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GEORGIA-SPECIFIC
WORKERS’ COMPENSATION SAFETY INFORMATION
http://sbwc.georgia.gov

DRUG-FREE WORKPLACE

Drug-Free Workplace

A 7.5% premium credit is available for companies that are certified through an
application process to the State of Georgia. To apply for certification online,  go to
www.sbwcdfwp.org . Further information can also be found at www.ddwga.org .

To Qualify for a Drug-Free Workface

Complete the certification process through the State of Georgia Office of Workers’
Compensation, provide your “Georgia Drug-Free Workplace Certificate” and a copy
of your application to the insurer.

The Drug-Free Workplace Application, as well as other forms, is available at our
website, www.fhmic.com .

Required Testing

Pre-employment (All or reasonable classification basis)

Reasonable suspicion

Post rehabilitation follow-up

Post Accident (8 hour time limit for drugs, 3 hours for alcohol) -Routine fitness for
duty

Training

Supervisors - 2 hours every year
Employees - 2 hours every year

SAFETY

Workplace Safety P rograms

No state specific premium credit, or requirements for Workplace Safety Program or
safety committees.

OSHA Information

http://www.osha.gov

GA is a Federal OSHA state (region 4).Office locations are:

1. Atlanta East Area Office LaVista Perimeter Office Park 183 N Lake Parkway,
Building 7, Suite 110, Tucker, GA 30084-4154. Phone: (770) 493-6644; Fax:




(770) 493-7725

2. Atlanta West Area Office, 2400 Herodian Way, Suite 250 Smyrna, GA 30080-
2968. Phone: (770)984-8700; Fax: (770)984-8855

3. Savannah Area Office, 450 Mall Boulevard, Suite J, Savannah, GA 31406.
Phone: (912) 652-4393; Fax (912) 652-4329.

Safety Resources

http://sbwc.georgia.qgov
http://www.oshainfo.gatech.edu/free-seminars.pdf
http://www.usfsafetyflorida.com
http://www.osha.gov/Publications/smallbusiness/small-business.pdf
http://www.toolboxtopics.com
http://www.tdi.state.tx.us/wc/safety/videoresources/index.htmi
http://www.msdssearch.com

http://www.hazard.com

http://www.pp.okstate.edu/ehs

http://siri.uvm.edu

http://www.free-training.com
http://www.fhmic.com/policyholder/forms/

WEBSITES TO ASSIST WITH HIRING AND SCREENING

http://gbi.georgia.gov/02/gbi/home/0.2615.67862954.00.html:jsessi onid=0CF7C

B9C52E1C92E8S8E3D63DES6020915
http://www.nsopr.gov
http://www.dcor.state.ga.us/
http://sos.georgia.gov/myverification/
http://www.dds.ga.gov/.
http://www.georgiacourts.org/
http://www.backgroundchecks.com
http://pacer.psc.uscourts.qov/register.html
http://www.searchsystems.net/

*For the most up-to-date websites, visit www.fhmic.com/safetynet/resources




WC-1 EMPLOYER’S FIRST REPORT OF INJURY OR OCCUPATIONAL DISEASE

GEORGIA STATE BOARD OF WORKERS' COMPENSATION

EMPLOYER’S FIRST REPORT OF INJURY OR OCCUPATIONAL. DISEASE
NOTE: FAILURE TO SUBMIT THIS REFORT TO INSURER BMMEDIATELY MAY RESULT IN PENALTY
Board Claim No. Employee Last Name Employee First Name ML Social Security Number Date of Injury

A. IDENTIFYING INFORMATION

Male Birthdate Phone Numbi .
EMPLOYEE g ane Number Employee E-mail
0 Female
Adtress City State Zip Code
EMPLOYER Name NAICS Code Nature of Business (?zade, Transport, Mfg. etc)
Address Fhone Number Employer FEIN
Employer E-mail
INSURER Name CIalmS OTee AQGress
SELF-INSURER
Name InsurerfSeif-ins./Claims FEIN
CLAIMS OFFICE
SEWG 1D # (five digit no.) Insurer/ Seffdnsurer File # Claims Offica Phone Claims Office E-mail
Date Hired by Employer Job Classified Code No. Number of Days Worked Per Week Wage rate at tme of £} perHour
EMPLOYMENT/WAGE Injury or Disease: A perbay
0 perWeek
List Normally Scheduled Days Off 0 perMonth
INJURY/ILLNESS Time of injury a Lounty of injury Date Empioyer Notified Enter First Date Employee Faited to Work a Full Day
& MEDICAL g em
Did Employee Recsive Fult Did Injuryfiness Oceur Type of Injuryflliness Body Part Affected
Pay on Date of injury? on Employer's premises?
) ves Q No 0 ves £ Ne
How injury or lliness / Abnormal Health Condition Occurred
Treating Physician (Name and Address) gllai T{ziil;nem Given: Hospital / Treating Faciiity (Name and Address) It Returmad fo Work, Give Date:
0 Minor: By Employer
[ Minor ClnlealfHospital Retumed at what waga perWesk
] Emergency Room if Fatal, Enter Complete
[0  Hospitatized > 24his Date ¢f Death
Report Prapared By (T'Drint of Type) Telephone Number Date of Report
B. INCOME BENEFITS Form WC-6 must be filed i weekly benefit is less than maximum N
Previously Medical Only Date of disablity:
0 Yes 0 No Average Weekly Wage: $ Weekly benefit: $
Date of first Payment: Compensation paid: $ or Date salary paid: Penafty paid: §
BENEFITS ARE PAYABLE FROM FOR:
O Temporary tofal disabilty (3 Temporary partial disability L) Permanent partial disability of % to for weeks.
UNTIL WHEN THE EMPLOYEE ACTUALLY RETURNED TO WORK WITHOUT RESTRIGTIONS. ALL OTHER SUSPENSIONS REQUIRE
THE FILING OF FORM WC-2 WITH THE STATE BOARD OF WORKERS’ COMPENSATION AND THE EMPLOYEE.
C. NOTICE TO CONTROVERT PAYMENT OF COMPENSATION
Benefits will NGt be paid because:
I D. MEDICAL ONLY INJURY O No disability paid or controverted ’ I
finsurer ! Self-insurer, Type of Print Name of Person ?Tliing o) Signature Date

Phone and Ext. E-mail

IF YOU HAVE QUESTIONS PLEASE CONTACT THE STATE BOARD OF WORKERS® COMPENSATION AT 404-656-3818 OR 1-800-533-0682 OR VISIT hitp:/www.sbwe.georgia.gov
WILLFULLY MAKING A FALSE STATEMENT FOR THE PURPOSE OF OBTAINING OR DENYING BENEFITS 1S A GRIME SUBJECT TO PENALTIES OF UP TO $10,080.00 PER VIOLATION (0.C.G.A. §34.9:18 AND §34.9-19).

EMPLOYER'S FIRST REPORT OF INJURY
we-1 REVISION . 07/2006 1 OR OCCUPATIONAL DISEASE
10F 2



WC-1 EMPLOYER’S FIRST REPORT OF INJURY OR OCCUPATIONAL DISEASE

GEORGIA STATE BOARD OF WORKERS' COMPENSATION

NOTICE TO EMPLOYER

1. Provide prompt medical attention; allow the employee to select a physician from your posted panel, and explain the panel
to the employee.

2. Complete Section A of this form immediately upon your knowledge of an injury and send the WC-1 to your insurance
company or self-insurer claims office. FAILURE TO DO SO MAY RESULT IN A PENALTY.
Do not send this form to the State Board of Workers' Compensation.

3. if you need additional help, call your insurance company or self-insurer claims office.

4. Report serious injuries immediately by telephone to your insurer's claims department, then file this form with your
insurance company or self-insurer claims office.

NOTICE TO INSURER / SELF-INSURER

1. Complete Section B, C, or D.
This form must be filed with the State Board of Workers’ Compensation. A copy of both sides of this form must be sent to
the claimant(s) and all counsel of record. Form W-6 must be filed if weekly benefits are less than the maximum.

NOTICE TO EMPLOYEE
1. This form is provided for your information only.

If Section B is completed, you will receive income benefits on a weekly basis and the employer will pay medical expenses
from approved doctors. If you do not receive payment of benefits, or medical bills are not paid, call your employer or your
employer's insurance company or self-insurer claims office.

If Section C is completed, your claim of injury has been denied by the employerfinsurer. If you disagree with this denial,
you must file a form WC-14, Notice of Claim, within one year of the accident with the State Board of Workers'
Compensation, 270 Peachtree Street N.W.,, Atlanta, Georgia 30303-1299,

For Inforrmation or Assistance, contact:

STATE BOARD OF WORKERS' COMPENSATION

Toll Free Telephone: 1-800-533-0682
in Atlanta: (404) 656-3818

hitp:ffwww. sbwe.gecrgia.gov

IF YOU HAVE QUESTIONS PLEASE CONTACT THE STATE BOARD OF WORKERS' COMPENSATION AT 404-656-3818 OR 1-800-533-0682 OR VISIT hitp:fiwww.sbwo.georgia.gov

WILLFULLY MAXING A FALSE STATEMENT FOR THE PURPCSE OF OBTAINING OR DENYING BENEFITS iS5 A CRIME SUBJECT TO FENAL'TES OF UP TO $10,000.00 PER VIOLATION (0.0.G.A, §34-9.18 AND §34.9.19).

EMPLOYER'S FIRST REPORT OF INJURY
WC-1 REVISION . 07/2006 1 OR OCCUPATIONAL DISEASE
2 0F 2



WC-10 NOTICE OF ELECTION OR REJECTION OF WORKERS' COMPENSATION COVERAGE

GEORGIA STATE BOARD OF WORKERS' COMPENSATION

NOTICE OF ELECTION OR REJECTION
OF WORKERS' COMPENSATION COVERAGE

The use of this form is required under the provisions of: (A) 0.C.G.A. §34-9-2.1 of the Workers' Compensation Law if a corporate officer
or limited liability company member elects to reject coverage; (B) O.C.G.A. §34-9-2.2 if a sole proprietor or partner elects to be included
as an employee; or, (C) O.C.G.A. §34-9-2.3 if a farm labor employer elects to provide coverage for farm laborers.

A. CORPORATION / LIMITED LIABILITY COMPANY

I, , certify that | am a member of

(Type or Print Name) (Employer)
(Office Held) (Street Address)
[ | elect to reject the provisions of the Georgia Workers' Compensation Law. (City / State / Zip Code}

3 |elect to revoke the previous rejection of

(Date)
(NOTE: A maximum of five (5) officers / members may be exempted)

B. SOLE PROPRIETOR OR PARTNER
1, ,certify thatlama O Sole Proprietor of
O Partner (Business Name)
O | elect to be covered under the provisions of the Georgia Workers' Compensation Law.

[ | elect to revoke the previous election of

(Date)

C. FARM LABOR

1, , certify that as the employer or representative of , that
(Business Name)

[ 1 elect to provide Workers’ Compensation coverage for farm laborers.

3 | elect to revoke the previous election of

(Date)

D. CERTIFICATION

0 | hereby certify that the information listed is true and correct

Print Name Business Phone Number and Ext. Signature
Business Address
Dated this Day of /

(Month) (Year)

A COPY OF THIS FORM MUST BE FILED WITH YOUR CURRENT WORKERS' COMPENSATION CARRIER. IF YOU DO NOT HAVE A CARRIER,
THIS FORM MUST BE FILED WITH THE STATE BOARD OF WORKERS' COMPENSATION AT 270 PEACHTREE STREET, N.W., ATLANTA,
GEORGIA 30303-1299. NOTE: DO NOT SEND TO THE BOARD IF THERE IS INSURANCE COVERAGE.

IF YOU HAVE QUESTIONS PLEASE CONTACT THE STATE BOARD OF WORKERS' COMPENSATION AT 404-656-3818 OR 1-800-533-0682 OR VISIT http:/iwww.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 (0.C.G.A. §34-9-18 AND §34-8-19).

NOTICE OF ELECTION OR REJECTION OF
WC-10 REVISION . 07/2006 10 WORKERS' COMPENSATION COVERAGE



WC.6 WAGE STATEMENT

GEORGIA STATE BOARD OF WORKERS' COMPENSATION
WAGE STATEMENT

Board Claim No. Employee Last Name Employee Firet Nane M. Social Security Number Date of injury

A. IDENTIFYING INFORMATION

County of Injury Address
EMPLOYEE
E-mail Address

Name Address
EMPLOYER
£-mall Address
INSURER/ Name Address
SELF-INSURER

Name SBWC ID¥# (five digit no.)

CLAIMS OFFICE
E-maii Address Insurer/Self-Insurer File #

B. COMPUTATION OF AVERAGE WEEKLY WAGE

If the weekly Denerit is 158 than the maximurn, complete the schedule below for thirteen (13} weeks immediately preceding the accident. if the employee has not been in your
employ for the thirteen (13} weeks, complete this schedule showing gross weekly eamings of a similar employee in the same employment,

Wage at date of injury per week
L} 13 Weeks of Employee's Wages 13 Weeks of a Similar Employes’s Wages [0 Full time weekly wage of injured employees

SCHEDULE OF WEEKLY EARNINGS

ook g :tr: D?:e bg;y(;f . ﬁ,':ﬁggg%:iﬂme Value of Additional Compensation Ea‘,ﬁ?ﬁ; i
MMDDYYYY | MMDDYYYY Worked o Extra Wark Meals Lodging Rent Tips Other

1

2

3

4

5

6

7

8

9

10

11

12

13

Total
Average Weekly Earnings
REMARKS:

C.
Type o PANt Name Signature Dale
E-mait Address Phone Number

IF YOU HAVE QUESTIONS PLEASE CONTACT THE STATE BOARD OF WORKERS' COMPENSATION AT 404-656-38418 OR 1.800.533-0682 QR VISIT hitp:iiwww.shwo.georgia.gov
WILLFULLY MAKING A PALSE STATEMENT FOR THE PURPOSE OF OBTAINNG OR DENYING RENEXITS IS A CRIME SUBJECT FO PENALTIES OF UP TO $10,000.00 PER VIOLATION {0.6.6.A §34-9-18 AND §34-9-13},

WC-8 REVISION . 07/2006 6 WAGE STATEMENT



NO INJURY CERTIFICATE

Employer:

Location/Department:

(Initial and complete as appropriate)

| have not suffered any injury during my employment period

(date)

through
(date)
___ | suffered an injury to my on
(part of body) (date)
during my employment, which was (__) was not (___) reported to my
supervisor

(name)

| have (__) or have not (__) witnessed an accident resulting in injury to someone else.

IMPORTANT NOTICE: THIS REPORT IS FOR INJURY REPORTING PURPOSES
ONLY. AN EMPLOYER MUST PAY WAGES EARNED BY AN EMPLOYEE WITHOUT
IMPOSING ANY CONDITIONS SUCH AS SIGNING THIS FORM. NO EMPLOYEE WILL
BE REQUIRED TO FILL OUT THIS FORM IN ORDER TO RECEIVE HIS OR HER WAGES.

| certify that | have signed this form freely and voluntarily for reporting purposes only.

Employee Signature Date

nkf/u’'writing/claims kit 9 (Rev.2/02)



REFUSAL OF TREATMENT

TODAY'S DATE:

EMPLOYEE NAME:

As of the date noted above | am notifying my employer of an injury that occurred on
(DATE):

O My supervisor did not receive notification of this incident.
O My supervisor did receive notification of this incident on (DATE):

This injury, (briefly describe condition)

did occur during my normal scope and duties.

At this time | have been requested by my employer to be medically evaluated by a preferred medical provider.
However, I decline to be medically evaluated for the above noted condition.

| understand that by signing this document any future claims regarding this injury will require a medical
evaluation by the preferred healthcare provider listed below. | also understand that should | decide to seek
medical treatment for this injury that | must first notify my supervisor and go to the following provider:
PROVIDER:
ADDRESS:

PHONE:

SHOULD THE CONDITION BECOME LIFE THREATENING YOU SHOULD
SEEK APPROPRIATE EMERGENCY MEDICAL CARE.

EMPLOYEE STATEMENTS

By signing this form | acknowledge:
| have not sought medical treatment for this injury.

| understand that it is the policy of my employer to have a post-accident drug screen and this refusal of
medical treatment does not remove the requirement that | receive a post-accident drug screen.

| have read the above information and agree it isfactual and a true statement. | authorize any physician,
hospital, or healthcare provider to release and furnish any, and all, medical records or other information
pertaining to the above listed condition.

Employee Signature Supervisor / Witness Signature

Date Date

06/11



Introductory Letter to Physician
AmeriSys / Coventry

Date:
Employer Name:
Employer Telephone Number:

Dear Dr.

is scheduled for an initial visit as an employee of

which is a participant in the FHM Insurance

Company/Coventry Network. This letter does not confirm that the injury or condition is covered by Workers' Compensation
insurance. That determination will be made as soon as our claims administrator, United Self Insured Services, completes an
investigation.

DRUG TESTING IS REQUIRED: O Urinanalysis
O Breathalyzer (blood test if necessary)

We are working closely with Coventry and the involved medical providers to ensure that our employees receive access to

fhanabs codl meodisalls monnnnns. fuanteeont for their industrial injuries. In the best interest of our employees, we will have
1 the employee to return to work at the earliest possible date. Please keep this in

SE CONTACT UTILIZATION MANAGEMENT
AT 407-351-1212/888-346-3461
{EN ONE OF THE FOLLOWING OCCURS:

lo Release to Return to Work

ment Recommended

Employee to Work

litted to the address below on a HCFA 1500
adical reports within the time frame required by th



Pharmacy Instruction Letter

Dear Injured Worker:

Your employer's Workers' Compensation carrier, FHM Insurance Company, has joined together with
AmeriSys and myMatrixx Pharmacy Program to provide you with a quick and convenient way to get your
Workers' Compensation prescription drugs. The program allows you as a member to enjoy the following:

Ya No out-of-pocket payments
Ya No need to fill out or file claim forms related to your outpatient prescription drugs
Ya Major pharmacy chains in the network offering quick and convenient service

Use the myMatrixx Pharmacy Form (for initial prescr iptions only), given to you by your employer when
you report an injury, at any of the pharmacies list ed on the form. A few days after the injury is reported
you will receive a prescription card from myMatrixx.

Walgreens Eckerd Drugs
Publix Winn-Dixie
K-Mart Kash N Karry
CvVsS Wal-Mart

If you do not have one of those pharmacies in your area, the network includes the following chains:

Target Harco

Rite-Aid Golden Eagle
Brunos Medicine Shoppe
Giant Eagle

In addition to the major chains listed above, there are other pharmacies in the myMatrixx program. If your
pharmacy of choice is not listed above, please contact myMatrixx at 877-804-4900 to see if it is included in
the network. If the pharmacy is not yet enrolled, they can be contacted about participating in the myMatrixx
Pharmacy Program.

Reminder: The myMatrixx Pharmacy Form you are given by your employer is for initial
prescription(s) only. It is essential that you kee  p in touch with your adjuster at
FHM Insurance Company, 888-346-3461 or 407-351-1212 . You will receive an RX
card direct from myMatrixx which should be used for any subsequent
prescriptions.

If you have any questions about the myMatrixx program, please contact your Nurse Case-Manager
at 888-346-3461.



Dear Employee: You are being sent for medical treatment @l@ation for an apparent work-related injury. Sdotou
need prescriptions filled, please provide this féonthe pharmacy for initial prescriptions onlin a few days you will receive a

prescription card from myMatrixxThe pharmacy will need your Date of Injury, Date of Birth, Social Secuty Number and
the Group Number which is 10602144.

Dear Pharmacist:  This employee is being treated for an appgasenk-related injury. Please provide a 3-day syjop

accordance with the formulary.

Pharmacy Input Codes:

Wal-Mart

PP Publix PSP
Winn-Dixie PRS K-Mart PSP
Eckerd 2343 Walgreens PPSC
Target PSP Rite-Aid PRESCRIP
Kash N Karry PPSC Golden Eagle PSP
Medicine Shoppe PSP CVS 5792
Giant Eagle PSP Harco PRESCRIP
Brunos PPSC

Independent pharmacies will use BIN#014211 (maljsbed as Stockton Group or Pharmacy Plus).

Pharmacy: Please leave “person code” bla@koup Number is 10602144
If there are any questions, please contact myMatrixx a88474900.

cut here

myMatrixx Pharmacy Forn

Dear Employee: You are being sent for medical treatment @l@ation for an apparent work-related injury. Sdowou
need prescriptions filled, please provide this féonthe pharmacy for initial prescriptions onlin a few days you will receive a
prescription card from myMatrixxThe pharmacy will need your Date of Injury, Date of Birth, Social Secuty Number and

the Group Number which is 10602144.

Dear Pharmacist:  This employee is being treated for an appgasenk-related injury. Please provide a 3-day dyjop

accordance with the formulary.

Pharmacy Input Codes:

Wal-Mart PP Publix PSP
Winn-Dixie PRS K-Mart PSP

Eckerd 2343 Walgreens PPSC
Target PSP Rite-Aid PRESCRIP
Kash N Karry PPSC Golden Eagle PSP
Medicine Shoppe PSP CVS 5792

Giant Eagle PSP Harco PRESCRIP
Brunos PPSC

Independent pharmacies will use BIN#014211 (maljsbed as Stockton Group or Pharmacy Plus).

Pharmacy: Please leave “person code” blaakoup Number is 10602144
If there are any questions, please contact myMatrixx a88474900.

myMatrixx Pharmacy Forn




EMPLOYEE AGREEMENT
EMPLOYEE SAFE WORKING PRACTICE/MANAGED CARE

As a condition of employment, | do hereby agree to
(Please print full name)
comply with the following Employee Safe Working Prees and Managed care program.

1. | agree to follow established departmental sgietgedures.

2. | agree to report any work-related accident urinto my supervisor as soon as it occurs, butter than
the end of my duty shift.

3. If I need treatment for a work-related injurynderstand that my employer has enrolled in a Medh&are
Program for Workers’ Compensation wEHM Insurance CompanyWECARE Program and
AmeriSys/Coventry Networ&nd that the following procedures must be follovadall work-related
injuries and illnesses. Treatment received out$ideNorkers’ Compensation managed care arrangesient i
not compensable unless authorized by the carner tar the treatment date.

Report promptly any work-related injury to supeoris

Hand carry the Introductory Letter to Physicianie approved network physician on the initial
visit.

Follow the approved network physician’s instrucidar any additional specialist treatment, if
needed.

Ensure all medical treatment is handled only throug the approved network physician.

Direct all questions about level of care to therappd network physician, who is the focal point for
medical treatment.

Follow your state’s established procedures to wesdissatisfaction with medical treatment.

| understand that failure on my part to follow #imve procedures could result in disciplinary achot to
exclude termination and loss of Workers’ Compeiasalienefits.

| also understand that according to Workers’ Corspgan Law, my compensation benefits could be reduc
for any injury that occurs because of failure tlofiw established safety procedures.

Employee Date

Witness Signature Date
Original to Personnel File / Copy to Employee






FHM Insurance Company

WECARE
WORKERS' COMPENSATION

GRIEVANCE PROCEDURE / DISPUTE RESOLUTION

IF YOU ARE INJURED ON THE JOB

Your employer and Workers' Compensation carrier are concerned that you receive appropriate
medical treatment.

Your employer has a list of health care providers and can assist you in selecting a provider from
within the Coventry Network. If you need to be referred to another provider or need emergency
care, you may choose from the list of providers participating in the Network.

If you are dissatisfied or have questions concerning the medical care and treatment provided by
a WECARE provider, you may, within one year from the date of treatment or care in question,
file a complaint by contacting the Grievance Coordinator or your Nurse Case-Manager at
888-346-3461.

The Grievance Coordinator and/or Nurse Case-Manager will coordinate a resolution to the
complaint/grievance. The Dispute Resolution process will be completed within thirty (30) days
of receipt of the written notice. This process is in compliance with Georgia MCO rule.

If you have any questions concerning the Coventry Network, please call 888-346-3461 ext.131.



AmeriSys

Dispute Resolution/Grievance Form

Employee Name: Provider Name:

Address: Address:

City: State: Zip: City: State: Zip:
Phone # Phone #

SS#: SS#:

Please describe your grievance in detail belowclutte dates, names and the specific
resolutions which you feel would remedy the sitati Then mail this form to the
address noted below or call 800-752-0886, Cheryas&zuRN, CPUR, CCM

Issue: Service Medical Care Other:

Date of injury: Date of dissatisfaction:

Please describe:

Signature Date

Cheryl Gulasa, Dispute Resolution Coordinator

140 Alexandria Blvd., Suite H
Oviedo, FL 32765

(800) 752-0886







CONSENT TO EMPLOYEE DRUG AND/OR ALCOHOL TESTING

I understand that submission to a Post-Injury Drug And/Or Alcohol Screen is a condition of employment with this
employer. | understand that, should my testing results be confirmed positive or | refuse to test, | will be subject to the
company’s disciplinary action, including possible discharge. | understand that a tampered with or an adulterated
specimen will be considered a refusal to test, resulting in possible discharge.

I hereby give my consent to release the results of my blood and/or urinalysis to the person(s) or department(s) or the
specified agent of my employer, including my employer’s Workers’ Compensation Insurance Company, for the purpose
of determining the presence of alcohol and/or other drugs in my body for the duration of my employment.

| understand that if | am injured during the course and scope of my employment and | test positive for the presence of
alcohol and/or drugs, | may forfeit my eligibility for medical and indemnity benefits | also understand that a refusal to test,

a tampered with or an adulterated specimen under this circumstance may also result in forfeiture of my eligibility for medical
and indemnity benefits and immediate action, including possible discharge.

By signing this form, | hereby release to the Company and/or Company’s Medical Review Officer the results of the
test(s) to which | have consented. | further authorize the Company to discuss the results with medical personnel /
physician collecting the specimen, the testing facility, its directors, officers, agents, and employees responsible for
administering the aforementioned test(s) or evaluating the results thereof and any of them herein. | also authorize the
Company to discuss the results with its legal advisors and to use the test results as a defense to any legal action to
which | am a party.

| further release any testing facility or any physicians who have tested me from any liability arising from a release of
any and all results, written reports, medical records, and data concerning my test(s) to the appropriate Employer
officials. | agree to have the results released to the Company and/or the Company’s Medical Review officer.

Employee or Applicant Signhature: Print Name: Date:
(Parent or Guardian Signature if Employee is a Minor)

Employee or Applicant S 6#: Witness: Date:

OR

| hereby refuse to consent to submit testing for the presence of drugs and/or alcohol.

Employee or Applicant Signhature: Print Name: Date:
(Parent or Guardian Signature if Employee is a Minor)

Employee or Applicant S 6#: Witness: Date:




