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VIRGINIA-SPECIFIC

WORKERS' COMPENSATION INFORMATION
http://www.vwc.state.va.us

DRUG-FREE WORKPLACE

Drug-Free Workplace

Virginia 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.

Required Testing to Qualify for a Drug-Free Workplace:

Please visit this link to find out about Drug-Free Certification in the state of Virginia:
http://www.livedrugfree.org/Virginia-drug-free-workplace.drugfree00. 0.html
The Drug-Free Workplace application, as well as other forms, is available at our
website, www.fhmic.com .

Education Training Regarding Substance Abuse Policy:

Annual training is required for supervisors and employees

Virginia Workers’ Compensation denies benefits to an employee whose injury is
caused by intoxication or use of non-prescribed controlled substances. A positive
drug test from an HHS certified laboratory or a positive alcohol test above .08 BAC
creates a rebuttable presumption the employee was intoxicated or using drugs at
the time of the injury.

SAFETY

OSHA

Virginia operates its own occupational safety and health program under a plan approved
by the US Dept of Labor. OSHA approves and monitors state plans. The Virginia State
Plan applies to all public and private sector places of employment in the state with the
exception of federal employees. OSHA State Program- (Region 3). The Regional Office
is:

Regional Office, US Department of Labor/OSHA, The Curtis Center-Suite 740 West,
170 S Independence Mall West, Philadelphia, PA 19106-3309. Telephone: 215-
861-4900, FAX: 215-861-4904.

Norfolk Area Office: Federal Office Building, Room 614, 200 Granby Street, Norfolk,
VA 23510-1811. Telephone: 757-441-3820, FAX 757-441-3594.



Headquarters
Powers-Taylor Building
13 South Thirteenth Street
Richmond, VA 23219
(804) 371-2327

Central Virginia/Richmond
North Run Business Park
1570 East Parham Road
Richmond, VA 23228
(804) 371-3104

Northern Virginia/Manassas
10515 Battleview Parkway
Manassas, VA 20109
(703) 392-0900
Tidewater/Norfolk

6363 Center Drive
Building 6, Suite 101
Norfolk, VA 2350

(757) 455-0891
Southwest/Roanoke
Brammer Village

3013 Peters Creek Road
Roanoke, VA 24019

(540) 562-3580

Abingdon

The Johnson Center

468 East Main Street
Suite 114

Abingdon, VA 24210
(276) 676-5465
Lynchburg

3704 Old Forest Road
Suite B

Lynchburg, VA 24501
(434) 385-0806

Verona

201 Lee Highway
Verona, VA 24482

(540) 248-9280

The Virginia Department of Labor provides safety services such as on-site safety
consultation and workplace safety training classes. For more information go to:
www.doli.virginia.gov/vosh_coop/vosh_training.html.




SAFETY RESOURCES

http://www.doli.virginia.gov/publications/required posters.html
http://www.publicrecordcenter.com/virginiapublicrecord.htm
http://www.vsp.state.va.us/CJIS Criminal Record Check.shtm
http://www.nsopr.gov
https://www.dmv.virginia.gov/dmvnet/request pin.aspx
http://www.dmv.org/va-virginia/driving-records.php
http://www.dol.gov/asp/programs/drugs/said/StateLaw.asp?id=876
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.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://www.publicrecordcenter.com/virginiapublicrecord.htm
http://www.vsp.state.va.us/CJIS Criminal Record Check.shtm
http://www.nsopr.gov
https://www.dmv.virginia.gov/dmvnet/request pin.aspx
http://www.dmv.org/va-virginia/driving-records.php
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




Employer’s Accident Report
(formerly: Employer’s First Report of Accident)
Virginia Workers’ Compensation Commission
1000 DMV Drive Richmond VA 23220

See instructions on the reverse of this form

Reason for filing VWC file number
The boxes
to the right | Insurer code or PEO Ref. No. Insurer location
are for the
use of the | Insurer claim number
insurer

| Employer |

1. Name of employer (trading as or doing business as, ificgigk)

2. Federal Tax Identification Number 3. Employ&ase No. (if applicable)

4. Mailing address

5. Location (if different from mailing address)

6. Parent corporation /Policy Named Insured (if appliepbr PEO name

7. Nature of business (NAICS code, if appli)

8. Name and Address of Insurer or self-insurer for this claim

<QUUBCCOEEe ™OP 277=Ae BOCOECe =AAPE"

9. Policy number 10. Effective date

| Time and Place of Accident |

11. City or county where accident occurred  12. Date afrinj

13. Hour of injury

T am]

14. Date of incapacity 15. Hour of incapacity

P

13a. Time began work

a.m pim.

16. Was employee paid in full for day of injury?
Yes |:| No

17. Waspbogee paid in full for day incapacity began?

Yes No

18. Date injury orillness reported  19. Person to whom regabrt

20. Name of other witness

21. If fatal, give date of death

| Employee |

22. Name of employee (Last, First, Middle)

24. Sex

|:| Male |:| Female

23. Phone number

25. Address

26. Date of birth 27. Marital status

|:| Single |:| Divorced

28. Social security number
|:| Married |:| Widowed

29. Occupation at time of injury or illness (SOC codegpplicable)

30. Is worker covered by PEO policy?

|:| Yes |:| No

31. Nunabelependent

children I:'

32. How long in current job? 33.Date of Hire

34. Was ermppdopaid on a piece work

or hourly basis? |:| Piece work |:| Hourly
35. Hours worked 36. Days worked 37. Value afjpisites per week
per day per week | Food/meals Lodging Tips Other
38. Wages per hour 39. Earnings per week (inatiove)
$ $ $ $

| Nature and Cause of Accident |

40. Machine, tool, or object causing injury ondss

41. Specify part of machine, etc.

42. Describe fully how injury or illness occurred

43. Describe nature of injury or illness, inclugliparts of body affected

43a. Overnight inpattesdpitalization?
|:| Yes No
43b. Treated in Emergency Roo Yes |:| No

44. Physician (hame and address)

45. Hospital or Clinic (nhame and address)

46. Probable length of disability 47. Has empéoyeturned

If 48. At what wage? 49. On what date?

to work? |:| Yes |:| No | yes
50. EMPLOYER: prepared by (name, signature,)title 51. Date 52. Phone number
53. INSURER: (name of processor) 54. Date 55. Phone number

56. THIRD PARTY ADMINISTRATOR (if applicable)
posles]

57Address

™Ob 277=Ae DOCOEOe = <A?E?72=A

58. Phone number

This report is required by the Virginia Workers’ Co mpensation Act

Employer’'s Accident Report
VWC Form No. 3 (rev. 03/22/02)




FILING INSTRUCTIONS
(Instructions Updated 09/01/07)

Employer’s Accident Report
VWC Form No. 3

This form must be completed by the employer, thpleyer’s representative or the insurer and filethimi 10 days after the

notice of a work-related injury, occupational iksédisease or if the occurrence resulted in deathetworker. If the employer or

its representative completed the form, the fornughbe submitted to the insurer who provided insurance coverage on thé date o
the occurrence, and the insurer will immediatdly the original and one copy of the completed ferith the Virginia Workers’
Compensation Commission, 1000 DMV Drive, Richmond, \B®20. The additional copy of the Employer’s Accident Report
(VWC Form No. 3) will be furnished to the Virginia Depamt of Labor and Industry. The filing of this form withe

Commission is a requirement under §65.2-900 ofitte

Employer

1. As the employer, you are responsible for accurately completisgaiibns of this form when one of your
employees is injured. It should be typed or legjlrinted, signed, and dated by the preparer. Ywurance
carrier, claims servicing agency, self-insured employer’s reptasee or third-party administrator should
complete the information in the top right corner.

2. The “trading as” or “doing business” as name #&happear in Block | and the Parent Corporatiori¢ganamed
insured) should be reflected in Block 6.

3. Providethe insurance information (name, address, policy number, and effeativefdhe policy), that covers the
date that the work-related accident or occupatidimalss or disease occurred, in Blocks 8, 9 and 10

4. As the employer, if you are subject to OSHA reekeeping requirements, a copy of this completeohfaray be
retained as a supplementary record of an occutitmess or disease. Use Block 3 (Employer’'sedds.) to
cross-reference any master-log of work-related accidents, illneiseases and death claims.

5. Send the original beige form to your insuranagi€g claims servicing agency, or third-party adisirator for
processing.

Insurance Companies, Self-Insurers, Servicing Compees, Authorized Representatives, Third-Party Admiristrators
(TPA’s), Group Self-Insurance Associations, and Pressional Employer Organizations (PEQ’s):

1. The insurer should provide the information at iy right of the form. Use a numerical code (1-7) to indicate the
reason for filing the form for accidents meeting one of the filing criteria’s*. Wikamg a code reason (7) provide
the VWC file number. Note that the insurer codensto the five-digit numeric code assigned byNational
Counsel on Compensation Insurance (NCCI). The Virginia Workers’ Compensationi§€sonnassigns self-
insured employers a similar five-digit code numbBrofessional Employer Organizations (PEQ’s) mgstthe
VWC reference number.

2. If the work-related accident or occupational illness or disease does notrra@étioe filing criteria*, a Report of
Minor Injuries (VWC Form 45-A) should be completed faoetoccurrence and timely filed with the Virginia
Workers’ Compensation Commission.

3. Verify the insurance information that was proddsy the employer (name, address, policy number, and effective
date of the policy) as it appears on this form and ensure that it covers theati#tte ticcident or occupational
illness or disease occurred (Blocks 8, 9 and 10).

4. Provide the applicable information requestedlocBs 50 through 58 as it applies.

Forms: Additional copies of this form are available with@ast by writing to the Commission. Address ymguiries to
“Forms” at the listed Virginia Workers’ CompensatiGommission address. This form is also available on the
Commission’s website, aww.vwc.state.va.usNote: color-coding of the forms greatly increases thenBussion’s
efficiency in processing claims, and that any aki¢ive versions of the form you develop yourseifuiee prior approval by
the Commission. The original copy of the Employer’s Alesit Report (VWC Form No. 3) should be on beige paper.

Electronic Filing: The Employer’s Accident Report (VWC Form No. 3) can beditdectronically through the
Commission’s Website, atww.vwc.state.va.us For questions or assistance regarding the electfilinig process, please
contact our “Information Systems Department” at (8081J-2254 or in writing. Also, provide a brief description of your
current data processing and communication capabilit

For questions or assistance with completing the foleage contact the First Report’'s Unit at (804) 367-0072 or the
Commission’s Toll-free number at (1-877) 664-2566.

*The criteria’s for filing are (1) lost time excegdeven days, (2) medical expenses exceed $1,000, (3)rcsabpity is denied, (4) issues are
disputed, (5) accident resulted in death, (6) permanent disabiliigfa@urement may be involved, and (7) a specific requesaderby the
Virginia Workers’ Compensation Commission.



The boxes |Reserved VWi Number
Wage Chart to the right
Employer’'s Statement of Wage Earnings are for the
use of the Insurer Code A~ ~Ad NSyrers oga};g N AR
o , . . . <OUIBCOEES TRE 3 2Re 1O COEDR
Virginia Workers’ Compensation Commission Insurer. DB <9 ©
1000 DMV Drive Richmond VA 23220 Insurer Claim Number
Employee Address
Name of Employee Date of Accident Date of Hire
Employer Address
Name of Employer Employee’s Social Security Number

PLEASE REFER TO THE FILING INSTRUCTIONS PRINTED ON THE BACK OF T HIS FORM

Week Week Days Gross amount Week Week Ending Days Gross amount Week Week Ending Days Gross amount
No. Ending Worked paid, including No. Date Worked paid, including No. Date Worked | paid, including
Date overtime overtime overtime
1 19 37
2 20 38
3 21 39
4 22 40
5 23 41
6 24 42
7 25 43
8 26 44
9 27 45
10 28 46
11 29 47
12 30 48
13 31 49
14 32 50
15 33 51
16 34 52
17 35 Totals
18 36
Value of perquisites for entire year: Total gross earning $ Twesdks worked
Bonuses $ Electricity $
Meals/Lodging $ Water $ Total value of perquisites $
Meals Only $ Telephone $ VWC use only:
Temporary Lodging $ Uniforms $
House Rent $ Laundry $ Total earnings & perquisites $ AWW:
Tip Income $ CR:

INSURER OR EMPLOYER (include name & signature)

Date

eldphone number

Wage Chart

VWC Form No. 7A (rev. 07-01-06)

.<‘A’)‘



FILING INSTRUCTIONS
(Instructions Updated 09/01/07)

Wage Chart
VWC Form No. 7A

The information at the top right of the form shobklprovided by the insurer. Please note that the
insurer code refers to the five-digit numeric cadsigned by The National Counsel on Compensation
Insurance (NCCI). Self-insured employers are assiga similar five-digit code number by the
Virginia Workers’ Compensation Commission.

lllegible forms will be returned to the insurer.

How to complete the Wage Chart

X Indicate gross weekly earnings for the 52 weekly periods immedaedgding the date of accident.

X Note that these earnings are GROSS earnings aludiénavertime and tips, before any deductions are
made for taxes or Social Security. If there were any perquisites, please li&XTA& Value
separately at the bottom of the chart.

x If aninjured employee lost more than seven congecxablendar days, although not in the same week,
these periods should be noted on the Wage Chart (VWC Farni\) using an asterisk in the
Week No. column and are not to be counted in theulzions. Va. Code § 65.2-101.

x If injured employee has worked less than 12 morntiesearnings for the time worked should be used.
The earnings for a similar employee may be us#teiemployee has worked less than 60 days.

How to calculate the Wage Chart

x If a full year's wage informatiohas beenprovided covering the 52 week period prior to dage
of accident:

- determine the total wages earned, includinglygeerquisites;
- divide the total wages earned for this perigdbB;
- the sum will be the average weekly wage.

x If afull year's wage informatiohas not beerprovided covering the 52 week period prior to the
date of accident:

- determine the total wages earned, includinglygeerquisites;

- divide the total wages earned by the numberexks wages were earned (Note: if warranted,
the weeks can be converted into days and calcuteidlat basis);

- the sum will be the average weekly wage.

x If the form is completed onlai-weekly basis:

- determine the total wages earned, includinglygeerquisites;

- divide the total wages earned by the numberesks worked (employee
paid 26 times a year represents 52 weeks oés)ag

- the sum will be the average weekly wage.

x Samples of properly completed wage chart(s) argadla through the Commission’s Website at
www.vwc.state.va.uander the forms menu.

X For questions or assistance with completing this fptegse contact the Awards Unit using the
Commission’s Toll-Free number at (1-877) 664-2566.
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Benefits Covered under the Virginia Workers’ Compensatio Act:

Lifetime Medical Benefits— Payment for expenses related to the injury amupational disease. Includes
payment/reimbursement of out of pocket medical, pretonignd transportation expenses.

Wage Loss Replacement (Temporary Total/TemporaradP®isability): Full or partial wage loss replacement
for medically authorized disability from work.

Permanent Partial Disability Compensation for loss of use of a body part, dddsearing/vision, amputation,
lung disease or bodily disfigurement/scarring.

Permanent Total Disability Lifetime wage replacement for loss of both harmaims, feet, legs, eyes or any
two in the same accident, or is paralyzed or disabled freevare brain injury.

Death Benefits- In cases where injury results in death, surviwpguse, children, or certain other dependants
may be entitled to wage loss replacement benefits andgrayohfuneral/transportation expenses.

Other Mileage reimbursement, Cost of Living Increases, if diggifiotal wage loss and fatal benefits)




Virginia Workers' Compensation Commission 1000 DMV Drive
Richmond, Va 23220

REJECTION OF COVERAGE UNDER
THE VIRGINIA WORKERS' COMPENSATION ACT

EMPLOYER INFORMATION
q:l Corporation

OR

00| LLC.

Street Address (Check One)

Corporate/L.L.C. Name

Federal Identification Number

City State Zip Code

Va. State Corporation Number

OFFICER/MANAGER REJECTING COVERAGE

Name (Last, First and Middle Initial) Social Security Number

Street Address Date of Hire (Month/Day/Year)

Are you paid a salary or wages on a regular basis at an

agreed upon amour@ﬂ Yem No (Corporate
Officers Only)

City State Zip Code

Title of Officer (Manager, if applicable)

Current Coverage Information

— to___ —

Name of Insurance Carrier or Policy Number Policy Pdaod
Self-Insured Group

Pursuant to the provisions of §65.2-300 of the Virginia Werk' Compensation Act, the undersigned hereby rejects thletto claim
workers'compensation benefits for injuries by accident.

Signature of Officer/Member Date
Signature of Employer (By) Date
Witness Date

A copy of this notice must be handed to the employer sent by registered mail. An additional copy nust be filed with the
Virginia Workers' Compensation Commission, 1000 DMV Drive Richmond, VA 23220.

VWC Form No. 6A (rev. B9) (See onnosite sideifistructions to complete this form.)



INSTRUCTIONS
Rejection of Coverage
VWC Form 16A
O oo S A P e e e e T e P ey oy i 3 T R W o i e

File a single copy of this form with the Virginia Workers’ Compensation Commission.
Lo ke s R B R R R SR B R e A TR BT Uiy L S S N R o | QU B S A

READ THESE INSTRUCTIONS CAREFULLY PRIOR TO COMPLETING THIS FORM.

1. Fill out this form whenever an officer of a corporation or a manager of an L.L.C. elects to
reject coverage for an accident under the Virginia Workers’ Compensation Act.

2. The name of the corporation/L.L.C. should be the same as the Charter by which the
corporation or L.L.C. is licensed. Use the mailing address used by the corporation or
L.L.C. to receive mail by the U.S. Postal Service.

3. Identify the entity by checking corporation or L.L.C. Provide the employer’s Federal
Identification Number and the State Corporation Commission Number, if applicable.

4. Provide all requested information for the officer/manager rejecting coverage. Officers of a
corporation must check “Yes” or “No” to the questions regarding salary or wages.

5. Provide current workers’ compensation insurance coverage information. Do not use such
terms as “To Be Assigned,” “Pending” or “Unknown.” '

6. Signatures of the employer, officer/manager and the witness are required.

REJECTION OF COVERAGE BY AN OFFICER OR MANAGER IS
CONTINUOUS UNLESS ENDED BY FILING A TERMINATION OF
PRIOR REJECTION OF COVERAGE (VWC FORM 17A).

Additional copies of this form are available without cost by writing to the Commission. Address
requests to: “Forms,” Virginia Workers’ Compensation Commission, 1000 DMV Dirive,
Richmond, Virginia 23220



Virginia Workers' Compensation Commission 1000 DMV Drive
Richmond, Va 23220

NOTICE TERMINATING PRIOR REJECTION OF COVERAGE
UNDER THE VIRGINIA WORKERS' COMPENSATION ACT

EMPLOYER INFORMATION

Cﬂ Corporation

Corporate/L.L.C. Name OR
00| L.L.C.
(Check One)
Street Address

Federal Identification Number

City State Zip Code Va. State Corporation Number

OFFICER/MANAGER TERMINATING PRIOR REJECTION OF COVERAGE

Name (Last, First and Middle Initial) Social Security Number

Street Address

City State Zip Code

Title of Officer (Manager, if applicable)

This is Notice that the undersigned hereby termiesithe rejection of the right to claim compensatibenefits on account of injuries
by accident sustained under Virginia Workers’ Compsation Act as provided in §65.2-300 and, in accordanath §65.2-300,
hereby accepts the provisions of the Act.

Signature of Officer/Member Date
Signature of Employer (By) Date
Witness Date

A copy of this notice must be handed to the employer or sent begistered mail. An additional copy must be filed witlihe
Virginia Workers' Compensation Commission, 1000 DMV Drive Richmond, VA 23220.

VWC Form No. A (rev, B9) (See opposite sideifistructions to complete this form.)



'INSTRUCTIONS
‘Termination of Prior Rejection of Coverage

'VWC Form 17A

7 -
Filea single copy of this form with the Virginia Workers’ Compensation Commission.
S

'READ THESE INSTRUCTIONS CAREFULLY PRIOR TO COMPLETING THIS FORM.

1. Fill out this form whenever an officer of a corporation or a manager of an L.L.C. elects to
terminate a prior rejection of coverage for an accident under the Virginia Workers’
Compensation Act. :

2. The name of the corporation/L.L.C. should be the same as the Charter by which the
corporation or L.L.C. is licensed, and the same name used on the Form 16A when
coverage was rejected. Use the mailing address used by the corporatlon orLL.C.to
receive mail by the U.S. Postal Service.

3. Identify the entity by checking corporation or L.L.C. Provide the employer’s Federal
Identification Number and the State Corporation Commission Number, if applicable.

4. Provide all requested information for the officer/manager terminating a prior rejection of
coverage.
5. 7 Signatures of the employer, officer/manager and the witness are required

Additional copies of this form are available without cost by writing to the Commission. Address 7
requests to: “Forms,” Virginia Workers’ Compensation Commission, 1000 DMV Drive,
Richmond, Virginia 23220



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 servicegetail 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 800-75260&heryl Gulasa 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




sponsible for the costs of drug tests conducted at a designated
are NOT part of the FHM “Post-Accident Drug Testing

>sting in which a claim is not reported; (2) Pre-Employment;
ou are NOT set-up to do post-accident testing until you
instructions from Total Compliance Network (TCN) — (800)

| 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:




