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AVISO A LOS EMPLEADOS SOBRE LA
COMPENSACION PARA TRABAJADORES

EN TEXAS
COBERTURA: [Name of the employer]

tiene cobertura de
seguros de compensacion para trabajadores con [name of the commercial
insurance Company] Normandy Insurance Company
para protegerle en caso de una lesién o enfermedad ocupacional relacionada
con el trabajo. Esta cobertura esta vigente desde [effective date of workers’
compensation insurance policy] . Cualquier lesion
o enfermedad ocupacional que ocurra en o después de esta fecha sera
manejada por [name of commercial insurance company]Normandy Insurance Company
. Un empleado o una
persona que actue en nombre del empleado, debe notificar al empleador
sobre una lesion o una enfermedad ocupacional a no mas tardar de treinta
(30) dias, a partir de la fecha en que ocurrio la lesién o en la fecha en la que
el empleado se enter6 o deberia de haberse enterado de la enfermedad
ocupacional, al menos que el Departamento de Seguros de Texas, Division
de Compensacioén para Trabajadores (Texas Department of Insurance,
Division of Workers’ Compensation — TDI-DWC, por su hombre y siglas en
inglés) (Division) determine que existié una buena causa para que no se
haya notificado al empleador dentro del tiempo sehalado. Su empleador
tiene la obligacidon de proporcionarle a usted informacién por escrito sobre
la cobertura cuando usted es contratado o cuando su empleador adquiere o
deja de tener una cobertura de seguro de compensacion para trabajadores.

ASISTENCIA AL EMPLEADO: La Divisién proporciona informacion
gratuita sobre como presentar una reclamacion de compensacion para
trabajadores. El personal de la Division contestara cualquier pregunta

que usted pueda tener sobre la compensacion para trabajadores y
procesara cualquier solicitud de resolucion de disputas relacionada con una
reclamacion. Usted puede obtener este tipo de asistencia comunicandose
con su oficina local de la Division o llamando al teléfono 1-800-252-7031. La
Oficina de Asesoria Publica para el Empleado Lesionado (Office of Injured
Employee Counsel — OIEC, por su nombre y siglas en inglés) también ofrece
asistencia gratuita a los empleados lesionados y ellos le explicaran cuales
son sus derechos y responsabilidades bajo la Ley de Compensacién para
Trabajadores. Usted puede obtener la asistencia de OIEC comunicandose
con un representante de servicio al cliente de OIEC en su oficina local de la
Division o llamando al 1-866-EZE-OIEC (1-866-393-6432).

LINEA DIRECTA PARA REPORTAR VIOLACIONES DE

SEGURIDAD: La Divisién cuenta con una linea gratuita telefénica que
esta en servicio las 24 horas del dia para reportar condiciones inseguras
en el area de trabajo que podrian violar las leyes ocupacionales de salud
y seguridad. La ley prohibe que los empleadores suspendan, despidan o
discriminen en contra de cualquier empleado porque él o ella de buena
fe reporta una alegada violacion ocupacional de salud o seguridad.

Comuniquese con la Division al teléfono 1-800-452-9595.
Notice 6 (01/13) TEXAS DEPARTMENT OF INSURANCE, DIVISION OF WORKERS’' COMPENSATION Rule 110.101(e)(1)




EMPLEADOR CON COBERTURA

El Reglamento 110.101 (e)(1) de Compensacion para Trabajadores de
Texas requiere que los empleadores que cuentan con una cobertura de
compensacion para trabajadores mediante una compania de seguros
comercial notifiquen a sus empleados que ellos cuentan con una cobertura
de seguro de compensacion para trabajadores e informen a sus empleados
sobre el numero de la linea telefénica gratuita del Departamento de
Seguros de Texas, Division de Compensacién para Trabajadores para
obtener informacion adicional sobre sus derechos de compensacion para
trabajadores.

Avisos en inglés, espafol y cualquier otro idioma comun para la poblacién
de los trabajadores del empleador deben ser puestos a la vista y:

1. Mostrarse en un lugar prominente de la oficina de personal del
empleador, si es que la hay;

2. Ubicar este aviso en el area de trabajo de tal manera que los
empleados lo vean regularmente;

3. Eltitulo debe ser impreso en tamano 26, en letra negrita de punto, el
tema debe ser impreso en tamafo 18, en letra negrita de punto, y el
texto, por lo menos en tamafo 16 en letra negrita de punto normal; y

4. Contener las palabras exactas segun lo sefalado en el Reglamento
110.101 (e)(1).

El aviso que se muestra al reverso de esta pagina cumple con los
requisitos que se han sefalado en la parte de arriba. El negarse a mostrar
o proporcionar esta informacién, segun lo requerido en el reglamento es
una falta a la ley y a los reglamentos de la Division. El infractor podria estar
sujeto a sanciones administrativas.

NO MOSTRAR ESTE LADO



THONG BAO CHO CAC NHAN VIEN VE
VIEC BOI THUONG LAO PONG O TEXAS

PHAM VI BAO HIEM: [Tén chd nhan]
c6 pham vi bao hiém bdi thwong lao ddng cla

[tén C(’jng ty bao h|ém thu;cyng ma|] Normandy Insurance Company

trong trwdng hop c6 nhivng thuong tich lién quan
dén cong viéc hodc nhirng bénh tat do nghé nghiép tao ra. Pham vi béo
hiém nay cé hiéu lwc tir [ngay hiéu lwc cla hop ddng bdo hiém lao dong]

. B4t cr thwong tich hoac bénh tat do nghé nghiép
tao ra xay ra vao ngay hodc sau ngay dé sé dwoc gidi quyét bi [tén cia
cobng ty bao hiém thwong mai] Normandy Insurance Company

. M6t nhan vién hoac mét
nguwoi cé quyén thay mat ngwdi nhan vién dé phai théng bao cho chd nhan
vé thwong tich hodc bénh tat do nghé nghiép tao ra khéng qua ngay thr 30
sau ngay thwong tich xdy ra hodc ngay ma nhan vién biét hoac 1& ra phai
biét vé bénh tat do nghé nghiép tao ra, trir phi Co Quan Bao Hiém Tiéu
Bang Texas, Ban Bdi Thwdng Lao Dong (Ban) xac nhan rang viéc khéng
théng bao kip thoi la c6 nguyén nhan chinh dang va hop ly. Chd nhan cua
ban bat budc phai cung cip cho ban nhirng théng tin lién quan dén viéc bao
hiém, bang van ban, khi ban dwoc thué tuyén hoac bat ky Itc nao chd nhan
bat dau hodc chAm dirt bdo hiém bbi thuwdng lao dong.

HO TRO' CHO NHAN VIEN: Ban Bbi Thuong Lao Dong cung cap théng
tin mién phi vé cach thirc ndp hd so yéu cau bdi thuworng lao dong. Nhan
vién clia Ban sé tra 16i bat clr cau hdéi nao ban co thé cé lién quan dén viéc
bdi thworng lao dong va tién hanh bat c&» yéu cau nao dé giai quyét sy tranh
chép yéu cau thanh toan. Ban cé thé nhan dwoc sy hé tro nay bang cach
lién lac v&i van phong dia phwong clda Ban hoac goi sd 1-800-252-7031.
Van Phong C6 VAn Cho Nhan Vién Bi Thwong Tich (OIEC) cling cung cép
sw ho trg mién phi cho cac nhan vién bi thwong tich va sé giai thich nhirng
quyén lgi va trach nhiém cla ban theo Pao Luat B6i Thwdng Lao Péng.
Ban c6 thé nhan dwoc sy hé tror clia OIEC bang cach lién lac véi ngudi dai
dién dich vu yém tro' ctia van phong OIEC dia phwong cla ban hay goi s6
1-866-EZE-OIEC (1-866-393-6432).

DUONG GIAY NONG VE VI PHAM AN TOAN: Ban B&i Thwong Lao
DPong co6 sb dién thoai mi&n phi hoat ddng 24/24 dé& nhan bao céo nhirng di
kién méat an toan noi lam viéc ma c6 thé vi pham dén sirc khde nghé nghiép
va luat an toan. Luat phap cAm chid nhan dinh chi, sa thai, hodc phan biét
ddi x&r v&i bat ky nhan vién nao béi vi ngudi nay da bao cao mét cach trung
thwre moi sw vi pham vé strc khoée nghé nghiép hoac an toan. Xin lién lac voi
Ban B6i Thwdng Lao Bong & s 1-800-452-9595.

Notice 6 (03/13) TEXAS DEPARTMENT OF INSURANCE, DIVISION OF WORKERS' COMPENSATION Rule 110.101(e)(1)



COVERED EMPLOYER

Texas Workers’ Compensation Rule 110.101(e)(1) requires employers
who are covered by workers’ compensation through a commercial

insurance company to advise their employees that they do have workers

compensation insurance coverage and to advise their employees of the
Texas Department of Insurance, Division of Workers’ Compensation's
toll-free number to obtain additional information about their workers’
compensation rights.

Notices in English, Spanish and any other language common to the
employer’s employee population must be posted and:1.

1.
2.

4.
5.

Prominently displayed in the employer’s personnel office, if any;2.

Located about the workplace in such a way that each employee is
likely to see the notice on a regular basis;3.

Printed with a title in at least 26 point bold type, subject in at least 18
point bold type, and text in

at least 16 point normal type; and4.

Contain the exact words as prescribed in Rule 110.101(e)(1).

The notice on the reverse side meets the above requirements. Failure to
post or to provide notice as required in the rule is a violation of the Act and
Division rules. The violator may be subject to administrative penalties.

Do Not Post This Side



Employer Rights and Responsibilities

Information for Employers from the Division of Workers’ Compensation

Workers’ Compensation Insurance Coverage

Workers’ compensation insurance coverage provides
covered employees with income and medical benefits if
they sustain a work-related injury or illness. Except as
otherwise provided by law; Texas private employers can
choose whether or not to provide workers’ compensation
insurance coverage for their employees. Except in cases
of gross negligence or an intentional act or omission of
the employer, workers’ compensation insurance limits an
employer’s liability if an employee brings suit against the
employer for damages. Certain building or construction
employers who contract with governmental entities are
required to provide workers’ compensation coverage

for each employee working on the public project. Some
clients may also require their contractors to have workers’
compensation insurance.

Providing Workers’ Compensation Insurance

If employers choose to provide workers’ compensation,
they must do so in one of the following ways:

* purchase a workers’ compensation insurance policy
from an insurance company licensed by the Texas
Department of Insurance (TDI) to sell the coverage
in Texas;

* be certified by the Texas Department of Insurance,
Division of Workers’ Compensation (TDI-DWC) to
self-insure workers’ compensation claims; or

* join a self-insurance group that has received a
certificate of approval from the TDI.

Note: Political subdivisions may self-insure, buy coverage
from insurance companies, or enter into inter-local
agreements with other political subdivisions that
self-insure.

EMPLOYER RIGHTS
Covered employers have the following rights:

* the right to contest the compensability of a
workers’ compensation claim if the insurance
carrier accepts liability for payment of benefits;

* the right to be notified of a proposal to settle
a claim or of any administrative or judicial
proceeding related to resolution of a claim (after
making a written request to the insurance carrier);

* the right to attend dispute resolution proceedings
related to an employee’s claim and present relevant
evidence about the disputed issues;

* the right to report suspected fraud to the TDI-DWC
or to the insurance carrier;

* the right to contest the failure of the insurance
carrier to provide required accident prevention
services; and

* the right to receive return-to-work coordination
services as necessary to facilitate an employee’s
return to employment.

To dispute a workers’ compensation claim, an employer
may file the DWC Form-004, and the DWC Form-045,
Request to Schedule, Reschedule or Cancel a Benefit
Review Conference (BRC), which may be obtained from
the TDI website at http://www.tdi.texas.gov/forms/
form20employer.html or by calling 1-800-252-7031.

Non-Reimbursable Employer Payments

An employer is not entitled to and cannot seek
reimbursement from the employee or insurance carrier if
after a work-related injury or illness they voluntarily:

 continue to pay the injured employee’s salary
continuation; or

* pay the injured employee salary supplementation
to supplement income benfits paid by the insurance
carrier.

Employer Voluntary Payments of Benefits

An employer may voluntarily pay income or medical
benefits to an employee during a period in which the
insurance carrier has:

* contested compensability of the injury;
 contested liability for the injury; or

* has not completed its initial investigation of the
injury. Note.: an employer is only allowed to pay
benefits in this situation for the first two weeks
after the injury.

For reimbursement, the employer is required to timely
report the injury to the insurance carrier and to let the
insurance carrier know, within 7 days of beginning

For further assistance, call
1-800-252-7031 or visit

http://www.tdi.texas.gov/wc/
employer/index.html

This publication is a summary and is presented for informational purposes only. It is not a substitute for the statute and TDI-DWC rules. For questions
about TDI-DWC rules, call Customer Assistance at 1-800-252-7031. C505-017F(10-13)




Employer Rights and Responsibilities

voluntary payments, that voluntary payments are being
made. The insurance carrier is only required to reimburse
the employer for the amount of benefits the insurance
carrier would have paid. If the employer made payments
in excess of what the insurance carrier would have paid,
the excess amount is not reimbursable, unless there is a
written agreement between the injured employee and the
employer that the excess amount can be recouped from
future impairment income benefits paid by the insurance
carrier, if any. The employer must file the DWC Form-
002, Employer s Report for Reimbursement of Voluntary
Payment. The DWC Form-002 may be obtained from
the TDI website at http://www.tdi.texas.gov/forms/
form20employer.html or by calling 1-800-252-7031.

EMPLOYER RESPONSIBILITIES

Reporting Workers’ Compensation Insurance
Coverage to Employees

Employers must tell their employees that they carry
workers’ compensation insurance by providing a written
notice of coverage to new employees upon hire. The
written notice must inform employees of their right to
reject workers’ compensation coverage and retain their
common law right of action. This notice must be in the
wording and format prescribed by TDI-DWC’s New
Employee Notice.

Employers must also post a written notice at their place of
business telling their employees that they carry workers’
compensation insurance. This notice must be in the
wording and format prescribed by TDI-DWC’s Notice 6,
Notice to Employees Concerning Workers’ Compensation
in Texas. The notice must be in English, Spanish, and any
other language that is common to the employees and must
be posted at conspicuous locations at the employers’ place
of business.

A written notice must be provided again to each employee
and the Notice 6 must be updated when changes in
coverage status (obtained, terminated, or canceled) occur.
The TDI-DWC’s New Employee Notice and Notice 6 may
be obtained from the TDI website at http://www.tdi.texas.
gov/forms/form20employer.html or by calling 1-800-252-
7031.

Reporting Injuries and IlInesses

Employers are required to report to its insurance carrier,
within 8 days, any:
» work-related injury resulting in the employee’s
absence from work for more than one day;

Information for Employers from the Division of Workers’ Compensation

» occupational disease of which the employer has
knowledge; and

» work-related fatality.

Employers should report these injuries and illnesses using
the DWC Form-001, Employer s First Report of Injury

or Illness. An employer must keep a record of all work-
related injuries, illnesses and fatalities for at least 5 years
after the date the record was created, or for the period

of time required by the Occupational Safety and Health
Administration (OSHA), whichever is longer.

The employer must also provide a copy of the completed
DWC Form-001 to the injured employee, along with a
copy of the Notice of the Injured Employee Rights and
Responsibilities in the Texas Workers’ Compensation
System. The DWC Form-001 may be obtained from

the TDI website at http://www.tdi.texas.gov/forms/
form20employer.html. The employee’s notice of rights
and responsibilities may be obtained from the TDI website
at http://www.oiec.texas.gov/resources/ierightsresp.html.
Both forms may also be obtained by calling 1-800-252-
7031.

Employer’s Wage Statement & Supplemental Report of Injury

An employer must report an injured employee’s wages
and other fringe benefits (i.e. health premiums, uniform
allowance, etc.) to the insurance carrier. The employer
is required to send the DWC Form-003, Employer s
Wage Statement, to the insurance carrier and the injured
employee within 30 days of the earliest of: the date the
employer is notified that the employee is entitled to
income benefits; or the date of employee’s death as a
result of a compensable injury.

An employer must also report any changes in an injured
employee’s pay or employment status to the insurance
carrier. The employer must send the DWC Form-006,
Supplemental Report of Injury, to the insurance carrier and
the injured employee within:
* 10 days from the end of a pay period in which an
employee’s pay changes;
* 10 days from the date an employee resigns or is
terminated;
* 3 days from the date the employee begins to lose
time from work as a result of the injury;
* 3 days from the date an employee returns to work;
and
* 3 days from the date an injury causes an employee
to miss additional work after returning to work.



Employer Rights and Responsibilities

Safe Workplace

Employers must take all actions reasonably necessary
to ensure a safe workplace and take all steps reasonably
necessary to protect the life, health and safety of the
employees.

Compliance

Employers that fail to comply with workers’ compensation
requirements commit an administrative violation and may
be subject to administrative penalties. The information
provided in this fact sheet and workers’ compensation
requirements are pursuant to: Texas Labor Code
§§406.002, 406.005, 406.007, 406.033, 406.034, 406.096,
408.003, 408.001, 409.011, 409.005, 409.006, 411.032,
411.103 and 413.021; and 28 Texas Administrative Code
§§110.101, 120.1, 120.2, 120.3, 120.4, 126.13, 129.7 and
160.3.

If you have any questions regarding reporting
requirements or compliance with the law, contact TDI-
DWC at 1-800-252-7031. For more information on
workers’ compensation for employers, visit the TDI
website at http://www.tdi.texas.gov/wc/employer/index.
html.

Information for Employers from the Division of Workers' Compensation




No matter how large or how small,
You must remember to report them all.
\\"&

(Q T @" ’,/
2

Report ALL work-related incidents IMMEDIATELY to your supervisor.

Report every injury that occurs, even if you don’t need medical attention.

Any unsafe work conditions should also be reported to your supervisor
so that they may be corrected.

How to report a work-related injury

[ Online - www.normandyins.com

App + www.normandyins.com/claim-app |ctAin

AL Search: Normandy - Claims Reporting

ha=d Email - compcare@normandyins.com

¢" Ccall - 833-968-7642 (833-YOURNIC)

Fax - 833-770-1220

You do not need to wait until the incident report form is completed. Simply report
the injury to Normandy Insurance right away with whatever information you have.

Call 866.685-6442 B NORMANDY

Visit us at www.normandyins.com . INSURANCE COMPANY




T NORMANDY

INSURANCE COMPANY

REPORTING A CLAIM - TEXAS

Once an employee reports an injury or illness, provide the employee instructions on how to obtain medical

care

- Inan emergency, dial 911 or get the employee to the closest hospital, emergency room or medical facility
In a non-emergency situation, the employee should be directed to an urgent care or walk-in clinic you
have selected from this list of providers located at this link:
https://search.primehealthservices.com/Search

- Contact the medical provider/facility to let them know that an employee is being sent over for treatment
and that a drug test should be completed on the injured employee

To report a claim, notify Normandy Insurance IMMEDIATELY (within 24 hours) via:

- Phone at 833-968-7642 (833-YOURNIC) (this is the preferred method of reporting a claim), or

- Email the completed Employer’s First Report of Injury or lliness [DWC FORM-001 Rev. 10/05] form to
compcare@normandyins.com, or

- Online at www.normandyins.com, or

- Fax the completed Employer’s First Report of Injury or lliness [DWC FORM-001 Rev. 10/05] form to
833-770-1220

- Immediate notification of a claim may help reduce the cost of the claim

- Section 409.005, Texas Workers’ Compensation Act, requires an Employer’s First Report of Injury or lliness
[DWC FORM-001 Rev. 10/05] to be filed with the Workers’ Compensation Insurance Carrier not later than
the eighth day after the receipt of notice of occupational disease, or the employee’s first day of absence
from work due to injury or death.

- Your company could be fined by the state for failure to report a claim to your insurance carrier

If there is a job-related death or hospitalization of 1 or more employees you must notify OSHA within 8 hours,

and each work-related inpatient hospitalization, as well as amputations and losses of an eye must be reported

to OSHA within 24 hours. The reporting regulations affect all employers covered by OSHA, even those who

are partially exempt from maintaining injury and illness records

- The Occupational Safety and Health Administration (OSHA) in your state by telephone to the OSHA toll-
free central telephone number, 1-800-321-OSHA (1-800-321-6742). Or by electronic submission using the
reporting application located on OSHA's public Web site at www.osha.gov.

Have the injured employee and supervisor and/or witnesses complete an Accident Investigation Report form

- NOTE: If you do not agree with the description of the accident or believe that an accident did not occur,
you are still required to report the incident to Normandy. Itis imperative that a claim be reported, even
if itis questionable.

Maintain continuous contact with the injured employee to let them know that you are concerned about their
well-being and that work is available. If an employee is released by their treating physician to return to work
in an alternate duty capacity, you should attempt to make the necessary accommodations to bring the injured
employee back into the workplace
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You can expect to hear from your adjuster within 24 hours of reporting a claim and also throughout the
duration of the claim, but it is important that you also keep in touch with your adjuster.

Provide your adjuster with any pertinent information that you may have with regard to your claims

If an employee needs further medical treatment for the same injury or is having problems with claims
payments, instruct them to contact their adjuster at 866-688-6442.

Please visit www.normandyins.com for more information.
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CIaim Reporting Instructions
To Report A Claim:
Phone: 833-968-7642 (833-YOURNIC)

Online: www.normandyins.com
Email: compcare@normandyins.com

Fax: 833-770-1220

PHONE REPORTING:

If reporting by PHONE, the operator that answers the phone will ask question in regards
to the accident. S/he will also obtain some personal information about the injured worker

that is required in order to file a workers’ compensation claim.

If necessary that operator will either connect the caller with the adjuster in order to obtain
physician information in regards to where to treat. If the call is placed after hours that

operator will provide the physician information.

FAX OR EMAIL REPORTING:

If reporting by FAX or EMAIL, claims should be reported on the State Form DWC-1, First Report of Injuryor Illness.

The following information is required for claim entry:

Full name, address, telephone number of injured employee
Occupation, date of birth, sex of injured employee
The injured employee's Social Security number
Date and time of accident
Employee's description of accident
Injury/illness that occurred, part of body injured
Company name, phone, address; and policy number, if known
Employer's location address is different from above
Did the employee return to work? If so, note the date.
Do you (the employer) agree with the accident?
e Name of physician or hospital where employee was sent by you for treatment
e Place/address accident occurred*
e Employee date of hire*
*Not required, but preferred

A PDF version of the DWC-1 form that can be completed electronically is available for
your convenienceif you choose to report a claim via email or fax. Please contact your

adjuster at 866-688-6442 to get a copy of this form.
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First Fill Form

Client Name: Normandy Insurance

1. Instructionsfor the EMPLOYER:

* Provide thisform to your injured worker to have any prescription filled for up to 7 Days, and please fill out
the information below:

Injured Worker Name: SSH:

Injured Worker DOB: Injured Worker Phone:

Injured Worker Employer: Date of Injury:

Injured Worker Address:

City: State: Zip:

2. Instructions for the INJURED WORKER / Instrucciones parael TRABAJADOR LESIONADO:

® You, theinjured worker, will need to bring thisform and provideit to the pharmacy along with your
prescriptionsrelated to thetreatment of your work related injury/iliness

® Usted, € trabajador lesionado, deberallevar esteformularioy entregarlo en la farmaciajunto con sus
recetas relacionadas con € tratamiento de su lesion/enfermedad laboral.

3. Instructions for the PHARMACY:

® Please submit workers' compensation claimsto S1 M edical using the following information:;

BIN PCN Group Id Member Id
610237 123119 NORO001 Injured Worker SS#

® Prescription(s) will fill for up to 7 Days. If there is aremaining balance on the script after it isfilled, S1
Medical will call back if and when the balance has been approved. If you need assistance, please call S1
Medical at (888) 356-3332.

Representative’s on-call 24 hours/7 days a week.

FOR ALL REJECTIONS OR QUESTIONS CALL: (888) 356-3332
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COMO REPORTAR UNA RECLAMACION - TEXAS

Una vez que un empleado reporta una lesién o una enfermedad, proporciénele instrucciones sobre cémo

obtener atencién médica

- En caso de emergencia, marque el 911 o lleve al empleado al hospital, sala de emergencias o centro
médico mds cercano
En una situacion que no sea de emergencia, el empleado debe ser dirigido a un centro de atencion urgente
(urgent care) o ambulatorio (walk-in) que usted haya seleccionado de esta lista de proveedores localizada
en el siguiente enlace: https://search.primehealthservices.com/Search

- Contacte al proveedor/centro médico para informarles que se va a enviar a un empleado para que reciba
tratamiento y que se debe realizar una prueba de drogas al empleado lesionado

Parainformar de un accidente, notifique a Normandy Insurance INMEDIATAMENTE (en un plazo de 24 horas)

a través de:

- Por teléfono, al 833-968-7462 (833-YOURNIC) (este es el método preferido para notificar un accidente),
o

- Envie por correo electrénico el primer informe de lesién o enfermedad del empleador/[DWC FORM-001
Rev. 10/05] diligenciado a compcare@normandyins.com; o

- Envie por fax el Primer Informe de Lesién o Enfermedad del Empleador/[DWC FORM-001 Rev. 10/05]
diligenciado al 833-770-1220

- - La notificacién inmediata de un accidente puede ayudar a reducir el coste del mismo

- La seccién 409.005 de la Ley de Compensacion de los Trabajadores de Texas exige que se presente un
Primer Informe de Lesién o Enfermedad del Empleador/DWC FORM-001 Rev. 10/05] a la Companiia de
Seguros de Compensacién de los Trabajadores a mas tardar el octavo dia después de la recepcion de la
notificacién de la enfermedad profesional, o el primer dia de ausencia del empleado del trabajo debido a
lesion o muerte.

- Su empresa podria ser multada por el Estado por no comunicar un accidente a su aseguradora

Si se produce una muerte u hospitalizacién relacionada con el trabajo de uno o mas empleados, debe notificar

ala OHSA en un plazo de 8 horas, y cada hospitalizacion relacionada con el trabajo, asi como las amputaciones

y pérdidas de un ojo deben notificarse a la OSHA en un plazo de 24 horas. La normativa de notificacién afecta

a todos los empleadores cubiertos por la OSHA, incluso a los que estan parcialmente exentos de mantener

registros de lesiones y enfermedades

- La Administracion de Seguridad y Salud Ocupacional (OSHA) de su estado llamando al nimero de teléfono
central gratuito de la OSHA, 1-800-321-OSHA (1-800-321-6742). O bien mediante el envio electronico a
través de la aplicacion de notificacion que se encuentra en el sitio web publico de la OSHA en
www.osha.gov.

Hacer que el empleado lesionado y el supervisor y/o los testigos completen un formulario de Informe de

Investigacion de Accidentes

- NOTA: Si no esta de acuerdo con la descripcidon del accidente o cree que no se ha producido un
accidente, usted sigue estando obligado a informar del incidente a Normandy. Es imperativo que se
reporte un accidente, aunque éste sea dudoso.
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Mantenga un contacto continuo con el empleado lesionado para hacerle saber que usted se preocupa por su
bienestar y que el trabajo estd disponible. Si el médico tratante autoriza a un empleado a volver al trabajo en
una capacidad de trabajo alternativo, usted debe intentar hacer los ajustes necesarios para que el empleado
lesionado vuelva a su lugar de trabajo.

Usted puede esperar tener noticias de parte de su ajustador dentro de las 24 horas de haber reportado un
accidente y también durante la duracidon de la reclamacién, pero es importante que usted también se
mantenga en contacto con su ajustador.

Proporcione a su ajustador cualquier informacidon pertinente que pueda tener con respecto a sus
reclamaciones

Si un empleado necesita mas tratamiento médico por la misma lesidn o tiene problemas con los pagos de las
reclamaciones, indiquele que se ponga en contacto con su ajustador en el 866-688-6442.

Para mas informacion, por favor visite www.normandyins.com.
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Instrucciones para reporte de reclamaciones

Para Reportar un Accidente:
Teléfono: 833-968-7462 (833-YOURNIC)

En linea: www.normandyins.com

Email: compcare@normandyins.com

Fax: 833-770-1220
REPORTAR POR ViA TELEFONICA:

Si se reporta por via TELEFONICA, la operadora que contesta el teléfono haré preguntas en relacién con
el accidente. También obtendrd algunos datos personales del trabajador lesionado que son necesarios
para presentar una reclamacién de indemnizacién por accidente de trabajo.

Si es necesario, ese operador pondra en contacto a la persona que llama con el ajustador para obtener
informacién respecto del médico y lugar de tratamiento. Si la lamada se realiza fuera del horario de

atencién al publico, el operador proporcionara la informacién del médico.

REPORTE POR FAX O CORREQ ELECTRONICO:

Si se reporta por FAX o EMAIL, |los accidentes deben notificarse en el formulario estatal DWC-1, First
Report of Injury or lliness form. La siguiente informacion es necesaria para presentar la reclamacion:

e Nombre completo, direcciéon y niumero de teléfono del trabajador lesionado
e Ocupacion, fecha de nacimiento, sexo del empleado lesionado

e NUumero de Seguridad Social del trabajador lesionado

e Fecha y hora del accidente

e Descripcion del accidente por parte del empleado

e Lesion/enfermedad ocurrida, parte del cuerpo lesionada

e Nombre de la empresa, teléfono, direccion y niumero de pdliza, si se conoce
e La direccion del empleador es diferente a la anterior

e iEl empleado volvid a trabajar? Si es asi, anote la fecha.

e (Estd usted (el empleador) de acuerdo con el accidente?

e Nombre del médico u hospital al que fue enviado el empleado para su tratamiento
e Lugar/direccidon donde ocurrié el accidente*

e Fecha de contratacién del empleado*

*No es necesario, pero si preferible

Para su comodidad, existe una versién en PDF del formulario DWC-1 que puede diligenciar
electrénicamente si decide reportar un accidente por correo electrénico o fax. Por favor, pongase en
contacto con su ajustador en el 866-688-6442 para obtener una copia de este formulario.
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First Fill Form

Client Name: Normandy Insurance

1. Instructionsfor the EMPLOYER:

* Provide thisform to your injured worker to have any prescription filled for up to 7 Days, and please fill out
the information below:

Injured Worker Name: SSH:

Injured Worker DOB: Injured Worker Phone:

Injured Worker Employer: Date of Injury:

Injured Worker Address:

City: State: Zip:

2. Instructions for the INJURED WORKER / Instrucciones parael TRABAJADOR LESIONADO:

® You, theinjured worker, will need to bring thisform and provideit to the pharmacy along with your
prescriptionsrelated to thetreatment of your work related injury/iliness

® Usted, € trabajador lesionado, deberallevar esteformularioy entregarlo en la farmaciajunto con sus
recetas relacionadas con € tratamiento de su lesion/enfermedad laboral.

3. Instructions for the PHARMACY:

® Please submit workers' compensation claimsto S1 M edical using the following information:;

BIN PCN Group Id Member Id
610237 123119 NORO001 Injured Worker SS#

® Prescription(s) will fill for up to 7 Days. If there is aremaining balance on the script after it isfilled, S1
Medical will call back if and when the balance has been approved. If you need assistance, please call S1
Medical at (888) 356-3332.

Representative’s on-call 24 hours/7 days a week.

FOR ALL REJECTIONS OR QUESTIONS CALL: (888) 356-3332
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Prime Health Services Texas Health Care Network

Employee Notice of Network Requirements

Al NORMANDY

.‘ INSURANCE COMPAMNY

To contact Prime Health Services or to locate a network provider, call us toll-free at 877-325-1253 or
use our online provider search tool at https://normandyinsurance.primehealthservices.com/Search.

Employee Notice of Network Requirements ©2012 Prime Health Services Page
1of12
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Texas HCN — Employee Rights and Obligations

Dear Employee:

Your employer selected the Prime Health Services Texas HCN as the certified workers’ compensation
network that will manage your health care if you have a work-related injury. Our provider network is
dedicated to delivering quality treatment that will allow you to return to work quickly and safely. By
following the instructions in this packet, you can help ensure that you will not have to pay the bill for
the medical care you receive while treating your injury.

While your employer works hard to assure your workplace safety, we work with your employer to
make sure you are given the important information in advance that will help you seek the proper
treatment for a work-related injury. If you are injured at work, you will receive this information again
along with access to a current list of our in-network providers.

If your injury is a life-threatening emergency, go to the nearest emergency room.
If your injury is NOT a life-threatening emergency, then you should:

e Tell your supervisor immediately about your work-related injury.

e Refer to this packet for your rights and obligations when seeking treatment for your injury.

Ask your employer to assist you in locating a network treating doctor.

® You may also contact Prime Health Services for questions about treating your injury through
our network or if you need assistance locating a network provider.

Prime Health Services, Inc.
Attn: TX HCN Support
331 Mallory Station Road
Franklin, TN 37067
866-348-3887

After you are injured on the job

Employee Notice of Network Requirements ©2012 Prime Health Services Page
2 of 12
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You must select a treating doctor

If you live within the network service area, you must select a treating doctor to oversee the healthcare
you receive for your injury. (Please refer to the map on page eight (8) to see if you live in one of the
250 counties in our service area).

For emergency services, you must obtain all healthcare and specialist referrals through your treating
doctor. This is important because our providers have agreed to look only to the network — and not to
employees — for payment to treat work-related injuries. If you are treated by someone who is not an
in-network provider without prior approval from Prime Health Services, then you may have to pay your
medical bill.

How to select a treating doctor

You must select your treating doctor from a list of doctors in the Prime Health Services network OR you
have the option to choose your current primary care physician to act as the treating doctor for your
workers’ compensation claim. If you had a primary care physician prior to your injury and wish to select
that physician as your treating doctor, you must request approval from Prime Health Services by calling
1-866-348-3887. Your current physician must agree to the terms of our network contract and agree to
abide by all applicable laws and regulations before being approved to act as your treating doctor. If
your current physician is not approved, or if you decide to change doctors in the future, then you must
select an in-network treating physician.

Contact your employer / adjustor for a current provider listing or you may access it through our
website at www.primehealthservices.com. A printed copy is available upon request. The list is updated
at least every three (3) months and identifies treating providers who are accepting new patients. You
may also call us toll-free at 1-866-348-3887 if you need assistance.

If you are injured at work after normal business hours or while working outside the service area, you
should go to the nearest care facility. However, if it is not an emergency and you go to an out-of-
network provider, you may be responsible for paying the bill for the services you received.

If you need emergency care

Emergency care does not need to be approved in advance. Under Texas Law, “emergency” is defined
as either a medical or mental health emergency. A “medical emergency” is the sudden onset of a
medical condition manifested by acute symptoms of sufficient severity, including severe pain, that the

Employee Notice of Network Requirements ©2012 Prime Health Services Page
30of 12



J={ PRIME

HEALTH SERVICES

absence of immediate medical attention could reasonably be expected to result in either (i) placing the
patient’s health or bodily functions in serious jeopardy; or (ii) the serious dysfunction of any body
organ or part. A “mental health emergency” is a condition that could reasonably be expected to
present danger to the person experiencing the mental health condition or to another person.

If you are injured and it is an emergency, call 911 or go to the nearest emergency room. After you
receive emergency care, you may need ongoing care. If so, you must select a treating provider from
our network to oversee the rest of the healthcare you receive for your injury.

You may see out-of-network providers and still be eligible for coverage of your costs only if:
e Emergency care is needed; or
e You do not live within the network service area; or
e Your treating doctor refers you to an out-of-network provider and it was approved in advance; or

e You chose your primary care physician and he / she was approved by the network after agreeing
to abide by the network contract and applicable laws.

Referrals and Specialists

You do not need a referral if you have an emergency health condition. Except for emergencies, your
treating doctor will provide all of your care and will make all referrals to specialists where needed.
Healthcare services, including referrals, will be made available to you on a timely basis according to
your medical condition, but no more than 21 days after your request. If you need a specialist that is not
available in your area, your treating doctor must get approval from the network before referring you to
an out-of-network provider. The network must approve referrals to out-of-

network providers within seven (7) business days after your referral was requested, or sooner if you
have a serious health condition that requires faster approval. If the

network denies the referral request, you may appeal the decision through our complaint process
detailed in this packet.

To change your treating provider

If we inform you that your treating doctor left the network, you must select another in-network
provider. If you have a serious condition in which changing doctors could harm you, your doctor may
request that you continue treatment with him / her up to an additional 90 days.

If you are dissatisfied with your first choice of a treating provider, you may select an alternate treating
provider from the list of in-network providers in your area. We will not deny your selection of an

Employee Notice of Network Requirements ©2012 Prime Health Services Page
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alternate in-network provider. However, if you remain dissatisfied, you must have your request
approved by the network before changing your treating provider a second time.

Service area review

If you believe you do not currently live within our network service area, you may call Prime Health
Services to request a service area review. You will need to provide proof to support your claim. We will
send you our decision in writing within seven (7) days after we receive your request.

If you do not agree with our final service area decision, you have the right to file a complaint with the
Texas Department of Insurance. Your complaint must include your name, address, telephone number,
a copy of our decision, and any evidence you sent to us to review. A complaint form is available on the
Department’s website at www.tdi.state.tx.us. You may also request a form by writing to:

HMO Division, Mail Code 103-6A,
Texas Department of Insurance
P. O. Box 149104
Austin, TX 78714-9104.

If you assert that you do not currently live in the service area, you may want to receive treatment from
our in-network providers while you wait for our review or while you wait for the Department to review
your complaint. If it is ultimately determined

that you live within our service area, then you may have to pay for any healthcare you received from
out-of-network providers.

Treatment needing advanced approval

Treatment prescribed by your provider may need to be approved in advance. You, or your provider, are
required to request approval from the network for the services listed below before they are provided
to you. You may continue to need treatment after you receive the approved services. For example, if
you need to stay in the hospital longer than the time period that was first approved. If so, the
additional treatment must be approved by the network in advance as well.

The following are treatments and services that need advance approval from the network:
e All surgeries, including inpatient and outpatient, or ambulatory surgical services;
¢ Any inpatient admission, including the principal scheduled procedures and length of stay;
e All non-exempted work hardening or non-exempted work conditioning programs;
¢ Physical and occupational therapy services, and rehabilitation or dependency programs;

¢ Psychological or psychiatric services or testing after the initial evaluation;

Employee Notice of Network Requirements ©2012 Prime Health Services Page
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An experimental service / test not yet broadly accepted as the prevailing standard of care;
e Al MRl and CT scans and repeat individual diagnostic studies;
e All DME in excess of $500 per item (rental or purchase);
¢ Chronic pain management or interdisciplinary pain rehabilitation;
e Drugs not included on the Division’s formulary;

¢ Treatments and services that exceed or are not addressed by the adopted treatment guidelines
or protocols and are not contained in a preauthorized treatment plan;

¢ Required treatment plans; and

¢ Any treatment for an injury or diagnosis that is not accepted by the network pursuant to Labor
Code §408.0042 and Texas Administrative Code §126.14.

If the network denies your request for treatment, we will send you a written notification and inform
you of your right to request a reconsideration of the denied treatment or request a review by an
Independent Review Organization through the Texas Department of Insurance.

Complaints

If you are dissatisfied with any aspect of the network’s operations, including complaints about in-
network providers, you may file a complaint with Prime Health Services. You must notify our Grievance
Coordinator of a complaint by phone or in writing via mail, email, or fax no later than 90 days from the
date the issue occurred. Forward your complaints to:

Prime Health Services Texas HCN
Attention: Grievance Coordinator
331 Mallory Station Road
Franklin, TN 37067
Phone: 866-348-3887 Fax: 615-329-4751
grievance.coordinator@primehealthservices.com

Texas law does not permit Prime Health Services to retaliate against you or your employer if you or
your employer files a complaint against the network. In addition to that, Prime Health Services cannot
retaliate if you or your employer appeals the decision of the network. The law does not permit the
network to retaliate against your treating provider if he / she files a complaint against the network or
appeals the decision of the network on your behalf.

Upon receiving your complaint, Prime Health Services will send you an acknowledgement letter within
seven (7) business days. The letter will describe the network’s complaint procedures and deadlines. We

Employee Notice of Network Requirements ©2012 Prime Health Services Page
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will review and resolve your complaint in writing within 30 days of receipt of the request. To avoid
delay, please include your name, address, telephone number, a copy of the network’s prior decision (if
any), and any evidence you had sent to us to review or now want us to review.

You also have the right to file a complaint with the Texas Department of Insurance if you disagree with
a determination made by the network. The Department’s complaint form is available on its website at
www.tdi.state.tx.us or by calling 800-252-7031, or you may request a form by writing to:

HMO Division, Mail Code 103-6A
Texas Department of Insurance
P. O. Box 149104
Austin, TX 78714-91047

If you send a complaint to the Department, it must include your name, current mailing address,
telephone number, a copy of the network’s decision, and any evidence you sent to the network to
review.

Adverse determination, reconsiderations, & independent review

If you are notified of an adverse determination by the network, this notification will include:
e Principal reasons and clinical basis for the adverse determination;
e Description of or source of the screening criteria used as guidelines;
e Professional specialty of any provider consulted;

e Description of the reconsideration process and availability of independent review.

If you receive notification of an adverse determination based on medical necessity, you may request an
independent review through the Texas Department of Insurance. Forms related to the availability of
an independent review may be obtained from the Department’s website at www.tdi.state.tx.us, or by

writing to:
HMO Division, Mail Code 103-6A
Texas Department of Insurance
P. O. Box 149104
Austin, TX 78714-91047
Employee Notice of Network Requirements ©2012 Prime Health Services Page
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An employee with a life-threatening condition is entitled to an immediate review by an Independent
Review Organization and is not required to comply with the procedures for a reconsideration of an
adverse determination (described below).

You (or the person acting on your behalf) may request the network to reconsider an adverse
determination. Your request can be made by calling or writing the Prime Health Services Grievance
Coordinator via the contact information listed below, but you must contact the network to request a
reconsideration no later than 30 days after you receive an adverse determination.

Prime Health Services Texas HCN
Attention: Grievance Coordinator
331 Mallory Station Road
Franklin, TN 37067
Phone: 866-348-3887 Fax: 615-329-4751
grievance.coordinator@primehealthservices.com

Within five (5) calendar days after receiving your reconsideration request, the person performing the
reconsideration will send you a letter showing the date the request was received and a list of
documents that you must submit to complete the reconsideration.

After the reconsideration of your adverse determination is complete, the network will send you (or the
person acting on your behalf) a response letter no later than 30 days after your request was received.
The letter will explain the resolution and will include the following:

¢ Specific medical or clinical reasons for the resolution;
e Medical or clinical basis for the decision;
e Professional specialty of any provider consulted and states in which the provider is licensed; and

e Notice of the requesting party’s right to seek review of the denial by an Independent Review
Organization and the procedures for obtaining that review.

If your referral request is denied because the referral is not medically necessary, or if your request is
denied because it is a deviation from treatment guidelines, individual treatment protocols or screening
criteria, you (or the person acting on your behalf) are allowed to seek review of the denial by an
Independent Review Organization. Please note that you must timely file a request for an independent
review no later than 45 days after the date the network denied your reconsideration.

The network must pay for the independent review, and the network is liable for your healthcare while
you wait for the results of your appeal. The network, insurance carrier, and employer must comply
with the decision made by the Independent Review Organization.

Employee Notice of Network Requirements ©2012 Prime Health Services Page
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Prime Health Services Texas HCN
Service Area Map

KEY: Service Area — 250 Counties in blue, excludes four counties in black.

Employee Notice of Network Requirements ©2012 Prime Health Services Page
9 of 12



J={ PRIME

HEALTH SERVICES

Dallam | Sherman | fansford § Ochiltree | Lipscomb)
Hartley Moore hutchinsor] Roberts | Homphill
Oldham Potter Carson | Gray | Wheeler
DeafSmith | Randall Jrmsirong) Collings-
worth
Parmer Swisher | Briscoe Hall *-Iuldr"\'.I
ress
Bailey | Lomb | Hale Floyé | Motley | Cottle
Foard  |Wibareed wichisg
Clay Lamar
Tty Y Montagu o Grayson Fannin Red River
Hockley | Lubback | Croshy King | Knox | Baylor | Archer Ol Bowie
ckl KT
el
. Hopkins 21T |E] ¢
Throck- | youne [ Yk Wise Donton | Collin § g L S Cass
Yoakum Lynn Garza Kent [Stonewall| Haskell | 1oron N G
oot Rains\ o . Marign
y . il Wood | Upshar
" Shackel Palo Pinto] Parker | Tarant | Dallas
Gaines Dawson | Borden | Scurry | Fisher | Jones |Shackel o Coufmend  Van ‘ Harrison
Zendt s b
mith
Ho0d N yqngon | Ellis R
Andrews Martin | Howard | Mitchell | Nolan | Taylor | Callahan | Eestlond -\ Henderson Rusk la
L\ Navarro
r Hil .
Ands i Shelby
El Paso = L - Comanety Bosque herokeod
\QTMI Winkler | Eetor | Midiand |Glasscockl sioriing| €2 | Runels Coleman| Brown ' Freestone >
b McLennan Ymeston ugu
Hudspeth Ward Mills i Houston tine fSahine!
i = Coryell Angelina
Iberson cane | oon | neagen] . JPomeen] onca o Leon
Irion z
Reeves '\\ e Culloc o, Trinity Z
San Saba Y& _ Bell abertsondeadiso =
Folk Tyler L
Schleicher s » Milam L]
o bec Burnet ; Walker| ¢ ol
Jeff Davis Pecas ik Mason | Lisno Willamson o rimesd i =
Sution Kimble g Hatdia
§ Montgomery Orang
Gille Blncod NTTE Vashing- Lk I,
Terrell o = et Jefiy
idi 2 Bastrop % efferson
Presidio ) Ke | i ; hustin % Harris
Brewster B Kendall Fayelte s : Mohers
Real ; Camsl aldwell
ey . Colorado Fort Bend
uadalipefl bl
Bexar TS L Lavaca :
Kinney Uvalde Wharton Brazorid
Medina Wil
e DeWitt
Jackson
T _ E Matagorda
Maverick]  74pu1 Frio | Atuscosa %, Kames Victoria
Goliad
P Calha
. Bee
Dimmit isais e Refugio
LaSalle PRCTENY Five Oat
San Patricio®
Webh Rl Wellsl  Nueces
Kicherg
Jim Hogg s
- N Brouks) genedy
Starr

Hidalgo oy WillACY’

Cameron

Employee Notice of Network Requirements ©2012 Prime Health Services

10 of 12

Page



J={ PRIME

HEALTH SERVICES

Employee Acknowledgment of Workers’ Compensation Network

By signing this form, | acknowledge and understand the following:

® | received the packet of information that tells me how to receive health care services
through my employer’s workers’ compensation insurance.

® |f | am hurt on the job and live in the service area described in the packet, | must choose
an in-network provider from a list of providers in the Prime Health Services Network, or |
may ask my primary care physician to act as my treating doctor. If | select my primary care
physician, | will call 866-348-3887 to notify Prime Health Services of my choice.

® | must go to my treating doctor for all healthcare for my injury. If | need a specialist, my
treating provider will refer me. If | need emergency care, | may go anywhere.

® Aninsurance carrier will pay my treating provider and other network providers.

® | might have to pay the bill if | get healthcare, other than emergency care, from someone
other than an in-network provider without the network’s approval.

Signature Date

Printed Name

Home Address

City State Zip Code

Name of Employer

Name of Network: Prime Health Services Texas HCN
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Call Prime Health Services toll-free at 866-348-3887 if you need to locate an in-network treating
provider.

Please indicate whether this is the:

O Initial Employee Notification (no injury involved); or

O Injury Notification (date of injury: / / )

*RETURN THIS FORM TO YOUR EMPLOYER. DO NOT SEND TO PRIME HEALTH SERVICES.*
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La Red de Salud de Texas de Prime Health Services

Aviso a los Empleados sobre los Requisitos solicitados por la Red

® NORMANDY

INSURANMCE COMPARNY

Para contactar Prime Health Services, Inc. o para localizar un proveedor, llame gratis al nimero
telefonico 877-325-1253 o utilice nuestra herramienta de busqueda en linea en
https://normandyinsurance.primehealthservices.com/Search.
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Estimado Empleado:

Texas HCN — Derechos y Obligaciones del Empleado

Su empleador ha seleccionado a Prime Health Services Texas HCN como la red de compensacién para
empleados certificados que manejara su servicio de salud en caso de que Usted sea sujeto de cualquier
tipo de dafio relacionado en exclusiva con su trabajo. El proveedor seleccionado esta dedicado a
suministrar tratamiento de calidad lo que le permitira ser atendido con prontitud y retornar a su
trabajo de manera rapida y segura. Siguiendo las instrucciones determinadas en el presente
documento, Ud. tendrd por seguro que Ud. no tendrd que pagar la cuenta por cualquier tipo de
servicio médico que Ud. reciba mientras su accidente es tratado.

Mientras su empleador se asegura de que su sitio o lugar de trabajo es totalmente seguro, nosotros
trabajamos en conjunto con su empleador para asegurarnos que Ud. recibié de manera previa la
informacién que lo guiara y ayudara a buscar el tratamiento adecuado en caso de un accidente laboral.
Si Ud. es sujeto de un accidente de trabajo, Ud. recibira de nuevo la informacion proveida por el
presente documento junto con el acceso a una lista actual de proveedores anexos a la red.

Si su accidente es una emergencia que amenaza con su vida, dirijase al establecimiento de emergencias
mas cercano. Si su accidente no pone en riesgo su vida, Ud. debera:

e Contacte a su supervisor inmediatamente y coméntele acerca del accidente del que fue sujeto.

e Dirijase al presente paquete para conocer sus derechos y obligaciones al momento de buscar
tratamiento para su accidente.

e Solicitele a su empleador que le colabore en contactar a un doctor de la red para que provea
tratamiento.

e Asimismo, Ud. deberd contactar Prime Health Services ante cualquier duda o pregunta acerca
del tratamiento proveido por medio de nuestra red o si Ud. necesita ayuda localizando a un
proveedor de nuestra Red.

Prime Health Services, Inc.
Attn: TX HCN Support
331 Mallory Station Road
Franklin, TN 37067
866-348-3887

Luego de ocurrido su accidente laboral

Ud. tiene que seleccionar un médico de cabecera
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Si Ud. esta domiciliado dentro de una red de servicio, Ud. debe seleccionar un médico de cabecera para
gue supervise el tratamiento médico adecuado para su accidente laboral. (Por favor dirijase al mapa
ubicado en la pagina 8 con el fin de verificar si Ud. esta domiciliado en alguno de los 250 condados de
nuestra red de servicio.) Excepto para servicios de emergencia, Ud. deberd obtener todo tratamiento
meédico y la remision especialista a través de su médico de cabecera. Esto es importante porque nuestros
proveedores de servicio han acordado solo utilizar la red de servicios —y no para empleados — para pagar
el tratamiento de accidente del trabajo. En caso de que Ud. sea tratado por alguien que no pertenece a
la red de doctores sin autorizacidén por parte de Prime Health Services, Ud. estara obligado a pagar sus
servicios médicos.

Como seleccionar a un Doctor para su tratamiento

Ud. debe seleccionar a un Doctor de la lista de doctores proveida por la red Prime Health Services O Ud.
tiene la opcién de seleccionar su médico de cabecera para quien actuara en calidad doctor que provea
tratamiento a su accidente para el reclamo de su compensacion laboral. En caso de que Ud. tenga un
médico de cabecera que atienda su accidente laboral y desea seleccionarlo como el Doctor que le
proveera tratamiento, Ud. deberd obtener autorizacién por parte de Prime Health Services llamado al
numero telefonico 866-348-3887 (Llamada Gratuita). Su médico de cabecera debera consentir y estar
de acuerdo con los términos de nuestro contrato de red y estar de acuerdo en estar sujeto con todas las
regulaciones y leyes aplicables antes de ser autorizado para que actie como médico de cabera de su
accidente. Si su médico de cabecera no es autorizado o Ud. decide cambiar los médicos a futuro, en
consecuencia Ud. debe seleccionar un doctor proveido por la red.

Si Ud. Necesita Tratamiento Emergencia

El tratamiento emergencia no necesita ser aprobado con anterioridad. Bajo la ley de Texas, “emergencia”
es definida como ya sea una emergencia médica o mental. Una “emergencia médica” es el inicio
repentino de una condicion médica manifestada por medio de sintomas precisos de suficiente severidad,
como incluyendo dolor severo, que la falta de atencion médica inmediata razonablemente esperada
resulte en (i) en colocar en extremo peligro la salud del paciente o sus funciones motoras; o (ii) la
disfuncién de cualquier parte u érgano del cuerpo. Una “emergencia mental” es una condicién que
razonablemente represente un peligro para la condicién mental de la persona que la sufre u otra persona
gue la experimente.

Si Ud. se encuentra lesionado y es una emergencia, llame al 911 o dirijase al lugar mas cercano de
atencidén emergencias médicas. Después de que Ud. reciba atencién de emergencia y en caso de que Ud.
requiera tratamiento continuo, Ud. debera seleccionar uno de los doctores de nuestra red para que
supervise su tratamiento médico recibido con ocasién de su accidente laboral.

Ud. podrd no optar por seleccionar uno de nuestros proveedores de servicio y tener cobertura de los
costos médicos en que Ud. incurrio solo si:

® Laemergencia médica es necesitada; o
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e Ud. no estd domiciliado en una 4rea de servicio; o

e Sjsu médico de cabecera lo remite una red de servicio ajena a nuestros proveedores y esta fue
aprobada antes de su remisién; o

e Ud. seleccioné su médico de cabecera y este fue autorizado por nuestra red después de que este
acepto someterse a nuestro contrato de red y sus leyes aplicables.

Remisiones y especialistas

Ud. no necesita una remision si tenga una condicion de emergencia de salud. Excepto para emergencias,
su doctor de cabecera proveerd todo tratamiento y hara todas las remisiones necesarias. Los servicios
de atencidn en salud, incluyendo las remisiones, lo habilitaran oportunamente acorde con su condicion
médica, pero no mas de 21 dias después de su solicitud. Si Ud. necesita una especialista y este no se
encuentra habilitado en su drea, su médico de cabecera debera obtener una autorizacion previa antes
de su remisién a proveedor fuera la red. La red deberd aprobar las remisiones a proveedores fuera de la
red dentro de los di este dias siguientes a la solicitud interpuesta, o lo mas pronto posible si Ud. tiene
condiciones serias de salud que ameriten una aprobacién inmediata. Si la red no aprueba la remisién
peticionada, Ud. tendrd el derecho de apelar la decision a través de nuestro servicio de quejas
debidamente detallado en este paquete.

Para cambiar su médico de cabecera

Si somos informados que su doctor de cabecera abandono nuestra red, Ud. debera seleccionar otro
doctor de la base de datos de doctores de la red. En caso de que Ud. tenga una condicion seria de salid
en la cual el cambio de doctores pueda afectarlo, su doctor podra solicitar que Ud. continte su
tratamiento con él/ella hasta un término adicional de 90 dias.

Si Ud. se encuentra insatisfecho con el primer médico de cabecera seleccionado, Ud. podra seleccionar
otro medio de la base de datos de doctores proveida por la red. Nosotros no denegaremos este cambio.
Sin embargo, si Ud. se mantiene inconforme, Ud. debera tener una peticidén previamente aprobada por
la red antes de cambiar su doctor de cabera una segunda vez.

Revision del Area de Servicio

En caso de que Ud. considere que actualmente no se encuentra domiciliado dentro de una red de
servicio, Ud. podrd comunicarse con Prime Health Services para solicitar una revisién de las areas de
servicio en su zona. Ud. necesitara presentar prueba que soporte su reclamo. Nosotros le enviaremos
nuestra decisidn por escrito dentro de los 7 dias siguientes a la recepcion de tu peticidn.

En caso de que Ud. no se encuentre de acuerdo con nuestra decisidon, Ud. tiene derecho para presentar
una queja ante el Departamento de Seguros de Texas. Su queja debera incluir su nombre, direccién de
residencia, numero telefdnico, una copia de nuestra decisién, y cualquier tipo de documentacion
relacionada con dicha queja. Los formatos de queja se encuentran habilitados en la pagina web del
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Departamento de Seguros de Texas https://www.tdi.texas.gov Adicionalmente, Ud también podra
solicitar un formato de queja escribiéndonos a:

HMO Division, Mail Code 103-6A,
Texas Department of Insurance
P. O. Box 149104
Austin, TX 78714-9104.

En caso de que Ud. afirme que Ud. actualmente no esta domiciliado/a en un area de servicio y Ud. podra
recibir tratamiento médico por parte por parte de alguno de nuestros proveedor de red mientras Ud.
espera nuestra decision sobre la revision o mientras Ud. se encuentra a la espera de una decision del
Departamento de Seguros de Texas ante la queja presentada. En caso de que sea determinado que Ud.
se encuentra domiciliado dentro de una de nuestras areas de servicio, Ud. debera pagar por todos y cada
uno de los tratamientos médicos que haya recibido por parte de los doctores y redes ajenas a nuestros
prestadores de servicio.

Autorizacion de Tratamiento Médico Previo

El tratamiento médico ordenado por el médico de cabecera debera ser autorizado con anterioridad. Ud.
(o su Doctor) tiene el deber de presentar una peticién para aprobacion por parte de la red para los
servicios enlistados en la parte inferior ANTES de que le sean suministrados o proveidos. Ud. podrd
continuar recibiendo su tratamiento después que sea aprobada su solicitud de servicios; por ejemplo,
en caso de que Ud. necesite estar hospitalizado por un término mayor del tiempo que habia sido
aprobado en primera medida, Ud. necesitara que su tratamiento sea aprobado por parte de la red con
anterioridad.

Los siguientes son los tratamientos y servicios que deberan ser aprobados con anterioridad:

® Cualquier tipo de cirugia, incluyendo hospitalizacion o servicios ambulatorios quirurgicos.

e Cualquier tipo de admision a hospitalizacion, incluyendo los procedimientos agendados y a lo
largo de la hospitalizacion.

e Todos los programas de rehabilitacion laboral no exentos y todos los programas de
rehabilitacidon de acondicionamiento laboral no exentos.

e Servicios de terapias fisicas y ocupacionales y relacionadas con los programas de rehabilitacion
o dependencia.

e Servicios psicoldgicos y psiquiatricos o de tratamiento después de la valoracién inicial.

e Los servicios o test experimentales no aprobados ampliamente como tratamiento estandar de
atencion

e Todas las tomografias MRl y CT y todos los estudios de diagndstico individuales para repeticidn.

® Todos los DME que superen el valor de $500 por articulo sean rentados o comprados.

® Manejo crénico de dolor o rehabilitacion interdisciplinaria para el dolor.
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e Todos los medicamentos no incluidos en el formulario de la Division.

e Todos los tratamientos y servicios que excedan o que no estén relacionados con las guias y
protocolos de tratamiento adoptados y que tampoco estén pre autorizados como plan de
tratamiento.

e Planes de tratamiento requeridos; y

e Cualquier tipo de tratamiento por cualquier tipo de lesidn o diagndstico que no es aceptado por
la Red de acuerdo con el Labor Code §408.0042 y Texas Administrative Code §126.14.

En caso de que la Red niegue su solicitud de tratamiento, Nosotros le enviaremos una comunicacién
por escrito informado el de su derecho a presentar una solicitud de reconsideracién contra el
tratamiento denegado o solicitando una revisién por parte de la Independent Review Organization a
través del Departamento de Seguros de Texas.

Quejas

En caso de que Ud. se encuentre insatisfecho con cualquier aspecto relacion con la operacion de la Red,
incluyendo quejas acerca de los doctores, Ud. podra presentar una queja ante Prime Health Services.
Ud. deberd notificar a nuestro Coordinaros de Quejas en caso de que la queja sea presentada via
telefénica o enviada via mail, email, o fax entro de un término no mayor a 90 dias contados a partir de
la fecha de ocurrencia del inconveniente o disconformidad. Prosiga sus quejas ante:

Prime Health Services Texas HCN
Attention: Grievance Coordinator
331 Mallory Station Road
Franklin, TN 37067
Phone: 866-348-3887 Fax: 615-329-4751
grievance.coordinator@primehealthservices.com

La Ley de Texas no permite que Prime Health Services tome represalias en contra suya o de su
empleador, si Ud. o su empleador presenta una queja en contra de la Red. Adicionalmente, Nosotros no
podemos adoptar ningun tipo de medida si Ud. o su empleador apela la decisién tomada por la Red. La
Ley no permite que la Red tome alguna medida en contra de su médico de cabecera si este presenta una
qgueja en contra de la Red o apela la decisidn de la Red en su nombre.

Al momento de recibir su queja, Prime Health Services le enviara una carta de reconocimiento dentro de
7 dias. La carta describira los procedimientos de queja de la Red y los términos. Nosotros revisaremos y
resolveremos su queja por escrito dentro de los 30 dias siguientes de recibo de la peticién. Para evitar
cualquier tipo de demora, por favor incluya su nombre, direccién de domicilio, nimero telefénico, una
copia de la primera decision de la Red (si la hay), y cualquier tipo de evidencia que nos haya enviado para
su revision o toda evidencia que Ud. considere debe ser revisada por nosotros.

Adicionalmente, Ud. tiene el derecho de presentar una queja ante el Departamento de Seguros de Texas
si Ud. se encuentra en desacuerdo con la decision adoptada por la Red. El formulario de quejas del
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Departamento se encuentra habilitado en el sitio Web de la misma https://www.tdi.texas.gov o
llamando al numero telefénico 800-252-7031, o puede presentar una solicitud por escrito a:

HMO Division, Mail Code 103-6A,
Texas Department of Insurance
P. O. Box 149104
Austin, TX 78714-9104.

En caso de que Ud. envié una queja al Departamento, esta deberad incluir su nombre, direccidén actual de
correo electrdénico, numero telefdonico, una copia de la decisién adoptada por la Red, y cualquier tipo de
evidencia que Ud. haya enviado para revisién a la Red.

Decisiones adversas, Reconsideraciones y Revisiones Independientes
Si Ud. es notificado de una decisién adversa por parte de la Red, la notificacion pertinente incluira:

® |asrazones principales y el fundamento clinico que soporta la decision adversa

e Descripcidn de o la fuente de criterio empleada como guia

e El consejo profesional de un especialista en el drea en caso de que allad sido consultado

e Descripcidn del proceso de reconsideracion y la habilitacién de una revisidn independiente.

Si Ud. recibe notificacion de una decision adversa basada en una necesidad médica, Ud. podra solicitar
una revision independiente de la misma por medio del Departamento de Seguros de Texas. Los
formularios relacionados con la habilitacion de una revision independiente podra ser obtenidos por
medio del sitio web del Departamento https://www.tdi.texas.gov , o por medio de solicitud por escrito
ante

HMO Division, Mail Code 103-6A,
Texas Department of Insurance
P. O. Box 149104
Austin, TX 78714-9104.

Un Empleado con una condiciéon que amenaza con su vida tiene el derecho a una revision inmediata por
medio de Independent Review Organization y no estard sujeto a cumplir con los procedimientos para
obtener una reconsideracién ante una posible decision adversa (descrita en la parte inferior).

Ud. (o la persona actuando en su nombre) podra solicitar a la Red reconsiderar una decision adversa. La
peticion podra ser hecha via telefénica o por escrito ante el Coordinador de Quejas de Prime Health
Services por medio de la informacién de contacto determinada en la parte inferior. Sin embargo, Ud.
debera tener en cuenta que debera presentar su reconsideracién dentro de un término no mayor a 30
dias después de que Ud. recibié la decisién adversa:
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Prime Health Services Texas HCN
Attention: Grievance Coordinator
331 Mallory Station Road
Franklin, TN 37067
Phone: 866-348-3887 Fax: 615-329-4751
grievance.coordinator@primehealthservices.com

Dentro de los 5 dias calendario después de recibida su peticion de reconsideracion, la persona encargada
de resolver la reconsideracién le enviara una carta mostrado la fecha en que su peticidn fue peticién fue
requerida y la lista de los documentos que Ud. debera presentar para completar la reconsideracion.

Después de que la reconsideracion que resuelve la decisién adversa esta completa, la Red le eviara a Ud
(o a la persona que actua en su nombre) una carta de respuesta dentro de un término no mayor a 30
dias después de que su peticion fue recibida. La carta de respuesta explicara la resolucion de su caso e
incluira lo siguiente:

® lasrazones médicas y clinicas que fundamentan la resolucién
e El fundamento médico y clinico que fundamenta la decision
e El concepto dado por un especialista del area en caso de que haya sido requerido y el estado en
gue el especialista consultado esta licenciado; y
e Notificacion del derecho de la parte para solicitar o peticionar una revisién de la denegacién por
medio de una Independent Review Organization y el procedimiento a seguir para obtener una
revision.
Si su solicitud de remisién es denegada porque la remision mediamente no resulta necesaria, o si su
solicitud es denegada porque constituye una desviacion de la guia de tratamiento, de los protocolos de
tratamiento individuales o el criterio establecido, Ud. (o la persona que actie en su nombre) tienen el
derecho a buscar la revision de la denegacion por medio de una Independent Review Organization. Por
favor, tenga en cuenta que Ud. debe oportunamente presentar una peticidn para una revision
independiente dentro del término no mayor a 45 dias luego de la fecha en que la Red negé su solicitud
de reconsideracion.

La Red esta obligada a pagar los costos de la revisidn independiente, y la Red serd responsable por el
cuidado de su salud mientras Ud. espera los resultados de su apelacidn. La Red, el corredor de seguros,
y el empleador estan obligados a cumplir con la decisiéon adoptada por la Independent Review
Organization.
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Prime Health Services Texas HCN
Mapa del Area de Servicio
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Reconocimiento otorgado por parte del Empleado acerca de la Red de Compensaciones

de los Trabadores

Al firmar de este formulario, Yo reconozco y entiendo que:

He recibido el paquete de informacién que me comunica y dice como recibir y obtener tratamientos de un médico
del seguro de compensacién para trabajadores de mi empleador.

En caso de que sufra un accidente en el trabajo y viva en el area descrita en el paquete, estoy obligado a seleccionar
un médico de la base de Doctores proveida en la red por Prime Health Services, o puedo preguntarle a mi médico
de atencién primaria si puede actuar como mi médico tratante. En caso de que seleccione a mi primer médico
tratante, estoy obligado a comunicarme via telefénica al nimero 866-348-3887 (Linea Gratuita) con el fin de notificar
a Prime Health Services, de mi eleccion.

Estoy obligado a ir a mi médico tratante para toda la atencién de mi salud para mi lesidn. Si necesito un especialista,
mi doctor me referira. Si necesito atencion de emergencia, puedo ir a cualquier parte.

La compaiiia de seguros le pagara a mi médico tratante y a los proveedores de servicios médicos de la red.

Es posible que tenga que pagar la factura si recibo atencidon médica, aparte de la atencién de emergencia, de alguien
gue no sea un médico de la aprobacion de la red.

Sabiamente hacer falsas reclamaciones de compensacion de los trabajadores, puede dar lugar a investigaciones
penales que podrian dar lugar a sanciones penales como multas y encarcelamiento.

Firma Fecha

Nombre

Direccion de Domicilio

Ciudad Estado Cédigo Zip

Nombre Empleador

Si necesarita localizar un médico para su tratamiento, llame Prime Health Services al nimero telefénico 866-348-3887. Por

favor, indique si:

[ La notificacion inicial como empleado (ninguna lesién ocasionada); o

O notificacion de accidente laboral (fecha de accidente laboral): / / )

*Devuelva este formulario a su empleador. No lo envie a Prime Health Services*
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Workers” Compensation Health Care Network

Employer Welcome Packet

Dear Employer:

Welcome to the Prime Health Services Texas HCN. This packet includes important information to assist
you and your employees as you begin accessing our network for your workers’ compensation
healthcare needs. This two-page Employer Welcome Packet lists the actions for which you (as the
employer) are responsible. Please ensure that you do all of the following:

Initial Steps for Employers:

e Distribute the nine (9)-page Employee Notice of Network Requirements (the “Notice”) to
current employees in English, Spanish, or any other language common to your employees. |If
you need it in another Ilanguage, call 866-348-3887 or it is available at
www.primehealthservices.com.

e Post the Notice at each business location (for example, near OSHA or minimum wage postings).
e Be sure to give the Notice to new employees within three (3) days of hire.

e *Sjgnature Requirement* After you supply a written copy of the Notice or a way to access a
written copy (such as an email attachment), ask employees to sign the Acknowledgment Form,
found on page nine (9), either physically or electronically, of the Notice to show they received

the information.

e Establish a standard process for delivering the Notice to employees and document the
following:

o Employee name and Date of Delivery;
o Location of Delivery — (delivered to their home or work address);

o Delivery Method — (as part of a “new hire” packet, at a staff or safety meeting, email,
etc.)

Note: According to the Texas Department of Insurance, if you fail to establish a process that
documents the above five items, it creates the presumption that your employees did not receive the
Notice. To assist you, we have a sample Delivery Log on our website that you can use, or you may use
any other documentation method that meets the above requirements.

e Retain your employees signed Acknowledgment Forms and please DO NOT return them to
Prime Health Services unless we specifically request a copy at the time of injury. An employee
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who refuses to sign the form remains subject to the network requirements. Simply document
the employee’s refusal in their personnel file, and try to have a witness available.

An injured employee may be allowed to seek care from a non-network treating doctor if you fail to provide a Notice and
obtain a signed Acknowledgment Form within the required timeframe.

If an Employee is Injured on the Job:

After an employee is injured on the job, please ensure that you take the following actions:

e Whenever possible, assist the injured employee by arranging / providing their transportation to
a network provider, or if necessary, to the nearest emergency facility.

e Within 24 hours of the injury, complete the first report of injury / incident report. You can
access the report form online at http://www.primehealthservices.com/state-compliance/tx/,
which has instructions for submitting the form via email or fax, or you can call us at 866-348-
3887.

e Inform employees of the availability of the network and re-distribute the nine (9) page
Employee Notice packet. Assist the employee in locating a network treating doctor. Our
provider listing is available through our website or by calling us at 866-348-3887 for assistance
in locating available providers in your area.

e Upon being injured, the employee must sign an additional Acknowledgment Form (page 9 of
their Notice packet), which is available at http://www.primehealthservices.com/state-
compliance/tx/

Please, remember to visit our website at http://www.primehealthservices.com/state-compliance/tx/
where you can view our updates and regulations from the Texas Department of Insurance and
download copies of the necessary forms mentioned in this packet, including the following:

e A copy of this Employer Welcome Packet
e The Employee Notice of Network Requirements (the “Notice”)
e A copy of the Employee Acknowledgement Form (also found on page nine (9) of the Notice)

e Asample Delivery Log
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DWC FORM-001
(Employer's First Report of Injury or lliness)

The employer is required to file an Employer's First Report of Injury or lliness
[DWC FORM-001 Rev. 10/05] with the injured worker's insurance carrier, and the
injured claimant or the claimant's representative within 8 days after the
employee's absence from work or receipt of notice of occupational disease.

The Employer's First Report of Injury or lliness provides information on the
claimant, employer, insurance carrier and medical practitioner necessary to begin
the claims process. Details of the claimant's employment and circumstances
surrounding the injury or illness are also requested.

Send the specified copies to your Workers' Compensation Insurance Carrier
and the injured employee. *Employers - Do not send this form to the Texas
Department of Insurance, Division of Workers' Compensation, unless the
Division specifically requests a direct filing.

[Workers' Compensation Rule 120.2]
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INSTRUCTIONS FOR EMPLOYERS FIRST REPORT OF
INJURY OR ILLNESS (DWC FORM-001)

Type (or print in black ink) each item on this form. Failure to complete each item may delay the processing of the injury claim.

Section 409.005, Texas Workers' Compensation Act, requires an Employer's First Report of Injury or lliness (DWC FORM-001 Rev. 10/05 to be
filed with the Workers' Compensation Insurance Carrier not later than the eighth day after the receipt of notice of occupational disease, or the
employee's first day of absence from work due to injury or death. A copy of this report must be sent to the employee or the employee's
representative. For purposes of this section, a report is filed when personally delivered, or postmarked. Send the specified copies to your
Workers' Compensation Insurance Carrier and the injured employee. *Employers - Do not send this form to the Texas Department of
Insurance, Division of Workers' Compensation, unless the Division specifically requests a direct filing.

If a report has not been received by the carrier, the employer has the burden of proving that the report was filed within the required time frame.
The employer has the burden of proving that good cause existed if the employer failed to file the report on time.

An employer who fails to file the report without good cause may be assessed an administrative penalty. An employer who fails to file the report
without good cause waives the right to reimbursement of voluntary benefits even if no administrative penalty is assessed.

Once the employer has completed all information pertaining to the injury the employer should maintain the copy of this report to serve as the
Employer's Record of Injury required by Section 409.006. Send the specified copies to your Workers' Compensation Insurance Carrier and
the injured employee. *Employers - Do not send this form to the Texas Department of Insurance, Division of Workers' Compensation,
unless the Division specifically requests a direct filing. The Division’s Health and Safety will use data from this report for the Job Safety
Information System established in Section 411.032 of the Texas Workers' Compensation Act.

This report may not be considered admission or evidence against the employer or the insurance carrier in any proceeding before the Division or
a court in which facts set out in the report are contradicted by the employer or insurance carrier.

"SPECIAL INSTRUCTIONS FOR CERTAIN ITEMS"

Items 2,7,8: Section 402.082, Texas Workers' Compensation Act requires the Division to maintain information as to the race, ethnicity and
sex on every compensable injury. This information will be maintained for non-discriminatory statistical use.

ltem 4: If no home phone, please provide a phone number where the employee can be reached.

Items 5,15,17,

26,29,30: Enter data in month, day, year format. Example: 08-13-54.

Item 18: List nature of accident or exposure, e.g., fall from scaffold, contact with radiation, etc. If occupational disease, so state.

Iltem 19: List specific body part, e.g., chin, right leg, forehead, left upper arm, etc. If more than one body part is affected, list each part.

Iltem 20: Describe in detail (1) the events leading up to the injury/iliness, (2) the actual injury, e.g., cut left forearm, broken right foot,
etc., and (3) the reason(s) why accident/injury occurred. Use an additional sheet of paper if necessary.

ltem 22: State the exact work-site location of the injury, e.g., construction site, office area, storage area, etc.

ltem 24: List object, substance, or exposure that directly inflicted the injury or iliness, e.g., floor, hammer, chemicals, etc.

ltems 32,33:  Enter date in month-year format. Example: 02-56.
Iltem 37: Enter the number of days or hours that make up a full work week for your employees.

ltem 45: Enter the 6-digit North American Industry Classification System (NAICS) Code of the employer. The primary code is the code
which appears in block 5 of Form C-3, "Employer's Quarterly Report" to the Texas Workforce Commission.

Iltem 46: For companies with a single NAICS code, the specific code is the same as the primary code. For companies with multiple

NAICS codes, enter the code that identifies the specific business, activity, or work-site location the employee was working in
at the time of the injury. This may or may not be the same as the primary code.
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Send the specified copies to your
Workers' Compensation Insurance Carrier
and the injured employee.

*Employers - Do not send this form to the
Texas Department of Insurance, Division of Workers’ Compensation,

Unless the Division specifically requests a direct filling. CLAIM #

CARRIER'S CLAIM #

EMPLOYERS FIRST REPORT OF INJURY OR ILLNESS

1. Name (Last, First, M.I.) 2. Sex O O 15. Date of Injury (m-d-y) 16. Time of Injury 17. Date Lost Time Began
F M (m-a-y)
- - : am 1 P[] - -
3. Social Security Number 4. Home Phone 5. Date of Birth (m-d-y) 18. Nature of Injury* 19. Part of Body Injured or Exposed*
- - ( ) - -
6. Does the Employee Speak English?  If No, Specify Language 20. How and Why Injury/lliness Occurred*®
YES[Q NO[O
7. Race White [] 8. Ethnicity Hispanic ] 21. \é\(l:ﬁgemsploye?Es O 22. Worksite Location of Injury (stairs, dock, etc.)*
Black D Asian D Native American D Other D regular job?  NO D
9. Mailing Address  Street or P.O. Box 23. Address Where Injury or Exposure Occurred Name of business if incident
occurred on a business site
City State Zip Code County Street or P.O. Box County
10. Marital Status City State Zip Code
Married D Widowed D SeparatedD Single D Divorced D
11. Number of Dependent Children 12. Spouse's Name 24. Cause of Injury(fall, tool, machine, etc.)*
13. Doctor's Name 25, List Witnesses
14. Doctor's Mailing Address (Street or P.O.Box) 26. Return to work 27. Did employee 28. Supervisor's 29. Date Reported
date/or expected die? Name (m-d-y)
(m-d-y)
City State Zip Code YES O NO O

30. Date of Hire (m-d-y) 31. Was employee hired or recruited in Texas?

YES O NO O

32. Length of Service in Current Position 33. Length of Service in Occupation

Months Years Months Years

34. Employee Payroll Classification Code 35. Occupation of Injured Worker

36. Rate of Pay at this Job 37. Full Work Week is: 38. Last Paycheck was: 39. Is employee an Owner, Partner,

or Corporate Officer?

$ Hourly §, Weekly Hours Days $ for Hours or Days YES D No O
40. Name and Title of Person Completing Form 41. Name of Business
42. Business Mailing Address and Telephone Number 43. Business Location (If different from mailing address)
Street or P.O. Box Telephone Number and Street
( )
City State Zip Code City State Zip Code

44, Federal Tax Identification Number 45, Primary North American Industry Classification System 46. Specific NAICS Code 47. Texas Comptroller Taxpayer No.

Code: (6 digit) (6 digit)
48. Workers' Compensation Insurance Company 49. Policy Number
50. Did you request accident prevention services in past 12 months?
YES O NO || If yes, did you receive them? YES [ NOD
51. Signature and Title (READ INSTRUCTIONS ON INSTRUCTION SHEET BEFORE SIGNING)
X Date
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Out of Network Provider Request Form

Patient Patient Name:
Information: Address:
City: | State:
Zip:
Telephone: | Cell#:
Chief Complaint, Diagnoses and Body Parts:
Treating Provider | Provider Name:
Information: Tax ID: NPI:
Telephone: Fax:
Address:
City: State:
Zip Code: Specialty:
Referred Out of Provider Name:
Network Provider | 15, |p: NPI:
Information: Telephone: Fax:
Address:
City: State:
Zip Code: Specialty:
Out of Network
Referral

Reasoning:
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Out of Network Provider Request Form

Requested
Referred Services:

Start Date of End Date of
Requested Services: Requested Services:

Required Information: Please attach all medical documentation including Statement of Medical
Necessity, medical notes and any additional information needed to provide our Texas HCN of
the necessity of the services requested.

Contact Prime Health Services, Inc. for further assistance at 1 (866) 348-3887
Please email completed forms to Prime Health Provider Relations Department at
provider.relations@ primehealthservices.com




