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KENTUCKY-SPECIFIC

WORKERS' COMPENSATION INFORMATION
http://www.labor.ky.gov

DRUG-FREE WORKPLACE

Drug-Free Workplace

Kentucky Workers’ Compensation Premium Reduction Program provides for a 5
percent premium discount for employers who institute and maintain a drug free
workplace program that meets the criteria established by the insurer.

To Qualify for a Drug-Free Workplace:

Complete the Application/Affidavit/Checklist for Certification of Kentucky Drug-Free
Workplace Program with the State of Kentucky Office of Workers’ Compensation,
provide your “Kentucky 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
web site, www.fhmic.com .

SAFETY
OSHA

Kentucky operates its own occupational safety and health program under a plan
approved by the US Dept. of Labor. OSHA approves, monitors, and enforces state
plans. OSHA State Program- (Region 4). The Regional Office is:

Regional Office, OSHA, 61 Forsyth Street, SW, Room 6T50, Atlanta, GA 30303.
Telephone: 678-237-0400, FAX: 678-237-0447.

Frankfort Area Office: John C. Watts Federal Office Building, 330 West Broadway,
Room 108, Frankfort, KY 40601-1922. Telephone: 502-227-7024, FAX: 502-227-
2348.

SAFETY RESOURCES

http://labor.ky.qov/

http://dhr.ky.gov/IDHRWeb/
http://apps.corrections.ky.qov/KOOL/ioffsrch.asp
http://www.nsopr.qgov
http://www.usfsafetyflorida.com
http://www.toolboxtopics.com
http://www.msdssearch.com
http://www.ehs.cornell.edu/msds/msds.cfm




http://www.oshainfo.gatech.edu/
http://www.ehs.okstate.edu/programs.htm
http://siri.org/
http://www.free-training.com
http://www.fhmic.com/safetynet/posters/
http://www.fhmic.com/policyholder/forms/

WEB SITES TO ASSIST WITH HIRING AND SCREENING

http://kspsor.state.ky.us/
http://kspsor.state.ky.us/sor/html/SORSearch.htm
http://www.corrections.ky.gov/kool.htm
http://sexualoffenders.com/
http://apps.kycourts.net/courtrecords/
http://apps.courts.ky.gov/dockets/
http://www.jailbase.com

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




IA-1 WORKERS COMPENSATION — FIRST REPORT OF INJURY O R ILLNESS

Employer (Name & Address incl. zip)

Carrier/Administrator Claim Number

Report Purpose Code

Jurisdiction

Jurisdiction Claim Number

Insured Report Number

©

(4]

(acs Employer's Location Address (if different) Location No.
Sic Code Employer FEIN Phone No.
Carrier (Name, Address & Phone Number) Policy Period Claims Admin (Name, Address & Phone Number)

= To

£ :

g Check if

o |:| self insured

E

8

Q

g| Carrier FEIN Policy Number or Self-Insured Number Administrator FEIN

5

O| Agent Name & Code Number
Legal Name (Last, First, Middle) Date of Birth | Social Security Number Date Hired State of Hire
Address (Incl. Zip) Sex Marital Status Occupation/Job Title

O Male O Unmarried/

Y Single/Div.

g O Female O Married Employment Status

o ] Unknown | O Separated

>

o Phone No. of Dependents | O Unknown NCCI Class Code

S

L
Wage Rate O Day O Month # Days Worked/WK Full Pay for Date of Injury? O Yes O] No
$ ] Week ] Other # Hrs Worked per Day Did Salary Continue? O Yes O | No
Time Employee | 0 | AM Date of Injury | Time [0 | AM | Last Work Date | Date Employer Notified Date Disability
Began Work O PM or lliness Occurred O PM Began
Employer Contact Name/Phone Number Type of lliness/Injury Part of Body Affected
Did Injury/lliness Exposure Occur on Employer's Yes | O Type of lliness/Injury Code Part of Body Affected Code
Premises? No ]

é Department or location where accident or illness exposure occurred All Equipment, Materials, or Chemicals Employee was using when

4] accident or illness exposure occurred.

]

8 Specific Activity the Employee was engaged in when the accident or illness | Work Process the Employee Was Engaged in when accident or iliness

exposure occurred.

exposure occurred.

How injury or illness/abnormal health condition occurred. Describe the sequence of events and include any objects or substances | Cause of Injury

that directly injured the employee or made the employee ill.

Code

Date Returned to Work If Fatal, Date of Death

Were Safeguards or Safety Equipment Provided? | | Yes | OO [ No

Were they used?

O Yes | O[ No

Treatment

Physician/Health Care Provider (Name & Address) Hospital (Name & Address)

Witness to Accident (Name & Phone Number)

ol | wlrof-|o
o o o

Initial Treatment
No Medical Treatment
Minor: By Employer
Minor Clinic/Hosp
Emergency Care
Hospitalized > 24 hr.
Future Major Medical/Lost
Time Anticipated

Other

Date Administrator Notified Date Prepared Preparer's Name & Title

Preparer's Phone Number

IA-1 (2/95) SEE NEXT PAGE FOR IMPORTANT STATE INFORM ATION/SIGNATURE

REPRINTED WITH PERMISSION OF IAIABC




Applicable in Alaska
A person who willfully makes a false or misleading statement or representation for the purpose of obtaining or denying a
benefit or payment is guilty of theft by deception.
Applicable in Arkansas

Any person or entity who willfully and knowingly makes any material false statement or representation for the purpose of
obtaining any benefit or payment, or for the purpose of defeating or wrongfully decreasing any claim for benefit or
payment or obtaining or avoiding worker's compensation coverage or avoiding payment of the proper insurance premium
(or who aids and abets for either said purpose), under this chapter shall be guilty of a Class D. felony.

Applicable in California
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.
Applicable in Connecticut
This form must be completed in its entirety. Any person who intentionally misrepresents or intentionally fails to disclose
any material fact related to a claimed injury may be guilty of a felony.
Applicable in Delaware and Oklahoma

Any person who, knowingly and with intent to injure, defraud, or deceive any Insurer, files a statement of claim containing
any false, incomplete or misleading information is guilty of a felony. The lack of such a statement shall not constitute a
defense against prosecution under this section. *Delaware Statutes Regulation: Del #C Section 913(B)

Applicable in Florida
Any person who, knowingly and with intent to injure, defraud or deceive any employer or employee, insurance company or
self-insured program, files any statement of claim containing any false or misleading information is guilty of a felony of the
third degree.

Applicable in Idaho
Any person who Knowingly and with the intent to injure, Defraud, or Deceive any Insurance Company, Files a Statement
of Claim Containing any False, Incomplete or Misleading information is Guilty of a Felony.

Applicable in Indiana
A person who knowingly and with intent to defraud an insurer files a statement of claim containing any false, incomplete,
or misleading information commits a felony.

Applicable in Kentucky and New York

Any person who knowingly and with intent to defraud any insurance company or other person files a statement of claim
containing any materially false information, or conceals for the purpose of misleading, information concerning any fact

material thereto, commits a fraudulent insurance act, which is a crime. In New York, such person shall also be subject to a
civil penalty not to exceed five thousand dollars and the stated value of the claim for each such violation.

Applicable in Michigan
Any person who knowingly and with intent to injure or defraud any insurer submits a claim containing any false,
incomplete, or misleading information shall, upon conviction, be subject to imprisonment for up to one year for a
misdemeanor conviction or up to ten years for a felony conviction and payment of a fine of up to $5,000.00.
Applicable in Minnesota
A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime.
Applicable in Nevada

Pursuant to NRS 686A.291, any person who knowingly and willfully files a statement of claim that contains any false,
incomplete or misleading information concerning a material fact is guilty of a felony.

Applicable in New Hampshire
Any person who, with purpose to injure, defraud or deceive any insurance company, files a statement of claim containing
any false, incomplete or misleading information is subject to prosecution and punishment for insurance fraud, as provided
in RSA 638:20.

Applicable in New Jersey

Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal
and civil penalties.

Applicable in Ohio
Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application
or files a claim containing a false or deceptive statement is guilty of insurance fraud.

Applicable in Pennsylvania

Any person who knowingly and with intent to injure or defraud any insurer files a claim containing any false, incomplete or
misleading information shall, upon conviction, be subject to imprisonment for up to seven years or payment of a fine of up
to $50,000.

Applicable in Utah
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.

EMPLOYEE SIGNATURE:
IA-1 (2-95)




FORM MO, 4

(REV, 500}
COMMONWEALTH OF KENTUCKY
DEPARTMENT OF WORKERS' CLAIMS
PREVENTION PARK
657 CHAMBERLIN AVENUE
FRANKFORT, KENTUCKY 40601

EMPLOYER DATA: FEDERAL ID#
EMPLOYER BUSINESS NAME
STREET ADDRESS (KY LOCATION)
CITY, STATE, ZIP
NATURE OF BUSINESS # OF EMPLOYEES

BUSINESS STRUCTURE: CORPORATION PARTNERSHIP PROPF
LIMITED LIABILITY COMPANY

EMPLOYEE DATA:

THE KENTUCKY WORKERS
: AITS | MIGHT OTHERWISE BE
ENTITLED TO RECE UE TO MY EMPLOYMENT. 1

MAKE THIS REJE : ME TO SIGN THIS NOTICE
AS A CONDITION O WF THIS FORM
WITH MY EMPLOY

PRINTED NAME:

ADDRESS:

MY COMMISSION EXPIRES:
EMPLOYER'S ACKNOWLEDGEMENT OF RECEIPT AND FILING

1 » HEREBY ACKNOWLEDGE THAT THE ABOVE-MENTIONED EMPLOYEE FILED THIS
NOTICE OF REJECTION WITH HIS'HER EMPLOYER ON THE DAY OF p - AND THAT THE ORIGINAL

OF THIS FORM WAS MAILED TO THE DEPARTMENT OF WORKERS® CLAIMS ON THIS DATE.

BY:

EMPLOYER TITLE DATE




INSTRUCTIONS FOR EMPLOYEE’S WRITTEN NOTICE OF REJECTION

It is unlawful for an employer to require an employee to execute a rejection of the Workers®
Compensation Act as a condition of obtaining or maintaining employment. An employer shall
not terminate an employee for refusal to execute this form. Effect shall not be given to any form
not voluntarily executed. An employer can be fined up to $2.000 for each notice it requires an
employee to execute as a condition of employment. The fact that all employees of an employer
have executed rejections is evidence tending to prove that execution of the rejection was not
voluntary.

Pursuant to KRS 342.395, a Rejection Notice (FORM 4) does not become effective until
the original of the Form 4 is received from the employer and accepted for filing by the Department
of Workers® Claims. Photocopies or facsimiles of this form will not be accepted. All parts of the
Form 4 must be completed as incomplete forms will not be accepted for filing. Executed Rejection
Notices should be mailed to: Department of Workers® Claims, ATTENTION: Enforcement
Branch, Prevention Park, 657 Chamberlin Avenue, Frankfort, Kentucky 40601.

If you want to have a filing of a Form 4 acknowledged by the Department, you must
forward with the original, a photostatic copy and a self-addressed stamped envelope.

An employer must keep onfile copies of all Rejection notices signed by current employees
and open those records to inspection upon request of representatives of the Department of Workers®
Claims.

An employee may withdraw the rejection of coverage by executing a written notice of
withdrawal form (Form 5), setting forth the time at which the withdrawal is to be effective. The
employer must, in turn, notify the Department of Workers' Claims of this election to withdraw the
rejection. Withdrawals are not effective as to any injury sustained or disease incurred less than one
week after the notice is filed.

If you have any questions, please contact the Enforcement Branch at (800) 731-5241.

If you need to order blank forms, please contact Administrative Services at (502) 564-5550,
ext. 449().



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






KENTUCKY
GRIEVANCE REVIEW REQUEST

An injured worker or health care provider should use this form to request a formal review about dissatisfaction with medical care issues provided by or on
behalf of a workers’ compensation managed health care arrangement.

THIS GRIEVANCE IS FILED BY: R Provider R Injured worker

The injured worker or provider should Ple a grievance within30 days of the occurrence of the event giving rise to the dispute. The managed health care
system will then render a written decision upon a grievance within 30 days of receipt of the grievance.

Injured worker's name

Date of injury SS number

Address Telephone

Treating physician

Address Telephone
Employer
Address Telephone

If the space provided below is inadequate for you to fully explain your concern or the action you desire, continue your statement on a sheet of plain paper.
Please be sure your name and Social Security number or claim number appear on each page of any attachment.

Why is this grievance being led (nature of problem), and what corrective action do you request?

Have you received any information regarding your rights and responsibilities under workers’ compensation managed care? R Yes R No

Appeal. Any injured worker or provider dissatis ed with the managed health care system'’s resolution of a grievance may apply for review by an
administrative law judge by ling a request for resolution within 30 days of the date of the system’s nal decision. Upon review by an administrative law
judge the movant shall be required to prove that the system’s nal decision is unreasonable or otherwise fails to conform to KRS Chapter 342.

Please note: Any person who knowingly les, or permits to be led on his behalf, any false or fraudulent claim could be subject to felony or misdemeanor
penalties under Kentucky law. (See Kentucky Revised Statutes (KRS) 342-335 and KRS Chapter 304.47 in the Insurance Fraud statutes.)

Signature of worker or provider ling grievance Date
Issue

Conclusions

Resolution

Completed

Mail tOe ® eececccee o o ¢ cooe o0 00cee wmeoo cmmmm

© 0000 00000000000 000 00000 00000 000 0000 ¢ 000 ¢ cammmmmmoamece [20@AET-8E¢)-




How to file a grievance (KY)

X All grievance requests must be in writing. To help you file your grievance, you may use our Grievance
Request form. Please complete this form and mail it to the following address:

AmeriSys
ATTN: Cheryl Gulasa, Dispute Resolution Coordinator
140 Alexandria Blvd., Suite H
Oviedo, FL 32765

X All grievances must be filed within 30 days of the occurrence.

X Your grievance form must include: (1) a summary of the issues, including all specifics, such as names, dates
and origin of the issue; (2) a clear explanation of how you want the situation resolved; and (3) all supporting
documentation for each issue.

X Once we receive your grievance form, we will gather and review the applicable medical information. In most
cases, we will make an initial determination on either granting or denying it within 30 calendar days of
receipt.

X  If a grievance involves the collection of information outside the service area, and all parties agree, the 30-
day time frame may be extended.

X If you are dissatisfied with the outcome of the grievance process, you may apply for review by an
administrative law judge. To do this you must file a request for resolution within 30 days of the date of our
final decision. If you file a request for resolution, it is your responsibility to prove that our final decision is
unreasonable






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.

| 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

I 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:




