
Provided, claims may be filed within two (2) years from the date of the last medical treatment authorized by the employer or payment of any compensation
or remuneration paid in lieu of compensation. Post termination claims must be filed within six (6) months of termination of employment.

Any person receiving temporary disability<benefits from an‘employer or the employer's insurance carrier shall promptly report in writing to the
employer or insurance carrier any change in a.material fact,or the amount of income the employee is receiving or. any change in the employee’s
employment status, occurring during the period of receipt of such benefits.

Employer's Responsibilities

The employer must provide employees. with immediate first aid, medical and surgical caredand other like services necessary. This applies to care
for all injuries and illnesses arising out of-and in the course of employment, regardless of their character. If'an employee is injured and this results in the
loss of time beyond his/her shift, or requires medical attention away from the work site (fatal .or.otherwise), the employer MUST file a Form 2 within ten
(10) days of the notice of injury or a reasonable time thereafter. The employer must provide a copy of such Form 2 to.the employer's workers' compensation
insurance carrier, if any.

No agreement by any employee to pay any portion of premiums paid by the employer to maintain or.carry compensation insurance as required by
law shall be valid. Any employer who deducts money from the wages or salary of any employee for that purpose who is entitled to workers' compensation
shall be guilty of a misdemeanor.

If the employer has notice of an undisputed injury and the employer's insurance carrier fails to commence weekly temporary total disability
benefit payments due within the time provided by law, the insurer may be Subject to a penalty of fifteen percent (15%) of the unpaid or delayed weekly
benefits due and payable to the employee.

No agreement by any employee to waive workers' compensation rightsand benefits shall be valid.

Any person who commits workers' compensation fraud; upon conviction, shall be guilty of a felony.

Workers"Compensation Court
1915 North Stiles Avenue
Oklahoma City, Oklahoma 73105-4918
(405) 522-8600 WATS # 1-800-522-8210

07/05 This notice must be posted and maintained by the employer in one or more conspicuous places.




Forma 1A Aviso E Instrucciones Para Todos Los Empleadores Y Trabajadores Sobre
La Compensacion Para Los Trabajadores De Oklahoma

Todos los trabajadores (los empleados) de este empleador (de este patron) que tengan el derecho a recibir beneficios del Acta de Compensacion para los
Trabajadores son avisados por esta notificacion que este empleador ha cumplido con todas las reglas deda Corte de Compensacion para los Trabajadores y que
este empleador ha obtenido pagos de compensacion para todos los trabajadores y sus mantenidos de«acuerdo con el Acta. También se les notifica a todos los
trabajadores que este empleador proveera primeros auxilios, servicios de asistencia médica y quirdrgica, y otr0s servicios similares requeridos por la Ley, asi
como pagos de compensacion para los Trabajadores a cualquier trabajador lesionado (lastimado) tal como lodindica el Acta de Compensacion de Trabajadores.

Cualquier trabajador que haya sufrido cubierta por el Acta de Compensacion para los Trabajadores, tendra el derecho a recibir servicios de ensefianza de
oficios (rehabilitacion profesional), incluyendo readiestramiento y colocacion de empleo, si, con motivo de una lesion, el trabajador no puede desempefar los
mismos deberes profesionales que el trabajador desempefiaba entes de la fesion. La denegacidn‘de aceptar servicios de rehabilitacion por parte del trabajador
no disminuye en lo mas minimo los beneficios permisibles para el trabajador.

NOTA: Mediacion es disponible en ciertos conflictos de compensacion laboeral, que pone a la disponibilidad de los trabajadores la Corte de Compensacion.
Los interesados deben llamar al (405) 522-8760 o al llamada gratis dentro de este estado (800) 522-8210 (llamada gratis) para més informacion.

Firmadel Patrén

GloballCasualty Company
800-555-1212

Compafiia de.Seguros
Numero Telefonico de la‘Compariia de Seguros

La Corte de Compensacion para los Trabajadores de
Oklahoma tiene un equipo de consejeros (asesores) para
proveerles informacion a los trabajadores lesionados y a los
empleadores y otras partes interesadas. Consejeros
suministran ayuda a las personas no representadas por
abogados para protegerles sus derechos’ bajo el sistema de
Compensacion de Trabajadores.

Las Responsabilidades De Los Trabajadores En Caso De Lesion Accidental O Enfermedad Profesional

Si se lesiona (se lastima) accidentalmente o es afectado por una enfermedad profesional como fesultado.de, o en el transcurso de, su empleo, adn si es leve, el
trabajador debe notificarle al’empleador inmediatamente.  Si dicho empleador es una sociedad colectiva, se le puede dar notificacion a cualquier socio. Si el
empleador es una sociedad anénima (corporacion);se debe notificar a cualquier agente u oficialide la corporacion.autorizado a recibir notificacion. También se
debe dar notificacion a la persona que esté a cargo del negocio en el lugar de operacion del'negocio en donde ocurrio la lesion. A menos que se le haya otorgado
notificacion al empleador o que se haya©torgado asistencia médica dentro de un plazo de‘treinta (30) dias a partir de la lesion, cualquier reclamo por compensacion
podria estar exceptuado.

Si el trabajador sedesiona o.es afectado por una enfermedad profesional, puede presentarle un reclamo para compensacion a la Corte de Compensacion para
los Trabajadores.  El'empleador esta requerido a proveerle al trabajador las formas apropiadas (los formularios) para poder presentar el reclamo de.compensacion.

Cualquier pretension por compensacion debe de entablarse con la Corte dentro del plazo de tiempo especificado por los Estatutos, o si‘no puede ser precluido
indefinidamente a basé de los Estatutos vigentes el 1 de Julio, 2005, _sinel trabajador no presenta el reclamo (la demanda) de compensacion por lesién accidental o
muerte dentro de un plazo de dos (2) afios a partir desde la fecha del accidente, lesion 0 muerte, o si no se presenta un reclamo (demanda) por enfermedad
profesional o por trauma cumulativo dentro de un plazo de dos'(2) afios desde la fecha en que estuvo expuesto al peligro por ultima vez o la fecha en que’la
enfermedad se manifestd por primera vez, cual ocurriera Gltimo, su. reclamo (demanda).de compensacion podria ser invalidado permanentemente. Sin embargo,
se puede presentar un reclamo dentro de un plazo de dos (2) afios a partir.del Gltimo tratamiento médico rendido por el empleador de pago por cualquier
compensacioén, o remuneracion en lugar de compensacions, Reclamos o pretensiones realzadas posteriormente al despido,deben de ser entabladas dentro de un
plazo de seis (6) meses depués del despido del emplea:

Cualquier persona que reciba beneficios de incapacidad temporal de un empleador, o de la compafiia de seguros (“aseguranza”) gue asegure al trabajador,
deberd reportarle sin demora por escrito al patron o a la‘compafifa de seguros cualquier cambio en los hechos pertinentes, cambio en la cantidad de ingresos que el
trabajador esté recibiendo, o cambio en su_situacion de empleo, que ocurra durante el plazo de tiempo en el queé el trabajador esté recibiendo dichos beneficios.

Responsabilidades Del Empleador

El empleador debe rendirle de/inmediato a los trabajadores primeros auxilios, atencién médicagcirugia y otros servicios similares cuando sea necesario. Esto
es igualmente aplicable para todas las lesiones y enfermedades que resulten del empleo o durante da labor, sin importar de que tipo sean. Si un trabajador se lesiona
(se lastima) y esto resulta en que el trabajador pierda‘tiempo de trabajo, ademas del tiempo perdido en su turno de trabajo, o requiere asistencia médica en un lugar
fuera del sitio de trabajo (lesion mortal o no) el empleador ESTA OBLIGADO a presentar la Forma 2 dentro.de un'plazo de diez (10) dias a partir del dia en que
se le notific que habia ocurrido la lesion,« después de un plazo de tiempo razonable. El empleador debe suministrar presentar una copia de dicha Forma 2 a la
compafiia de seguros de Compensacion para los Trabajadores, si tiene alguna.

No ser& vélido ningun acuerdo entre un empleador y un trabajador de compartir el pago para mantener en vigor el seguro de compensacion tal como lo
requiere la Ley. Cualquier empleador que tome deducciones de dinero del sueldo o salario de un trabajador que tenga derecho a la compensacién de trabajadores
sera culpable de un delito menor.

Si el empleador tiene notificacion de una lesion incontrovertible y la compafia de seguros del'trabajador falla en iniciar los pagos por beneficios semanales de
incapacidad total temporal dentro del plazo de tiempo que requiere la Ley, la compafiia de seguros puede estar sujeta a la imposicion de una sancion del quince por
ciento (15%) de los beneficios semanales impagados o pospuestos vencidos y pagaderos al trabajador.

Nunca se considerara valido ningn acuerdo por parte de cualquier trabajador a renunciar a sus derechos o beneficios de compensacién para los trabajadores.

Cualquier persona que cometa fraude de compensacion para los trabajadores, una vez se le haya procesado, serd culpable de un delito mayor.

Workers* Compensation Court
1915 North Stiles Avenue
Oklahoma City, Oklahoma 73105-4918
(405) 522-8600 WATS # 1-800-522-8210

08/05 Este aviso sera puesto y mantenido por el empleador en uno o mas lugares conspicuos.




BUREAU OF WORKER! MPENSATION
1171 SoutH CAMER , Room 103
501

T ABOR & INDUSTRY 717-772-0621

COMMONWEALTH OF PENNSYLVANIA

REMEMBER: IT IS
YOUR EMPLO

w.dli.state.pa.us

TO TELL
UR INJURY

THE NAME, ADDRESS AND
COMPENSATION INSURANC
HANDLING WORKERS’ CO
BELOW.

NUMBER OF YOUR EMPLOYER’S WORKERS’
-PARTY ADMINISTRAT PA), OR PERSON
MS FOR YOUR CO CONTAINED

Hartford,

TELEPHONE NUMBER: 800-555-1212 EPHONE NUMBER: 630.773.3800

INSURER’S BUREAU CODE:

IF SELF-INSURED:
(Complete all applica

NAME OF PERSON HAN
THE SELF-INSURED:

LAIMS AT

ADDRESS:

TELEPHONE NUMBER:

SELF-INSURED BUREAU CODE:

Auxiliary aids and se e upon request to individuals with disabilities.

Equ nity Employer/Program

LIBC-500 REV 6-04



STATE OF RHODEJAISLAND
DEPARTMENT OF LABOR & TRAINING

This employer is subject tothe provisions of the

WORKERS’ COMPENSATION ACT
of the State of Rhode Island

Workers’ Compensation Insurance Company: Global Casualty Company

Adjusting Company: Gallagher Bassett Services

Telephone: 630.773.3800 Policy Effective Date:. 10/1/2007

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

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

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

In accordance with Rhode Island Genetal Law §28-29-13, this notice must be posted
and maintained in conspicuous places where workers are employed.
Fines may be imposed for noncompliance.

DWC-8 (5/2004)




DEPARTAMENTO DE TRABAJO' Y ENTRENAMIENTO
DEL ESTADO DE RHODE ISEAND

Esta empresa esta sujeta a las estipulaciones del

ACTA DE,COMPENSACION DE
TRABAJADORES

del Estado de Rhode Island

Seguro de Compensacion de Trabajo  Global Casualty Company

Compafiia Ajustadora: Gallagher Bassett Services

Teléfono: 630.773.3800 Fecha Efectiva de Poliza: 10/1/2007

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

Un empleado lesionado tiene la libertad de escoger al primer proveedor médico. La
primera visita del empleado, a‘cualquier centro de atencién meédico contratado por la
empresa o la aseguradora, con la intencion de facilitar atencion. inmediata, no sera
considerado el primer proveedor médico.

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

De acuerdo con las Leyes Generales de Rhode Island §28-29-13, este aviso debe ser
colocado y mantenido en lugares visibles para los trabajadores. Las empresas que no
cumplan con este requerimiento pueden ser sujetas a multas.

DWC-8 S (5/2004)




Workers’ Comp

If you are injured on the job, you should:

1. Notify your employer at once. You can’t
injured.

2. Tell the doctor your employer send

3. Notify the Workers” Comp. Pro
737-5700 if you experience und

.C. Workers’ Comp. Commission at (803)
T problems with your claim.

Workers’ Compensation:
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Compensacion de

Si usted se lesiona en el trabajo, usted debe:

1. Notificar a su patron inmediatamente. Usted n

sepa que se ha lesionado.

2. Decirle al doctor al que su patron le envie que
esta cubierto por la Compensacion del T

3. Notificar al Proveedor de Compensza
Trabajador abajo mencionado o a
Compensacion del Trabajador
(803) 737-5700 si usted tie
indebidos con su reclamaci

neficios a menos que su patron

1. Paga el 100% de s 0s gastos.
2. Le compensa por el rio, limitado

al salario maximo estab ey, si usted no
3 dias calendario.

en

ur
do lesionado, o alguien que le
autorizado general. El hecho de no
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y
Hartford, CT 06543

630.773.3800

Compensation




A SAFE & HEALTHFUL
WORKPLACEBEGINS
WIFH YOU!

POLICY: It is our policy‘to have a safe and healthful workplace. We have imple-
mented an injury and dlness prevention program for your prétection and.the protec-
tion of fellow workets.

GOAL: Ouranain goal 1sito prevent accidents anddllnesses in the workplace.
Employees and membeis of management are expected to follow all requirements of
Federal, state and\local governments to ensure a‘safe environment.

COMMUNICATION: We have made a commitment to provide a safe work-
place and encourage you to make suggestions so that we can maintain a policy
of prevention. If you have any questions, please contact the following persons in
charge of safety at this company.

SAFETY DIRECTOR:/Ronald T. Waxmen

PHONE: 253.630.1111

SAFETY SUPERVISOR:

@SAFELY
MEREINGS

Employees will meet on a regular basis to receive safety training and information
about our company’s safetypolicies and procedures. Attendance at all scheduled
safety training and information meetings is mandatory.



TENNESSEE WORKERS’ COMPENSATION INSURANCE

Employers: The law requires this notice to be conspicuously posted at the employer’s place of business so all
employees have access to it.

WHO IS REQUIRED TO HAVE WORKERS‘(IPENSATIQMURANCE?

All employers with five (5) or more full or part-time employees.

All employers engaged in the mining.and production. of‘coal with one (1) or more employees.

All contractorsin the constructiondndustry:with one (1) or more employees.
To confirm if an employer is subject tothe workers' compensation law and if so to obtain the name of the
workers' compensation insurance company contact:

Ronald T. Waxmen

Name of employeér representative authorized.to provide information on workers' compensation

253.630.1111

Telephone number of emplayer representative to provide information on workers' compensation

1010 N Captain Way, Building 1A-393, Houston, TX 32001

Address of employer representative to provide information on workers' compensation

WHAT SHOULD AN EMPLOYEE DO IF INJURED AT WORK? . R 4

1. Report theinjury to the employer immediately. Employer netification is requi ired.
and 2. Select atreating physician from a panel provided by the employer.
To report.an injury contact:

Ronald T. Waxmen
Name of employer representative to notify in event.of awork related injury
253.630:1111
Telephone number of employer representative to notify:in event of awork related injury
1010'N Captain Way, Building 1A-393, Houston, TX 32001

Address of employer representative to notify in event of awork related injury

WHAT SHOULD AN EMPLOYER DO WHEN AN INJURY IS REPORTED? Uy

1. Immediately complete a First Report of Work Injury, form and send it to the workers compensation
insurance company or the third party administrator to be filed with the Tennessee Dept. of Labor and
Workforce Development, \WWorkers' Compensation Division.

and 2. Offer apanel of physicians.

The employer shall designate a group of three,(3) or more physicians or surgeons not associated together in
practice from which the injured employee shall have the privilege of selecting the.operating surgeon or the
attending physician. If theinjury is a back injury, the panel shall be expanded to four (4), one of whom
must be a dactor of chiropractic. If adoctor of chiropractic is chosen, chiropractor visits may be authorized
for up totwelve (12) visits per back injury. More than twelve (12) visits'to.such doctor of chiropractic
must be specifically approved hy the employer or insurance carrier. The provisions for chiropractic care
shall not'apply to workers' compensation self insurer pools established pursuant to.Section 50-6-405(a)(1).
If the injury requires the treatment of physician or surgeon who practices orthopedic or neuroscience
medicine then the employer may appoint a panel of physicians or surgeons practicing orthopedic or
neuroscience medicine consisting of five (5) physicians, with nomore than four (4) physicians affiliated in
practice together. The employee may select a treating physician.or surgeon from the employer panel.

The Tennessee Department of Labor and Workforce Development, Division of Workers' Compensation,
has staff available to help both employees and employers. For more information contact:

TENNESSEE DEPARTMENT OFLABOR AND WORKFORCE DEVELOPMENT
DIVISION OF WORKERS COMPENSATION
710 JAMES ROBERTSON PARKWAY
NASHVILLE, TENNESSEE 37243
615-532-4812 OR TOLL FREE 1-800-332-2667 OR 1-800-332-2257 (TDD)
www state.tnius/| abor-wf d/wcomp.html

LB-0922 (rev. 08/05)




SEGURO DE ACCIDENTES DE TRABAJO DE TENNESSEE

Empleadores: La ley exige que se ponga este aviso en un lugar del negocio del‘empleador bien visible para que
todos los empleados tengan acceso al mismo.

~QUIENES ESTAN OBLIGADOS A TENER SEGURO DE ACCIDENTES DE TRABAJO?
Todo empleador que tenga cinco (5) o mas de cinco empleados de horario completo o de medio horario. Todo
empleador que se dedique a la explotacién de minas ydaproduccidn de carbén que tengaun (1) empleado o més
de un empleado.
Todo empresario de laindustria de la construccidn que tenga un (1) empleado o mas de un empleado.
Para comprobar si un empleador esta sujeto alaldey deaccidentes detrabajo y si ese fuera el caso, para obtener el
nombre de la compafia de seguro de accidentes de trabajo a contactar:

Ronald T. Waxmen

253.630.1111
Numero deteléfono del representante del empleador
1010 N Captain Way, Building.1A-393, Houston, TX 32001

Direccion del representante del empleador
(el nombre, ladirecciony el nimerode tel éfono del representante del empleador autorizado a dar informacin sobre indemnizacion por
accidentes de trabajo)

.QUE DEBE HACER UN EMPLEADO SI SE LESIONA EN EL TRABAJO?

1. Notificar al empleadar de la lesién inmediatamente. Es obligatorio notificar a empleador.
y 2. Escoger aunmédico que le atienda de lalista que le dé el empleador.
Para notificar unalesion péngase en contacto con:;
Ronald T. Waxmen

253:630.1111
Numero de teléfono del representante del empleador
1010.N Captain Way, Building 1A-393, Houston, TX 32001

Direccion del representante del empleador
(el nombre, 1a direccion y el nimero de teléfono del representante del empleador autorizado a dar.informacién sobre indemnizacion por
accidentes de trabajo)

‘E HACER EL EMPLEADOR CUANDO SE LE NOTIFICA DE UNA LESION? .

Llenar inmediatamente e formulario Primera Notificacion de Accidente de Trabgo y enviarlo a la
compafia de seguro de accidentes de trabajo. 0 a administrador del seguro contra tercera persona para que
lo registre en el Departamento de Trabajo y Desarrollo Laboral de Tennessee, Division de Accidentes de
Trabgjo.
y 2. Ofrecer unalista de médicos.

El empleador debera nombrar, un grupo de tres (3) médicos o cirujanos o0 méas que no estén afiliados ala
misma oficinay de los cuales el empleado lesionado tendra el privilegio de escogerya sea el médico que le
va a atender o-€elrcirujano que le va a operar. Si lalesién es una lesion de la espalda, |a lista aumentara a
cuatro (4), entre los cuales habra un médico quiropréactico. Si ud escoje un médico quiropréctico, las visitas
pueden ser autorizadas hasta doce (12) vezes por la lesion de espalda. Situd require mas de doce (12)
visitas d mismo meédico quiropréctico tendra que tener autorizacion de su justador de seguransa or
empleador. Las provisiones para €l cuidado del quiropréctico no se aplicaran grupos de autoasegurador
establecidas conformeala Seccion 50-6-405 (a) (1). Si esunalesion que requiere que le atienda un médico
0 cirujano que gjerce la medicina ortopédica o de neurociencias, entonces el empleador debera nombrar un
grupo de cinco (5) medicos o cirujanos que egjercen laimedicina ortopedica o de neurociencias de entre los
cuales sblo cuatro (4) pueden estar dfiliados a la misma oficinaxEl empleado puede escoger un médico o
cirujano de lalistadel empleador para que le atienda.

Nombre del representante del empleador

Nombre del representante deldempleador

El Departamento de Trabgjo y Desarrollo Laboral de Tennessee, Division de Accidentes de Trabagjo tiene
trabajadores disponibles para ayudar tanto a empleado como.al empleador. Si necesita més informacion, favor de
ponerse en contacto con:

DEPARTAMENTO DE TRABAJO Y DESARROLLO LABORAL DE TENNESSEE
DIVISION DE ACCIDENTES DE TRABAJO
710 JAMES ROBERTSON PARKWAY
NASHVIkLE, TENNESSEE 37243
615-532-4812 O LLAME.GRATIS AL 1-800-332-2667 O AL 1-800-332-2257 (TDD)
www.state.tn.us/| abor-wfd/wcomp

LB-0922 (rev. 03/06)




NOTICE TO EMPLOYEES CONCERNING
WORKERS’ COMPENSATION IN TEXAS

COVERAGE: | Sample Corporation ] has
workers’ compensation insurance coverage from
[ Global Casualty Company. ] protect'you. in the event of work-

aaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaa

related injury or illness. This coverage is effective from [ _ 40/1/2007a.  ].
Any injuries or illnesses which occur on or after that will be

handled by [ Global €asualty Company . An employee or a

person acting on the employee’s behaif must notify the employer of an injury or illness not
later than the 30th day after‘the date on which the injury‘eccurs or the date the employee
knew or should have'known of an illness, unless the Division determines that good cause
existed for failure tofprovide timely notice. Your-employer is required to provide you with
coverage information, in writing, when you are hired or whenever the. e€mployer becomes,
or ceases to be, covered by workers’ compensation insurance.

EMPLOYEE ASSISTANCE: The Division provides free information about how to file a
workers’ compensation claim. Division staff will explain your. rights and responsibilities
under the Workers’ Compensation Act'and assist in resolving disputessabout a claim. You
can obtain this assistance by contacting your local Divisionsfield office or by calling 1-800-
252-7031.

SAFETY HOTLINE: The/Division has established a 24-hour toll-free telephone number
for reporting unsafe conditions in the workplace that'may violate occupational health

and safety laws. Employers are‘prohibited by law from suspending, terminating, or
discriminating against any employee because he or.she in good faith reports an alleged
occupational health or safety violation. Contact'Health and Safety at 1-800-452-9595.

Notice 6 (Rev. 10/05) TEXAS DEPARTMENT OF INSURANCE, DIVISION OF WORKERS’ COMPENSATION Rule 110.101



AVISO A EMPLEADOS SOBRE COMPENSACION
PARA TRABAJADORES EN TEXAS

COBERTURA: | Sample Corporation ]
tiene cobertura de seguros de compensacion para trabajadores,con
[ Global Casualty Company ] para protegerio en caso de una

lesidn o enfermedad relacionada con suitrabajo. Esta cobértura estéyvigente desde el
[ 10/1/2007 ]. Cualquierlesion o.enfermedad, que ocurra en‘o a partir de esta fecha
sera manejada por | Global Casualty Company ]. El empleado

o la persona que lo representadebe notificar al empleador.cuando el empleado sufre
una lesion o enfermedad en‘el'trabajo a no masdardar de treinta (30) dias desc,fués de
que ocurrio la lesién'o en la fecha en la que el@mpleado se enter6 o deberia de haberse
enterado de la enfermedad, al menos que lasDivision determine que existe un buen
motivo para que no se haya notificado al empleador dentro del tiemposefnalado. Su
empleador esta obligado a proporcionarle informacion acerca de la cobertura de seguro
de compensacion, por escrito cuando usted es, contratado o cuando suempleador
adquiere o deje de tener cobertura de seguro de compensacion para trabajadores.

ASISTENCIA AL EMPLEADO:La Division le proporcionasinformacion gratuita sobre
como someter un reclamo de compensacion para trabajadores. Elpersonal de la Division le
explicara cuales son sus derechos y.responsabilidades bajo.la Ley:de Compensacion para
Trabajadores de Texas y le_asistira para resolver disputas relacionadas con su reclamo.
Usted puede obtener este tipo.de asistencia comunieandose con la oficina local de la

Division al teléfono 1-800-252-7031.

LINEA PARA REPORTAR CONDICIONES INSEGURAS: La Division ha establecido
una linea gratuita telefonica que esta en servicio,las 24 heras del dia, para reportar
condiciones inseguras en el lugar de trabajo que pudiesen violar las leyes ocupacionales
de salud y seguridad. La ley prohibe que los empleadores suspendan, despidan o
discriminen al empleado o empleada porque el o'ella, de buena fe reporta una alegada

violacidn ocupacional de salud o seguridad. Comuniquese con la Seccidén de Seguridad y
Salud al teléfono 1-800-452-9595.

Notice 6S Rev. 10/06 TEXAS DEPARTMENT OF INSURANCE Rule 110.101




REQUIRED WORKERS" COMPENSATION
COVERAGE

The law requires that each person working on.this site or providing services
related to this construction project must be covered by workers’ compensation
Insurance. This includes persons providing,<hauling, or delivering equipment or
materials, or providing labor or transportation or other services related to the
project, regardless of.the identity of their employer or status as an.employee.

Call the Division of Workers’ Compensation at 512-804-4345<to receive
iInformation on the legal reguirement for coverage, .to. verify ‘whether your
employer has provided the required coverage, or to report an employer’s failure
to provide coverage.

NOTICE 8 (REV. 10/05) TEXAS DEPARTMENT OF INSURANCE, DIVISION OF WORKERS’' COMPENSATION RULE 110.110



COBERTURA REQUERIDA DE COMPENSACION
PARAJIRABAJADORES

La ley requiere que cada persona que trabaja en.este lugar 0 que proporciona
servicios relacionades con._este proyecto de construccion debe estar cubierta
por un seguro de compensacion para trabajadores. Esto incluye a personas
que proporcionan, transportan, o entregan. equipo o0 materiales, o que
proporcionan /mano de obra, u otros servicios relacionados con este proyecto,
sin importar la‘identidad del empleador o el estado como empleado.

Comuniquese con la Division de Compensacion para Trabajadores<al teléfono
512-804-4345 para recibir informacion referente a los requerimientos legales de
cobertura, para verificar si 'su empleador ha proporcionado |la cobertura
requerida, o para reportar-aun empleador que no proporciona cobertura.

AVISO 8 (REV. 1/06) DEPARTAMENTO DE SEGUROS DE TEXAS, DIVISION DE COMPENSACION PARA TRABAJADORES REGLAMENTO 110.110



TEXAS DEPARTMENT OF INSURANCE
DIVISION OF WORKERS' COMPENSATION
NOTICE REGARDING CERTAIN WORK-RELATED.COMMUNICABLE
DISEASES AND ELIGIBILITY FORWORKERS'
COMPENSATION BENEFITS

TO: Law Enforcement Officers, Fire Fighters, Emergency Medical Service
Employees, Paramedics,and Correctional Officers -

IN ORDER TO QUALIFY.FOR WORKERS' COMPENSATION BENEFITS, AN
EMPLOYEE WHO CLAIMS A POSSIBLE WORK-RELATED EXPOSURE TO A
REPORTABLE DISEASE, INCLUDING HIV INFECTION, MUST BE, TESTED
FOR THE DISEASE NOT LATER THAN THE 10TH DAY AFTER THE
EXPOSURE AND., MUST PROVIDE THEIR EMPLOYER WITH
DOCUMENTATION'OF THE TEST AND A SWORN AFFIDAVIT OF THE DATE
AND CIRCUMSTANCES OF THE EXPOSURE." THE TEST RESULT MUST
INDICATE THE ABSENCE OF THE DISEASE. THE EMPLOYEE IS NOT
REQUIRED TO PAY FOR THE TEST.

Reportable diseases are those communicable diseases and health conditions required
to be reported to the Texas Department of Health. "Exposure criteria and testing
protocol must conform to Texas Department of Health requirements.

TO: All State Employees -

IN ORDER TO QUALIFY FOR WORKERS' COMPENSATION BENEFITS, A
STATE EMPLOYEE WHO CLAIMS A POSSIBLE “WORK-RELATED
EXPOSURE TO,_HUMAN' IMMUNODEFICIENCY VIRUS (HIV) INFECTION,
MUST BE TESTED FOR HIV WITHIN 10 DAYS AFTER THE EXPOSURE AND
MUST PROVIDETHEIR EMPLOYER WITH DOCUMENTATION OF THE TEST
AND A WRITTEN STATEMENT OF THE DATE.AND CIRCUMSTANCES OF
THE EXPOSUREw-THE TEST RESULT MUST INDICATE THE ABSENCE OF
HIV INFECTION.""THE EMPLOYEE IS/NOT REQUIRED TO PAY FOR THE
TEST.

FOR ADDITIONAL INFORMATION: TALK TO YOUR EMPLOYER OR CALL THE
TEXAS DEPARTMENT OF INSURANCE, “ DIVISION OF WORKERS'
COMPENSATION AT 1-800-372-7713. ALSO, CONTACT THE TEXAS
DEPARTMENT OF HEALTH (TDH) TO ENSURE FULL COMPLIANCE WITH THE
HEALTH AND SAFETY CODE AND TDH'RULES.

Notice 9 (10/05) TEXAS DEPARTMENT OF INSURANCE, DIVISION OF WORKERS' COMPENSATION Rule 110.108



DEPARTAMENTO DE SEGUROS DE TEXAS,
DIVISION DE COMPENSACION PARA TRABAJADORES

AVISO REFERENTE A CIERTAS ENFERMEDADES CONTAGIOQSAS RELACIONADAS CON
EL TRABAJO Y LA ELEGIBILIDAD PARA OBTENER BENEFICIOS/DE COMPENSACION
PARA TRABAJADORES

PARA: Policias, Bomberos, Empleados del Servicio de Ambulancia
Paramédicos, y Oficiales del Departamento de Correccionales -

PARA PODER CALIFICAR PARA RECIBIR BENEFICIOS DE COMPENSACION
PARA TRABAJADORES, EL EMPLEADO QUE RECLAMA QUE POSIBLEMENTE
FUE EXPUESTO A UNA ENFERMEDAD QUE DEBE SER REPORTADA,
INCLUYENDO INFECCION DEL.VIRUS DEL VIH, DEBERA SER_EXAMINADO A
NO MAS TARDAR.DEL 10° DIA DESPUES DE QUE HAYA SIDO EXPUESTQ"Y
DEBERA PROPQORCIONAR AL EMPLEADOR DOCUMENTACION DEL EXAMEN
Y UNA COPIA NOTARIADA CON LA FECHA Y CIRCUNSTANCIAS DE LA
CAUSA POR LA CUAL FUE EXPUESTO. EL RESULTADO DEL EXAMEN DEBE
INDICARLA AUSENCIA DE LA ENFERMEDAD. NO ES REQUERIDO QUE EL
EMPLEADO PAGUE POR EL EXAMEN.

Las enfermedades reportadas son todas las enfermedades contagiosas'y condiciones de salud
gue requierenrser reportadas a la Comision de Salud y Servicios Humanos de Texas (H&HSC,
por susssiglas en inglés). El criterio para estar expuesto y el protocolo del examen debe cumplir
los requisitos del H&HSC.

PARA: Todos los Empleados Estatales

PARA PODER CALIFICAR PARA BENEFICIOS DE COMPENSACION PARA
TRABAJADORES, EL¢ EMPLEADO  ESTATAL QUE RECEAMA QUE
POSIBLEMENTE HA SIDO EXPUESTO AL VIRUS DE INMUNODEFICIENCIA
HUMANA (VIH) Y QUE ESTA’RELACIONADO CON EN TRABAJO, DEBERA
HACERSE UNA<PRUEBA DEL VIH DENTRO DE 10 DIAS‘DESPUES DE QUE
FUE EXPUESTO Y. DEBERA PROPORCIONAR AL / EMPLEADOR
DOCUMENTACION DEL EXAMEN Y UNA DECLARACION POR ESCRITO CON
LA FECHA Y 'CIRCUNSTANCIA DE LA CAUSA POR LA CUAL FUE EXPUESTO.
EL RESULTADO< DE LA PRUEBA DEBE INDICAR LA AUSENCIA DE
INFECCION DEL VIH. NO ES REQUERIDO QUE EL EMPLEADO PAGUE POR
EL EXAMEN.

PARA MAYOR INFORMACION: HABLE CON'SU EMPLEADOR O LLAME AL
DEPARTAMENTO DE SEGUROS DE TEXAS, DIVISION DE COMPENSACION PARA
TRABAJADORES AL 1-800-372- 7713. TAMBIEN, COMUNIQUESE CON LA COMISION DE
SALUD Y SERVICIOS HUMANOS PARA ASEGURARSE QUE LOS REQUISITOS DE LAS
REGLAS DE SALUD Y SEGURIDAD DEL H&HSC HAN SIDO CUMPLIDOS.

Notice 9S 10/06 TEXAS DEPARTMENT OF INSURANCE Rule110.108



NOTICE TO EMPLOYEES CONCERNING
WORKERS' COMPENSATION IN TEXAS

COVERAGE: ( Sample Corporation )Y haselected not to

Name of Employer

obtain workers’ compensation insurance coverage. As an employee of a non-
covered employer, you are not eligible to receive workers’ compensation benefits
under the Texas<Waorkers’ Compensation Act. . However, a non-covered
employer can and may provide other benefits_ tosinjured.€employees. You should
contact your__employer regarding the <availability of other benefits or
compensation for.a work-related injury or illness. In addition, you may have rights
under the common law of Texas should you suffer an on the job injury or illness.
Your employer.is‘required to provide you with coverage information, 4n writing,
when you are hired or whenever the employer becomes, or ceases<to be,
covered by workers' compensation insurance.

SAFETY HOTLINE: The Division has established a 24 hour toll<free telephone
number for reporting .unsafe conditions in the workplace that may violate
occupational health /and.safety laws. Employers® areprohibited by law from
suspending, terminating, or discriminating against.any employee because he or
she in good faith reportstan alleged occupational, health or safety violation.
Contact Workers' Health & Safety at 1-800-452-9595.

Notice 5 (Rev. 10/05) TEXAS DEPARTMENT OF INSURANCE, DIVISION OF WORKERS' COMPENSATION Rule 110.101



AVISO A EMPLEADOS SOBRE COMPENSACION

PARA TRABAJADORES EN TEXAS
COBERTURA: [ Sampi€ Corpotation | ha elegido no

Nombre del Empleador

obtener cobertura de compensacion para trabajadores. Coemo empleado de un
empleador que ha elegido no‘obtener seguro de compensacion para trabajadores
usted no es elegible para recibir beneficios de compensacion. bajo la Ley de
Compensacion para Trabajadores de Texas. Sin embargoe, un empleador sin
cobertura puede y debe proparcionar otros beneficios a los empleados lesionados.
Usted debe comunicarse con.su empleador para. obtener informacion acerca de la
disponibilidad de otros beneficios o compensacion por una lesion o enfermedad
relacionada con el trabajo. Ademas, usted puede tener derechos bajo la ley de
“Derecho Comun” de Texas, si usted ha sufrido una lesion o enfermedad relacionada
con su trabajo. Es.requerido que su empleador le proporcione informacion acerca de
la cobertura, por-escrito, cuando es contratado o cuando su empleador obtiene o
deja de tener cobertura de seguros de compensacion para trabajadores:

LINEA DIRECTA PARA REPORTAR CONDICIONES INSEGURAS: La Division ha
establecido una linea telefonica gratuita las 24 horas, para reportar condiciones
Inseguras en el lugar de/drabajo.que pudiesen violar las leyes ocupacionales de salud
y seguridad. La ley prohibe que los empleadoressuspendan, despidan o discriminen
contra un empleado o empleada porque €l o ella, de buena fe, reporta una presunta
violacion ocupacional de salud o seguridad. »Comuniquese con la Seccion de
Seguridad y Salud al teléfono 1-800-452-9595.

Aviso 5S (Rev. 2/06) DEPARTAMENTO DE SEGUROS DE TEXAS, DIVISION DE COMPENSACION PARA TRABAJADORES Reglamento 110.101



NOTICE
THAT

Employer: Sample Corporation

has complied with the provisions of the Workers’ Compensation Act, Title §34A-2-101,,Utah Code Annotated, 1997 (as amended),
and the rules of the Labor Commission, and has insured the liability to pay the compensation and other benefits provided by said Act

by insuring with Insurance Carrier: Global Casualty Company

Policy Number: WCAI| 571971

Address for the above insurance carrier is 888 Asvlum Street Hartford, CT 06543

Telephone number is 800-555-1212

DEATH CASES.

HOW TO REPORT AN ACCIDENT
1. Report the injury - no matter how slight - to your boss
immediately. (You may lose your rights if your injury is
not reported promptly.)

2. Ask your employer to fill out the employer’s first
report of injury form. A copy of this report is to be given
to you and copies are to be sent to the insurance company
within seven (7)days.of the accident.

3. If your employer has a first-aid room or company
designated doctor, go there promptly for treatment. If
not, go to a.doctor of your choice.

WORKERS’ COMPENSATION
IS INSURANCE WHICH PROTECTS YOU DURING WORK. IF YOU HAVE AN ON-THE-JOB INJURY OR
OCCUPATIONAL DISEASE, IT WILL PAY FOR: HOSPITAL AND MEDICAL BILLS * TIME LOST FROM
WORK * PERMANENT LOSS OF BODY FUNCTION * PROSTHETIC DEVICES *BURIAL BENEFITS IN

HOW TO START COMPENSATION
1. Ask youremployer which insurance company pays
workers’ compensation for your company.

2. _Askwyour doctor to.send a medical report to that
inSurance company.

3. Askdyour employer to send a report of the accident
to that insurance company.

4. Call the insurance company and ask them to'start
your workers’ compensation benefits. The insurance
company will require the doctor’s report,&mployer’s

report, and may ask you to fill out a request for
compensation

REHABILITATION
IF YOU CANNOT RETURN TO WORK, YOU
MAY BE ELIGIBLE FOR A REHABILITATION
PROGRAM — CALL YOUR INSURANCE
CARRIER AS LISTED'ABOVE.

4. Tell the doctor HOW, WHEN and WHERE the accident
happened. The doctor will fill out a medical report form.
Copies of the report are to be sent within seven (7) days

of your visit to (1) the insurance company, (2) the Labor
Commission and (3) you, the employee.

FRAUD
“For your protection, Utah Law requires the following to appear on this form, any person who knowingly presents false or
fraudulent underwriting information, files or causes to be filed a false or fraudulent claim for disability compensation or medical
benefits, or submits a false or fraudulent report or billing for health care fees or‘other professional services is guilty of a crime and
may be subject to fines and confinement in state prison.”

STATE OF UTAH

o

Ly
LABOR COMMISSION
160 EAST 300 SOUTH, PO BOX'146610, SALT.LAKE CITY, UT 84114-6610
(801)530-6800 — (800)530-5090 —(801)530-7685 TDD

If you want an Employee’s Guide to Workers’ Compensation or have questions, call the Labor Commission at
the above listed numbers.

NOTE: This notice must be posted and kept continuously in a public and conspicuous place in the office, shop
or place of business of the employer as per §34A-2-204, Utah Code Annotated, 1997.




NOTE QUE
La empresa: _Sample Corporation

Ha cumplido con las provisiones del Acta de Compensacion al Trabajador, Titulo §34A=2-101, en el libro de Cdodigo de Utah anotado
en 1997, y las reglas de la Comision de Labor (Labor Commission), y ha asegurado.tener la responsabilidad de pagar compensacion y
otros beneficios preve idos por el Acta ya mencionada al tener cobertura con.

Compaiiia de Seguros: Global Casualty Company No. de Péliza: WCAI 571971
Direccion de la compaiiia de seguros: 888 Asylum Streets Hartford, CT.06543
Numero de teléfono: 800-555-1212

COMPENSACION AL TRABAJADOR

ES EL SEGURO EL CUAL LE PROTEGE DURANTE EL TRABAJO. SI TIENE UN ACCIDENTE EN
EL TRABAJO O UNA ENFERMEDAD GENERADA A CAUSA DE SU TRABAJO, SU SEGURO
PAGARA POR: HOSPITAL Y GASTOS MEDICOS » INCAPACIDAD « PERDIDA PERMANENTE DE
UNA FUNCION DE SU CUERPO « PROTESIS'* GASTOS DEL FUNERAL EN CASQO DE MUERTE.

COMO REPORTAR UN ACCIDENTE

. Reporte la herida - no importa que, tan leve sea - a su
supervisor inmediatamente. (Pierdensus derechos si
no reporte su accidente,entre 180 dias, después del
incidente.)

. Pida a su supervisor.que llene la forma del primer
reporte.de accidente. Una copia de este reporte es para
usted y las demas' copias deben ser enviadas a La
Comision.de Labor y a la compaiia de seguro dentro
de losprimeros siete (7) dias del accidente.

. Sien su trabajo hay un cuarto de primeros auxilios o un
doctor de larcompaiiia, vaya alld inmediatamentepara
obtenér tratamiento, Si no, vaya al doctor/de su
preferencia.

. Digale al doctor COMO, CUANDO Y DONDE

COMO EMPEZAR LA COMPENSACION

. Pregunte a su supervisor cual es la compaiiia de

seguros quespaga Compensacion al Trabajador de su
trabajo.

. Pidaraysu doctor quemande un reporte médico a esa

compaiiia de seguros.

. Pida /a su supervisor que mande un reporte del

accidente a esa compaiiia de seguros.

. Llame 'a la compaiiia de seguros y pidales que

empiecen sus beneficios de compensacion aldrabajador.
La compailia de seguros requerira el repofte del doctor,
el reporte de su trabajo, y le pedira quellene una‘forma
para obtener compensacion.

REHABILITACION

ocurri6 el accidente. El doctor llenara una forma de
reporte médico. Copias de esel reporte deben_ se
enviadas dentro de siete (7) dias de su visita a (1) la
compaiiia de seguros, (2) La Comision de/Labor y
(3) usted, el empleado.

SI NO PUEDE REGRESAR A SU TRABAJO, USTED
PUEDE CALIFICAR PARA UN, PROGRAMA DE
REHABILITACION -sAME A LAN\COMPANIA DE
SEGUROS MENCIONADA ARRIBA.

FRAUDE

“Para su proteccion, la ley de Utah requiere lo siguiente que aparezca en esta’ forma, cualquier persona que intensionalment
presente informacion falsa o fraudulenta, que abra o cause que sea abierto un caso fraudulento de disabilidad o beneficios médicos,
o que entregue un reporte fraudulénto'de facturas de gastos médicos u otros servicios profesionales es culpable de crimen y puede
ser sujeto a multas y encerrado en la prision del Estado.”

ESTADO DE UTAH

COMISION DE LABOR
160 EAST 300 SOUTH « P.O. BOX 146610 * SALT LAKE CITY, UT 84114-6610
(801) 530-6800  (800) 530-5090 « (801) 530-7685 TDD (aparato telefonico para personas con problemas de sordera y mudez)

Si desea una Guia del Empleado para Compensacion al Trabajador o si tiene preguntas, llame a la Comision de
Labor a los nimeros mencionados arriba.

NOTA: Estainformacion debe ser publicada’y permanecer continuamente colocada en un lugar publico ya sea en la oficina,
taller, o lugar de negocio de la empresa de acuerdo con el Articulo §34A-2-204, en el libro de Cédigo de Utah anotado en 1997.




Form VWC1

WORKERS'
COMPENSATION NOTICE

The employees of this business are covered by the Virginia Workers' Compensation Act. In case of injury by accident or
notice of an occupational disease:

THE EMPLOYEE SHOULD:

1. Immediately give notice t0 the employer, in writing, of the injury or occupational disease and the date of
accident or notice of the oceupational disease.

2. Promptly give to the employer and to the Virginia Workers' Compensation Commission notice of any
claim for compensation for the period of disability beyond the seventh day after the accidents In case of fatal
injuries, notice‘'must be:given by one or more dependents of the deceased or by a person in their behalf.

3. In case of failure torreach an agreement with the employer in regard to compensation under the act, file
application with the ' Commission for a hearing within twosyearsof the datesof accidental injury or first
communicationvof the diagnosis of an occupational disease.

4. If medical treatment is anticipated for more than two years from the date of the accident and no award has
been entered, the employee should file a claim with the Commission within two years from the date of the
accident.

NOTE: The employer's report of accident is not the filing of a claim for the employee. The veoluntary
payment of wages or compensation during disability; . or of medical expenses, does not affect'the running of
the time limitation for filing claims{ An award based on a voluntary agreement must be entered or a claim
filed within two years; one year in death cases.

THE EMPLOYER SHOULD:

1. At the time of the accident, give.the employee the names of at least three physicians from, which the
employee may select the treating physician:

2. Report the injury to the' Commission through your carrier or direétly to the Commission.

3. Accurately.determine the employee's average weekly wage, including overtime, meals, uniforms, etc.

Questions may be answered by contacting the Commission. A booklet explaining, the Workers' Compensation Act is
available without cost from:

THE VIRGINIA WORKERS' COMPENSATION COMMISSION
1000.DMV Drive
Richmond, Virginia 23220

1-877-664<2566
vwe.state.va.us

Every employer within the operation of the"Virginia Workers' Compensation Act MUST POST THIS NOTICE IN A
CONSPICUOUS PLACE in his place of business.



NOTICIA SOBRE
COMPENSACION LABORAL

Los empleados de ésta empresa estan cubiertos por la Ley de Compensacion Para Los Trabajadores de
Virginia (Virginia Workers” Compesation Act). Enaso de lesion por accidente o aviso de una enfermedad
ocupacional:

EL EMPLEADO DEBE:

1. Dar aviso inmediato, por escrito, al empleador sobre lesiones o enfermedad ocupacional y
dar la fecha del accidente o‘del aviso de la enfermedad ocupacional.

2. Dar aviso inmediato al empleadory a “Virginia Workers’ Compensation Commission” de
cualquier reclamo por compensacion por periodos de incapacidad de mas de siéte dias despues del
accidente. En caso de lesiones fatales, el aviso debe ser dado por uno o mas‘de los dependientes o
herederos delddifunto o las personasique los representan.

3. Presentar una solicitud a la Comision para una audencia dentro de dos afios de la fecha de la
lesion por accidente or de la primera comunicacion del diagngstico de enfermedad ocupacional, si
no llega a'un acuerdo con el empleador en relacion al pago de compensacion bajo laiLey.

4. Presentar una solicitud a la Comision dentro de los«dos afios de la fecha del accidente, si
el tratamiento médico es anticipado por mas de dos afios de'la fecha del accidente y el
empleado no ha récibido una orden de la Comision.

NOTA: El reporte de accidente del empleador ng'es la presentacion del reclamo del empleado. El pago
voluntario sueldos o compensacion durante la incapacidad o de los gastos medicos, no afecta el transcurso
de larlimitacion del tiempo para presentar reelamos.. La Comision debe de dar una orden cubriendo
acuerdos voluntarios y si no, una reclamacion debe de ser presentada por el empleado dentro de los.dos
anos del accidente; un afio en caso de fallecimiento.

EL EMPLEADOR DEBE:

1. Al momento del accidente, dar al empleado los nombres de por lo menos tres médicos, de los
cuales el empleado puede escoger un médico para su tratamiento.

2. Reportar las'lesiones a la Comision a traves de su representate o directamente a la Comision.

3. Determinar exactamente el salario semanal del empleado, incluyendo sobretiempo, comidas,
uniformes; etc.

Preguntas pueden set contestadas llamando a la Comision. Un folleto explicando.la Ley de Compensacion
Para Los Trabajadores esta disponible sin costo de:

THE VIRGINIA WORKERS’ COMPENSATION COMMISSION
1000 DMV Drive
Richmond; VA 23220
1-877-664-2566
vwc.state.va.us

Cada empleador dentro de la operacion de,la Ley de Compensacion Para Trabajadores en Virginia,
DEBE DE EXPONER ESTE AVISO EN UN LUGAR VISIBLE, en la empresa o lugar de negocios.



NOTICE TO EMPLOYEE

IN THE EVENT A»DIAGNOSIS OF COAL«s MINERS' PNEUMOCONIOSIS
(INCLUDING/BLACK LUNG, SILICOSIS, PNEUMOCONIOSIS, COAL WORKERS'
PNEUMOCONIOSIS, ROCK DUST, DUST, BUST ON YOUR LUNGS OR TERMS
OF SIMILAR MEANING) IS COMMUNICATED TO YOU, YOU MAY HAVE A
WORKERS'"COMPENSATION CLAIM.HOWEVER, SUCH CLAIM MAY BE LOST
IFYOU DO NOT FILE IT WITH THE VIRGINIA ' WORKERS' COMPENSATION
COMMISSION WITHIN THE TIME LIMIT PROVIDED BY LAW. YOU MAY FIND
OUT WHAT TIME LIMIT APPLIES:TO YOUR CLAIM BY CONTACTING' THE
WORKERS' COMPENSATION ' COMMISSION. THE FACT THAT YOU ARE TOLD
THAT YOU HAVE COAL MINERS. PNEUMOCONIOSIS WHICH HAS NOT
REACHED THE COMPENSABLE LEVEL UNDER THE GUIDELINES OF THE
WORKERS' COMPENSATION COMMISSION OR THAT YOU ARE STILL ABLE
TO WORK OR ARE WORKING DOESINOT STOP THE TIME FROM RUNNING_OR
OTHERWISE RELIEVE YOU.OF YOUR DUTY TO FILE YOUR CLAIM WITH THE
WORKERS' COMPENSATION COMMISSION.

Virginia Workers’ Compensation Commission
1000 DMV Drive
Richmond VA 23220
1-(877)-664-2566

Form VWC-1B
(rev. 3/16/06)



7~ VERMONT

DEPARTMENT OF LABOR

Employer’s Liability and Workers’ Compensation

NOTICETO EMPLOYEES

This employer, Sample Cerporation , has complied
with the provisions of Title 21 of the Vermont Statutes, Annotated §687, by
obtaining Workers’ Compensation Insurance coverage through:

Global Casualty Company
(Insurance Carrier)

Workers’ Compensation benefits for lost time, medical expenses, disability or
deathdecause of a work-related injury are‘available through the above named
company:

* An.injured employee MUST immediately notify his/her employer of
aninjury.

e The employer MUST file an Employee Claim and Employer’s First Report
of Injury (Form 1) with the Vermont Department of Labor within 72 hours
of the notice of an injury that requires medical attention or results in time
lost from work._The employer must also provide a‘'copy of the Form 1 to
the injured worker and'to the insurance carrier.

* If the employer fails to file a First Report, an employee may file a
Notice of Injury@and Claim for Compensation (Form 5) with the Vermont
Department of Labor within six months of the date of injury.

* Information concerning injured worker rights and benefits is
available on the department’s Workers’ Compensation website at
http://www.labor.vermont.gov or by calling (802) 828-2286.

Equal Opportunity is the Law

The State of Vermont is an Equal Opportunity/Affirmative’Action Employer. Applications from women, individuals with disabilities, and
people from diverse cultural backgrounds are encouraged. Auxiliary aids and services are available upon request to individuals with
disabilities. 711 (TTY/Relay Service) or 802-828-4203 TDD (Vermont Department of Labor).

WC-10 (12/05)



7~ YVERMONT

DEPARTMENT OF LABOR

Employer’s Reinstatement Liability

This notice is informational and requiredwnder the law:

Employer and employee are hereby advised of the existence and significant provisions of 21
VSA §643B.

This law provides that an employer whe regularly employees ten or more people, may have
an obligation to rehire a worker who has suffered a work related injury provided that the
following conditions are met:

1. The warker.recovers from the injury within two (2) years; and

2. The warker keeps the employer informed ofthis or herinterest in
reinstatement and his or her current address; and

3. The worker had an expectation of continuing work had the injury
not occurred; and

4. “The worker is physically capable or,performing either his or her
prior job, if available, or an alternative suitable position.

Reinstatement must be with all benéfits earned up to the date of injury, including both, seniority
and accrued leave time. Obviously, such benefits need not accrue during the period of actual
disability.

Please note that the right terreinstatement applies only to theirst available suitable job.
Thus, the employer is'not obligated either to create an “exira” position for a returning worker
or to lay-off a currentemployee in order to comply with this law.

Should you have questions regarding the above, please.contactthe Vermont Department of
Labor, Workers’ Compensation Division at 802-828-2286 or our, website:
www.labor.vermont.gov.

Equal Opportunity is the Law

The State of Vermont is an Equal Opportunity/Affirmative Action‘Employer. Applications from women, individuals with
disabilities, and people from diverse cultural backgrounds‘are encouraged. Aucxiliary aids and services are available upon
request to individuals with disabilities. 711(TTY/Relay Service) or 802-828-4203 TDD (Vermont Department of Labor).

Interpretative services are available for limited English proficiency customers. For more information please visit:
http://www.dol.gov/oasam/programs/crc/ISpeakCards pdf

WC-9 (10/06)



Your employer is insured through the
Department of Labor and Industries’ workers’
compensation program. If you are injured on the
job or develop an occupational disease, you are
entitled to workers' compensation benefits.

Benefits include:

Medical care. Medical expenses arising from
your workplace injury or disease,will be paid by the
workers' compensation benefits program.

Disability income. If your injury oroccupational
disease prevents you.from workingy you may be
eligible for benefits to partially replace your wages.

NOTICE TO
EMPLOYEES

If a job injury occurs...

Vocational assistance. Under certain conditions,
you may be eligible for help in returning to work.

Partial disability benefits. You may be eligible
for a monetary award to compensate for the loss of
body functions.

Pensions. Injuries thatpermanently keep.you
from returning to work may qualify you for a
disability pension.

Death benefits for survivors. If a worker
dies, the survivingspouse and/or dependents may
receive a pension.

What you should do...

Report your injury. If you are injured, no
matter how minor the injury seems, contact the
persomlisted to the right.

Get medical care. You have the right to'go to any
doctor qualified to treat your injury. Qualified
doctors include: medical, osteopathic, chiropractic;
naturopathic and podiatric physicians, dentists,
optometrists and opthalmologists. Medical bills that
arise from a workplace injury or occupational disease
will be paid by the workers' compensation program.

Tell your doctor that your injury or
condition is work-related. Your doctor will
complete a Report of Industrial Injury or
Occupational Disease form and send it in. This is the
first step in filing your industrial insurance claim.

File your claim within set time frames. For an
on-the-job injury, you must file a claim and Labor
and Industries must receive it within one

year after the date the injury occurred. For an
occupational disease, you must file a claim and
Labor and Industries must receive it within two years
following the date you are advised by a doctordn
writing that your condition is work-related.

Department of

LABOR AND

www.LNl.wa.gov

Report your injury to:

Ronald T. Waxmen
(Your employer fills in this space.)

Helpful phone numbers:
911

Ambulance

911

Police

911

Fire

IMPORTANT:

Every worker is entitled to workers’
compensation benefits. You cannot be
penalized or discriminated against for
filing a claim. For more information,
call toll-free 800-547-8367. TDD users,
please call 360-902-5797.

F242-191-909 [English, 09/2003]




AVISO A LOS
EMPLEADOS

Si ocurre una lesion‘en elftrabajo...

Su empleador estd asegurado a través del segurodndustrial,  Asistencia vocacional. Bajo ciertas condiciones, Ud.
del Departamento de Labor e Industrias. Si usted sufreuna | podria ser elegible para recibir ayuda para regresar a
lesion en el trabajo, o desarrolla una enferniedad trabajar.

ocupacional, tiene derecho a recibir beneficios del
programa de compensacion para trabajadores.

Beneficios de incapacidad parcial. Usted
podria recibir una concesion monetaria como

Los beneficios incluyen: compensacion por la pérdida.de funciones corporales.
Atencion médica. Los gastos médicos Pensiones. Si la lesionfo le permite regresar

que surjan por la lesién‘ocurrida en el trabajo permanentemente al trabajo, usted podria calificar para
seran pagados por el programa de beneficios del una pension por incapacidad.

programa de compensacion paratrabajadores. Beneficios para los sobrevivientes. Si un
Ingresos por incapacidad. Si nopuede trabajar trabajador fallece, el cényuge sobrevwlente y/o los
como resultado de su lesion.o enfermedad dependientes podrian recibir una pension.

ocupacional, podria ser elegible para beneficios de
reembolso parcial de su salario normal.

Lo _que Ud. debe de hacer...
Reporte su lesion. Si se lesiona, atin cuando la
lesi6n parece ser minima, pongase en contacto con la Reporte su lesion a:

persona indicada a la derecha.

Obtenga atencién médica. Tiene derécho a Ronald T. Waxmen
consultar con el médico de su eleccion calificado para
atender su lesion. Médicos calificados incluyen:
medicinales, ostedpatas, quiropracticos;médicos de P < ]
naturopatia y podiatria, dentistas, optometristas y Numeros de teléfonos:
oftalmoélogos. Las facturas médicas relacionadas con 911

la lesion del trabajo o con la enfermedad ocupacional,

(El empleador llena este espacio)

seran pagadas por el programa de compénsacion para  Ambulancia

trabajadores. 911

Di YT y p Policia
igale a su médico que la lesion esta

relacionada con el trabajo. El médico 911

completara el formulario /nforme de Lesion Bomberos

Industrial o Enfermedad Qcupacional* y €l nos lo
enviara. Este es el primer paso para registrar su
reclamo del seguro industrial.

Registre su reclamo a tiempo. Para lesiones en el IMP O RTANTE:
trabajo, tiene que registrar su reclamo y el ) _ o .
Departamento de Labor e Industrias tiene que recibitlo Cada trabajadortiene derecho a recibir beneficios del
dentro de un afio a partir de la fecha que la lesion programa de compensacion para trabajadores. Ud.
ocurrio. Para uila enfeﬂ?%dad OCUP30101:131f1%n3 que no puede ser penalizado ni puede ser discriminado
reg1strqr sureclamoy el L epartamento de La or~e por haber registrado un reclamo.

Industrias tiene que recibirlo dentro de los dos afios C. L , .
siguientes@la fecha que Para mas informacion, llame a la linea gratuita
su medico le aviso por 800-547-8367. Las personas con problemas de
escrito que.su condicion audicion (TDD), pueden llamar al 360-902-5797.
estd relacionada con su
trabajo.

Department of

LABOR AND

www.LNl.wa.gov

* Report of Industrial Injury or Occupational Disease

F242-191-909 [Spanish - Espariol, 09/2003]



NOTICE TO EMPLOYEES

Your employer is self-insured. Yoware€ntitled to all of

the benefits required by the State of Washington’s industrial
insurance laws. These benefits include medical treatment and
partial wage replacement if your work-related injury or illness
requires you to miss work. Compliance with these laws is
regulated by the Department of Labor and Industries.

Toreport an injury.:

If you should become injuredéonithe job,or develop an

occupational disease, immediately report your injury or.
condition to the person designated below:

Name: Ronald'T. Waxmen

Phone:_ 253.630.1111

Employers are required by law to post this notice (Revised Code of Washington 51.14.100).

Self-Insurance Section

Department of Labor and Industries
PO Box 44890

Olympia, WA 98504-4890

F207-037-000 [08/2002] Also available in Spanish. Request F207-037-999.




AVISO PARA EMPLEADOS

Su empleador esta autoasegurado (indica que utilizan su propio seguro
Industrial). Usted tiene derecho a:todaes los beneficios requeridos

por las leyes del sequro industrial del estado de Washington. Estos
beneficios incluyen tratamiento médico y reemplazo parcial de su
salario si no puede trabajar cemo resultado de su lesion de‘trabajo o
enfermedad ocupacional. ‘\EI'cumplimiento de estas leyes estd requlado
por el Departamento de Labor e Industrias.

Parasreportar unalesion...

Stsufre una lesion en el trabajo 0 se.le presenta una
enfermedad ocupacional,seportelo inmediatamente a
la persona indicada abajo:

Nombre: Ronald T. Waxmen

Telefono’ 553 630.1111

Por ley, los empleadores tienen que exhibir este aviso (Revised Code of Washington 51.14.100).

Self-Insurance Section

Department of Labor and Industries
PO Box 44890

Olympia, WA 98504-4890

F207-037-999 [01-2006] - Departmento de Labor e Industrias




NOTICE TO EMPLOYEES

WORKERS’ COMPENSATION

Employer Name:  Sample Corporation

The above named employer, an employer within the meaning of the
Workers’ Compensation lkaw of the State of WisConsin ,
hereby gives notice to employees that the employer has sécured the
payment of Compensation to itsiemployees and their dependents in
accordance with the provision of said law, by insuring with:

Insurance Company: “Global Casualty Company
888 Asylum Street
Hartford, CT 06543
800-555-1212

Policy Effective Dates: _10/1/2007 to 10/142008

Policy Number: _"WCAI_571971

If you are injured on the job, or'contract an occupational disease, notify
your employer immediately.

Claims AdministeredBy:, Gallagher Bassett Services
Two Pierce Place
Itasca, IL 60143-3141
Telephone 630.773.3800

PostingNotice.com (12/2006) Date Posted:




WC@W mgﬁt_/;)m inia

Workers' Compensation Commission

NOTICE!
TQ.EMPLOYEES

You are entitled to medical benefits and possibly wage replacement benefits in the event of
an.eccupational injury or disease arising out of employment.

When a traumatic injury or death occurs or an occupational disease is contracted in the course
of your employment, you must notify your employer immediately. Failure to immediately
givedotice to your employer of the injury shall weigh against a finding of compensability.
and will dilute the credibility and reliability of your claim. Notice provided to youremployer
within two (2) working days of the injury shall be deemed immediate notice.

You are responsible for filing the application for workers’ compensationdbenefits within,six
months from the date of injury. The time limit on occupational pneumoconiosis and disease
claims is three years from the date of last exposure. The time limitto file.fatal occupational
pneumoconiosis/occupational disease claims is one year. For a‘traumatic death, the claim
must be filed within six:months of death.

If you are currently receiving Permanent Total Disability benefits, you are hereby notified
that it is your responsibility to inform the Workers’ Compensation Commission, P. O. Box
431, Charleston, West Virginia 25322-0431, of your employment. In-accordance with Sec-
tion 23-4-25 of the Workers’ Compensation statute, your Permanent Total Disability benefits
shall be offset as long as you are employed.

It is a criminal offense to file a false claim or to furnish false information in support of a
claim.

Workers” Compensation Commission

WC-ET61 Charleston, West Virginia

Rev. 6/05



NOTICE TO EMPLOYEES

Insured underthe
Wyoming
Workers’ Compensation Act

Your employer has qualified with the Workers’Safety and Compensation
Division for the coverage of injuries arising out of and in the course of
employment, while at work'in or about the premises occupied, used
or controlled by the employer. This coverage is for extrahazardous
industries and occupations only unless the employer has elected to
cover non-extrahazardous industries and/or occupations<as well.

In the event of a work related injury:

1. Notify your employer immediately (within seventy-two (72) hours)
of the time‘of injury

2. Use the “Wyoming Report of Occupational Injury or Disease” form
contained within the “Handbook for Injured Workers with Injury
Reports” to report yoursinjury or call 1-800-870-8883 for 24-hour
reporting service. For Information on where to obtain a form, call
(307) 777-7441 or contact your nearest Wyoming Employment
Resource Office:

3. Submit the form 'with a local Workers’ Compensation office or
mail to:
Wyoming Workers’ Safety and Compensation
P.O. Box 627
Cheyenne, WY 82002

The filing of an injury report is not a claim for lost wages or any
other Workers’ Compensation benefit.

For more detailed information or assistance concerning procedures
and benefits, or if you have any ‘questions, call the State Division at
(307) 777-7441.
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