WORKERS COMPENSATION - FIRST REPORT OF INJURY OR ILLNESS

EMPLOYER (NAME & ADDRESS INCL ZIP)

CARRIER/ADMINISTRATOR CLAIM NUMBER

OSHA LOG CASE #

REPORT PURPOSE CODE

JURISDICTION

JURISDICTION CLAIM NUMBER

INSURED REPORT NUMBER

INDUSTRY CODE

EMPLOYER FEIN

EMPLOYER’S LOCATION ADDRESS (IF DIFFERENT)

LOCATION #

PHONE #

CARRIER/CLAIMS ADMINISTRATOR

CARRIER (NAME, ADDRESS, & PHONE #)

POLICY PERIOD

TO

CHECK IF APPROPRIATE

D SELF INSURANCE

CLAIMS ADMINISTRATOR (NAME, ADDRESS & PHONE NO)

CARRIER FEIN POLICY/SELF-INSURED NUMBER ADMINISTRATOR FEIN
EMPLOYEE/WAGE
NAME (LAST, FIRST, MIDDLE) DATE OF BIRTH SOCIAL SECURITY NUMBER DATE HIRED STATE OF HIRE
ADDRESS (INCL ZIP) SEX MARITAL STATUS OCCUPATION/JOB TITLE

M| MALE U| UNMARRIED EMPLOYMENT STATUS

SINGLE/DIVORCED

F| FEMALE M| MARRIED

U| UNKNOWN S| SEPARATED
PHONE #OF DEPENDENTS K| UNKNOWN NCCI CLASS CODE
RATE DAY MONTH DAYS WORKED/WEEK | FULL PAY FOR DAY OF INJURY? YES NO
PER: WEEK OTHER: DID SALARY CONTINUE? YES NO
OCCURRENCE/TREATMENT
TIME EMPLOYEE AM | DATE OF INJURY/ILLNESS | TIME OF OCCURRENCE AM | LASTWORKDATE | DATE EMPLOYER DATE DISABILITY
BEGAN WORK NOTIFIED BEGAN

PM () CANNOT BE PM
DETERMINED

CONTACT NAME/PHONE NUMBER

TYPE OF INJURY/ILLNESS

PART OF BODY AFFECTED

DID INJURY/ILLNESS/EXPOSURE OCCUR ON EMPLOYER'S

PREMISES?
YES

[ ] NO

TYPE OF INJURY/ILLNESS CODE

PART OF BODY AFFECTED CODE

DEPARTMENT OR LOCATION WHERE ACCIDENT OR ILLNESS EXPOSURE

OCCURRED

EXPOSURE OCCURRED

ALL EQUIPMENT, MATERIALS, OR CHEMICALS EMPLOYEE WAS USING WHEN ACCIDENT OR ILLNESS

SPECIFIC ACTIVITY THE EMPLOYEE WAS ENGAGED IN WHEN THE ACCIDENT OR

ILLNESS EXPOSURE OCCURRED

OCCURRED

WORK PROCESS THE EMPLOYEE WAS ENGAGED IN WHEN ACCIDENT OR ILLNESS EXPOSURE

HOW INJURY OR ILLNESS/ABNORMAL HEALTH CONDITION OCCURRED. DESCRIBE THE SEQUENCE OF EVENTS AND INCLUDE ANY OBJECTS OR SUBSTANCES THAT DIRECTLY INJURED
THE EMPLOYEE OR MADE THE EMPLOYEE ILL

CAUSE OF INJURY CODE

DATE RETURN(ED) TO WORK IF FATAL, GIVE DATE OF DEATH | WERE SAFEGUARDS OR SAFETY EQUIPMENT PROVIDED? YES NO
WERE THEY USED? N YES | no
PHYSICIAN/HEALTH CARE PROVIDER (NAME & ADDRESS) HOSPITAL OR OFF SITE TREATMENT (NAME & ADDRESS) INITIAL TREATMENT
| 0] NOMEDICAL TREATMENT
| 1] miNoR: BY EMPLOYER
[ 2| minoR cLINICIHOSP
_3 EMERGENCY CARE
|4 | HOSPITALIZED > 24 HOURS
[ o] CmsRRa
OTHER
WITNESSES (NAME & PHONE #)
DATE ADMINISTRATOR NOTIFIED DATE PREPARED | PREPARER'S NAME & TITLE PHONE NUMBER
FORM IA-1(r 1-1-02) SEE BACK FOR IMPORTANT INFORMATION ©IAIABC 2002




AWCC Form 1
(Employer's First Report of Injury or Illness)

Ark. Code Ann. § 11-9-529 allows employers 10 days to report injuries. Those involving
either more than 7 days of lost time or indemnity payments require Form 1. Also, a Form 1 is
required for all controversions including a medical-only case. Self-insured employers file Form 1
with the AWCC; other employers send it to their insurance representatives.

Employers do NOT fill in the shaded areas.

On Form 1, employers/carriers must:

1. In the Occurrence Section list the date the employer first knew of the injury. The 10

days to report begin either on the date of disability or the date the employer was

notified, whichever date is later.

2. Give the name of the carrier. An insurance agency or third party administrator should
be listed in the Preparer's Section. A carrier can pre-print its name and address in the
Carrier Section to help clients properly report.

3. Specify the carrier Federal Employer Identification Number (FEIN) in the Carrier
Section.

4. Type or print in ink. An illegible, incomplete Form 1 will be returned.
Neglect of Form 1: Late employee benefits, exposing employers to fines.

Lack of Form 1: Delays in insurance investigation.

General inquiries on Form 1 can be answered by the AWCC Support Services Division.
Questions on a specific Form 1 may be directed to the Research and Statistics Section, which processes

the accident reports. (1-800-622-4472 or 501-682-3930).

Ark. Code Ann. §11-9-106(a): “Any person or entity who willfully and knowingly makes any material false
statement or representation, who willfully and knowingly omits or conceals any material information, or who
willfully and knowingly employs any device, scheme, or artifice for the purpose of: obtaining any benefit or
payment; defeating or wrongfully increasing or wrongfully decreasing any claim for benefitor payment; or obtaining
or avoiding workers’ compensation coverage or avoiding payment of the proper insurance premium, or who aids
and abets for any of said purposes, under this chapter shall be guilty of a Class D felony. Fifty percent (50%) of
any criminal fine imposed and collected under .... this section shall be paid and allocated in accordance with
applicable law to the Death and Permanent Total Disability Trust Fund administered by the Workers” Compensation
Commission.”

(Revised 1-1-2001)



EMPLOYER’S INSTRUCTIONS

DO NOT ENTER DATA IN SHADED FIELDS

DATES:
Enter all dates in MM/DD/YY format.

INDUSTRY CODE:
This is the code which represents the nature of the employer’s business, which is contained in the Standard
Industrial Classification Manual or the North American Industry Classification System, published by the Federal
Office of Management and Budget.

CARRIER:
The licensed business entity issuing a contract of insurance and assuming financial responsibility on behalf of
the employer of the claimant.

CLAIMS ADMINISTRATOR:
Enter the name of the carrier, third party administrator, state fund, or self-insured responsible for administering
the claim.

AGENT NAME & CODE NUMBER:
Enter the name of your insurance agent and his/her code number if known. This information can be found on
your insurance policy.

OCCUPATION/JOB TITLE:
This is the primary occupation of the claimant at the time of the accident or exposure.
EMPLOYMENT STATUS:
Indicate the employee’s work status. The valid choices are:
Full-Time On Strike Unknown Volunteer
Part-Time Disabled Apprenticeship Full-Time Seasonal
Not Employed Retired Apprenticeship Part-Time Piece Worker

DATE DISABILITY BEGAN:
The first day on which the claimant originally lost time from work due to the occupation injury or disease
or as otherwise designated by statute.

CONTACT NAME/PHONE NUMBER:
Enter the name of the individual at the employer’s premises to be contacted for additional information.

TYPE OF INJURY/ILLNESS:
Briefly describe the nature of the injury or iliness, (eg. Lacerations to the forearm).

PART OF BODY AFFECTED:
Indicate the part of body affected by the injury/iliness, (eg. Right forearm, lower back).

DEPARTMENT OR LOCATION WHERE ACCIDENT OR ILLNESS EXPOSURE OCCURRED:
(eg. Maintenance Department or Client’s office at 452 Monroe St., Washington, DC 26210)

If the accident or illness exposure did not occur on the employer’s premises, enter address or location.
Be specific.

FORM IA-1(r 1-1-02) ©IAIABC 2002




EMPLOYER’S INSTRUCTIONS - cont’d

ALL EQUIPMENT, MATERIAL OR CHEMICALS EMPLOYEE WAS USING WHEN ACCIDENT OR ILLNESS
EXPOSURE OCCURRED:
(eg. Acetylene cutting torch, metal plate)

List all of the equipment, materials, and/or chemicals the employee was using, applying, handling or operating
when the injury or illness occurred. Be specific, for example: decorator’s scaffolding, electric sander,
paintbrush, and paint.

Enter “NA” for not applicable if no equipment, materials, or chemicals were being used. NOTE: The items listed
do not have to be directly involved in the employee’s injury or iliness.

SPECIFIC ACTIVITY THE EMPLOYEE WAS ENGAGED IN WHEN THE ACCIDENT OR ILLNESS EXPOSURE
OCCURRED:
(eg. Cutting metal plate for flooring)

Describe the specific activity the employee was engaged in when the accident or illness exposure occurred,
such as sanding ceiling woodwork in preparation for painting.

WORK PROCESS THE EMPLOYEE WAS ENGAGED IN WHEN ACCIDENT OR ILLNESS EXPOSURE OCCURRED:
Describe the work process the employee was engaged in when the accident or illness exposure occurred, such
as building maintenance. Enter “NA” for not applicable if employee was not engaged in a work process (eg.
walking along a hallway).

HOW INJURY OR ILLNESS/ABNORMAL HEALTH CONDITION OCCURRED. DESCRIBE THE SEQUENCE OF
EVENTS AND INCLUDE ANY OBJECTS OR SUBSTANCES THAT DIRECTLY INJURED THE EMPLOYEE OR MADE
THE EMPLOYEE ILL:
(Worker stepped back to inspect work and slipped on some scrap metal. As worker fell, worker brushed against
the hot metal.)

Describe how the injury or illness/abnormal health condition occurred. Include the sequence of events and
name any objects or substance that directly injured the employee or made the employee ill. For example:
Worker stepped to the edge of the scaffolding to inspect work, lost balance and fell six feet to the floor. The
worker’s right wrist was broken in the fall.

DATE RETURN(ED) TO WORK:
Enter the date following to most recent disability period on which the employee returned to work.

FORM IA-1(r 1-1-02) ©IAIABC 2002




Form AR-S

Authority: Ark. Code
Ann. § 11-9-529
Revised: 1-1-2001

ARKANSASWORKERS COMPENSATION COMMISSION

324 Spring Street, Little Rock, AR 72201

Mail: P. O.Box 950, Litle Rock, AR 72203-0950

501-682-3930 / 1-800-622-4472

SUPPLEMENTAL REPORT

No.

AWCC File Carrier Claim No.

Employee Name (Last, First, MI)

Employee SS Number

Employer Name FEIN No. City

State Zip Code

PublicEmployeeClaimsDivision

1200WestThird Street,Suite201, Little Rock,AR 72201

Carrier Or Self-Insured Name NAIC No.

Claims Office Address

1. Date of injury:

2. Date employee began losing time from work:

3. Has employeeretumed to work? Yes U No If yes, give date

If not, please explain:

5. Has employeedied?d Yes U No If yes, give date of death:

4. 1f employee has returned to work, ishe/she earning the same wages as before the injury? O Yes

U No

ADDITIONAL INFORMATION

CERTIFICATION

| certify that the information above is accurate according to the employer’ s/carrier’s records.

Signature

Printed or Typewritten Name

Title

Date




AWCC Form S
( Supplemental Report)

Thisform reports any change-in-status, including, but not limited to:
1. Theinjured employeeis back at work and drawing wages;
2. Theinjured employeeislosing time again;

3. Theinjured employee has died;

Employers need to file Form S promptly.

Carriersfile theform to fill in any "gaps" in time on AWCC Form 4 when the case is being closed.

Contact the AWCC Office Services Section for help with theForm S. General information is

available from the Support Services Division (1-800-622-4472 or 501-682-3930) .

Ark.CodeAnn. 811-9-106(a): “ Any person or entity who willfully andknowingly makesany material fal se statement
or representation, who willfully and knowingly omits or conceals any material information, or who willfully and
knowingly employs any device, scheme, or artifice for thepurpose of : obtaining any benefit or payment; defeating or
wrongfully increasing or wrongfully decreasing any claim for benefit or payment; or obtaining or avoidingworkers
compensation coverage or avoiding payment of the proper insurance premium, or who aids and abets for any of said
purposes, under this chapter shall be quilty of aClassD felony. Fifty percent (50%) of any criminal fineimposedand
collected under .... this section shall be paid and allocated in accordance with applicable law to the Death and
Permanent Total Disability Trust Fund administered by the Workers' Compensation Commission.”




ARKANSASWORKERS COMPENSATION COMMISSION

Form AR- 2

324 Spring Street, Little Rock, AR 72201
Authority: Ark. Code Mail: P. O. Box 950, Little Rock, AR 72203-0950
Ann. §11-9-803, 810 501-682-3930 / 1-800-622-4472
Revised 1-1-2001
EMPLOYER'SINTENT TO ACCEPT OR CONTROVERT CLAIM
Q Initial Filing (J Amended Filing
AWCC File No. Carrier Claim No. Employee Nane (Last, First, M) Employee SS Number
Employer Name Fed. Employer I.D. No.
Address City State Zip Code
1200WestThird Street,Suite201,Little Rock,AR 7
Carrier or Sdlf-Insured Name NAIC No. Claims Office Address

COMPENSATION (if not applicable, skip to next section)

Date of Injury City, State of Injury Dates Covered by Frst Check Body Part Injured First Date Indemni ty Triggered
(Disability Date)
Check Condition if Applicable: a TPD
U Medicd - Only Claim (no indemnity due) 1 PTD
Date of First Comp. Check Average Weekly Wage Weekly Comp. Rate U PPD-Only Case O Death
CONTROVERSION SECTION
Date of injury or death: Reason for controverting claim:
DEATH CASE DATA
List all Dependentsbelow: (If more space isneeded, attach supplemental sheet) If no Dependents, chedk here: A

Attach Death Certificate of Deceased Employee and Birth Certificates for Dependent Children

Name of dependent Date of birth Relationship to deceased Weekly benefit amount

CERTIFICATION

| certify tha the foregoing isa complete and accurate report acaording to the records of the insurer pertainingto first payment, controversion and
beneficiary information. | further certify that a copy of this report or equivalent information has been provided to the employee or beneficiaries.

Signature Printed or Typewritten Name Title Telephone No. Date

If insurer is represented by an attorney, that legal representative must sign below pursuant to Ark. Code Ann. § 11-9-717

Name and Address of Attorney Signature




AWCC Form 2
(Employer's Intent to Accept or Controvert Claim)

A form used to accept a case and report payment or to controvert. AWCC Form 2 also is used to amend positionstaken
earlier.

Help With AWCC Form 2:

1. Thefirst payment to the employee is due by the 15th day after the employer has notice of the injury or death. (Ark.
Code Ann. §11-9-802)

2. The AWCC is notified "upon making the first payment.” (Ark. Code Ann. §11-9-810)

3. A controversion notice is due on or before the 15th day after notice of the death or alleged injury.
(Ark. Code Ann. §11-9-803)

4. Therefore, AWCC Form 2 in all casesisrequired by the 15th day from (a) the day of disability or (b) the day the
employer is aware of the alleged incident, whichever date is |ater.

Be sure to include on AWCC Form 2:

5. A mark in either the Initial Filing Box or Amended Filing Box.

6. The AWCC File Number (obtained from AWCC Form A-110) and your company's file number for thiscase.

Be sure to bear in mind:

7. Form 2isNOT interchangeable with the required written response to the 15-day letter for Form C.

8. If respondents need additional timefor investigation, an extension request must be sentin beforethe Form 2 deadline.

Using Form 2 to report that the respondent needs more timeisinvalid. If anything iswritten in the Controversion
Section ("we are investigating"), the AWCC will consider the case controverted.

9. If acaseis opened at the AWCC on Form 1 or Form C, an AWCC Form 2 isrequired, even if thecase upon
invedigation is determined to be a medical-only claim.

Questions about a specific Form 2 may be answered by the AWCC Office Services Division, which

processesthis form. General information may be obtained from the AWCC Support Services Divison.
(1-800-622-4472 or 501-682-3930)

Ark. Code Ann. §11-9-106(a): “Any person or entity who willfully and knowingly makes any material false statement or
representation, who willfully and knowingly omits or conceal sany materid information, or who willfully and knowingly employs any
device, scheme, or artifice for the purpose of: obtaini ng any benefit or payment; defeati ng or wrongfully increasing or wrongfully
decreasing any claim for benefit or payment; or obtaining or avoiding workers' compensation coverage or avoiding payment of the
proper insurance premium, or who aids and abetsfor any of said purposes, under this chapter shdl be guilty of aClass D felony. Fifty
percent (50%) of any criminal fineimposed and collectedunder .... thissection shall bepaidand allocated in acoordancewith appliceble
law to the Death and Permanent Total Disability Trust Fund administered by the Workers' Conpensation Commission.”

Ark. Code Ann. 811-9-717: (Summary) Any peron or attorney signing adaim, request for benefits, controversion of benefits request for hearing or
other paper of a party, certifies the action is taken after reasonable inquiry; is well grounded in fact; is warranted by existing law or a good faith
argumentfor extension, modification or reversal of existing law; andisnot interposed for any improper purpose or for delay. Violatorsof thisprovision
may be subject tosanctions, which may includepayment of reasonabl eexpenses incurred by ahers and reasonabl eattorney fees for responding tothe
claim, request or motion, or for failure to appear at a hearing, deposition or other scheduled matter.




ARKANSASWORKERS COMPENSATION COMMISSION
Form AR-N
324 Spring Street, Little Rock, AR 72201
Mail: P. O. Box 950, Little Rock, AR 72203-0950
Ark. Code Ann. 501-682-3930 / 1-800-622-4472
8811-9-701, 508, 514
AWCC Rule33
Revised: 1-1-2001

EMPLOYEE'SNOTICE OF INJURY
EMPLOYEE INFORMATION (Please Print in Ink)

Employee's Last Name First Name M I Social Security Number Home Phone No.

Street Address or P.O. Box City State Zip Code
EMPLOYER INFORMATION (Please Print)

Employer's Name Supervisor’'s Name
Employer’'s Street Address or P.O. Box Employer's City State Zip Code
ACCIDENT INFORM ATION (Please Print)
Date [Time
Place of Accident Date of Accident Time of Accident Employer Notified of Accident

What part of your body was injured?

Briefly di scussthe cause of i njury:

WITNESSES

Name and address of witness(es), if any:

. ____________________________________________________________________________________________________________|
| hereby authorize any hospital, physician, psychotherapist or practitioner of the healing artsto furnish the beare any informaion, written or oral,
including, but not limited to, copies of medical records concerning my past, present or future physical, mental or emotional conditi on. | hereby waive
my physician- and psychotherapist-patient privilege. A photostatic copy of this authorization shall be as effedive and valid asthe original. My signature
below also indicates that | have been provided with my rights regarding change-of-physician. (See addi tional information on back side of form)

Date Signature

Assistancewith AWCC Fam N isavailablefrom theAWCC L egal Advisor Division (1-800-250-25110r 501-682-3930). |nformation issupplied bythe Support
Services Division (1-800-622-4472 or 501-682-3930).

Ark. Code Ann  §11-9-106(a): “Any person or entity whowillfully and knowingly makes any material fal se statement or representation, who willfully and knowingly
omitsor conceals any material information, orwho willfully and knowingly employsany device scheme, or artifice far the purposeof: obtainingany benefit or payment;
defeatingor wrongfully increasng or wrangfully decreasing any claim for benefit or payment; or obtaning or avading worke's' compensation coverage or avading paymert
of the proper insurance premium, or who aids and abets for any of said purposes, under this chapter shall be guilty of aClass D felony. Fifty percent (50%) of any criminal
fineimposed and cdlected unde .... this section shall bepaid and allocaed in accord ance wi th applicable law to the Desth and Permanent Total Disability Trust Fund
administered by the Worke's' Compensation Commission.”

Front side/ Two-sided Form N



ARKANSASWORKERS COMPENSATION COMMISSION
Form AR-N
324 Spring Street, Little Rock, AR 72201
Mail: P. O. Box 950, Little Rock, AR 72203-0950
Ark. Code Ann. 501-682-3930 / 1-800-622-4472
88 11-9-701, 508, 514
AWCC Rule33
Revised: 1-1-2001

EMPLOYEE'SNOTICE OF INJURY

NOTICE TO EMPLOYEE - Fill out thisform to giveto your employer immediately.
Ark. Code Ann. §11-9-701. Notice of injury or death.

(@(1) Unlessaninjury either rendersthe employee physicallyor mentally unableto do so, or ismade known to the empl oyer immediatdy after it occurs,
the employee shall report the injury tothe employer on aform prescribed or approved by the Workers' Compensaion Commission andto a
person or at aplace spedfied by the emmployer, and the employer shall not be responsiblefor disability, medical, or other benefits prior to recdpt
of the employee’s report of injury.

(2)  All reporting procedures specified by the employer must be reasonable and shall afford each employee reasonable notice of thereporting
reguirements.

(3) Theforegoing shall not apply when an employeerequires emergency medical treatment outsidethe employer’s normal business hours; however
inthat event, the empl oyee shall cause areport of theinjury to be made to the employer on the employer’s next regular business day.

(b)(1) Falureto givethenotice shall not bar any claim:

(A) If the employer had knowledge of the injury or death;

(B) If the employee had no knowledgethat the condition or disesse arose out of and in the course of the enployment; or

(C) If the commission excuses thefailure on the groundsthat for some satisfactory reason the notice could not be given.
(2) Objectiontofailureto give notice must be made at or before the first hearing on the claim.

CHOICE/CHANGE OF PHYSICIAN

Rightsand responsibilities. Treatment or servicesfurnishedor prescribed by any physicianother than theonessel ected
according to the provisions below, except emer gency treatment, shall be at the claimant’ semployee’ s expense.

Ark. Code Ann. 8§ 11-9-508. Medical services and supplies.
“(e). .. [T]heinjured employee shall have direct access to any optometric or ophthalmologic medical service provider who agrees to provide
servicesunder the rules, terms, and conditions regarding services performed by themanaged careentity initially chosen by theemployer forthe
treatment and management of eye injuries or conditions.”

1. Your employer shall have the right to select the initial primary care physician from among those associated with certified MCOs.

2. You may request a change-of-physician. Y au should initially request achange f rom the insurance carrier or employer. Within five business days of
yourinitial requestfor achange-of-physician, theinsurancecarrier or employer shauld notify you of its decision togrant or deny the change-of-physician.

3. If your request for change of physician isdenied youmay send a petition to the Clerk of the Arkansas Workers' Campensation Commission for aone
(2) time only change-of-physician.

4. If your employer hascontracted with a certified MCO, you shall be allowed tochange physicians by petitioning the commission one (1) timeonly
for a change-of-physician to a physician who must also either be associated with the certified MCO chosen by your employer or who is your regular
treating physician. (Y our “regulartreating physician” is one who maintains your medical recordsand with whom you have a history of regular reatment
beforethe onset of your compensaleinjury.) The health care provider to whom you change must agreeto refer you to the certified M CO chosen by your
employerfor any specialized treatment, including physical therapy, and must agree tocomply with all the rules, terms, and conditions regarding services
performed by the MCO initially chosen by your employer.

5. If your employer does not have a contract with a certified M CO, you shall be allowed to change physicians by petitioning the commission one
(2) time only for achange-of-physician to a physician who must either be associated with ary certified MCO o who is your regular treating physician.
(Seedefinition above.) The health care providerto whom you change must agree to refer you to a physician associated with any certified MCO for any

specializedtreat ment, including physical ther apy, and must agree to complywith all the rules, terms, and conditions regarding services performed by any
certified MCO.

Back side/ Two-sided form




COMISION DE COMPENSACION DE LOS TRABAJADORES DE
Formulario AR-N ARKANSAS
Amoridnd: Ark, Cadz Ann., 324 Spring Street, Little Rock, AR 72301
Rz, 30t 314 Correo: P.O. Box 950, Little Rock, AR 72203-0950
Revisao: 1-1-200] 501-682-3930 / 1-800-622-4472
En Espafiol; 10-15-2004
Actipliznde: 8-1-2006

NOTIFICACION DE ACCIDENTE DEL EMPLEADO

DATOS DEL EMPLEADO (utilizar tinta y maydsculas)

Apollida Nombre fafchal del 2 nusbse # da Ia Sequridad Soe. Fecka de nacimlentn {Prefito, nimera de 1cléfonn
. partloutar
Direeaiin o spastady de carreun Cludsd Esjads Cidign posrl

£ Tieac ohll)

d= pagor on gz sus hijos? Q Esity al zartientc Qa Enwny mirasadofa Q Pagaderys 3t

DATOS DEL EMPLEADOR (utilizar mayisculas)

Nombre del empleador (denomizacion con [ que oper) {Mredjo), aimero de ek funo delempleadar

Dircoeiin del emplzadar Chugad del emypleddor Eaadn Cidige posa)

INFORMACION SOBRE EI, ACCIDENTE (utilizar mayiisculas)

Ha Hfurm

Lupar del asctdenls Fesha dzl aecidente Har del 2c|dzniz Emplemlur infunnado def accideniz

£ parte del cuzmmo ac ha Jesfensdu?

Bescriba brevements 12z tausas del apcident=:

TESTIGOS

Naombre y direccidn de los tesigos, si procede:

Porle presente nutoriza & cualquicr hospim!, médico, psicolempeute o profesional senitarie o suministrars] pertader cualguier dato, omto cserity, incluidos, enire atros, copins
de las repistros médices relativos 2 mi estada [sico, mentato emociona] pesndo. presente o ftuco. Por la presente movacio n mi prvilegia midico (y psicoterapeata o profesional
sunisnnn)-pocienic. Una copia fotostitica de In presense putorizesidn sor ton vilido como y efective coma €] eriginal. M Frma o continuesion tnmbién indica que scme ha
ofrceldy of efereicin de mis dercehog mlutivos al sambio de médicn, (Viase In informacitn adicional ol dosa.)

Feche: Firms;

Puede ohitatierse oytida con respects of lormulacde N de Is AWCC de In Divisidn dd Asesor Lepol (1-800-520-2511 o 501-682-3230). Pocde obiencrse informaciin
deo Ia Division de Servicios de Soporte {1-800-622-4472 o 501-682-3930)

Ark Cade Ann., npartndo 11-3-106{r): “Cualquicr pasoon o catidad que realice eosscienre y volunntamente una declarcian o afirmacidn sustaceiol falsn o que emita u
aculic conscienle y valunizrismente un doio sustoneful, o gue wilice conscicnte y vohmtariemence un dispesitivo, sisicma o artificio parn: chicner unn prestocian o pagn,
crgafior o osmentar o reducr ileghimomenie cunlquicr reclamaritn de prestesiones o pznns, u obiener o eviter fo eabermr de compensociin pira Jos empleados o cvitor e
pagza de in primade scguro correspendiente, o gue ayude e induzen o conlquicm de estos fines, sedd, en virtud del presente copitulo, culpable de un delita de Clase D, El
cinzuentn por cierts (50%5) de cuslguier mults penal impucsta y echradn en virud de... este andeulo se pome y adjudican de ncuerds con Ja legisincién aplicabis ol Fordo
de Discopoeidad Totol Permanenic y Felfeccimiento admisistrado por In Comisida de Compensaciones de osTrabojadores,”

Primern earn/formularie 2 des caras - . . L N



Formulario AR-N COMISION PE COMPENSACION DE LOS TRABAJADORES DE ARKANSAS
324 Spring Street, Little Rook, AR 72201
Auteridad: Ak Code Ann, Corren: P.O. Box 930, Little Roclk, AR 72203-0950
spartado 1§-9-702 301-682-3930/7 1-B00-6224472
Revisado: 1-1-2001
En Espnficl: 10-§5-2004

NOTIFICACION DE ACCIDENTE DEL EMPLEADO

NOTIFICACION AL EMPLEADO - Cumplimente aste formulario para entregario o su emplendor inmedintamente.
Ark. Code Ann., apartndo 11-8-701. Notificacitn de fallecimieato o lesian,

{n) {1} A menos que se trute de une lesion que inpidn mental o fisicamente ol empleado hecerlo, o sf se comunica al emplendor
inmediatamento después de producitse, ¢l empleado deberi informar del necidente o su emplendor en une forma esmblecidn o aprobada porla
Comisitn de Compensacitn dc Jos trabejedores ¥ & una persona y en un lugar especificado por el emplendor, ¥ el emplendor no serd
responseble de las beneficlales de discopucidad, médicas o de otro Hpo onterores a la recepcidn del informe del accidente.

(2}  Todos las procedimientos de notificaeidn que especifique ol cmpleador deberdn ser rzonables y éste deberd notificar
razonoblemente o todes los empleados los requisites de notificaeion.

{3} Lo anterior no sera de oplicacian si el emplendo precisa tratamiento médico de usgencin fuem del harerio de trabejo habimal del
entplendor; sin embargo, en ese caso, el emplendo deberd hacer que ge notifique el zccidentz ol empleador cl sipuienie diz laborable habitual.

() (i} La falin de notificacion ne anuiard los recinmaciones si:
{A) EI emplendor ticne conocimicnto del fallecimiente o lesién; b

(B) Ei empleada no tenln conoeimiento de que ba afeccion o enfermeded se produjo en ¢l anscurso de su emplco; o

{C} L Comisién exime e5ta omision besindose 2n que lo notificacion no pudo realizarse por un motivo justificado.

(2} Las objcciones relatives a Io faln de notificucion deberdin plnntcnrsé antes o en ¢l momento de celebrarse 1o primera visto de la
reelamacion.

ELECCION/CAMBILO DE MEDICO

Derechos y responsnbilidades, El tratnmiento ¢ los servicios suministrados o preseritos por un médice distinto del seleccionado de
senerda con ios signientss disposiciones, excepte el tratnmientoe de urgencis, correrin a cargo del solicitante/empleado.

Ark. Code Ann., apartado 11-9-508. Servicios y suministros médicos.

“c) _[E]l empleado lesionsdo podri tener accese directo o cunlquier proveedor de servicios afmlmoldgicos u aptométricos que
ncepte suministrar servicios de neverdo con lns noymas y condiciones relativas s los servicios prestades por la entidad de areneidn gesdonada
inicinlmente elegida por ol emplesdor part el trammiento y coatrol de lesiones o nfecciones de los ojes.”

1. Su ¢mpleador podri selecclonar ¢l médico de atencion primacin inicinl de entre los asocindos cor MCDs certificadns.

3 Podrd solicitar un cembio de médien. tnicialmente deberfa soliciter un eambio o In aseguredora o el empleador. En ¢ plazo de cinco ding
\nborables desde su soligiud inicial de combio de médico, la asegurndore o el empleador deberinn notificarle su decisién de concederle o
denegerle el combia de médico, :

1. 8i s solicitud de cambio de médien es denogade podrd eaviar una peticidn al Secretudo de fn Comisién de Compensteion de los
trobejadores para un (1) dnico combio de médico.

4, 51 su empleador tiene un contrato cor una MCO certificads, podrd cembinr de médico solicitanda n Ia Comisién un (13 tnico cambio de
médice porun facultwivo que mmbién deberd estar asocindo a ln MCO certificnds elegide por su emplendor o que seo el médico que le atfends
regularmente {(Por “médice que le atiende regularmenie™ se entiende el facultativo que muntiene sus registros médicos y con ¢l que cuenie con
un historial de teatemicnto habimal arerior a 12 lesidn pora lo que se puede solicimr le compensacién™), E provecedor de stencidn saniteria por
¢l que cambie deberd ecepter remitirto o la MCO certificada elegide por el empleador para cunlquier tratnmicnto especializndo, incluidn fn
ternpin fisica, y deberd sceprar cumplir todas las normes y cond iciones relativas 2 los servicios prestadoes por la MCO certificada inicialmeate
elegidn por su cmpleador,

3. 8i su emplendec no tizne un contrato con una MCQ certificadn, pedra cambiar de médico solicimndoala Comisidn un (1) dnico cambiog
de médico par un facultotivo gue también deberd estar nsocinde o une MCO cerrificada o que sea ol médico que le nriende regularmente (véase
l2 definicion anterior). E] proveedor de atencisn sanitarin por el que canthic debera aceptsr remitirle a una MCOD ceriificada para cunlguier
tratamiento especinlizndo, incluide In ternpie fisice, y deberd uceptar cumplir todas las nermas y rondiciones relotivag a los servicins prestados
por cuzlquier MCO certifieada,

Dorso/ formularip n dos caras



Insurance Company

SUPERVISOR’S INCIDENT REPORT

1} Injury(work related) 1 Incident 0 Tliness {work related)
Empioyae Name (First, Mi, 1ast) Secial Secunty Number | 58X Home Telephane Number
0 Male [jFemale
Employee’s Streat Address City Siafe Zlp Cade
Age Birth date 1oh Title Departmant

Mo Day Yr

Employee's Scheduled Strtime| End Gme | Firs Per Day | His Per WK | Days Per WK | Normak Full- Start Time End Time
Work Weelk When Injured Time Schedule
for Injured's
Work
Injury date Hour of Day [ Last Day Waorked Last Day Worleed {1 No Lost Time
Ma Day | ¥r Mo Day Yr Mo Day Yr 0 Date Returmed to Work
8 Estimated Date of Retum

Did employee seel medical attention? O Yes G No

If yes, name of treating physician:

Name of clinlc or hospital:

Will employes complete a drug screening? C Yes 11 No

Name of Winesses Names {Attach statements if available)
1, 2.

Injured employee’s staterment of what happened. (Identify circumstances and equipment involved)

How could this incldent been prevented?

What corrective action has been taken? =

Part of Body Affected

0 Eye 1 Hip {1 Head 1 Fook 1 Neck 1 Wrist 0 Back j Hand

0O Arm 0 Toes {1 Shaulder i Ankle {1 Fingers i Elbow i Leg 0 Other
Type of Injury

0 Cut/Abrasion T Brulse/Cantusian | 1] Forelgn Object | GBum | O Break | O Sprain/Strain | 0 Exposure
3 Repetitive Motion C Other

Comments

Supervisor Signature Date

SLIAQY 0B/08
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WoRKERS COMPENSATION
InJUuRY MEDICAL AUTHORIZATION

Authorization for Medical Records
And Communication Release

By this farm or copy thereof, I ' , hereby authorize any licensed physician,
chiropractor, medical practitioner, hospltal, clinic or other related medical or medically related facility,
insurance company or other organization, institution, or person, that has any records or knowledge of my
mental, physical health, history, condition or well being, to supply such information ta my employer, it's
insurer, claims administrator, rehabilitation or medical management consultant or attorneys.

1 specifically authorize any treating physician or medical care provider to communicate orally or in writing
with my employer, it's insurer, claims administrator, rehabliation or medical management consultant or
attorneys as to my care and treatment and as fo any other issues including but not limited to diagnasis,
prognosis, causal connection of care and treatment to my work injuty or dutles and ability to waric, In
conjunction with this, I authorize any treating physician or medical provider to review any additional
medical records provided to them.

I understand that by signing this authorization for medical recards and communication release that my
applicable medical provider will be releasing information subject to the HIPPA restrictions. 1 specifically
waive any rights or protections that I may have under the HIPPA regulation and request that the medical
providers release the requested Information,

A photo copy of this authorization shall be valld as the original. This release shall remain valid for the
length of my claim.

Name (Please Print)

Address {Streef, City/Town, Zip Code)

Signature

Date Signed

SUADS 06,08
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ATTENDING PHYSICIANS RETURN TO
WoRK RECOMMENDATION RECORD

Clalm No

Patients Name (First) {Middie Initial

{Last Name Date of Injury/Hiness

TO BE COMPLETED BY ATTENDING PHYSICIAN ~ PLEASE CHECK

Diagnosis/Condition (Brief Explanation)

I saw the and treated this patlent on and based on the above description of the patient's current medical problem:

1) [0 Recommend hisfher return to work with no limitations on

2) [0 He/She may return to work on
fallowing restrictions:

[1 Sedentary Worlt, Lifting 10 pounds maximum and
oceasionally lifing andfor carrying such articles as duckets,
ledgers and small toals. Although a sedentary job Is defined
as ane whilch Involves sitiing, a cartain amount of walking
and standing is often necessary in carrying out job duties,
Jobs are s=dentary IF walking and standing are required only
nccasionzlly and other sedentary criteria are mat

[1 Light Werk. Lifting 20 pounds maximum with frequent
lifing and/or carrying of ohizcts welghing up to 10 pounds.
Even thaough the walght lifted may be only & negligible
arnount, 2 iob Is In this category when it requires walking or
standing to a significant degree or when it invalves sltting
most of the time with a degree of pushing and pulling of
arm and/or leg controls

O Light Medium Wark, Lifing 30 pounds maximutn with
frequent 1ifting and/ar carrying of abjects welghing up to 20
pounds.

0 Medium Wark. LiRting 50 pounds maximum with frequent
lifting andfor carrying of cbiects weighing up to 25 pounds.

capable of performing the degree of work thecked below with the

1. Inan B hour day patient may:

a) Stand/Walk

01 Nene © 1-4 hours G 4-6 hours O 6-B hours
b} sit

1 1-3 hours O 3-5 hours . 5-B hours

c) Drive

0 1-3 hours {3 3-5 hours 3 5-8 hours

2. Patient may use hand(s) for repatitive:

01 Single Grasping
11 Pushing & Pulling

1 Fine Manipulation

3. Patlent may use foot/feet for repetiive movement as in
operating foot controls

CYes ONp
4, Ppatient is able to:
Frequently  Occaslonally  Notat All

[0 Medim Heavy Worle. Ufting 75-80 pounds maximum with Band 0 I 0
frequent lifing and/or camrying of objects welghing up to 40
pounds Squat | ] O
7] Heavy Wark. Liiting 100 pounds maximum with frequent Climg O O O
fifting andfor earrying of objects welghing up ta 50 pounds | st O O 0
Reach O O O .
Other Instructions and/or Limitations Including Prescribed Medications:
‘The restricions are ineffectuntif ___ or untif patfent Is revaluated on

3) [] He/She 15 tokal Incapacitated at this time. Patient will be re-evaluated on

Physician’s Signature

bate

SUAS 1B/08
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JoB ANALYSIS

Name Claim Number
Address Employer
Date Hire Date of Injury Job Title Check One:

O Skiiled 0 Unskilled

Tralning Required to Leam Job

Was employes waorking as a

Supervisor 0 Yes O No Supervised

If yes, number of people

Employee worked:;
R Alone [ Small Group (3-5) 0 Large Group

Days worked per week (Circle)
M Tu W Th F Sat Sun

From

Hours worked during wesk

To Shift

Work Breals (Dally Rest Perfods and Lunch)

Morning

Minutes

Lunch

Afternoon

Minutes Minutes

Overtime Per Wesgk
Number of Hours

How Often

Was Employee Hired with Any Resizictions
O Yes C No

I Yes, Specify

Bady Movements

Sitting | % | Standing

[ % | Walking | %

Check Appropriate Column

Occasionally
{1/3 or Less)

Frequently
{1/3 —2/3)

Continuously

None (2/3 or Mora)

Reaching above shoulder length

Warking with body bent over at waist

Woarking in kneeling position

Crawling

Bending, stooping, sguatting

Repetitive foot movements as in foot contrals — L/R - Both

Climbing siairs

Climbing ladders

Working with arms extended at shoulder level

Working with arms above shoulder helght

Height from floor to object to be reached and/or worked {use space for drawing, If nesded)

Object Height

Weights
Handled

Alone ar
Assisted

Item

Push, Pull

Times Per
Manth

Times Per
Week

Times
Par Day

Timas Per

or Lift Hour

1-101bs

15-201bs

25-351Ibs

45 - 60 Ibs

65 - B0 ibs

85 — 100 ibs

0 No lifting regulred for this job

SUAG7 UB/08 Pa. 01
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SUPERVISOR’'S INCIDENT REPORT

1 Imjury{warle related) [1 Incidant {1 Tliness (work related)
ployee Name {First, MI, [ast) sodial Security Number | Sex Homa Telephone Number
O Male 0O Female
Employee’s Street Address Chy Stata Zip Code
Age Birth date Job Tile Department

Mo Day Yr

Employee's Scheduled Start time | End time | Hrs Per Day | Hrs Per Wk Days Per WK | Normal Full- Star Time End Time
Work Weak When Injured Time Schedule
for Injured's
Warl
Tnjury date Aour of Day | Last Day Warked [ast Day Worled T Mo Lost Time
Mo Day | Yr Mo Day ¥r Mo Day ¥r 1 Date Returmed to Work
f) Estimated Date of Retum

Did employee seek medical atiention? = Yes 2 No

If yes, name of treating physician:

Name of clinic or hospital:

Will employee complete a drug screening? = Yes ' No

Mame of Witnesses Names (Atisch statements if available)
1. 2.

Injured employee's statement of what happened. {Identify circumstances and equipment involved)

How could this incident been prevented?

What corrective action has been taken? B

Part of Body Affected

T Eye ti Hip ~ Head i Foot O Neck {1 Wrist - Back C Hand

2 Am L Toes r: Shoulder 21 Anlde 1 Fingers 7 Elbow J Leg i Other

Type of Injury

= CutyAbrasion 2 Brulse/Contusion | .1 Foreign Object | 2 Burn | = Brealk | Ll Sprain/Strain | 3 Exposure

i Repetitive Motion i Other

Comments

Supzrvisor Signature Date

SUAOY 00,08
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Insurance Coampany

Hand Coordination Activitias

Maovement Required

Tool/Maching

Right Left Both

Major hand

Fine manipufation

Gross manlpulation

Simple gresping

Power grip

Hand twisting

Pushing

Pulling

Taols Used by Worler

Weight

No, of Hands Needed to Move

Objects Worker must Move During Day

Weight

Distance

No. of Workers Needed to Move

Physical Survoundings

Does Employee Walk on Uneven Ground?

Does Employee Work O Inslde % 0 Outside % |0 Yes O No
Does Employae Work Around Moving Machinery? 0 Yes 0O No
Does Employee Drive Automotlve Equipment? tYes 3 No

If yes, describe:

Dozs the Employes Come In Contact with
the Following? (indicated typs)

Yes No

Type

Fumes

Pust

Mist

Steam

Strong Odors

Poor Ventilation

Air Conditioning

Characteristics of Job that cannot be Modified by Employer for this Employee

Comments and/or Observations

0 Job Site Evaluation Done

C Narpative

Name(s) of Person(s) Interviewed

Title

Person Completing Analysis

Title

Date

SUAD7 08/08 Pg. 02
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Employee
Name

RETURN T0 WORK LoG

Supervisor

Date

Worked

In

Hours Tasks

Out: Performed

Comment Regarding
Employee's
Tolerance of Modified
Duty Tasks

Employee

Initials

Supervisor's

Initials

Sunday

[/

Monday

[/

Tuesday

[ ]

Wednesday

[

Thursday

[

Friday

[

Saturday

[/

I understand, take responsibility for and acknowledge the
limitations my physician, Dr.

Participating in this temporary fransitional work program,

Emplayee
Signature

has placed me on

while

Date

SUA is a trademarl reglstered with the United States Fatent and Trademark Gfflce.

Copyright @ 2008 SUA Insurance Company., Al rights reserved.
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RETURN TO WORK LoG

The Return to Worl Log is an efficient methad used to monitor and document the specific tasks your
employees are performing while an madified duty. It helps to eliminate potential conflicts should
questions arise regarding your employees performing worlc in excess of thelr restrictions.

e A supply of forms should be centrally located and provided to each department
supervisor/manager.
Attach a copy of the employees’ restrictions to the log.
Have employees write thelr name on top of the log and have the Supervisor write their name.
Remind the employees It is their responsibility to follow the restrictions.
Remind the employees the restrictions apply to occupational and non-occupational activities,
Employees and Supervisors review all tasks completed each day and indicate any concerns.
Initizl after each day in confirmation of the review of tasks and consideration of concerns.
e Have the employees sign and date the Log at each weel's end.

s & o & O
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ROLES & RESPONSIBILITIES

Employee:

If a work place accident should take place, It Is your responsibifity to take the following actions, injury
permitting:

o You must report the injury to the employer on Form N and to a person or at a place specified by
your employer, unless the injury either renders you physically or mentaily unable to do so, or the
injury Is made known to the employer immedlately after it occurs.

« For occupational diseases, you should notify your employer as soon as practicable after you
become aware of the condition.

¢ You must go to the doctor chosen by your employer or your employer’s workers” compensation
insurance carrier,

» Be sure to do everything possible to cooperate with your employer and its workers’ compensation
carrier. If you do nof, your benefits may be stopped or delayed. Be sure you:

= Complete all workers' compensation forms in a timely manner,

e Keep all appointments.

« Repart any earnings you get after your injury to the workers’ compensation
carrier.

o Get approval from the carrier before receiving treatment. If you are not satisfied
with tha doctor first assigned, ask your claims handler or carrier to approve ancther
doctor. You may also write to the Commission to request a Change of Physician.

» Retumn to work as soon as the doctor says you can.

» Be aware that your right to receive benefits and medical care may end If there has not
been payment made or necessary medical care provided for a one year period.

Employer:
Upon notice of a work injury or occupational disease you should take the following steps:

s You must inform the insurance carrier or administrator responsible for the workers’ compensation
program via the agreed upon method, e.g. onlina reporting, facsimile, or telephonic reporting.

o To avoid delay of processing the claim it is recommended, at a minimum, the following
information be provided to the insurance carrier or administrator:

Employee's name

Address

Telephone numbar :

Sodial security number

Brief description of the Injury, accident or disease

Authorization Release of Medical Information

Wage Earnings History

Notice of Claim Recelved
e Withess statements and supervisor reports, if available.

e You must provide all necessary medical, surgical and hospital treatment, as required by law,
following the injury and for such additional tme as ardered by the Workers' Compensation
Commiission.

»  You or your insurance representative have the right to choose doctor(s) to treat injured
employees, but notice of these choices must be given to employees.

e Comply with managed care requirements for contracted medical services, including but not
limited ta doctars, physical therapy locations, and diagnosiic testing facllities when available.

o o o 8 o ® 9 0O

ARDS DB/0B Pg. 01
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Insurance carrier:

Once SUA receives notice of a work place injury via the agreed reporting method and the claim has been
properly verified and set up, SUA will take the following steps:

» Three (3} polnt cantact for all lost time claims, contact to the employer, employee and
providers.

SUA will report injuries on a First Report of Injury or Iliness, Form IA-1 (rev. 1/ 1/02), as well as
all other required reports to the Division of Workers' Compensation.

SUA will ensure a timely determination of compensabllity by requesting from affected parties any
information needed to determine:

a. If a temporary or permanent disability exists relative to the employee's ability to do
their job.

b. If the disability is caused by the employee's work.

AROS 0B/GB Po. 02
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	SIC Code: 
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	Carrier Name and Address: 
	Policy Period From: 
	Policy Period To: 
	Self Insurance Checkbox: Off
	Claims Administrator Name: 
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