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Workers’ Compensation Coordinator Duties

As the Work Comp Coordinator, you have the following responsibilities:

Primary contact for workers’ compensation program.

Know which occupational clinics and emergency rooms treat your employees - during normal
business hours and after hours.

Authorize medical treatment and notify administrator of incident.
Gather and review incident reports from employee and supervisor.
Submit claim forms to insurance company (and cc Management Company when appropriate).

o Report claim as soon as possible. Preferably within 24 hours after incident or date of
knowledge.

Coordinate medical care.

o Develop relationship with occupational clinic.
o Send work status reports to carrier. Never assume the clinic is sending reports to carrier.
o Diary follow up visits and stay in touch with injured employer.
o Coordinate temporary modified duty
o Report to examiner if employee is missing medical appointments.
Coordinate modified duty with various departments. Document offer of modified duty and copy
insurance company. Work with HR to complete interactive process.

Send all work comp documents to insurance company.

o Examples — Modified Duty Offer Letter, Medical Reports, Bills, Letters of Representation,
Subpoenas and Hearing notices.

Be ready to send wage statements and/or personal files if needed. Know your sources to gather
those documents.

Ensure there is a trained employee to report claims when the work comp coordinator is not
present.

Have claim kits printed and ready at designated spot.
Relay any concerns or new information to claim examiners

o Examples — employee has second job, injury happened outside of work, employee was
written up recently, injured reported only after employee was denied PTO, or other
suspicious behavior.

Be the main contact at the facility should the claim examiner need additional information about
employee and/or incident.

Keep track of open and closed claims.
Participate in periodic risk management conference calls to discuss incidents and work status.

| understand and accept my role as Work Comp Coordinator. If | have any questions, | will contact my
Shomer Risk Manager

Signature Name/Title Date

Shomerinsurance.com | 323-934-8160 | RM@Shomerinsurance.com



Work Comp Incident Checklist
If the employee refuses medical treatment:

Employee Name: Date of Incident:

Facility: WC Coordinator:

Dept. Supervisor:

Offer medical care upon first knowledge of a job-related incident. Call 911 for emergencies.

Employee Responsibility:

O Sign Refusal of Medical Treatment same day of the incident.
O Complete Employee’s Report of Workplace Incident same day of the incident

Department Supervisor Responsibility:

O Complete Supervisor’s Incident Investigation Report within 24 hours of the incident.
O Implement corrective action, safety re-training, or 1-on-1 coaching.

Work Comp. Coordinator Responsibility:

O Collect all forms and file in employee’s file.

O Share investigative findings with safety coordinator and administrator

O Periodically check in with employee regarding their well-being. Send to occupational clinic if their
condition changes or the employee changes their mind.

Do not report this incident. STOP HERE — no additional incident forms are needed.

Regardless of extent of treatment, administrator must review incident report and implement corrective action.
Shomerlnsurance.com | 323.934.8160 | RM@Shomerlnsurance.com



Work Comp Incident Checklist
If the employee seeks medical treatment:

Employee Name: Date of Incident:
Facility: WC Coordinator:

Dept. Supervisor:

Offer medical care upon first knowledge of a job-related incident. Call 911 for emergencies.

Employee Responsibility:

O
O

O
O

Complete Employee’s Report of Workplace Incident same day of the incident.

Sign and complete California Workers’ Compensation Fraud Statement and Workers” Compensation Claim
Form (DWC1) the same day of the incident.

Seek treatment at your MPN clinic.

Attend regular appointments until discharged from care

Department Supervisor Responsibility:

O
O
O
O

Complete Supervisor’s Incident Investigation Report within 24 hours of the incident.

Implement corrective action, safety re-training, or 1-on-1 coaching.

Assist Work Comp. Coordinator locate the appropriate modified duty.

Follow-up with employee regarding their well-being and escalate any complaints to administrator.

Work Comp. Coordinator Responsibility:

O

Ooad

OO

O

O

Call Medical Provider Network (MPN) clinic to authorize evaluation. Provide employee’s name and
describe incident/injury. Remind clinic that you provide modified duty and request return call after the
employee has their evaluation.

Send injured employee to the MPN clinic. Instruct employee to return with doctor’s work status report.
Provide employee with Workers’ Compensation Claim Form (DWC-1) and Fraud Statement within 24
hours.

Complete Employer’s Report of Occupational Injury (state form 5020).

Email completed state forms, Employee Incident Report, Supervisor’s Incident Investigation Report, and
doctor’s work status to your provided contacts. Refer to cover page of reporting email and contacts page of
kit.

If the claim seems suspicious, note in your claim, “Delay & investigate.” Alert your claim examiner.

After each medical visit:

o Follow modified duty restrictions until employee returns to full duty. Always offer mod. duty in writing.

o Diary follow-up appointments and request work status report after each visit. If employee misses
appointment, ask claim examiner to reschedule.

o Email work status reports, authorization requests, and discharge papers to claim examiner. Never
assume a doctor’s office is providing information to the carrier.

o If you are unable to accommodate restrictions, notify claim examiner and human resources.

o Once employee is discharged from care, email claim examiner and close your file.

Share investigative findings with safety coordinator and administrator

Regardless of extent of treatment, administrator must review incident report and implement corrective action.

Shomerlnsurance.com | 323.934.8160 | RM@Shomerlnsurance.com



Employee Refusal of Medical Treatment Form

| have been advised by my Manager/Supervisor that | may seek medical treatment for the injury that
may have occurred on the job per the below listed information. | do not think medical treatment is needed
at this time, but | will inform my Manager/Supervisor immediately should the need arise.

Employee:

Employee Printed Name

Date and Time of
Injury per Employee

List specific body parts

List specific injury type

Employee’s Signature

Today’s Date

Supervisor:

Supervisor Signature

Today’s Date

Manager/Supervisor
Comments:

Manager/Supervisor Note: Use this form if an employee has a minor injury and they do not feel that they need medical
treatment. If the employee’s injury is obvious, get medical attention and/or call 9-1-1, if necessary. Retain this
document in employee’s file.

v. 07.31. 2019
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Forma Para El Empleado de Denegacion
de Tratamiento Medical

Mi director/superintendente me ha avisado que yo puedo buscar tratamiento medical para el dafo que me
ocurrio en el trabajo, por la informacion enciendo abajo. Yo pienso que tratamiento medical, no el necesario a
este tiempo. Yo le informo a mi Director/Superintendente inmediatamente, si llega la necesidad de tratamiento.

Empleado:

Nombre del Empleado-Imprimado

Fecha y hora del dafio

Lista des partes,
especificas, del cuerpo

Lista del tipo de dafo, especifico.

Firma de empleado

Fecha de hoy

Supervisor:

Supervisor Signature

Today’s Date

Manager/Supervisor
Comments

Manager/Supervisor Note: Use this form if an employee has a minor injury and they do not feel that they need
medical treatment. If the employee’s injury is obvious get medical attention and/or call 9-1-1, if necessary.
Retain this document in employee’s file.

v.07.31.2019



Employee’s Report of Workplace Incident

Instructions: Use this form to report all work related incidents - no matter how minor. Complete form within
24-hours and give to their supervisor.

| am reporting a work related: Clinjury [ liness [ ] Incident with no medical attention required

Your Name: Job Title:

Supervisor's Name: Have you reported this incident to your supervisor?
[JYes [INo

Date of Incident: Time of Incident:

Name of Witness (if any): Where in the facility did it happen? (Include room number)

What were you doing at the time? Circle area injured:

Describe step-by-step what led up to the incident and include
type of equipment used (gait belt, mechanical lift, etc.):

What could have been done to prevent this incident? What parts of your body were injured?

Has this part of your body been injured before?

[Jyes [No

If yes, when?

Your signature: (sign) (date)

Reviewed by: I Date: I

INSURANCE SERVICES
-~HEALTHCARE DIVISION-
AN ALERA GROUP COMPANY

@ SHOMER
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Incidente del Lugar de Trabajo de Empleado

Instrucciones: Utilice este formulario para informar todos los incidents relacionado con el trabajo — no

importa que tan pequeno. Complete el formulario dentro de las 24 horas y entrégueselo a su supervisor.

Estoy reportando (circle uno): [] Lesién

[C] Enfermedad

[] Se require incidente sin attencién médica

Su Nombre:

Titulo Profesional:

Nombre del Supervisor:

¢ Ha informado este incidente a su supervisor?

[dsi [No

Fecha del Incidente:

Hora del Incidente:

Nombre de los testigos (si los hay):

¢ En qué parte de la instalacion suicedié? (Incluya el
numero de habitacion.)

¢, Qué estabas hacienda en ese momento?

Area del circulo lesionada: (Circule la area)

Describa paso por paso lo que provoco el incidente e incluya
el tipo de equipo utilizado (banda para caminar,
levantamiento mecénico, etc.):

¢, Qué se podria haber hecho para evitar este incidente?

Su firma:

¢, Qué partes de tu cuerpo se lesionaron?

¢ Esta parte de tu cuerpo ha sido herida antes?
Osi ONo

¢ Esta parte de tu cuerpo ha sido herida antes?

(firmar)

(fecha)

Revisado por:

I Fecha: I

SHOMER
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Supervisor Incident Investigation Report

Instructions: Complete this form within 24-hours after an incident or accident. Include as much information as is
available at time of investigation. You may need to follow-up on missing information but do not delay the start of

Date of Incident: This report is made by: |:| Supervisor . Team . Other

Step 1: Employee Information & Type of Injury/lliness

Employee Name:
Sex: [JMale []Female Age:

Name of facility & department: Job title at time of incident:
Part of body affected: (shade all that apply) Nature of Injury: This employee works:
[J Abrasion/scrape [ Regular full time
[0 Amputation [ Regular part time
[ Bruise [ Seasonal
[ Burn [ Temporary
[ Chemical exposure -
[] Concussion Months with
[] Crushed this employer:
[ Cut/laceration
[ Dermatitis
[ Foreign object Months doing
| Fract_ure this job:
[ Hernia
[ Human bite
[ lliness
[ Poisoning
[ Puncture or Needle stick (circle)
[ Sprain or Strain (circle)
[ Other

Step 2: Describe the Incident

Exact location in facility where employee was injured: Exact time:

Incident occurred:

[ Entering or leaving work [ Doing normal work activities [] During meal period
] During break [ Working overtime [ Other
page 1 of 3
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Supervisor Incident/Accident Investigation Report

Number of attachments: Written Witness Statements: Photographs: Maps/Drawings:

What personal protective equipment was being used (if any)?

Describe, step-by-step the events that led up to the injury. Include location of incident/accident and names of any
machines, objects tools, materials, chemicals, teype of clothing/shoes, protective equipment and other important details.

Description continued on attached sheets:|:|

Step 3: Why did the incident happen?

Unsafe workplace conditions: (Check all that apply) Unsafe acts by people: (Check all that apply)

O Inadequate guard O Operating without permission/training

O Poor housekeeping or blocked aisles O Servicing equipment that has power to it
O Defective safety device

[ Defective tool or equipment

[J Workstation layout

[ Lighting

O Ventilation

O Lack of personal protective equipment
[ Lack of appropriate equipment / tools

[0 Making a safety device inoperative

O Using defective equipment

[ Using equipment in an unapproved way
[ Unsafe lifting

[ Taking an unsafe position or posture

O Distraction, teasing, horseplay

O unsafe clothing [ Failure to wear personal protective equipment

O No training or insufficient training O Failure to use the available equipment / tools (e.g. Hoyer lift)
0 Combative patient [ Failure to use team transfer of patient

O other: O Other:

Why did the unsafe conditions exist?

Why did the unsafe act occur?

page 2 of 3
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Supervisor Incident/Accident Investigation Report

Are there incentives to take short-cuts or work faster that may have encouraged the unsage conditions or acts?

Oyes [No

If yes, describe:

Were the unsafe acts or conditions reported prior to the incident? |:| Yes |:| No

Have there been similar incidents or near misses prior to this one? [ Yes ] No

Step 4: How can future incidents be prevented?

What changes do you suggest to prevent this incident/near miss from happening again?

D Stop this activity D Guard the hazard D Train the employee(s) D Train the supervisor(s)
[[] Redesign task [[] Redesign work station [_] Write a new policy/rule [_] Enforce existing policy
[] Routinely inspect for the hazard [_] Personal Protective Equipment [] other:

What should be (or has been) done to carry out the suggestion(s) checked above?

Description continued on attached sheets: .

Step 5: Who completed and reviewed this form? (Please Print)

Completed by: Title:

Department: Date:

Names of investigation team members (if applicable):

Reviewed by: Title:
Date:
page 3 of 3
rdea SHOMER
INSLIRANCL SERVICTS

HEALTHUARE DIVISHON
\‘l.'/ “ ALERA GROUP MEBEAN

v.07.31.2019




Medical Authorization Form:
Workers’ Compensation

This form should be completed by department head/supervisor or on-duty nurse and given to injured

employee to take to the designated clinic for the first visit.

Injury Information

Employee name:
Date of injury:
Details:

Facility Information

Facility name:
Address:

Insurance company/claim
administrator:

Policy number:

AmTrust North America, PO Box 89404, Cleveland OH, 44101
ph. 888-239-3909

Authorized Facility Contact

Referred by:
Title:

Phone:

Date of referral:

MPN/Medical Provider Information

Clinic name:
Address:

Phone:
Special instructions:

Fax or Email Work Status Report to:

v. 07.31. 2019
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Incident/Accident Witnhess Report

To be completed by a witness such as: a client or coworker

Witness Information

Witness Name

Street Address

City, State, Zip Code

Phone

Fax | Email

Insured’s Employee Information

Employee’s Name | Job Title

Date of Incident

Time of incident

Description of Incident

Please use as many details as possible. Include location, type of equipment in use, clothing/shoes, condition of
the floors, weather, where you were in respect to the incident. Attach further pages as necessary:

Signature Date

@ SHOMER
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Informe de Testigos

Para ser completado por un testigo como: cliente, compariero de trabajo
Informacion de Testigos

Nombre del Testigo

Direccion: Ciudad, Calle, Cédigo Postal

Teléfono

Fax | Correo Electronico

Informacioén del Empleado del Asegurado

Nombre del Empleado
y Titulo del Trabajo

Fecha del Incidente

Hora Del Incidente

Descripcion del Incidente

Por favor, use tantos detalles como sea posible. Incluya la ubicacién, el tipo de equipo en uso, la
ropa, los zapatos, el estado de los pisos, el clima y el lugar donde se encontraba con respecto al
incidente. Agregue mas paginas segun sea necesario:

Firma del Testigo Fecha

SHOMER
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Workers’ Compensation Fraud

Definition: Workers’ compensation fraud laws make it a felony for anyone to file a false or fraudulent
statement or to submit a false report or any other document for the purpose of obtaining or denying
workers’ compensation benefits. Anyone caught performing these illegal acts will be prosecuted. If
convicted, the person can face up to 5 years in prison and/or $50,000 or double the value of the fraud,
whichever is greater.

Statement

In an effort to keep our workers’ compensation program fair for all, we must guard against fraud. Filing
a worker’s compensation claim means you were injured on the job and not elsewhere. This means you
have no doubt that your injury occurred on the job.

Furthermore, you are required by California State Law to provide the true facts. Information that is false,
inaccurate, withheld or exaggerated could constitute workers’ compensation fraud.

Each filed claim is reviewed and may be fully investigated. If any of the facts are found to be false,
inaccurate, withheld or exaggerated, disciplinary action including termination will be taken. Legal action
may also be taken. We bring these matters to your attention because workers’ compensation fraud is
against the law.



Workers’ Compensation Fraud

Chapter 12 of the California Insurance Code, Section 1871.4(a) makes it unlawful to do any of the
following:

¢ Make or cause to be made a knowingly false or fraudulent material statement or material representation for
the purpose of obtaining or denying any compensation, as defined in Section 3207 of the Labor Code.

o Present or cause to be presented a knowingly false or fraudulent written or oral material statement in support
of, or in opposition to, a claim for compensation for the purpose of obtaining or denying any compensation,
as defined in Section 3207 of the Labor Code.

e Knowingly assist, abet, conspire with, or solicit a person in an unlawful act under this section.

e Make or cause to be made a knowingly false or fraudulent statement with regard to entitlement to benefits
with the intent to discourage an injured worker from claiming benefits or pursuing a claim.

e For the purposes of this subdivision, "statement" includes, but is not limited to, a notice, proof of injury, bill
for services, payment for services, hospital or doctor records, X-ray, test results, medical-legal expense as
defined in Section 4620 of the Labor Code, other evidence of loss, injury, or expense, or payment.

o Make or cause to be made a knowingly false or fraudulent material statement or material
representation for the purpose of obtaining or denying any of the benefits or reimbursement provided
in the Return-to-Work Program established under Section 139.48 of the Labor Code.

o Make or cause to be made a knowingly false or fraudulent material statement or material
representation for the purpose of discouraging an employer from claiming any of the benefits or
reimbursement provided in the Return-to-Work Program established under Section 139.48 of the
Labor Code.

Chapter 12 of the California Insurance Code, Section 1871.4(b) specifies punishment for a violation of
subsection (a) as follows:

Imprisonment in County Jail for one year; or

Imprisonment in the State Prison for 2, 3, or 5 years; or

Fine not exceeding $50,000 or double the value of the fraud, whichever is greater; or
Both imprisonment and fine.

Restitution shall also be ordered, and the person convicted may be charged the costs of investigation.

Under California Penal Code Section 550 (a)(1), it is unlawful to “knowingly present or cause to be presented
any false or fraudulent claim for the payment of a loss or injury, including payment of a loss or injury under a
contract of insurance". Anyone who violates this subsection is guilty of a felony, punishable, as specified in
section 550(c)(1), by:

e Imprisonment in the State Prison for 2, 3, or 5 years; and
¢ afine not exceeding $50,000 or double the amount of the fraud, whichever is greater.

| have read the statement above and understand that workers’ compensation fraud is against the law.

Signature Print Name Date



Fraude de Compensacion
a los Trabajadores de California

Definicién: Las leyes de fraude de compensacion laboral hacen que sea un delito para cualquier
persona presentar una declaracion falsa o fraudulenta o presentar un informe falso o cualquier otro
documento con el fin de obtener o denegar los beneficios de compensacién laboral. Cualquiera que
sea sorprendido realizando estos actos ilegales sera procesado.

Si es declarado culpable, la persona puede enfrentar hasta 5 afios de prision y/o $50,000 o el doble
del valor del fraude, el que sea mayor.

Declaracion

En un esfuerzo por mantener nuestro programa de compensacion para trabajadores justo para
todos, debemos protegernos contra el fraude. Presentar un reclamo de compensacion laboral
significa que usted se lesiond en el trabajo y no en otro lugar. Esto significa que no tiene dudas de
que su lesion ocurrio en el trabajo.

Ademas, la ley del estado de California le exige que proporcione los hechos reales. La informacién
que es falsa, inexacta, retenida o exagerada podria constituir fraude de compensacion laboral.

Cada reclamo presentado se revisa y puede investigarse completamente. Si se descubre que alguno
de los hechos es falso, inexacto, retenido o exagerado, se tomaran medidas disciplinarias, incluida la
terminacién. Accidn legal también puede ser tomada. Traemos a su atencion estos asuntos porque el
fraude de compensacion al trabajador es contrario a la ley.



Fraude de Compensacion
a los Trabajadores de California

El Capitulo 12 del Cédigo de Seguros de California, Secciéon 1871.4(a) establece que es ilegal hacer
cualquiera de los siguientes:

e Hacer o hacer que se haga a sabiendas una declaracion material falsa o fraudulenta o una representacion
material con el propoésito de obtener o denegar cualquier compensacién, como se define en la Seccién
3207 del Cdédigo Laboral.

e Presentar o hacer que se presente una declaracion escrita u oral a sabiendas falsa o fraudulenta en apoyo
de, 0 en oposicion a, un reclamo de compensacion con el proposito de obtener o denegar cualquier
compensacion, segun se define en la Seccion 3207 del Codigo Laboral.

e A sabiendas ayude, instigue, conspire o solicite a una persona en un acto ilegal bajo esta seccién.

o Alos fines de esta subdivision, la "declaracion" incluye, entre otros, un aviso, prueba de lesion, factura por
servicios, pago de servicios, registros hospitalarios o0 médicos, rayos X, resultados de pruebas, gastos
médico- legales como se define en la Seccién 4620 del Codigo del Trabajo, otra evidencia de pérdida,
lesion, gasto o pago.

o Hacer o hacer que se haga una declaracion falsa o fraudulenta a sabiendas con respecto a la
titularidad de los beneficios con la intencion de desalentar a un trabajador lesionado de reclamar
beneficios o presentar un reclamo.

o Hacer o hacer que se haga a sabiendas una declaracién material falsa o fraudulenta o una
representacion material con el propdsito de obtener o denegar cualquiera de los beneficios o
reembolsos provistos en el Programa de Regreso al Trabajo establecido en la Seccién 139.48 del
Cddigo del Trabajo.

El Capitulo 12 del Cédigo de Seguros de California, Seccion 1871.4 (b) especifica el castigo por una
violacién de la subseccion (a) de la siguiente manera:

e Encarcelamiento en la carcel del condado por un afo; o

e Encarcelamiento en la prision estatal por 2,3 0 5 afios; o

e Multa que no exceda los $50,000 o el doble del valor del fraude, el que sea mayor; o
e Ambos, encarcelamiento y multa.

La restitucion también se ordenara, y la persona condenada puede ser acusada de los costos de la
investigacion.

Segun la Seccion 550 (a) (1) del Cédigo Penal de California, es ilegal "presentar de manera encubierta o
hacer que se presente un reclamo falso o fraudulento por el pago de una pérdida o lesién, incluido el pago de
una pérdida o lesion conforme a un contrato de seguro".

Cualquier persona que viole esta subseccion es culpable de un delito grave, punible, como se especifica en la
Seccién 550 (c) (1), por:

o Encarcelamiento en la prision estatal por 2, 3 0 5 afios; y un
e Multa que no exceda los $50,000 o el doble del monto del fraude, el que sea mayor.

He leido la declaracién anterior y entiendo que el fraude de compensacién laboral es contrario a la ley.

Imprimir Nombre Firma Fecha



Workers” Compensation Claim Form (DWC 1) & Notice of Potential Eligibility
Formulario de Reclamo de Compensacion de Trabajadores (DWC 1) y Notificacion de Posible Elegibilidad

If you are injured or become ill, either physically or mentally, because of your job,
including injuries resulting from a workplace crime, you may be entitled to
workers’ compensation benefits. Use the attached form to file a workers’
compensation claim with your employer. You should read all of the information
below. Keep this sheet and all other papers for your records. You may be eligible
for some or all of the benefits listed depending on the nature of your claim. If you
file a claim, the claims administrator, who is responsible for handling your claim,
must notify you within 14 days whether your claim is accepted or whether
additional investigation is needed.

To file a claim, complete the “Employee” section of the form, keep one copy and
give the rest to your employer. Do this right away to avoid problems with your
claim. In some cases, benefits will not start until you inform your employer about
your injury by filing a claim form. Describe your injury completely. Include every
part of your body affected by the injury. If you mail the form to your employer,
use first-class or certified mail. If you buy a return receipt, you will be able to
prove that the claim form was mailed and when it was delivered. Within one
working day after you file the claim form, your employer must complete the
“Employer” section, give you a dated copy, keep one copy, and send one to the
claims administrator.

Medical Care: Your claims administrator will pay for all reasonable and
necessary medical care for your work injury or illness. Medical benefits are
subject to approval and may include treatment by a doctor, hospital services,
physical therapy, lab tests, x-rays, medicines, equipment and travel costs. Your
claims administrator will pay the costs of approved medical services directly so
you should never see a bill. There are limits on chiropractic, physical therapy, and
other occupational therapy visits.

The Primary Treating Physician (PTP) is the doctor with the overall

responsibility for treatment of your injury or illness.

. If you previously designated your personal physician or a medical group,
you may see your personal physician or the medical group after you are
injured.

. If your employer is using a medical provider network (MPN) or Health Care
Organization (HCO), in most cases, you will be treated in the MPN or HCO
unless you predesignated your personal physician or a medical group. An
MPN is a group of health care providers who provide treatment to workers
injured on the job. You should receive information from your employer if
you are covered by an HCO or a MPN. Contact your employer for more
information.

. If your employer is not using an MPN or HCO, in most cases, the claims
administrator can choose the doctor who first treats you unless you
predesignated your personal physician or a medical group.

. If your employer has not put up a poster describing your rights to workers’
compensation, you may be able to be treated by your personal physician
right after you are injured.

Within one working day after you file a claim form, your employer or the claims
administrator must authorize up to $10,000 in treatment for your injury, consistent
with the applicable treating guidelines until the claim is accepted or rejected. If
the employer or claims administrator does not authorize treatment right away, talk
to your supervisor, someone else in management, or the claims administrator. Ask
for treatment to be authorized right now, while waiting for a decision on your
claim. If the employer or claims administrator will not authorize treatment, use
your own health insurance to get medical care. Your health insurer will seek
reimbursement from the claims administrator. If you do not have health insurance,
there are doctors, clinics or hospitals that will treat you without immediate
payment. They will seek reimbursement from the claims administrator.

Switching to a Different Doctor as Your PTP:

. If you are being treated in a Medical Provider Network (MPN), you may
switch to other doctors within the MPN after the first visit.

. If you are being treated in a Health Care Organization (HCO), you may
switch at least one time to another doctor within the HCO. You may switch
to a doctor outside the HCO 90 or 180 days after your injury is reported to
your employer (depending on whether you are covered by employer-
provided health insurance).

. If you are not being treated in an MPN or HCO and did not predesignate,
you may switch to a new doctor one time during the first 30 days after your
injury is reported to your employer. Contact the claims administrator to
switch doctors. After 30 days, you may switch to a doctor of your choice if
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Si Ud. se lesiona o se enferma, ya sea fisicamente o mentalmente, debido a su
trabajo, incluyendo lesiones que resulten de un crimen en el lugar de trabajo, es
posible que Ud. tenga derecho a beneficios de compensacién de trabajadores.
Utilice el formulario adjunto para presentar un reclamo de compensacion de
trabajadores con su empleador. Ud. debe leer toda la informacién a
continuacién. Guarde esta hoja y todos los demas documentos para sus archivos.
Es posible que usted retna los requisitos para todos los beneficios, o parte de
éstos, que se enumeran dependiendo de la indole de su reclamo. Si usted presenta
un reclamo, | administrador de reclamos, quien es responsable por el manejo de su
reclamo, debe notificarle dentro de 14 dias si se acepta su reclamo o si se necesita
investigacion adicional.

Para presentar un reclamo, llene la seccién del formulario designada para el
“Empleado,” guarde una copia, y déle el resto a su empleador. Haga esto de
inmediato para evitar problemas con su reclamo. En algunos casos, los beneficios
no se iniciaran hasta que usted le informe a su empleador acerca de su lesion
mediante la presentacion de un formulario de reclamo. Describa su lesion por
completo. Incluya cada parte de su cuerpo afectada por la lesién. Si usted le envia
por correo el formulario a su empleador, utilice primera clase o correo certificado.
Si usted compra un acuse de recibo, usted podra demostrar que el formulario de
reclamo fue enviado por correo y cuando fue entregado. Dentro de un dia laboral
después de presentar el formulario de reclamo, su empleador debe completar la
seccion designada para el “Empleador,” le dar& a Ud. una copia fechada, guardara
una copia, y enviara una al administrador de reclamos.

Atencién Médica: Su administrador de reclamos pagard por toda la atencién
médica razonable y necesaria para su lesién o enfermedad relacionada con el
trabajo. Los beneficios médicos estan sujetos a la aprobacion y pueden incluir
tratamiento por parte de un médico, los servicios de hospital, la terapia fisica, los
analisis de laboratorio, las medicinas, equipos y gastos de viaje. Su administrador
de reclamos pagaréa directamente los costos de los servicios médicos aprobados de
manera que usted nunca vera una factura. Hay limites en terapia quiropractica,
fisica y otras visitas de terapia ocupacional.

El Médico Primario que le Atiende (Primary Treating Physician- PTP) es el
médico con la responsabilidad total para tratar su lesién o enfermedad.

e Si usted designé previamente a su médico personal o a un grupo médico,
usted podra ver a su médico personal o grupo médico después de lesionarse.

e Si su empleador est4 utilizando una red de proveedores médicos (Medical
Provider Network- MPN) o una Organizacion de Cuidado Médico (Health
Care Organization- HCO), en la mayoria de los casos, usted sera tratado en
la MPN o0 HCO a menos que usted hizo una designacion previa de su médico
personal o grupo médico. Una MPN es un grupo de proveedores de
asistencia médica quien da tratamiento a los trabajadores lesionados en el
trabajo. Usted debe recibir informacion de su empleador si su tratamiento es
cubierto por una HCO o una MPN. Hable con su empleador para mas
informacion.

e Si su empleador no esta utilizando una MPN o HCO, en la mayoria de los
casos, el administrador de reclamos puede elegir el médico que lo atiende
primero a menos de que usted hizo una designacion previa de su médico
personal o grupo médico.

e Si su empleador no ha colocado un cartel describiendo sus derechos para la
compensacion de trabajadores, Ud. puede ser tratado por su médico personal
inmediatamente después de lesionarse.

Dentro de un dia laboral después de que Ud. Presente un formulario de reclamo,
su empleador o el administrador de reclamos debe autorizar hasta $10000 en
tratamiento para su lesion, de acuerdo con las pautas de tratamiento aplicables,
hasta que el reclamo sea aceptado o rechazado. Si el empleador o administrador
de reclamos no autoriza el tratamiento de inmediato, hable con su supervisor,
alguien més en la gerencia, o con el administrador de reclamos. Pida que el
tratamiento sea autorizado ya mismo, mientras espera una decision sobre su
reclamo. Si el empleador o administrador de reclamos no autoriza el tratamiento,
utilice su propio seguro médico para recibir atencion médica. Su compafiia de
seguro médico buscara reembolso del administrador de reclamos. Si usted no
tiene seguro médico, hay médicos, clinicas u hospitales que lo trataran sin pago
inmediato. Ellos buscaran reembolso del administrador de reclamos.

Cambiando a otro Médico Primario o PTP:

e Si usted esta recibiendo tratamiento en una Red de Proveedores Médicos
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your employer or the claims administrator has not created or selected an

MPN.
Disclosure of Medical Records: After you make a claim for workers'
compensation benefits, your medical records will not have the same level of
privacy that you usually expect. If you don’t agree to voluntarily release medical
records, a workers’ compensation judge may decide what records will be released.
If you request privacy, the judge may "seal" (keep private) certain medical
records.

Problems with Medical Care and Medical Reports: At some point during your
claim, you might disagree with your PTP about what treatment is necessary. If
this happens, you can switch to other doctors as described above. If you cannot
reach agreement with another doctor, the steps to take depend on whether you are
receiving care in an MPN, HCO, or neither. For more information, see “Learn
More About Workers’ Compensation,” below.

If the claims administrator denies treatment recommended by your PTP, you may
request independent medical review (IMR) using the request form included with
the claims administrator’s written decision to deny treatment. The IMR process is
similar to the group health IMR process, and takes approximately 40 (or fewer)
days to arrive at a determination so that appropriate treatment can be given. Your
attorney or your physician may assist you in the IMR process. IMR is not
available to resolve disputes over matters other than the medical necessity of a
particular treatment requested by your physician.

If you disagree with your PTP on matters other than treatment, such as the cause
of your injury or how severe the injury is, you can switch to other doctors as
described above. If you cannot reach agreement with another doctor, notify the
claims administrator in writing as soon as possible. In some cases, you risk losing
the right to challenge your PTP’s opinion unless you do this promptly. If you do
not have an attorney, the claims administrator must send you instructions on how
to be seen by a doctor called a qualified medical evaluator (QME) to help resolve
the dispute. If you have an attorney, the claims administrator may try to reach
agreement with your attorney on a doctor called an agreed medical evaluator
(AME). If the claims administrator disagrees with your PTP on matters other than
treatment, the claims administrator can require you to be seen by a QME or AME.

Payment for Temporary Disability (Lost Wages): If you can't work while you
are recovering from a job injury or illness, you may receive temporary disability
payments for a limited period. These payments may change or stop when your
doctor says you are able to return to work. These benefits are tax-free. Temporary
disability payments are two-thirds of your average weekly pay, within minimums
and maximums set by state law. Payments are not made for the first three days
you are off the job unless you are hospitalized overnight or cannot work for more
than 14 days.

Stav at Work or Return to Work: Being injured does not mean you must stop

working. If you can continue working, you should. If not, it is important to go
back to work with your current employer as soon as you are medically able.
Studies show that the longer you are off work, the harder it is to get back to your
original job and wages. While you are recovering, your PTP, your employer
(supervisors or others in management), the claims administrator, and your
attorney (if you have one) will work with you to decide how you will stay at work
or return to work and what work you will do. Actively communicate with your
PTP, your employer, and the claims administrator about the work you did before
you were injured, your medical condition and the kinds of work you can do now,
and the kinds of work that your employer could make available to you.

Payment for Permanent Disability: If a doctor says you have not recovered
completely from your injury and you will always be limited in the work you can
do, you may receive additional payments. The amount will depend on the type of
injury, extent of impairment, your age, occupation, date of injury, and your wages
before you were injured.

Supplemental Job Displacement Benefit (SJDB): If you were injured on or
after 1/1/04, and your injury results in a permanent disability and your employer
does not offer regular, modified, or alternative work, you may qualify for a
nontransferable voucher payable for retraining and/or skill enhancement. If you
qualify, the claims administrator will pay the costs up to the maximum set by state
law.

Death Benefits: If the injury or illness causes death, payments may be made to a
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(Medical Provider Network- MPN), usted puede cambiar a otros médicos
dentro de la MPN después de la primera visita.

e  Si usted esta recibiendo tratamiento en un Organizacion de Cuidado Médico
(Healthcare Organization- HCO), es posible cambiar al menos una vez a otro
médico dentro de la HCO. Usted puede cambiar a un médico fuera de la
HCO 90 o 180 dias después de que su lesion es reportada a su empleador
(dependiendo de si usted esta cubierto por un seguro médico proporcionado
por su empleador).

e Si usted no esta recibiendo tratamiento en una MPN o HCO y no hizo una
designacion previa, usted puede cambiar a un nuevo médico una vez durante
los primeros 30 dias después de que su lesién es reportada a su empleador.
Péngase en contacto con el administrador de reclamos para cambiar de
médico. Después de 30 dias, puede cambiar a un médico de su eleccion si su
empleador o el administrador de reclamos no ha creado o seleccionado una
MPN.

Divulgacién de Expedientes Médicos: Después de que Ud. presente un reclamo
para beneficios de compensacion de trabajadores, sus expedientes médicos no
tendran el mismo nivel de privacidad que usted normalmente espera. Si Ud. no
esta de acuerdo en divulgar voluntariamente los expedientes médicos, un juez de
compensacion de trabajadores posiblemente decida qué expedientes seran
revelados. Si usted solicita privacidad, es posible que el juez “selle” (mantenga
privados) ciertos expedientes médicos.

Problemas con la_Atencion Médica y los Informes Médicos: En algin
momento durante su reclamo, podria estar en desacuerdo con su PTP sobre qué
tratamiento es necesario. Si esto sucede, usted puede cambiar a otros médicos
como se describe anteriormente. Si no puede llegar a un acuerdo con otro médico,
los pasos a seguir dependen de si usted estd recibiendo atencion en una MPN,
HCO o ninguna de las dos. Para més informacién, consulte la seccién “Aprenda
Mas Sobre la Compensacién de Trabajadores,” a continuacion.

Si el administrador de reclamos niega el tratamiento recomendado por su PTP,
puede solicitar una revision médica independiente (Independent Medical Review-
IMR), utilizando el formulario de solicitud que se incluye con la decisién por
escrito del administrador de reclamos negando el tratamiento. El proceso de la
IMR es parecido al proceso de la IMR de un seguro médico colectivo, y tarda
aproximadamente 40 (o0 menos) dias para llegar a una determinacién de manera
que se pueda dar un tratamiento apropiado. Su abogado o su médico le pueden
ayudar en el proceso de la IMR. La IMR no esta disponible para resolver disputas
sobre cuestiones aparte de la necesidad médica de un tratamiento particular
solicitado por su médico.

Si no esta de acuerdo con su PTP en cuestiones aparte del tratamiento, como la
causa de su lesion o la gravedad de la lesién, usted puede cambiar a otros médicos
como se describe anteriormente. Si no puede llegar a un acuerdo con otro médico,
notifique al administrador de reclamos por escrito tan pronto como sea posible.
En algunos casos, usted arriesg perder el derecho a objetar a la opinién de su PTP
a menos que hace esto de inmediato. Si usted no tiene un abogado, el
administrador de reclamos debe enviarle instrucciones para ser evaluado por un
médico llamado un evaluador médico calificado (Qualified Medical Evaluator-
QME) para ayudar a resolver la disputa. Si usted tiene un abogado, el
administrador de reclamos puede tratar de llegar a un acuerdo con su abogado
sobre un médico llamado un evaluador médico acordado (Agreed Medical
Evaluator- AME). Si el administrador de reclamos no esta de acuerdo con su PTP
sobre asuntos aparte del tratamiento, el administrador de reclamos puede exigirle
que sea atendido por un QME o AME.

Pago por Incapacidad Temporal (Sueldos Perdidos): Si Ud. no puede trabajar,
mientras se esta recuperando de una lesion o enfermedad relacionada con el
trabajo, Ud. puede recibir pagos por incapacidad temporal por un periodo
limitado. Estos pagos pueden cambiar o parar cuando su médico diga que Ud. esta
en condiciones de regresar a trabajar. Estos beneficios son libres de impuestos.
Los pagos por incapacidad temporal son dos tercios de su pago semanal promedio,
con cantidades minimas y méaximas establecidas por las leyes estales. Los pagos
no se hacen durante los primeros tres dias en que Ud. no trabaje, a menos que Ud.
sea hospitalizado una noche o no puede trabajar durante mas de 14 dias.

Permanezca en el Trabajo o Regreso al Trabajo: Estar lesionado no significa
que usted debe dejar de trabajar. Si usted puede seguir trabajando, usted debe
hacerlo. Si no es asi, es importante regresar a trabajar con su empleador actual tan
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spouse and other relatives or household members who were financially dependent
on the deceased worker.

It is illegal for your employer to punish or fire you for having a job injury or
iliness, for filing a claim, or testifying in another person's workers' compensation
case (Labor Code 132a). If proven, you may receive lost wages, job reinstatement,
increased benefits, and costs and expenses up to limits set by the state.

Resolving Problems or Disputes: You have the right to disagree with decisions
affecting your claim. If you have a disagreement, contact your employer or claims
administrator first to see if you can resolve it. If you are not receiving benefits,
you may be able to get State Disability Insurance (SDI) or unemployment
insurance (Ul) benefits. Call the state Employment Development Department at
(800) 480-3287 or (866) 333-4606, or go to their website at www.edd.ca.gov.

You Can Contact an Information & Assistance (I&A) Officer: State 1&A
officers answer questions, help injured workers, provide forms, and help resolve
problems. Some 1&A officers hold workshops for injured workers. To obtain
important information about the workers’ compensation claims process and your
rights and obligations, go to www.dwc.ca.gov or contact an I&A officer of the
state Division of Workers’ Compensation. You can also hear recorded information
and a list of local 1&A offices by calling (800) 736-7401.

You can consult with an attorney. Most attorneys offer one free consultation. If
you decide to hire an attorney, his or her fee will be taken out of some of your
benefits. For names of workers' compensation attorneys, call the State Bar of
California at (415) 538-2120 or go to their website at www.
californiaspecialist.org.

Learn More About Workers’ Compensation: For more information about the
workers’ compensation claims process, go to www.dwec.ca.gov. At the website,
you can access a useful booklet, “Workers’ Compensation in California: A
Guidebook for Injured Workers.” You can also contact an Information &
Assistance Officer (above), or hear recorded information by calling 1-800-736-
7401.
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pronto como usted pueda medicamente hacerlo. Los estudios demuestran que
entre mas tiempo esté fuera del trabajo, mas dificil es regresar a su trabajo original
y a sus salarios. Mientras se estd recuperando, su PTP, su empleador
(supervisores u otras personas en la gerencia), el administrador de reclamos, y su
abogado (si tiene uno) trabajaran con usted para decidir como va a permanecer en
el trabajo o regresar al trabajo y qué trabajo hard. Comuniquese de manera activa
con su PTP, su empleador y el administrador de reclamos sobre el trabajo que
hizo antes de lesionarse, su condicion médica y los tipos de trabajo que usted
puede hacer ahora y los tipos de trabajo que su empleador podria poner a su
disposicion.

Pago por Incapacidad Permanente: Si un médico dice que no se ha recuperado
completamente de su lesién y siempre seré limitado en el trabajo que puede hacer,
es posible que Ud. reciba pagos adicionales. La cantidad dependera de la clase de
lesién, grado de deterioro, su edad, ocupacion, fecha de la lesion y sus salarios
antes de lesionarse.

Beneficio Suplementario por Desplazamiento de Trabajo (Supplemental Job
Displacement Benefit- SJIDB): Si Ud. se lesiond en o después del 1/1/04, y su
lesion resulta en una incapacidad permanente y su empleador no ofrece un trabajo
regular, modificado, o alternativo, usted podria cumplir los requisitos para recibir
un vale no-transferible pagadero a una escuela para recibir un nuevo un curso de
reentrenamiento y/o mejorar su habilidad. ~ Si Ud. cumple los requisios, el
administrador de reclamos pagara los gastos hasta un maximo establecido por las
leyes estatales.

Beneficios por Muerte: Si la lesion o enfermedad causa la muerte, es posible que
los pagos se hagan a un conyuge y otros parientes o a las personas que viven en el
hogar que dependian econémicamente del trabajador difunto.

Es ilegal que su empleador le castigue o despida por sufrir una lesién o
enfermedad laboral, por presentar un reclamo o por testificar en el caso de
compensacion de trabajadores de otra persona. (Cédigo Laboral, seccion 132a.)
De ser probado, usted puede recibir pagos por pérdida de sueldos, reposicion del
trabajo, aumento de beneficios y gastos hasta los limites establecidos por el
estado.

Resolviendo problemas o disputas: Ud. tiene derecho a no estar de acuerdo con
las decisiones que afecten su reclamo. Si Ud. tiene un desacuerdo, primero
comuniquese con su empleador o administrador de reclamos para ver si usted
puede resolverlo. Si usted no esta recibiendo beneficios, es posible que Ud. pueda
obtener beneficios del Seguro Estatalde Incapacidad (State Disability Insurance-
SDI) o beneficios del desempleo (Unemployment Insurance- Ul). Llame al
Departamento del Desarrollo del Empleo estatal al (800) 480-3287 o (866) 333-
4606, o visite su pagina Web en www.edd.ca.gov.

Puede Contactar a un Oficial de Informacion y Asistencia (Information &
Assistance- 1&A): Los Oficiales de Informaciéon y Asistencia (I1&A) estatal
contestan preguntas, ayudan a los trabajadores lesionados, proporcionan
formularios y ayudan a resolver problemas. Algunos oficiales de I&A tienen
talleres para trabajadores lesionados. Para obtener informacién importante sobre
el proceso de la compensacion de trabajadores y sus derechos y obligaciones, vaya
a www.dwec.ca.gov o comuniquese con un oficial de informacion y asistencia de la
Division Estatal de Compensacién de Trabajadores. También puede escuchar
informacién grabada y una lista de las oficinas de 1&A locales llamando al (800)
736-7401.

Ud. puede consultar con un abogado. La mayoria de los abogados ofrecen una
consulta gratis. Si Ud. decide contratar a un abogado, los honorarios seran
tomados de algunos de sus beneficios. Para obtener nombres de abogados de
compensacion de trabajadores, llame a la Asociacién Estatal de Abogados de
California (State Bar) al (415) 538-2120, o consulte su pagina Web en
www.californiaspecialist.org.

Aprenda Més Sobre la Compensacion de Trabajadores: Para obtener més
informacién sobre el proceso de reclamos del programa de compensacion de
trabajadores, vaya a www.dwc.ca.gov. En la pagina Web, podra acceder a un
folleto (til, “Compensacién del Trabajador de California: Una Guia para
Trabajadores Lesionados.” También puede contactar a un oficial de Informacién
y Asistencia (arriba), o escuchar informacion grabada llamando al 1-800-736-
7401.
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State of California
Department of Industrial Relations
DIVISION OF WORKERS’ COMPENSATION

WORKERS’ COMPENSATION CLAIM FORM (DWC 1)

Employee: Complete the “Employee” section and give the form to your
employer. Keep a copy and mark it “Employee’s Temporary Receipt” until
you receive the signed and dated copy from your employer. You may call the
Division of Workers” Compensation and hear recorded information at (800)
736-7401. An explanation of workers' compensation benefits is included in
the Notice of Potential Eligibility, which is the cover sheet of this form.
Detach and save this notice for future reference.

You should also have received a pamphlet from your employer describing
workers’ compensation benefits and the procedures to obtain them. You may
receive written notices from your employer or its claims administrator about
your claim. If your claims administrator offers to send you notices
electronically, and you agree to receive these notices only by email, please
provide your email address below and check the appropriate box. If you later
decide you want to receive the notices by mail, you must inform your
employer in writing.

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.

CLEAR

Estado de California
Departamento de Relaciones Industriales
DIVISION DE COMPENSACION AL TRABAJADOR

PETITION DEL EMPLEADO PARA DE COMPENSACION DEL
TRABAJADOR (DWC 1)

Empleado: Complete la seccion “Empleado” y entregue la forma a su

empleador. Quédese con la copia designada “Recibo Temporal del
Empleado™ hasta que Ud. reciba la copia firmada y fechada de su empleador.
Ud. puede llamar a la Division de Compensacion al Trabajador al (800) 736-
7401 para oir informacién gravada. Una explicacién de los beneficios de
compensacion de trabajadores esta incluido en la Notificacion de Posible
Elegibilidad, que es la hoja de portada de esta forma. Separe y guarde esta
notificacién como referencia para el futuro.

Ud. también deberia haber recibido de su empleador un folleto describiendo
los benficios de compensacion al trabajador lesionado y los procedimientos
para obtenerlos. Es posible que reciba notificaciones escritas de su
empleador o de su administrador de reclamos sobre su reclamo. Si su
administrador de reclamos ofrece enviarle notificaciones electrénicamente, y
usted acepta recibir estas notificaciones solo por correo electrénico, por
favor proporcione su direccion de correo electronico abajo y marque la caja
apropiada. Si usted decide después que quiere recibir las notificaciones por
correo, usted debe de informar a su empleador por escrito.

Toda aquella persona gue a propésito haga o cause que se produzca
cualquier declaracion o representacion material falsa o fraudulenta con

el fin de obtener o negar beneficios o pagos de compensacion a
trabajadores lesionados es culpable de un crimen mayor “felonia”.

Employee—complete this section and see note above
1. Name. Nombre.

2. Home Address. Direccion Residencial.

Empleado—complete esta seccion y note la notacién arriba.
Today’s Date. Fecha de Hoy.

3. City. Ciudad.
4. Date of Injury. Fecha de la lesién (accidente).

State. Estado.

Zip. Caédigo Postal.

5. Address and description of where injury happened. Direccion/lugar dénde occuri6 el accidente.

Time of Injury. Hora en que ocurrio. a.m. p.m.

6. Describe injury and part of body affected. Describa la lesién y parte del cuerpo afectada.

7. Social Security Number. Nimero de Seguro Social del Empleado.

8. [ check if you agree to receive notices about your claim by email only. d Marque si usted acepta recibir notificaciones sobre su reclamo solo por correo

electrénico. Employee’s e-mail.

Correo electrénico del empleado.

You will receive benefit notices by regular mail if you do not choose, or your claims administrator does not offer, an electronic service option. Usted recibira
notificaciones de beneficios por correo ordinario si usted no escoge, o su administrador de reclamos no le ofrece, una opcion de servicio electrénico.

9. Signature of employee. Firma del empleado.

Employer—complete this section and see note below. Empleador—complete esta seccion y note la notacion abajo.

10. Name of employer. Nombre del empleador.

11. Address. Direccion.

12. Date employer first knew of injury. Fecha en que el empleador supo por primera vez de la lesién o accidente.
13. Date claim form was provided to employee. Fecha en que se le entreg6 al empleado la peticion.
14. Date employer received claim form. Fecha en que el empleado devolvio la peticion al empleador.

15. Name and address of insurance carrier or adjusting agency. Nombre y direccion de la compafiia de seguros o agencia adminstradora de seguros.

16. Insurance Policy Number. EI nimero de la pdliza de Seguro.

17. Signature of employer representative. Firma del representante del empleador.
18. Title. Titulo.

19. Telephone. Teléfono.

Employer: You are required to date this form and provide copies to your insurer
or claims administrator and to the employee, dependent or representative who
filed the claim within one working day of receipt of the form from the employee.

SIGNING THIS FORM IS NOT AN ADMISSION OF LIABILITY

Empleador: Se requiere que Ud. feche esta forma y que provéa copias a su
compaiiia de seguros, administrador de reclamos, o dependiente/representante de
reclamos y al empleado que hayan presentado esta peticion dentro del plazo de
un dia habil desde el momento de haber sido recibida la forma del empleado.

EL FIRMAR ESTA FORMA NO SIGNIFICA ADMISION DE RESPONSABILIDAD

D Employer copy/Copia del Empleador DEmponee copy/Copia del Empleado Dclaims Administrator/Administrador de Reclamos DTemporary Receipt/Recibo del Empleado
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State of California
EMPLOYER'S REPORT OF
OCCUPATIONAL INJURY OR ILLNESS

Please complete in triplicate (type if possible) Mail two copies to:

OSHA CASE NO.

]

FATALITY

knowingly false or fraudulent material

guilty of a felony.

Any person who makes or causes to be made any

material representation for the purpose of obtaining or
denying workers compensation benefits or payments is

statement or

California law requires employers to report within five days of knowledge every occupational injury or illness which results in lost time beyond the
date of the incident OR requires medical treatment beyond first aid. If an employee subsequently dies as a result of a previously reported injury or
illness, the employer must file within five days of knowledge an amended report indicating death. In addition, every serious injury, iliness, or death
must be reported immediately by telephone or telegraph to the nearest office of the California Division of Occupational Safety and Health.

1. FIRM NAME la. Policy Number Please do not use
this column
E 2. MAILING ADDRESS: (Number, Street, City, Zip) 2a. Phone Number
M CASE NUMBER
P
L |3. LOCATION if different from Mailing Address (Number, Street, City and Zip) 3a. Location Code
o OWNERSHIP
Y
E 4. NATURE OF BUSINESS; e.g.. Painting contractor, wholesale grocer, sawmill, hotel, etc. 5. State unemployment insurance acct.no
R
6. TYPE OF EMPLOYER: . - INDUSTRY
|:|Privale DState DCounty DCIW DSChOlﬂ District Dother Gov't, Specify:
7. DATE OF INJURY / ONSET OF ILLNESS [8. TIME INJURY/ILLNESS OCCURRED 9. TIME EMPLOYEE BEGAN WORK 10. IF EMPLOYEE DIED, DATE OF DEATH (mm/dd/yy)
(mm/dd/yy) A - AM oM OCCUPATION
1 1. UNABLE TO WORK FOR AT LEAST ONE [ 12, DATE LAST WORKED (mm/dd/yy) 13. DATE RETURNED TO WORK (mm/dd/yy) 14. IF STILL OFF WORK, CHECK THIS BOX:
FULL DAY AFTEl OF INJURY? 1
DYes No
kSJ.Sé\\(DOIEUII__L_s[_)rAYS WAGES FOR DATE OF | 16, SALARY BEING CONTINUED? 17. DATE OF EMPLOYER'S KNOWLEDGE /NOTICE OF |18. DATE EMPLOYEE WAS PROVIDED CLAIM FORM SEX
INJURY/ILLNESS (mm/dd/ FORM (mm/dd/yy)
pavworkeD? [_Jves [ ]No [ves [ne (mmidelyy)
19. SPECIFIC INJURY/ILLNESS AND PART OF BODY AFFECTED, MEDICAL DIAGNOSIS if available, e.g.. Second degree burns on right arm, tendonitis on left elbow, lead poisoning AGE
|
N - -
1 [P0- LOCATION WHERE EVENT OR EXPOSURE OCCURRED (Number, Street, City, Zip) 20a. COUNTY 21. ON EMPLOYER'S PREMISES? DAILY HOURS
U Yes I:lNo
R
22. DEPARTMENT WHERE EVENT OR EXPOSURE OCCURRED, e.g.. Shipping department, machine shop. 3. Other Workers injured or il in this event?
Yes No DAYS PER WEEK
24. EQUIPMENT, MATERIALS AND CHEMICALS THE EMPLOYEE WAS USING WHEN EVENT OR EXPOSURE OCCURRED, e.g.. Acetylene, welding torch, farm tractor, scaffold
o
R
WEEKLY HOURS
25. SPECIFIC ACTIVITY THE EMPLOYEE WAS PERFORMING WHEN EVENT OR EXPOSURE OCCURRED, e.g.. Welding seams of metal forms, loading boxes onto truck.
|
L WEEKLY WAGE
L 26. HOW INJURY/ILLNESS OCCURRED. DESCRIBE SEQUENCE OF EVENTS. SPECIFY OBJECT OR EXPOSURE WHICH DIRECTLY PRODUCED THE INJURYIILLNESS, e.g.. Worker stepped back to inspect work
N and slipped on scrap material. As he fell, he brushed against fresh weld, and burned right hand. USE SEPARATE SHEET IF NECESSARY
E
s COUNTY
S
27. Name and address of physician (number, street, city, zip) 27a. Phone Number NATURE OF INJURY
28. Hospitalized as an inpatient overnight? I:l No I:I Yes If yesthen, name and address of hospital (number, street, city, zip) 28a. Phone Number
PART OF BODY
29. Employee treated in emergency room?
[ = [
IATTENTION 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 SOURCE
while the information is being used for occupational safety and health purposes. See CCR Title 8 14300.29 (b)(6)-(10) & 14300.35(b)(2)(E)2.
Note: Shaded boxes indicate confidential employee information as listed in CCR Title 8 14300.35(b)(2)(E)2*.
30. EMPLOYEE NAME 31. SOCIAL SECURITY NUMBER 32. DATE OF BIRTH (mm/dd/vv)
EVENT
33. HOME ADDRESS (Number, Street, City,Zip) 33a. PHONE NUMBER
E SECONDARY SOURCE
M
L[ 34. sEx 35. OCCUPATION (Regular job title, NO initials, abbreviations or numbers) 36. DATE OF HIRE (mm/dd/yy)
8 |:| Male |:| Female
E 37. EMPLOYEE USUALLY WORKS 37a. EMPLOYMENT STATUS %7bLIU¢%§E\éVSCVLCEA§\S CIOIIZ\I)EDOF YOUR
I:Iregular,full-lime part-time oLic GESASSIG
E hours per day, days per week, total weekly hours
I:Itemporary Dseasonal EXTENT OF INJURY
38. GROSS WAGES/SALARY 39. OTHER PAYMENTS NOT REPORTED AS WAGESISALARY (e.g. tips, meals, overtime, bonuses, etc.)?
: [~ (1~

Completed By (type or print)

Signature & Title

Date (mm/dd/yy)

federal workplace safety agencies.

« Confidential information may be disclosed only to the empl

yee, former employee, or their personal representative (CCR Title 8 14300.35), to others for the purpose of processing a workers' compensation or other insurance
claim; and under certain circumstances to a public health or law enforcement agency or to a consultant hired by the employer (CCR Title 8 14300.30). CCR Title 8 14300.40 requires provision upon request to certain state and

FORM 5020 (Rev7) June 2002

FILING OF THIS FORM IS NOT AN ADMISSION OF LIABILITY
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Elsa Q Gomez



Modified Duty:

Temporary Transitional Return-to-Work Job Offer

Your physician, Dr. , has released you to
temporary transitional work. We have located a temporary position that you should be able to
perform. Your need for continuing in this position will be periodically reevaluated.

Injured Information:

Employee Name

Date

Insurance Co./Claim Num.
Address

Work Restrictions

Job Modifications or Transitional
Work Assignments

Schedule & Wages:

Days per week: Days of week: [_IMon[_]Tue[_JWed[ 1Thu[_]Fri[_]Sat[_ISun (mark)
Number of hours per shift: From am/pm to am/pm (circle) You
will be receiving $ per hour. The claim administrator will prorate your workers’

comp. benefits if salary or work hours are less than your regular wage & hours.

The assignment begins on (date) with reevaluation on (date).
We ask that you report for work on (date) at am/pm
Report to: Department: Phone:

INSURANCE SERVICES

-HEALTHCARE DIVISION -
AN ALERA GROUP COMPANY

@ SHOMER

v. 07.31. 2019



If you receive this letter after the report-to-work date, you have 24-hours
to contact the following person:

We look forward to seeing you and wish you rapid recovery.

Sincerely,

Workers’ Comp Coordinator Title/Department
Phone Signature

Date

Facility: send this letter via certified and regular mail, or have the employee come to your office to
sign and date it. Attach doctor’s work status report.

Employee Section

A rejection of a transitional job may constitute no payment of temporary disability payments from the
workers’ compensation insurance company. Please contact work comp coordinator or claim examiner
for benefit information.

The State of California also offers free assistance via their Information & Assistance Offices located
throughout the State. You may call (800) 736-7401 for additional information.

| have read and understand the information above. | accept this job as offered:

OYes 0O No

Employee’s Signature Date

Phone Number

INSURANCE SERVICES

-HEALTHCARE DIVISION -
AN ALERA GROUP COMPANY

@ SHOMER

v. 07.31. 2019



Trabajo Modificado:

Oferta de trabajo temporal de transicion al trabajo

Su médico, el/la Dr. , lo liberd para un trabajo
temporal de transiciéon. Hemos localizado una posicion temporal que deberia poder realizar. Su
necesidad de continuar en este puesto sera reevaluada peridédicamente.

Informacion del Empleado:

Nombre del Empleado

Fecha del Incidente

Compaiiia de seguros /
numero de reclamo

Direccion

Restricciones de Trabajo (describa a
continuacioén o adjunte informe de
estado de trabajo)

Modificaciones de trabajo o asignacién
de trabajo de transicién (describa a
continuacion o adjunte
responsabilidades)

Horario y Salarios:

Dias por semana: Dias de la Semana:[_JLun[_]Mar[_IMier[_JJu[]Vier[]Sab[_]JDom (marca)
Numero de horas por turno: De am/pm a am/pm (circule)
Usted recibira $ por hora. El administrador de reclamos prorrateara los beneficios de

compensacion de sus trabajadores si el salario o las horas de trabajo son inferiores a su salario y horas
regulares.

La tarea comienza en (fecha) con reevaluacién en (fecha).

Le pedimos que se presente para trabajar en (fecha) a las am/pm.
Usted se reportara a: Departamento: Teléfono:

v. 07.31. 2019



Si recibe esta carta después de la fecha del informe para trabajar, tiene 24 horas para contactar a la
siguiente persona:

Esperamos verte y deseamos una recuperacion rapida.

Sinceramente,

Coordinador de compensacioén laboral  Titulo/Departamento

Teléfono Firma

Fecha

Facility: send this letter via certified and regular mail, or have the employee come to your office to
sign and date it. Attach doctor’s work status report.

Seccion de Empleados

Un rechazo de un trabajo de transicion puede constituir una falta de pago de la compafia de seguros
de compensacién de trabajadores por pagos de incapacidad temporal. Comuniquese con el
coordinador de compensacion de trabajadores o el examinador de reclamaciones para obtener
informacion sobre los beneficios.

El Estado de California también ofrece asistencia gratuita a través de sus Oficinas de Informacion y
Asistencia ubicadas en todo el estado. Puede llamar al (800) 736 - 7401 para obtener informacién

adicional.

He leido y entiendo la informacién anterior. Acepto este trabajo como se me ofrece:
OSi ONo

Firma del Empleado Fecha

Teléfono

v. 07.31. 2019
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AmTrust North America
An AmTrust Financial Company

MAKING IT EASY...
TO GET WORKERS' COMPENSATION PRESCRIPTIONS FILLED.

Optum
PO Box 152539
Tampa, FL 33684-2539

Optum has been chosen to manage your workers’ compensation pharmacy benefits for your employer or their insurer.
Below is your First Fill card that will allow you to receive your injury-related prescriptions at your local pharmacy. Please
fill out the card based on the instructions below.

m

Injured Employee:

If you need a prescription filled for a work-related injury or

illness, go to an Optum Tmesys® network pharmacy. Give this

temporary card to the pharmacist. The pharmacist will fill
your prescription at low or no cost to you.

If your workers’ compensation claim is accepted, you will
receive a more permanent pharmacy card in the mail.
Please use that card for other work-related injury or illness
prescriptions.

Most pharmacies, including Walgreens, our preferred

provider, and all major chains, are included in the network.

To find a network pharmacy call 1-866-599-5426 or visit
tmesys.com.

Questions? Need Help?

1-866-599-5426

(. ) _ . )
4 Q\ E Attention Pharmacists: Enter RxBIN, RxPCN and GROUP. Member ID # format is
@, ® ArrTrist Mot America the date of injury and SSN combined as follows: YYMMDD123456789.

“OPTUM Pl e
Y Tmesys is the designated PBM for this patient.
WORKERS’ COMPENSATION PRESCRIPTION DRUG PROGRAM
Tmesys Pharmacy Help Desk
AmTrust North America 1 4-2531
CARRIER/TPA EMPLOYER 800 96 53
NDC Envoy

INJURED WORKER NAME RxBIN 004261 or 002538
Please provide directly to Pharmacist RxPCN CAL or Envoy Acct. #
SOCIAL SECURITY NUMBER DATE OF INJURY (YYMMDD) GROUP FF

Notice to Cardholder: Present this card to the pharmacy to receive medication for

your work-related injury. To locate a pharmacy: tmesys.com.

L J

The following entities comprise the Optum Workers Compensation and Auto No Fault division: PMSI, LLC, dba Optum Workers Compensation
Services of Florida; Progressive Medical, LLC, dba Optum Workers Compensation Services of Ohio; Cypress Care, Inc. dba Optum Workers Com-
pensation Services of Georgia; Healthcare Solutions, Inc., dba Optum Healthcare Solutions of Georgia; Settlement Solutions, LLC, dba Optum
Settlement Solutions; Procura Management, Inc., dba Optum Managed Care Services; Modern Medical, dba Optum Workers Compensation

NOTE: This First Fill card is only valid for your workers’ compensation injury or illness.

Employer:

Immediately upon receiving notice of injury, fill in the information

above and give this form to the employee.

Medical Services, collectively and individually referred as “Optum.”

tmesys:

IMP14-1614-109-FFWG



&A\
> Optum

Q‘. OPTUM’ PO Box 152539

Tampa, FL 33684-2539

HACEMOS MAS SENCILLO...
EL ABASTECIMIENTO DE LAS RECETAS MEDICAS DEL PROGRAMA DE
COMPENSACION POR ACCIDENTES LABORALES.

Optum ha sido elegido para administrar los beneficios farmacéuticos de su programa de compensacién por accidentes
laborales para su empleador o su asegurador. Mas adelante incluimos su tarjeta First Fill que le permitira recibir las
recetas médicas relacionadas con su lesiéon en su farmacia local. Llene esta tarjeta siguiendo las instrucciones que se
indican a continuacion.

Empleado lesionado:

Si necesita que se le abastezca su receta médica para una lesiéon
o enfermedad relacionada con su trabajo, visite una farmacia
de la red Optum Tmesys®. Entregue esta tarjeta temporal al

farmacéutico. El farmacéutico abastecera su receta médica bajo (-'Tiene a|guna pregunta?
costo o sin costo alguno. .
¢Necesita ayuda?

Si se acepta su reclamacién del programa de compensacion

por accidentes laborales, recibirad una tarjeta permanente por

correo. Use esa tarjeta para otras recetas médicas de lesiones o 1-866-599-5426
enfermedades relacionadas con su trabajo.

proveedor preferido, y todas las grandes cadenas de farmacias,

forman parte de la red. Para encontrar una farmacia de la red,
Ilame al 1-866-599-5426 o visite tmesys.com.

IJE[_I La mayoria de farmacias, incluyendo Walgreens, nuestro

e
VaN \ Attention Pharmacists: Enter RxBIN, RxPCN and GROUP. Member ID # format is
8 . .
Q‘ OPTUM the date of injury and SSN combined as follows: YYMMDD123456789.

Tmesys is the designated PBM for this patient.
WORKERS’ COMPENSATION PRESCRIPTION DRUG PROGRAM

Tmesys Pharmacy Help Desk
1-800-964-2531

PORTADORA EMPLEADOR

NDC Envoy
NOMBRE DEL TRABAJADOR LESIONADO RxBIN 004261 or 002538
Please provide directly to Pharmacist RxPCN CAL or Envoy Acct. #
NUMERO DE SEGURO SOCIAL FECHA DE ALA LESION (AAMMDD) GROUP FF

Aviso para el titular de la tarjeta: Presente esta tarjeta a la farmacia para recibir los
medicamentos para la lesion relacionada con su trabajo. Para ubicar una farmacia,
visite tmesys.com.

- J

NOTA: Esta tarjeta First Fill solo es valida para una lesion o enfermedad cubierta por su programa de
compensacion por accidentes laborales.

Empleador:

Inmediatamente después de recibir un aviso sobre una lesién, llene la
informacion antes indicada y entregue este formulario al empleado.

The following entities comprise the Optum Workers Compensation and Auto No Fault division: PMSI, LLC, dba Optum Workers Compensation ®
Services of Florida; Progressive Medical, LLC, dba Optum Workers Compensation Services of Ohio; Cypress Care, Inc. dba Optum Workers Com-
pensation Services of Georgia; Healthcare Solutions, Inc., dba Optum Healthcare Solutions of Georgia; Settlement Solutions, LLC, dba Optum

Settlement Solutions; Procura Management, Inc., dba Optum Managed Care Services; Modern Medical, dba Optum Workers Compensation
Medical Services, collectively and individually referred as “Optum.” IMP14-1614-109-FFWG
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Workers’ Compensation

Notification Pharmacy Benefit Network

Your employer and your workers’ compensation claims administrator have selected Optum
as their workers’ compensation pharmacy benefit network (PBN), to provide medications for
your work- related injury through their pharmacy network, Tmesys®.

This plan provides that drugs (and other services) prescribed for treating your work injury
can be obtained only from companies or providers specified in your plan.

If you have any questions about how to obtain prescribed medications, call 1-866-599-5426.

| | LOCATING A PLAN PHARMACY
More than 5,000 Locations in CA

1. Go to the Tmesys website at Tmesys.com
2. Select the search method you prefer

Call 1-866-599-5426 to speak to a customer care specialist

Plan Limitations

* You must present your workers’ compensation pharmacy card to a participating network pharmacy
in order to receive medications.

* Only medications used to treat your work-related injury are covered.

* Some medications may not be on the authorized list, in which case the pharmacy will contact Helios
to try to obtain approval while you are at the pharmacy.

 If a pharmacy that is part of the participating network charges you for medications, you are not
subject to plan limitations.

* Your prescribed medication may be subject to Utilization Review at the request of your claims
administrator.

How to Obtain Medicines

1. Your employer will provide you information and notification on the network and how to obtain
medications upon implementation or when you were hired.

2. Upon receiving a notice of first injury, your employer will provide you with additional notification of
requirements as well as a First Fill Card.

3. Give the card to the pharmacist at a participating network pharmacy with your prescription.
4. The pharmacist will fill your prescription. You should not receive a bill for these medications.
5. A permanent workers’ compensation pharmacy card will be mailed to you.

6. Use the permanent card each time you have a prescription filled for your work-related injury.

We look forward to serving you. If you have any questions about how to obtain prescribed
medications, call 1-866-599-5426 or visit our Pharmacy Center on Tmesys.com.

IMP14-16201



RETURN-TO-WORK; A GREAT IDEA

We at the AmTrust Group, are convinced that an employer who provides light, or restricted work for injured
employees, enjoys numerous benefits. This is not just an opinion, it's something we see day in and day out.
Consider:
e Unless an injured worker returns to the workplace within 60 days, chances of him/her ever returning drop
dramatically. (resulting in a very expensive permanent disability situation.)
o After 6 months away from the workplace, only 50% chance of return.
o After 12 months, only a 10% chance of return.

Some Return-to Work Benefits Include:

“Test” of malingering potential. Injured employees who refuse light duty are more prone to being malingerers.
Opportunity for employer to demonstrate true concern for workers’ well-being.

Promotion of rehabilitation and recovery.

Lower medical and rehabilitation costs.

Productivity.

Morale improvement for the injured worker.

Ability for the employer to monitor the injured employee’s recovery progress.

Decrease of WC claims costs, with resultant downstream WC premium savings.

(Notice we’re not just talking about ‘feel-good’ issues, but also hard dollars !)

Some common misconceptions (and truths) about Return-to-Work / Light Duty:

Misconception: We've already got too many “programs” around here, and don’t need any more paper.

Truth: While it is true a written, planned program works best, in many cases a Light Duty “program” can be nothing
more than a management understanding of the benefits and principles of Return-to-Work, how it works, and the
commitment to ‘just do it’, when light-duty recommendations are made by WC physicians.

Misconception: It will get me into an Americans With Disabilities (ADA) “situation”.

Truth: Light-duty and ADA “reasonable accommodation” are two entirely separate issues. Generally, light duty is a
temporary assignment, for a relatively short period. ADA accommodations are made for serious, permanent
disabilities that impair major life activities.

Misconception: I'll have to devise a whole new job each time an employee needs light duty.

Truth: The vast majority of light-duty restrictions require accommodating only one or two factors, such as “no lifting
over 10 pounds”, or the like. In many cases, if you break the jobs down into individual tasks, you'll see that only one
or two tasks within the employee’s normal job are affected, and can be handled in some other way.

Misconception: Once an employee gets into a “cushy” light-duty job, s/he’ll never leave it, and I'll be stuck with it.

Truth: Light duty is always defined by, and monitored by the attending physician. An employee on light duty is
periodically monitored by the physician for improvement, and is released for full-duty as soon as medically indicated.

Misconception: We're a union company. Our union won't allow us to pay lower rates, or move employees between
classifications, or between bargaining groups.

Truth: Any Local that objects to a Return-to-Work program should be referred to its national body for guidance.
Return to Work is universally recognized as a very positive influence on an injured worker (as well as benefiting the
employer). Labor unions, whose major purpose for existence is the benefit of the workers they represent, should not
only “tolerate” Return-to-Work programs, but enthusiastically promote, and assist in such programs’ implementation
and operation. It is strongly suggested that management approach labor representatives to solicit their input, and
assistance in making Return to Work a positive force in your workplace.

Misconception: | might be willing to place a worker in a light-duty position, but | can’t afford pay them their full pay,
for the decreased productivity.

Truth: Talk to your WC insuror’s claims professional. In many cases, states’ WC plans provide for “make-up” pay to
replace some, or all of the injured employees’ decreased earnings. The goal of getting them back to the workplace,
and doing some productive work is that important!



Amtrust North America requires reporting of any and all workers compensation injuries

CALIFORNIA REPORTING

Section 6409(a) of the California Labor Code requires a physician who treats an injured employee to file a Doctors First
Report of Injury (DFR) with the claims administrator (Amtrust North America) for every work illness or injury; there is
no ‘first aid’ exception to this rule. Amtrust North America must receive and forward all DFR’s to the Department of
Industrial Relations.

Section 5401(a) of the California Labor Code requires an employer to report an injury which results in lost time beyond
the employee’s work sift at the time of injury, or which results in medical treatment beyond first aid.
e An Employer may handle the costs relating to a First Aid Claim, as defined below, but must notify the claims
administrator of their intent.

CAL/OSHA CLAIMS RECORDABLE REPORTING RULES

Part 1904.7(a) of the Federal Regulations (Standards 29 CFR) requires that you must consider an injury or illness that is
reported to you to meet the general recording criteria, and therefore to be recordable, if it results in any of the following:
death; days away from work; restricted work or transfer to another job; medical treatment beyond first aid; or loss of
consciousness.

UNIT STAT REPORTING

Pursuant to Labor Code 5401(a) and for Unit Stat Reporting purposes, only those claims defined as Indemnity or
Medical are to be reported

Indemnity: Death, Permanent Total, Major Perm Disability, Minor Perm Disability, Temporary Total, “S” Claim
Medical Treatment means the management and care of a patient to combat a disease or a disorder. OSHA does not
consider the following as medical treatment:
- Visits to a physician or other licensed heath care professional solely for observation or counseling
- The conduct of diagnostic procedures, such as x-rays and blood test, including the administration of prescription
medications used solely for diagnostic purposes (e.g., eye drops to dilate pupils)
First Aid treatment defined:
- Using a non-prescription medication at non-prescription strength (for medications available in both
prescription and non-prescription form, a recommendation by a physician or other licensed health care
professional to use a non-prescription at prescription strength is considered medical treatment for record keeping
purposes)
- Administering tetanus immunizations (other immunizations, such as Hepatitis B vaccine, are considered
medical treatment)
- Using wound coverings such as bandaged, Band-Aids, gauze pads, etc., or using butterfly bandages or Steri-
Strips (other wound closing devices such as sutures, staples, etc are considered medical treatment)
- Using hot or cold therapy
- Using an non-rigid means of support, such as elastic bandages, wraps, non-rigid back belts, etc (devices with
rigid stays or other systems designed to immobilize parts of the body are considered medical treatment for
record keeping purposes)
- Using temporary immobilization devices while transporting an accident victim (e.g., splints, slings, neck collars,
backboards, etc)
- Dirilling of a fingernail or toenail to relieve pressure, or draining fluid from a blister
- Using eye patches
- Removing foreign bodies from the eye using only irrigation or a cotton swab
- Removing splinters or foreign material from areas other than the eye by irrigation, tweezers, cotton swabs or
other simple means
- Using finger guards
- Using massages (physical therapy or chiropractic treatment are considered medical treatment for record keeping
purposes)
- Drinking fluids for relief of heat stress
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