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NORTH CAROLINA-SPECIFIC
WORKERS’ COMPENSATION INFORMATION

http://www.ic.nc.gov/

DRUG-FREE WORKPLACE

Drug-Free Workplace

Premium credit can be given to policyholder as a scheduled credit only. Go to
www.livedrugfree.org/North-Carolina-Drug-Free-Workplace.drugreeQ7 0.0.html

for information on becoming a North Carolina certified drug-free workplace.
Alcohol is not included in substances tested for under the law.

North Carolina specifies rules (Controlled Substance Examination Regulation Act)
for collection of specimens, confidentiality, confirmation tests, laboratory
requirements, prior notice, etc.

SAFETY

Workplace Safety Programs/Committees

North Carolina requires employers with an exp. mod. at 1.50 or greater to
implement a workplace safety program.

The program is required to be written and include methods and procedures for:

1)
2)
3)
4)
5)
6)

7

Identifying, evaluating, and documenting safety hazards and correcting safety
hazards identified

Investigating workplace injuries, illnesses, and fatalities providing occupational
health and safety services including emergency response and first aid
Employee participation in the program

Responding to recommendations from the safety and health committee
Providing safety and health training to employees and safety committee
members

Designating and authorizing a representative to identify and correct safety
hazards

Each employer to protect workers under their control when two or more
employers work on the same site

Safety and Health committees are required when employer has 11 or more
employees the previous year.

Each committee shall have two chairpersons (one employer selected/one
committee selected). Meetings and facility inspections are required quarterly. Total
Employees: 10 — 50 Required Representative: 1 additional representative is
required for each 100 employees up to six representatives



OSHA Information

North Carolina is a State OSHA plan state (Region 4). Offices are:

Office — Physical: North Carolina Department of Labor (NCDOL), 4 West Edenton
Street, Raleigh, North Carolina 27601-1092. Phone: 1-800-NC-LABOR. (919) 807-
2796 (fatalities, & accidents); (919) 807-2790 (mining industry fatalities & accidents)

Office — Mailing: 1101 Mail Service Center Raleigh, NC 27699-1101 or
www.nclabor.com/osha/osh.htm

Safety Resources*

http://www.nclabor.com/lib/liblist.htm
http://www.nclabor.com/osha/etta/etta.htm
http://www.nclabor.com/osha/etta/etta.htm
http://www.nclabor.com/osha/etta/outreach/outreachregform.htm
http://www.nclabor.com/posters/posters.htm
http://webapps6.doc.state.nc.us/opi/offendersearch.do?method=view
http://www.nsopr.qov

http://www.nclabor.com/lib/liblist.htm
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.html
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/

WEBSITES TO ASSIST WITH HIRING AND SCREENING*

http://webapps6.doc.state.nc.us/opi/offendersearch.do?method=view
http://www.nsopr.gov

http://www.backgroundchecks.com
http://pacer.psc.uscourts.gov/reqister.html
http://www.searchsystems.net/

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




North Carolina Industrial Commission

EMPLOYER' SREPORT OFEMPLOYEE'SINJURY OR
OCCUPATIONAL DISEASE TO THEINDUSTRIAL COMMISSION

To the Employer:

A copy of this Form 19 accompanied by a blank Form 18 must be given to the employee. It does
not satisfy the employee’s obligation to file a cla im. The filing of this report is required by law
This form MUST be transmitted to the Industrial Commission through your Insurance Carrier.

To the Employee:

This Form 19 is not your claim for workers’ compensation benefits. To make a claim, you must complete
and sign the enclosed Form 18 and mail it to Claims Administration, N.C. Industrial Commission, 4335
Mail Service Center, Raleigh, NC 27699-4335 within two years of the date of your injury or last payment
of medical compensation. For occupational diseases, the claim must be filed within two years of the date
of disability or the date your doctor told you that you have a work-related disease, whichever is later.

The use of this form is required under the provisio ns of the Workers’ Compensation Act

IC File #
*Emp. Code #

*Carrier Code #
Employer FEIN

Carrier File #

*Required Information.

The I.C. File # is the unique identifier for
this injury. It will be provided by return
letter and is to be referenced in all future

correspondence.

Employee’s Name Employer’'s Name Telephone Number
Address Employer’'s Address City State Zip
City State Zip Insurance Carrier Policy Number
Home Telephone Work Telephone Carrier's Address City State Zip
- - OMOF 1 () - () -
Social Security Number Sex Date of Birth Carrier's Telephone Number Fax Number

Employer 1. Give nature of employer’s business
2. Location of plant where injury occurred
Time County Department State if employer’s premises
And 3. Date of injury [ 4. Day of week Hour of day Aam. [P
Place 5. Was employee paid for entire day 6. Date disability began [ O AM. [PM.
7. Date you or the supervisor first knew of injury /] 8. Name of supervisor
9.  Occupation when injured
Person 10. (a) Time employed by you (b) Wages per hour  $
Injured 11. (&) No. hours worked per day (b) Wages perday  $ (c) No. of days worked per week
(d) Avg. weekly wages w/ overtime  $ (e) If board, lodging, fuel or other advantages were
furnished in addition to wages, estimated value per day, week or month.  $ per
12. Describe fully how injury occurred and what employee was doing when injured:
Cause
And Nature
Of Injury
(Statement made without prejudice and without vouching for correctness of information)
13. List all injuries and specify body part involved (e.g. right hand or left hand):
14. Date & hour returned to work / | at .M. 15. |Ifso, at what wages $ per
16. At what occupation 17. Employee’s salary continued in full?
18. Was employee treated by a physician
Fatal Cases | 19. Has injured employee died 20. If so, give date of death (Submit Form29) [/ /
Employer name Date Completed /1
Signed by Official Title

OSHA 301 Information:

Case Number from Log: Date Hired: Time Employee began work on date of incident: If off-site medical treatment provided,
! : O AM. [ PM. answer entire next line.
Name of facility: Address: Street/City/Zip/Telephone ER visit? Overnight stay?
[ Yes []No [ Yes [ No

Attention: This form contains information relating to employee health and must be used in a manner that protects the confidentiality of employees to
the extent possible while the information is being used for occupational safety and health purposes.

ForM 19

SELF-INSURED EMPLOYER OR CARRIER MAIL TO:

NCIC - CLAIMS ADMINISTRATION

8/1/08
PAGE 1 OF 2

FoR IC Use ONLY
4335 MAIL SERVICE CENTER

FéECS_EARC“ER: RALEIGH, NORTH CAROLINA 27699-4335
EC: MAIN TELEPHONE: (919) 807-2500
DATA ENTRY: HELPLINE: (800) 688-8349

FORM 19

WEBSITE: HTTP://WWW.IC.NC.GOV/




IMPORTANT INFORMATION FOR EMPLOYER

Employer must furnish a copy of this form, as comple ted, to the employee or the employee’s representati  ve when submitted
to the Insurance Carrier or Claims Administrator fo r transmission to the Commission. Every question m ust be answered. This
Form 19 must be transmitted to the Commission throu gh your insurance carrier/claims administrator, and is required by law
to be filed within 5 days after knowledge of accide  nt. Employer must also give employee a blank Form1 8.

IMPORTANT INFORMATION FOR EMPLOYEE
Reporting an Injury

If you do not agree with the description or time of the accident given on this form, you should make a written report of injury
to the employer within thirty (30) days of the injury.

Making A Claim

To be sure you have filed a claim, complete a Form 18, Notice of Accident, within two years of the date of the injury and
send a copy to the Industrial Commission and to your employer. The employer is required by law to file this Form 19, but the
filing of the Form 19 does not satisfy the employee’s obligation to file a claim. The employee must file a Form 18 even though
the employer may be paying compensation without an agreement, or the Commission may have opened a file on this claim. A
claim may also be made by a letter describing the date and nature of the injury or occupational disease. This letter must be
signed and sent to the Industrial Commission and to your employer.

FOR ASSISTANCE OR TO OBTAIN A FORM 18 FROM THE INDU STRIAL COMMISSION, YOU MAY CALL (800) 688-8349

USE YOUR I.C. FILE NUMBER (IF KNOWN) OR SOCIAL SECURITY NUMBER ON
ALL FUTURE CORRESPONDENCE WITH THE COMMISSION

[SPANISH TRANSLATION]
INFORMACION IMPORTANTE PARA LOS EMPLEADOS
Reporte de una Lesion (Reporting an Injury)

Si usted no esta de acuerdo con la descripcion o la hora del accidente que aparece en el formulario, debe hacer un reporte
de la lesion por escrito y darselo a su empleador dentro de un periodo de treinta (30) dias a partir de la fecha de la lesién.

Como Presentar una Reclamacion (Making a Claim)

Para ceriorarse de que ha presentado una reclamacién, complete el Formulario 18 Notificaciéon de Accidente dentro de un
periodo de dos afios a partir de la fecha de la lesion y envie una copia a la Comisién Industrial y una copia a su empleador. Por
ley, el empleador debe presentar el Formulario 19, sin embargo, el presentar el Formulario 19 no cumple con la obligacién que
tiene el empleado de presentar una reclamacion. El empleado debe presentar el Formulario 18 aunque el empleador esté
pagando compensacion sin tener un acuerdo o si la Comisién ha creado un expediente con respecto a esta reclamacion.
También se puede presentar una reclamacion por medio de una carta explicando la fecha y la naturaleza de la lesién o la
enfermedad ocupacional. Esta carta se debe firmar y enviar a la Comision Industrial asi como al empleador.

PARA RECIBIR ASISTENCIA O PARA OBTENER EL FORMULARIO 18 DE LA COMISION INDUSTRIAL, USTED
PUEDE HABLAR AL (800) 688-8349

EN TODA LA CORRESPONDENCIA QUE ENVIE A LA COMISION INDUSTRIAL POR FAVOR ESCRIBA

EL NUMERO DE CASO DESIGNADO POR LA COMISION [I.C. FILE NUMBER] (S| LO SABE)
O SU NUMERO DE SEGURO SOCIAL.

SELF-INSURED EMPLOYER OR CARRIER MAIL TO:

Form 19 NCIC - CLAIMS ADMINISTRATION
8/1/08 4335 MAIL SERVICE CENTER
PAGE 2 OF 2 FOR M 19 RALEIGH, NORTH CAROLINA 27699-4335

MAIN TELEPHONE: (919) 807-2500
HELPLINE: (800) 688-8349
WEBSITE: HTTP://WWW.IC.NC.GOV/



North Carolina Industrial Commission

IC File #
NOTICE OF ACCIDENT TO EMPLOYER AND CLAIM OF Emp. Code #
EMPLOYEE, REPRESENTATIVE, ORDEPENDENT Cartier Code #

(G.S. 8897-22ZHROUGH 24) Employer FEIN

The I.C. File # is the unique identifier for
this injury. It will be provided by return
letter and is to be referenced in all future

The Use Of This Form Is Required Under The Provisio  ns of The Workers' Compensation Act correspondence.
() -
Employee’s Name Employer's Name Telephone Number
Address Employer’'s Address City State Zip
City State Zip Insurance Carrier Policy Number
() - () -
Home Telephone Work Telephone Carrier's Address City State Zip
- - LIMIOIF [ 1 () - () -
Social Security Number Sex Date of Birth Carrier's Telephone Number Carrier's Fax Number

EMPLOYEE - This form must be filed with the Industr  ial Commission within two years of the date of inju ry or

occupational disease or your claim may be barred. Notice shall be given to the employer immediately a  fter the
accident or as soon as practicable and within 30 da  ys. (This form should also be used for occupational disease
claims; however, for asbestosis, silicosis and byss inosis, Form 18B is to be used.)

Notice is hereby given, as required by law, that the above-named employee sustained an injury or contracted an occupational disease,

described as follows: on !/ at . Describe the injury or occupational disease,
Time of Injury Date (required) City and County

including the specific body part involved (e.g., right hand, left hand)

Describe how the injury or occupational disease occurred:

Occupation when injured: Nature of employer’s business:

Number of days out of work due to injury:
Medical treatment received? [JYes [JNo

Weekly wage: $ Number of hours worked per day: Days worked per week:

NOTE: If employee is unable to sign this form, another may sign for him. This form should be typed or printed by hand in
black ink, if possible. Employee should retain one signed copy of this notice, mail one signed copy to the Industrial
Commission at the address below, and provide one signed copy to employer.

() -

Signature of (Check One) [_] Employee, [] Attorney, Telephone Number
[] Representative, or [] Dependent
[
Address City State Zip Date Completed

EMPLOYER: This notice is being sent to you in compliance with requirements of the North Carolina Workers’
Compensation Act, in order that the medical services prescribed by the Act may be obtained; and, if disability extends
beyond 7 days duration, or if death ensues, compensation may be paid according to law.

FOR IC Usg ONLY MAIL TO:
FOrRM 18 Féff_EARCHER:— NCIC - CLAIMS ADMINISTRATION
8/1/08 ec: 4335 MAIL SERVICE CENTER
PAGE 10F 1 DATAENTRY: RALEIGH, NORTH CAROLINA 27699-4335
MAIN TELEPHONE: (919) 807-2500

HELPLINE: (800) 688-8349
FORM 18 WEBSITE: HTTP://WWW.IC.NC.GOV/



North Carolina Industrial Commission
IC File #

RETURN TOWORK REPORT Emp. Code #

Carrier Code #

Carrier File #

The Use Of This Form Is Required Under The Provisio  ns of The Workers' Compensation Act
Employer FEIN

Employee’s Name Employer's Name Telephone Number
Address Employer’s Address City State Zip
City State Zip Insurance Carrier
Home Telephone Work Telephone Carrier's Address City State Zip
OM OF I (G C )
Social Security Number Sex Date of Birth Carrier's Telephone Number Fax Number

Employer : The use of this form is not appropriate when an e mployee has returned to work on a trial returntow  ork basis
pursuant to N.C. Gen. Stat. § 97-32.1, in which cas e Form 28T must be used. By using this form you ar e stating that this case
is not a trial return to work and that one of the e xclusions contained in NCIC Rule 404A(7) applies.

Important Notice To Employee : Your disability compensation has been stopped beca  use you have returned to
work. You are entitled to a trial return to work f  or a period not to exceed nine months, unless you h ave been released by an

authorized treating physician to unrestricted work, in which case your trial return to work may be lim ited to 45 days.
During your trial return to work, you may be entitl ed to partial disability compensation if, because o f your on-the-job injury,
you earn less wages now than before your injury. | f your trial return to work is unsuccessful, you sh ould complete form

28U in order to request that your compensation ber  einstated.

THE EMPLOYER OR CARRIER/ADMINISTRATOR MUST COMPLETE THE FOLLOWING
WHEN EMPLOYEE RETURNS TO WORK OTHER THAN ON A TRIAL RETURN TO WORK BASIS.

SECTION A. COMPLETE THE FOLLOWING:
1. Date of injury:
2. Date disability began:
3. Date returned to work:

SECTION B. COMPLETE IF EMPLOYEE RETURNED TO WORK FO R REDUCED WAGES:
Employee is being paid at the rate of $ weekly.

SECTION C. COMPLETE IF EMPLOYEE RETURNED TO WORK FOR A DIFFERENT EMPLOYER:
1. Name of that employer:
2. Address:
3. Telephone:

SIGNATURE OF EMPLOYER OR CARRIER/ADMINISTRATOR TITLE DATE

Employer: The original of this form shall be sent t o the address below, and a copy sent to the employe e and the employee's
attorney of record, if any. A Form 28B must be fil ed to report the amount and last date compensation and/or medical
compensation were paid.

MAIL TO: NCIC - CLAIMS SECTION
4335 MAIL SERVICE CENTER

FORM 28 RALEIGH, NC 27699-4335
2/01 MAIN TELEPHONE: (919) 807-2500
Pace 10F 1 FORM 28 HELPLINE: (800) 688-8349

WEBSITE: HTTP://WWW.IC.NC.GOV/



North Carolina Industrial Commission
IC File #

STATEMENT OF DAYSWORKED AND EARNINGS OF Emp. Code #
I NJURED EMPLOYEE Carrier Code #

Carrier File #

The Use Of This Form Is Required Under The Provisio  ns of The Workers' Compensation Act Employer FEIN

Employee’s Name Employer's Name Telephone Number

Address Employer’s Address City State Zip

City State Zip Insurance Carrier

) - ) - : :

Home Telephone Work Telephone Carrier's Address City State Zip

/1 LM [IF I, ) - () -

Social Security Number Sex Date of Birth Carrier's Telephone Number Fax Number

Date of Injury: __/ [

Year: 1(2|(3|4|5|6|7|8|9|10(11|12|13|14|15|16|17|18|19|20|21|22|23|24|25|26|27|28|29|30|31| Amount
200 Earned

Jan.

Feb.

Mar.

Apr.

May

June

July

Aug.

Sept.

Oct.

Nov.

Dec.

Total

Was this employee given free rent, lodging, or board or other allowances made in lieu of wages?

If so, state weekly value thereof: $

SELF-INSURED EMPLOYER OR CARRIER MAIL TO:
NCIC - CLAIMS SECTION

FORM 22 FORM 22 4335 MAIL SERVICE CENTER
10/2006 RALEIGH, NC 27699-4335
PAGE 1 OF 2 TELEPHONE: (919) 807-2502

HELPLINE: (800) 688-8349
WEBSITE: HTTP://WWW.IC.NC.GOV/



The undersigned employer of
who alleges an injury on the of , 200
while in the employment of the undersigned, does hereby certify that the above is a true and correct

statement of days worked and earnings of this employee during the 52 weeks immediately preceding
the injury (or during the above weeks and parts thereof, if employed for less than 52 weeks) and while

(Name of Employee)

(Day) (Month)

engaged in the occupation in which the employee was allegedly injured.

Employer
By

Authorized Signature

/1200

Date Signed

To Employer: Making a false statement for the purpose of dengg workers’

compensation benefits may result in civil or criminal gnalties.

Form 22
10/2006
PAGE 2 OF 2

INSTRUCTIONS

This form must be completed and filed with the Commission in all
cases resulting in death unless maximum compensation rate is
stipulated. It must also be filed in any other case if there is a
disagreement about earnings or if the Commission requests it.

In preparing this form, place an X in the proper squares to indicate
days paid in full. Days the employee is on paid vacation leave and/or paid
sick leave should be marked with an X. Leave blank squares to indicate
days not paid in full for any reason. Total earnings for each pay period
should be placed in the proper column. If the employee's job or pay rate
was changed during the reported period, this should be noted, with an
indication as to the nature of the change.

The employer code number and the carrier code number, if any, must
be inserted in the proper place at the upper right-hand corner of the form.

SELF-INSURED EMPLOYER OR CARRIER MAIL TO:

NCIC - CLAIMS SECTION

FORM 22 4335 MAIL SERVICE CENTER

RALEIGH, NC 27699-4335

TELEPHONE: (919) 807-2502
HELPLINE: (800) 688-8349
WEBSITE: HTTP://WWW.IC.NC.GOV/



NORTH CAROLINA

ELECTION OR REJECTION OF COVERAGE FOR SOLE
PROPRIETORS, PARTNERS, MEMBERS OF LLC'S AND
CORPORATE OFFICERS

Note: ** Sole proprietors, partners and members of LLC’s are excluded from the North Cardha
workers’ compensation laws and benefits unless coverage is elected in writing.

** Executive Officers of a Corporation are covered underthe North Carolina workers’
compensation laws and benefits unless coverage is rejected in writing.

SOLE PROPRIETOR, PARTNER, MEMBER OF LLC NOTICE OF
ELECTION OF COVERAGE

1DPH RI %XVLQHVV BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

6ROH SBURSULHWRU 3DUWQHU OHPEHU 1DPH SOHDVH SULQW
6LIJIQDWXUH BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBE
6ROH SBURSULHWRU 3DUWQHU OHPEHU 1DPH SOHDVH SULQ\
6LIJIQDWXUH BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBE
6ROH SBURSULHWRU 3DUWQHU OHPEHU 1DPH SOHDVH SULQW

6LIJQDWXUH BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBE
CORPORATE OFFICER NOTICE OF REJECTION OF COVERAGE

&RUSRUDWLRQ 1DPH BBEBBBBBBBBBBBBBBBBBBBBBBBBBBBE
&RUSRUDWH 2IILFHU 1DPH SOHDVH SULQW BBBBBBBBBBBB
&RUSRUDWH 2IILFHU 6LIQDWXUH BBBBBBBBBBBBBBBBBBBBB
&RUSRUDWH 2IILFHU 1DPH SOHDVH SULQW BBBBBBBBBBBB
&RUSRUDWH 2IILFHU 6LIQDWXUH BBBBBBBBBBBBBBBBBBBBB
&RUSRUDWH 2IILFHU 1DPH SOHDVH SULQW BBBBBBBBBBBB
&RUSRUDWH 2IILFHU 6LIJIQDWXUH BBBBBBBBBBBBBBBBBBBBB
&RUSRUDWH 2IILFHU 1DPH SOHDVH SULQW BBBBBBBBBBBB

&RUSRUDWH 2IILFHU 6LIQDWXUH BBBBBBBBBBBBBBBBBBBBB

YRU &RPSDQ\ 8VH 2Q0\
‘DWH 1RWLFH UHFHLYHG BBBBEBRBBEBEEEEREEEREEEBEBBBBB5BB

,QVXURU $XWKRUL]JHG VLJQDW K B B BEEBBBBBERBERBEREBEREBHRHBHBHBHBHBBEBE B B




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
timely and medically necessary treatment for their industrial injuries. In the best interest of our employees, we will have
modified work available, which would allow the employee to return to work at the earliest possible date. Please keep this in
mind as you treat this employee.

PLEASE CONTACT UTILIZATION MANAGEMENT
AT 407-351-1212/888-346-3461
WHEN ONE OF THE FOLLOWING OCCURS:

New Injury with Disability > 7 Days & No Release to Return to Work
Hospitalization

Anticipated Surgery

Physical Therapy or Chiropractic Treatment Recommended
Referral to Provider

Assistance Required to Return Injured Employee to Work

Repeat Major Diagnostic Studies

NoakrwON=

All claims for treatment must be submitted to the address below on a HCFA 1500, UB 92 or the appropriate form
required by the State. Please submit all medical reports within the time frame required by the applicable state law:

FHM Insurance Company
P.O. Box 616648, Orlando, FL 32861-6648
407-351-1212/888-346-3461 Ext 353

Should you have any questions regarding your participation in the Coventry Network, please refer to the Coventry
Provider Relations Unit- 800-937-6824 or contact your representative at: Coventry Workers’ Comp Services,
Attn: Stephanie Claycomb, 720 Cool Springs Blvd., #300 Franklin, TN 37067

Sincerely,

Print Name Signature



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.

cuthere ...

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 Practiced Btanaged care program.

1. I agree to follow established departmental safetyguoes.

2. | agree to report any work-related accident or injunpyosupervisor as soon as it occurs, but no later than
the end of my duty shift.

3. If I need treatment for a work-related injury, | undanst that my employer has enrolled in a Managed Care
Program for Workers’ Compensation wEHM Insurance CompanyWECARE Program and
AmeriSys/Coventry Networ&nd that the following procedures must be followed for allkarelated
injuries and illnesses. Treatment received outside the 8¥r€ompensation managed care arrangement is
not compensable unless authorized by the carrier prioettvéatment date.

Report promptly any work-related injury to supervisor.

Hand carry the Introductory Letter to Physician to theraeped network physician on the initial
visit.

Follow the approved network physician’s instructions foy additional specialist treatment, if
needed.

Ensure all medical treatment is handled only through the appved network physician.

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

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

| understand that failure on my part to follow the abovegdares could result in disciplinary action not to
exclude termination and loss of Workers’ Compensationfliene

| also understand that according to Workers’ Compensatw, my compensation benefits could be reduced
for any injury that occurs because of failure to follow d&hbd safety procedures.

Employee Date

Witness Signature Date
Original to Personnel File / Copy to Employee



WORKERS' COMPENSATION WECARE NETWORK
PROVIDER NOMINATION FORM

All information in the box below must be complgiadr to forwarding.
The form will be returned if incomplete.

Employer Name :

Address:

City, State, Zip:

Telephone #:

Requestor Name

Requestor Telephone #:

Provider Name :

Group Name:

Provider Specialty:

Address:

City, State, Zip:

Telephone #:

Client's $ volume with provider

Period represented: From: To:

Source of Data (1099):

Other:

Tax ID # (if available):

Contact Person (if available):

Hospital Affiliation (if known):

Reason for Nomination:

Comments:
Signature: Date:
Please forward to: AmeriSys

Attn: Leslie Whittemore
PO Box 616648
Orlando, FL 32861-6648
888-346-3461 x120 / Fax #: 407-949-3170

Internal Use Only:
Date Received: Managed Care Representative:

Recruitment Letter Sent:
Date of Last Contact:
Current Status:




FHM Insurance Company

WECARE®
WORKERS' COMPENSATION

DISSATISFACTION OF SERVICES PROCEDURE

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 Amerisys at 888-346-3461 x417.

Amerisys staff and/or Nurse Case-Manager will coordinate a resolution to the complaint and contact a
Physician Advisor if necessary. The Physician Advisor may require medical examinations and/or other
information from you and the Network provider depending on the nature of the dispute. If the Physician
Advisor is unable to resolve the dispute to your satisfaction within ten (10) days, the matter will
automatically be referred to the Medical Director.

The Medical Director will issue a decision within thirty (30) days unless further information is required, in
which case an additional thirty (30) days will be allowed. If an agreement is not reached and you are
not satisfied with the decision of the Medical Director, you may file a request for reconsideration with the
Division of Workers' Compensation.

If you have any questions concerning the Coventry Network, call 888-346-3461, ext. 120 or write to:
Coventry Health Care Workers' Compensation, Inc.

3200 Highland Avenue
Downers Grove, IL 60515



AmeriSys

Dispute Resolution Form

Employee Name: Provider Name:

Address: Address:

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

SS#: SS#:

Please describe your dissatisfaction with servigegetail below. Include dates, names
and the specific resolutions which you feel wowdhedy the situation. Then mail this
form to the address noted below or call 800-752-0886, Chergsa RN, CPUR, CCM
Issue: Service Medical Care Other:

Date of injury: Date of dissatisfaction:

Please describe:

Signature Date

Cheryl Gulasa, Dispute Resolution Coordinator
AmeriSys*

140 Alexandria Blvd., Suite H
Oviedo, FL 32765

(800) 752-0886




APPLICATION FOR POSI-INJURY

DRUG AND/OR ALCOHOL TEST'ING PROGRAM

| TO: | FHM Underwriting Department |  Fax No: 407-373-6441 | Date: | |

INFORMATION NEEDED TO REGISTER YOUR COMPANY
(Please complete all information on this page and fax to FHM Policy Services Department)

GENERAL INFORMATION
Policy No. 306- |
Company Name:
D/B/A:
Street:
City: State: | Zip:]|
Phone: Fax:
Contact: Email:

YES, I am interested in registering my Company for this program:

MANAGED CARE PROVIDER INFORMATION

(Where you send your injured employee for treatment)

Provider Name: |

Street:

City: State: | Zip:|
Phone: Fax:

Contact: Email:

Provider Name: |

Street:

City: State: | Zip:]|
Phone: Fax:

Contact: Email:

NO, I am not interested in registering my Company for this program:
Reason please:

PLEASE NOTE: Your company willbe responsible for the costs of drug tests conducted at a designated
medical center or collection site for tests that are NOT part of the FHM “Post-Accident Drug Testing
Program” (examples are: (1) Post-accident testing in which a claim is not reported; (2) Pre-Employment;
(3) Random & reasonable suspicion). Also, you are NOT set-up to do post-accident testing until you
receive “chain of custody” forms and further instructions from Total Compliance Network (TCN) — (800)
881-4826.

Company Official’s Signature: |
Print Name: | | Title: | ]




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:




