NATIONAL

Workers Compensation Resource for Employers

Welcome,
Thank you for choosing Omaha National for your workers compensation needs. We take pride in the
clients we support and will do everything we can to exceed your expectations.

This resource provides you with important information about the workers compensation laws in your state. It
also provides guidance on reporting workplace injuries.

When a workplace injury occurs, it is important that you tell us right away. The sooner we know about it, the
better we can manage the claim, including arranging for prompt medical care. The best way to let us know about
an injury is to call us anytime at 844-761-8400.

Additional copies of all these documents can be printed from our website at omahanational.com.
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Non-Compliance Notice

Please note, the use of many of the documents within this packet is required.
Additional fines and enforcement actions may result from non-compliance with
South Dakota law regarding these notices.

If you have any questions regarding your responsibilities, please contact
Omaha National at 844-761-8400.

Last Revised - 10/03/2025
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POSTERS

| m—

'='® Please post the following notices at all business locations in a

C—1 common area that is visible to and frequented by employees
Q—'?n % during the workday. Examples of appropriate posting

= locations include a breakroom, on a wall next to a time clock,

V A—

or near employment applications.

&' Safety is No Accident Poster:
This document serves as the mandatory workplace safety posting notice. Make sure to
display the poster at all work sites and throughout the business premises. English and
Spanish versions are available.

&' Fraud Prevention Poster:

Use this poster to reinforce the message to employees that workers compensation fraud
is a serious crime and to let employees know how they can report fraud.

Last Revised - 10/03/2025
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SAFETY IS NO ACCIDENT

TEAMWORK MAKES THE DREAM WORK,
BE PART OF THE SAFETY TEAM

T OGETHER

E VERYONE

> A CHIEVES




Fake an Injury And You
Can Si! ouml [ EY

The Workers Compensation system was created to protect injured
workers. Misrepresenting an injury to collect benefits is illegal.

If you suspect workers compensation fraud or abuse report it.

344-761-8400

All information will be kept confidential.



INJURY REPORT
FORMS

These are documents to be completed after a workplace
injury. Contact Omaha National at 844-761-8400 to report the
claim.

&' Form DLR-LM-101 - Employer’s First Report of Injury:

You are required to document every work-related accident, injury, or occupational
disease. Complete this form, provide a copy to the injured worker, and retain the form
in your records for at least four years from the date of injury. Injuries or ilinesses requiring
medical treatment beyond first aid or lost fime for seven or more days must be
reported to Omaha National within seven calendar days, excluding Sundays and
legal holidays, after your knowledge. Send the completed form at the same time you
report the claim to us. Once the claim is reported to us, we will submit an electronic
report for any injuries or occupational diseases resulfing in lost time over seven days to
the South Dakota Division of Labor & Management.

~

DOI Bulletin 06-08 - Guide for Employers and the Insurance Industry on

Workers' Compensation First Aid - 11-22-2006:
The South Dakota Division of Insurance issued this bulletin to provide guidance on first
aid freatment for injuries. “First aid is medical attention usually administered
immediately following an injury and provided at the location where the injury
occurred. First aid is one-time, short-term treatment that requires little technology or
fraining fo administer.” Please review the document to see a list of examples of first
aid treatment.
" Incident, Supervisor, and Witness Reports:
When a workplace injury occurs, these forms may be used to gather information
about an incident or injury. Copies should be sent to Omaha National at the same
fime you report the injury to us.
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SOUTH DAKOTA DEPARTMENT OF LABOR AND REGULATION

DIVISION OF LABOR AND MANAGEMENT
Tel: 605.773.3681 dlr.sd.gov

FIRST REPORT OF INJURY

GENERAL INSTRUCTIONS

EMPLOYEE

1. Notify employer immediately of injury, as required by SDCL 62-7-10.

2. Complete all questions in the EMPLOYEE and INJURY/TREATMENT sections.

3. Sign the form.

4. Submit this form to your employer within three (3) business days after the injury.

EMPLOYER

1. Complete all questions in the EMPLOYER/EMPLOYMENT sections.
Sign the form.

3. Submit this form to your workers’ compensation insurance carrier within seven (7) days of knowledge of the occurrence of the injury, as
required by SDCL 62-6-2.

4. Give a copy of the form to the injured employee.

5. Keep the copy of the First Report of Injury for at least four (4) years from the date of injury, as required by SDCL 62-6-1.

BODY PART CODES
02  Blindness one eye 44  Chest, including Ribgisterosyoxft ribs 78 Ring finger at metacarpal bone
03  Blindness both eyes 48  Internal organs-other than heart, lungs 79 Ring finger at proximal joint
04  Deafness both ears 49  Heart 80 Ring finger at middle joint
05 Deafness one ear 51 Hip 81 Ring finger at distal joint
10  Multiple head injury 52 Upper leg 82 Little finger at metacarpal bone
11 Skull 53  Knee 83 Little finger at proximal joint
12 Brain 54  Lower leg 84 Little finger at middle joint
13 Ear(s) 55 Ankle 85 Little finger at distal joint
14  Eye(s) 56 Foot 86 Great toe metatarsal bone
17  Mouth 57  Toe (other than greater) 87 Great toe at proximal joint
19  Face (facial bones) 58 Toe (greater) 88 Great toe at distal joint
20  Multiple neck injury 60  Lungs 90 Multiple injury
21 Vertebrae 61 Groin 92 Other toe metatarsal bone
22 Disc 67  Thumb metacarpal bone 93 Other toe at proximal joint
24 Other 68  Thumb at proximal joint 94 Other toe at middle joint
31 Upperarm 69  Thumb at distal joint 95 Other toe at distal joint
32  Elbow 70 Index finger at metacarpal bone 96 Little toe metatarsal bone
33  Lower Arm-forearm 71  Index finger at proximal joint 97 Little toe at distal joint
34 Wrist 72  Index finger at middle joint
35 Hand 73 Index finger at distal joint
37  Thumb 74  Middle finger at metacarpal bone
38  Shoulder 75  Middle finger at proximal joint
41  Upper Back 76  Middle finger at middle joint
42  Lower Back 77  Middle finger at distal joint
Cause of Injury Codes Nature of injury codes
01  Body reaction/over 70 Striking against or stepping on
reaction (includes 00 Not applicable
chemicals) 01 Allergy

03 Temperature extremes 78 Struck or injured by moving parts of machine 02  Disfigurement
13 Caughtin/under/between 81 Struck or injured, includes knife or sharp 71  Occupational

object, kicked, bit, etc. — struck by object, 72  disease Hearing loss

worker, patient, etc.
25  Fall from elevation 89 Hostile attack-person in act of crime
29  Fall from same level 90 Other than physical cause of injury
50 Motor vehicle 94 Repetitive motion — callous, blister, etc.
56  Bending/Lifting 97 Repetitive motion-carpal tunnel syndrome, etc.
65  Machinery/Equipment 99 Other

Page 1 0f2 Revised 08/2024



South Dakota Employer’s First Report of Injury

:n SSN: Date of Birth: Gender: M O F O Dependents: Education:
P | Name: (Last) (First) (Middle initial) |:| Less than High School
L | Mailing Address:
3 City: State: Zip: Telephone No.: |:| GED or High School
: Employee signature: Date: |:| Beyond High School
(See Codes on
| Date of Injury: Time of Injury: a.m. D p.m.D Fatality Date (if applicable): Body Part Injured
N
J County Where Injury Occurred: Was Safety Equipment Provided? Yes|:|or No I:l
U | Time Work Day Began on Date of Injury: a.m. I:l p.m.|:| Was Safety Equipment Used? YesD or No D (If code 90, Multiple Injury, please specify
R — ..
v Date Returned to Work (if applicable): Did Injury Occur on Employer Premises? Yes Dor No D body part codes for each body part injured.)
Address or Location of Injury:
/ Description of Injury:
T -
R Nature of Injury
E | Date Employer Notified of Injury:
¢ Injury Reported to: Witness: Cause of Injury
M f ht, pl if i f
E | Type of Treatment (please check one) If treatment sought, please specify provider of treatment:
N
Medical Practitioner, Clinic or Hospital Name:
T I:l No Treatment P
i Mailing Address:
I:l On-Site Treatment
City: State: Zip:
I:l Clinic
Telephone No. :
I:l Emergency Room
|:| Hospitalization

EMPLOYER/EMPLOYMENT INFORMATION:

Federal ID No.:

' Employees:

Employment Type: D Regular or D Temporary

Employer Name (DBA):

Emp. Status: DFT D DSeasonaIDVolunteer

Mailing Address:

Date Employee Hired:

City:

State:

Telephone No. :

Employer signature:

County Where Employer Located:

Employee’s Position:

Zip:
P Employee’s Time in Current Position:

Date:

Employee’s Hours Per Week:
Employee’s Current Wage:

$ per

CLAIM OFFICE INFORMATION

NAICS for Employer Being Insured (Nature of Business):

Carrier Code

Claim Office

FEIN (Claim Office)

|:|Check if Claim Office is same as Insurance Provider
If not, you must complete the following
UNDERLYING INSURANCE PROVIDER INFORMATION

Carrier Code (If applicable) FEIN (Insurance Provider)

Claim Office Address

Represented Entity Name

City State ZipCode Address
Telephone City State Zip Code
Email Address Telephone Number
Claim Office Claim # Policy Number
Effective Dates
Date Notified Date to DLR

Adjuster/Contact Person

For information regarding the Workers’ Compensation System please visit www.sdjobs.org

DLR-LM-101

Revised 08/2024
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% 445 East Capitol Avenue
Pierre, South Dakota 57501-3185
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I Department of Phone: 605-773-3563

Rvenuc? & Fax:  605-773-5369
egulation

Division of Insurance

Bulletin 06-08

FROM: South Dakota Division of Insurance
RE: Guide for Employers and the Insurance Industry on Workers’ Compensation First Aid
DATE: November 22, 2006

The definition of first aid is an important in the area of workers’ compensation insurance but not always
clearly understood by employers or the insurance industry. This guide is intended to provide assistance in
determining whether treatment provided for an injury is first aid. The general rule of thumb to follow is that
if the treatment requires the services of a licensed medical professional, then it is not first aid.

First aid is medical attention usually administered immediately following an injury and provided at the
location where the injury occurred. First aid is one-time, short-term treatment that requires little technology
or training to administer.

The following are examples of first aid:

Cleaning minor cuts, scrapes, or scratches;

Cleaning, flushing, or soaking wounds on the surface of the skin;

Treating a minor burn

Applying bandages or dressings
a. Using wound coverings such as bandages, Band-Aids™ , gauze pads, using butterfly

bandages or Steri-Strips""

5. Use of nonprescription medicine at nonprescription strength without the recommendation of a

physician or other licensed health care professional

Draining blisters

Removing debris or foreign bodies from the eyes using irrigation or cotton swabs

8. Removing splinters or foreign material from areas other than the eyes by irrigation, tweezers, cotton
swabs or other simple means;

9. Drinking fluids to relieve heat stress;

10. Using massages;

11. Administering tetanus immunizations;

12. Using hot or cold therapy;

13. Using any non-rigid means of support, such as elastic bandages, wraps, non-rigid back belts;

14. Using temporary immobilization devices while transporting an accident victim such as splints,
slings, neck collars and back boards;

15. Drilling of a fingernail or toenail to relieve pressure; and

16. Using eye patches.

=

s
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Division of Insurance

First aid does not include the following:

Administering prescription medications;

Administering nonprescription medications at the direction of a licensed health care practitioner;
Administering immunizations other than tetanus;

Using wound closing devises such as sutures and staples;

Using devices with rigid stays or other systems designed to immobilize parts of the body;
Physical therapy or chiropractic treatment; and

Any treatment or advice given by a licensed health care practitioner.

Al e

Employers should urge employees to report all injuries whether those injuries require only first aid or are
more serious. It is also a good practice for employers to document and keep records of all injuries including
those falling within the definition of first aid.

Anyone with any questions on whether an injury is considered first aid or whether the injury is required to
be reported is encouraged to contact the Department of Labor at (605) 773-3681.

Prepared in conjunction with the Department of Labor

www.state.sd.us/drr
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Incident Investigation Report

Tell us about the incident or injury right away by calling Omaha National at 844-761-8400 even if some spaces on this form are blank.

Today’s Date Date of Incident
[ Death []LostTime [] Medical Only Time of Incident CJAM  [JPM

Type of Incident  [7] First Aid [] Property Damage Date Reported

[] Report Only / Near Miss Reported To

Injured Worker

Name Sex []Male []Female

Department Date of Birth
Job Title Date of Hire

Supervisor [ Full Time [ PartTime
Employee Type

[OMon [JTue [JWed []Thurs [J Seasonal  [] Temporary

Work Schedule )

[ Fri [Jsat [JSun Home Address
Start Shift 1AM []pPM City, State, & Zip
End Shift OAam [JP™ Phone Number
Length in Position Wages / Salary

Incident or Injury

Where incident occurred

[J] During Break Period [C] During Meal Period [] Working Overtime

Phase of workday ) ] ) ] )
[J Entering or Leaving [] Performing Work Duties [] Other (Explain):

Description of incident (what the employee was doing and what happened):

Machines, materials, tools, or equipment used, handled, or involved:

Type of injury and body parts affected:

Witness(es) [] Yes [J No
Name Phone Number
Name Phone Number
Name Phone Number

Last Revised — 9/27/2021



Medical Treatment and Work Status

First Aid Provided [] No [ Yes Describe
Missed Time [] No [ Yes List Day(s)
Returned to Work [] No [] Yes Date

Emergency Care [ ] No [] Yes

Work Status [] Off Work [ Light Duty [J Regular Duty

Physician Name

Address

City, State, & Zip

Hospital Name
Address

City, State, & Zip

Phone Number

Phone Number

Contributing Factors

Unsafe Workplace Conditions: (Check All That Apply)
[ Inadequate Guard

[J Unguarded Hazard
[] Safety Device Is Defective
[J Tool or Equipment Defective

[] Workstation Layout Is Hazardous

[ Unsafe Lighting

[] Unsafe Ventilation

[J Lack of Needed Personal Protective Equipment
[J Lack of Appropriate Equipment / Tools

[J Unsafe Clothing

[l No Training or Insufficient Training

[ Other:

Unsafe Acts by People: (Check All That Apply)
[J Operating Without Permission

[J Operating at Unsafe Speed

Servicing Equipment That Has Power to It
Making A Safety Device Inoperative

Using Defective Equipment

Using Equipment in An Unapproved Way
Unsafe / Improper Lifting

Taking an Unsafe Position or Posture
Distraction, Teasing, Horseplay

Failure to Wear Personal Protective Equipment
Failure to Use the Available Equipment / Tools

Oooooooood

Other:

Describe why the unsafe conditions exist:

Describe why the unsafe acts occurred:

Preventive Measures
Improve Enforcement

Improve Storage / Arrangement

Identify / Improve Personal Protective Equipment
Task Analysis / Procedure Revision

Use Other Materials / Supplies

Improve Ventilation

Improve/Change Work Method

ooooood
ooooood

Improve Clean-Up Procedures ] Repair / Replace Equipment
Rotation of Employee [ Eliminate Congestion

Install / Revise Guards / Devices [] Task Analysis to Be Completed
Improve Design/Construction [] Job Reassignment of Employees
Improve Illumination ] Mandatory Pre-Job Instructions
Reinstruction of Employees [] Corrective Counseling

Other:

Fax the completed form to us at 844-761-8402 or email it to claims@omahanational.com.

Completed By

Signature

Date of Completion

Title

Last Revised — 9/27/2021
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Supervisor's Report of Employee Incident

Manager: Tell us about the injury or incident right away by calling Omaha National at 844-761-8400 even if some spaces on this form are blank.

Injured Employee

Name Employee ID
Job Title Company Name
Witnesses [] Yes [J No
Name Phone Number
Name Phone Number
Name Phone Number
Date of Incident Time of Incident OAam [OJPM
Date Reported Time Reported Oam [JpPMm

Was employee engaged in job duties at the time of incident? [ Yes [ No

Description of incident:

Machines, materials, tools, or equipment used, handled, or involved:

Type of injury and body parts affected:

Medical Treatment and Work Status

First Aid Provided [0 No [ Yes Describe
Missed Time [0 No [] Yes List Day(s)
Returned to Work [0 No [] Yes Date
Work Status [] off Work [ Light Duty [J Regular Duty
Emergency Care [0 No [] Yes
Physician Name Hospital Name

Suggested Preventative and Corrective Measures

What actions can be taken to prevent future accidents?

Completed By Date of Completion

Signature Title

Fax the completed form to us at 844-761-8402 or email it to claims@omahanational.com.

Last Revised — 9/27/2021
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Witness Statement of Injury or Incident

Manager: Tell us about the injury or incident right away by calling Omaha National at 844-761-8400 even if some spaces on this form are blank.

Witness Information

Name Employee ID
Phone Number Company Name
Address City, State, & Zip
Other Witnesses [ ] Yes [] No
Name Phone Number
Name Phone Number
Name Phone Number
Date of Incident Time of Incident OAav [JpPMm
Name of Injured Worker Time Reported Oav [JPMm

Location of Incident

Did You Observe the Incident Involving the Employee? [] Yes [ No

If no, how did you learn of the incident?

If yes, what did you see? (Use additional paper or write on the back if you need more space)

Type of injury and body parts affected:

What can be done to prevent an incident like this from happening again?

Completed By Date

Signature Title

Fax the completed form to us at 844-761-8402 or email it to claims@omahanational.com.

Last Revised - 9/27/2021



NATIONAL

INJURED WORKER
HANDOUTS

As soon as you know one of your employees may have been injured at
work, please provide the following documents to the injured worker.

&' Injured Worker's First Fill Prescription Form:
This document contains a first fill card that an injured worker can use for a one-time fill of prescription
medicines for their work injury. It is important that you give the worker this card right away when they
report an injury. The temporary card is only valid if used within 5 days of the reported date of injury. Once
the injury is reported to us, our claims staff will provide further instructions to the worker on how to get
subsequent prescription fills and refills.
" Consent and Authorization for Release of Information and Request for Medical History:
These forms help us to obtain the information and records needed to handle a claim and to make sure
that the injured worker receives the best possible medical care. Have the injured worker complete and
sign the forms and send them to Omaha National.

& Direct Deposit Authorization Form:

Injured workers may use this form to request benefits to be paid by direct deposit.

Last Revised — 10/03/2025
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Injured Workers First Fill Prescription Form

Injured Worker Date of Injury

Claim Number Phone Number

Notice to Injured Worker and Pharmacy

This temporary First Fill card is only valid if used within 5 days of the reported date of injury. Temporary eligibility through this program
allows for a one-time fill of prescription medications. For assistance processing claims please contact EHIM at (800) 311-3446.

Injured Worker Instructions

On your first pharmacy visit, please give this notice to any participating pharmacy. This will expedite the processing of your approved workers
compensation prescriptions, based on the parameters established by Omaha National. With EHIM you do not need to complete any paperwork or
claim forms. Simply present this EHIM First Fill Prescription Form to the pharmacy. You should not incur any costs or co-pays at the pharmacy and you
will be allowed up to a 10 day supply of medications.

Pharmacy Instructions

For assistance processing claims please contact EHIM at (800) 311-3446. Please use the BIN, and Rx Group number below to process an
online/electronic claim to EHIM:

Omaha Pharmacy Help Desk:
NIEGTRGERNE 800-311-3446

BIN: 005285

Group ID: 60011150FF

ID #: ONFFS + employee 10-digit phone
Number

Member: MEMBER NAME

To generate member ID: Using ONFFS as a prefix and then using the Injured Workers 10-digit phone number will be used as their member
identification number when processing their First Fill Prescription.

Below is a sample listing of some of the over 72,000 Participating Pharmacies in the EHIM network. Please call (800) 311-3446 for a
participating pharmacy near you.

Costco Pharmacy H.E.B. Pharmacies Meijer Pharmacy Smith's Food & Drug Centers
Cvs Hy-Vee Pharmacy Publix Pharmacy Target Pharmacy

Kroger Pharmacy Safeway Pharmacy Walmart Pharmacy Walgreens Pharmacy

Giant Eagle Pharmacy Wegman Pharmacy Longs Drug Store Ingles Pharmacy

Last Revised — 05/24/2023
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Consent and Authorization for Release of Information

Injured Worker Provider Name
Employer Address

Date of Birth City and State
Date of Injury Phone Number

The above entity, facility, or medical practitioner is authorized to release my information as provided below:

| authorize Omaha National, their staff, representatives, or bearer, to review, inspect, copy, and/or photograph all records or files,
including but not limited to the following:

Medical Records: All medical charts, files, records, and reports, including office and hospital records, laboratory results,
diagnostic reports and films, psychiatric records, medical correspondences, doctor’s and nurse’s notes, and medical histories
relevant to my workers compensation claim. | also give my permission for Omaha National to contact the attending physicians
involved in the treatment of all related conditions.

Please note, 45 CFR 164.512(l) states, “A covered entity may disclose protected health information as authorized by
and to the extent necessary to comply with laws relating to workers’ compensation or other similar programs,
established by law, that provide benefits for work-related injuries or illness without regard to fault.”

Employment Records: All employment and human resource information, including hiring and employment records, payroll
and income statements, documentation related to this or any other relevant injury, and any other information pertinent to
providing benefits and services necessary for the completion of this claim.

This consent and authorization is effective immediately. A photocopy of the authorization may be accepted in place of the original.
This authorization is subject to revocation by the undersigned at any time, except to the extent that action has already been taken
in reliance on this consent, and it terminates on conclusion of the workers compensation claim without express revocation. A
request for revocation may be submitted in writing to Omaha National Underwriters at P.0O. Box 451139, Omaha, NE 68145.

This information is required for the following;:

For the investigation, review, analysis, and discovery of a workers compensation claim and to determine the causation, nature,
and extent of any possible pre-existing, concurrent, or aggravating medical conditions with potential medical, legal, or factual
implications for the work-related injury or injuries.

To provide important medical information to the treating physician, consultant, or evaluator so the injured worker may receive
the best possible medical care and advice.

To facilitate recovery from any third party responsible for the injury.

To ensure that the injured work is accurately compensated for any amount of lost wages, time, or resources while undergoing
evaluation, treatment, and recovery for the injury.

To develop an appropriate plan of action for resolving the claim.

| have read this authorization and fully understand its entire contents. | understand that the information used or disclosed may
be subject to re-disclosure by the person or class of persons or facility receiving it, and would then no longer be protected by
federal privacy regulations. | have asked questions about anything that was not clear to me and | am satisfied with the answers |
have received. | understand that | have a right to receive a copy of this authorization upon my request.

Signature

Printed Name Date

Fax the completed form to us at 844-761-8402 or email it to claims@omahanational.com.

Last Revised — 9/27/2021
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Request for Medical History

Injured Worker Date of Injury

Employer Current Date

Provide your medical history to ensure that you receive the proper medical care for your work injury.

Family Doctor / Primary Health Care Provider and Other Treating Doctors

Medications / Prescriptions

Hospitalizations and Surgical Procedures

Please check to indicate if you have ever had any of the following conditions:

[] Arthritis [] Stroke [] Back problems

[ ] Diabetes [] Stomach or peptic ulcer [] Knee, hip, or foot problems

[] High blood pressure [ ] Kidney stones [] Shoulder, elbow, or wrist problems
[] High cholesterol [ ] Kidney disease [] Carpal tunnel

[] Thyroid disorder [] Epilepsy (seizures) [ ] Blood clotting disorders

[] Cancer - type: [ ] Heart problems [] Psychological condition

Fax the completed form to us at 844-761-8402 or email it to claims@omahanational.com.

Signature Date

Last Revised — 9/27/2021
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Direct Deposit (ACH) Authorization Form

Injured Worker Claim Number

Employer Date of Injury

Instructions: To request to receive your benefits via direct deposit, complete this form in its entirety, attach a copy of a voided
check(s) or letter from your bank confirming the account details, and make a copy for your records.

Claimant’s Rights to Direct Deposit:

This form is optional. You have the option to receive your workers' compensation indemnity benefits or death benefits in the form of direct
deposit or by paper check in the mail. Use this form to request payments by direct deposit.

You may cancel the direct deposit at any time by checking the appropriate box on this form and forwarding the completed form to the claim
administrator responsible for the workers' compensation claim. The request will be implemented within forty-five days of receipt of notice, and
thereafter payment of benefits will be sent by paper check.

Authorizations & Understandings:

| authorize the claim administrator to directly deposit my workers' compensation indemnity benefits or death benefits into the specified bank
account.

| authorize the claim administrator to debit the account to recover any credits deposited in error. The claim administrator may recover credits
deposited in error by any lawful means. IMPORTANT: This consent does not authorize the claim administrator to recover alleged over payments
of established and awarded benefits.

| understand that any change in my employment status may affect my right to receive benefits.

| understand that any false statement or failure to disclose a material fact to obtain or increase my benefits may result in criminal prosecution,
disqualification from benefits, and repayment of any funds deposited to my account.

| understand that the failure to notify the insurance carrier, self-insured employer, or third-party administrator (TPA) (claim administrator) any
change in financial institution or account may delay receipt of my benefits or settlement proceeds.

| understand that to change or cancel the direct deposit for my workers' compensation indemnity benefits or death benefits, | need to submit
this form to the claim administrator.

| understand that | have an obligation to immediately notify the claim administrator if | am no longer entitled to such payments, or of changes
in circumstances which affect my entitlement to such payment.

Type [ New Enrolilment  [] Change [J Cancel

Depositor/Claimant's Name Claim Number
Phone Number Email Address

Address
Type of Account  [] Checking [ Savings Name of Bank / Financial Institution
Bank Routing Number (ABA#) Bank Account Number (EFT Format)
Bank City, State $ or % of Deposit

DEPOSITOR/CLAIMANT/JOINT ACCOUNT HOLDER CERTIFICATION: | certify that | am entitled to receive the underlying compensation payments or death benefits
and circumstances entitling me to benefits or death benefits have not changed.

Depositor/Claimant Signature Date

Joint Account Holder Signature Date

Last Revised — 05/16/2025
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INFORMATIONAL
DOCUMENTS

Keep these documents for your future reference.

Omaha National Contact Information:
This document contains the contact information for our Claims department.

&' Reduce Your Workers Compensation Costs:
Tips for lowering your company’s workers compensation costs.

&' Guide to Workers' Compensation Law in South Dakota:
The South Dakota Division of Labor & Management created this document to
provide general information and guidance on the South Dakota workers
compensation system.

Last Revised - 10/03/2025
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Contact Information

Claims:
Phone 844-761-8400
Fax 844-761-8402
Online omahanational.com
Email claims@omahanational.com
Mail P.O. Box 451139, Omaha, NE 68145

Last Revised — 9/27/2021
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Reduce Your Workers Compensation Costs

Injury Prevention and Safety Training

According to the Occupational Safety and Health Administration (OSHA), businesses spend $170 billion a year on
occupational injuries and ilinesses. Companies that establish safety programs to prevent injuries can reduce those
costs by 20 to 40 percent. Safe workplaces also improve employee morale and can lead to increased productivity
and improved service. Omaha National has resources to help you develop a program focused on the hazards specific
to your business.

Report Injuries Immediately

The single most important thing you can do to reduce your claim costs is to report injuries to us immediately. The
best way to do that is to call us anytime an injury occurs, 24 hours a day, seven days a week. The sooner we learn
of an injury the better we can investigate the claim and arrange for appropriate medical care. It also helps prevent
financial penalties from state regulatory agencies.

Ways to report an injury:
. =  Phone: 844-761-8400
= Fax: 844-761-8402
. =  Online: omahanational.com
=  Email: claims@omahanational.com
=  Mail: P.0. Box 451139, Omaha, NE 68145

High-Quality Medical Care

Ensuring that injured workers receive quality medical treatment is important. The right doctor can have a big impact
on the successful recovery of an injured employee and on the cost of a claim. In certain states, Omaha National has
established custom medical networks and panels including the right specialists to treat each injury in a safe, cost-
effective manner, with a focus on early return-to-work.

Establish a Return-To-Work Program

Another way to reduce claim costs is to implement a return-to-work program that helps your injured worker get back
to work quickly and safely while recovering from the injury. The program does not need to be complicated: the most
important thing is to work with our claims adjuster to coordinate a successful return to work. The program can also
include accommodations such as altered schedules, transitional work duties, or reassignment to an alternate
position. Omaha National can provide helpful suggestions and advice to administer a return-to-work program.
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Summary of Workers'
Compensation Law

The Division of Labor and Management, South Dakota
Department of Labor and Regulation has summarized the
basic provisions of our state’s workers’ compensation law.

However, the information contained in this brochure is general
in nature and is not intended as a substitute for legal advice.
Changes in the law or specific facts of a case may result in legal
interpretations different from those presented here. Anyone
having further questions should contact the Division.

I. Workers’ Compensation

Workers’ compensation is an insurance program that pays
medical and disability benefits for work-related injuries
and diseases. Workers’ compensation protects both
employees and employers. Each covered employee has

a right to benefits if injured on the job. In return, he or
she forfeits the right to sue the employer for job-related
injuries.

South Dakota law permits all employers to provide
coverage rather than assume direct liability for workplace
injuries. Thus, most employers obtain coverage by
purchasing an insurance policy. Those employers that do
not must prove they are financially secure enough to pay
full benefits for any injuries to employees. These self-
insurers are certified and regulated by the Department of
Labor and Regulation.

Il. Non-covered Employees
The following employees are exempt:

e Domestic servants, unless working for an employer for
more than 20 hours in any calendar week and for more
than six weeks in any 13-week period

Farm or agricultural laborers

¢ One whose employment is not in the usual course of
the trade, business, occupation or profession of the
employer (independent contractor). This includes real
estate brokers and owner operators of trucks who are
certified as exempt by the Department.

Certain elected officials of the state or any subdivision
of state government

Workfare participants

lll. Benefits

Benefits are not allowed when injury is due to willful
misconduct, intoxication, illegal use of drugs or failure to
use a furnished safety appliance. A false representation as
to health at the time of obtaining employment may also
preclude awarding of benefits.

A. Medical

The employer or insurance carrier must furnish necessary
first aid and medical, surgical and hospital services, including
artificial members and body aids. Prosthetic devices, if
damaged, are considered an injury. Repair or replacement of
hearing aids, eye glasses, contact lenses and dentures must
also be furnished if damaged or destroyed in an accident
which caused bodily injury compensable under the law.
Medical services will be subject to a fee schedule and in no
case may a health care provider charge a higher price to an
injured worker who is eligible for workers’ compensation
benefits.

The employee has the right to make the initial

selection of a medical practitioner (defined as a licensed
health care provider) and must notify the employer of

this selection prior to treatment or as soon as reasonably
possible after treatment has been provided. The employee
must obtain written permission from the employer or insurer
before changing health care practitioners. The employee
may obtain a second opinion at his or her own expense. The
employer also has the right to a second opinion. Services
may also be regulated by the insurer’s designated managed
care plan.

Travel, lodging and meal costs incurred as a result of
securing necessary medical treatment are also compensable
in certain instances. Generally such expenses will only

be allowed if an employee is required to travel to obtain
medical treatment. The Division of Labor and Management
should be contacted in regard to current rates.

B. Disability Benefits

State law provides for a series of benefits during the period
of disability. Failure to make payment within 10 days of the
date due may result in a penalty of 10 percent of the unpaid
amount. The disability benefits are as follows:

Temporary total disability — An employee who cannot work
because of work-related injury or disease is eligible for
temporary total disability benefits. Generally this inability

to work must be confirmed by a medical practitioner.
Payment is not made for lost work time unless an employee
is incapacitated for seven consecutive days. If the incapacity
lasts for seven consecutive days or more, compensation is
then computed from the date of injury. Payments continue
until a medical practitioner releases the employee for return
to work or determines that the employee’s condition has
reached a point of maximum improvement. The weekly rate
for temporary disability payments is set forth in Section IlI-D.

Temporary partial disability — If a medical practitioner
allows an employee who is still recovering from an injury

or disease to return to part-time or modified work, and

if the employee receives a bona fide job offer, and if the
employee is receiving less than his or her usual earnings,
the employee may be entitled to temporary partial
disability benefits. These benefits are computed on the
basis of one-half the difference between the average
amount earned before the injury and the average amount
the employee is earning or able to earn in some suitable
employment after the injury. The amount of compensation
allowed for temporary partial disability cannot exceed

the maximum in Section IlI-D. The total compensation

for earnings and workers’ compensation may not be less
than the amount received for temporary total disability,
unless the employee refuses suitable employment. These
benefits are payable until the employee is returned to full
employment or until maximum improvement.

Permanent partial disability — If an injury or iliness

results in impairment of certain members of the body,

an employee may be entitled to permanent partial
disability benefits. Benefits are computed by applying a
determination of the employee’s percentage of impairment
to the number of weeks designated in the table below for
full disability of that body part. This number of weeks is
then multiplied by the compensation rate as set forth in
Section IlI-D. Payments are made on a weekly or bi-weekly
basis unless a lump sum payment is allowed by the Division.

Thumb 50
First or index finger 35
Second finger 30
Third finger 20
Fourth or little finger 15
Great toe 30
Any other toe 10
Hand 150
Arm 200
Foot 125
Leg 160
Sight of eye 150
Hearing one ear 50
Hearing both ears 150

For permanent disability from back injury or others

not specifically listed above, compensation is for that
proportion of 312 weeks which is represented by the
percentage that such permanent partial disability bears to
the body as a whole.

Permanent total disability — An employee who is totally
and permanently disabled in terms of occupational
capacity, or can no longer perform services of any kind,
extent and quality for which a reasonably stable labor

market exists, may be entitled to compensation at the
weekly rate set forth in Section IlI-D during the entire
period of disability. In addition, cost of living adjustment
is provided. The benefits may, however, be subject to
review by the Department.

Rehabilitation — An employee suffering disablement
from an occupational disease or an injury, and
unable to return to his/her usual and customary
line of employment, is entitled to receive disability
compensation at the rate provided by Section IlI-D
during the period he or she is engaged in a program
of rehabilitation which is reasonably necessary

for restoration to suitable, substantial and gainful
employment. An injured employee desiring rehabilitation
services should contact the Division of Labor and
Management for further information.

C. Death Benefits

If an injury causes death, compensation is payable to the
employee’s spouse at the rate of compensation shown
in Section 1lI-D for life or until remarriage. In the case of
remarriage, a sum equal to two years of compensation
will be paid to the spouse. Surviving children are eligible
to receive equal shares of Section IlI-D compensation

if the spouse dies or remarries. They must be under

18, under 22 if full-time students, or incapable of self-
support. If any of the children are not in the custody of
the spouse at the employee’s death (and the spouse is
eligible for benefits), half the benefit goes to the spouse,
the other half to the non-custodial children. In addition
to the above-mentioned weekly benefits, an additional
$50 per month must be paid to each legally dependent
child of the deceased employee from the date of
employee’s death until the child is 18. If dependents
attend accredited South Dakota post-secondary schools,
they can receive up to $2,000 a year towards their
education for five years.

The employer or insurer must also pay up to $10,000
in burial expenses plus the cost of transporting the
body if death occurs outside the community where the
employee is to be buried.

D. Rate of Compensation

As of July 1, 2025, weekly compensation is two-thirds of
the employee’s average weekly wage (including overtime
hours at straight time pay) up to a maximum of $1,108
per week. The minimum compensation is $554 unless the
employee’s average weekly wage is less than $554 In that
instance, the amount of the employee’s average weekly
wage, less standard deductions, is paid as compensation.
This rate is effective through June 30, 2026. The foregoing



amounts are used to calculate temporary total disability,
temporary partial disability, permanent partial disability,
permanent total disability, rehabilitation and death
benefits.

IV. Requirements of Employee

Immediately upon occurrence of an injury, or as soon as
practicable, an injured employee (or a representative)
shall give or cause to be given a written notice of injury
to the employer. Written notice shall be provided no
later than three business days after occurrence. No
compensation will be paid unless written notice is given
within three business days, unless reasonable excuse

is made to the Department of Labor and Regulation.
Therefore, the employee shall not be entitled to
reimbursement of any medical practitioner’s fee or any
compensation which may have accrued prior to the time
of giving notice, unless either of the following can be
shown:

e The employer, or the employer’s agent or
representative, had knowledge of the injury or death

¢ The employer was given written notice after the
date of the injury and the employee had good cause
for failing to give written notice within the three
business-day period, which determination shall be
liberally construed in favor of the employee

If an employee is entitled to benefits and does not
receive them within 20 days, direct contact should be
made to the insurance company.

The employee must also inform his/her medical
practitioner about which case management plan his
employer uses.

V. Requirements of Employer

A. Record-keeping

Every employer coming under the provisions of this title
shall keep a record of all injuries, fatal or otherwise,
sustained by his employees in the course of their
employment. The record shall be completed within
seven days, not counting Sundays and legal holidays,
after any employer has knowledge of the occurrence

of an injury. The record shall be on a form approved by
the Department of Labor and Regulation. The employer
shall preserve the record for a period of at least four
years from the date of injury.

B. Reporting
If an employer is authorized to self-insure, a written
report shall be made to the Department of Labor

and Regulation within seven days, not counting Sundays
and legal holidays, after any employer coming under the
provisions of this title has knowledge of the occurrence
of an injury which requires medical treatment other than
minor first aid or which incapacitates the employee for a
period of at least seven calendar days.

Failure to comply may result in a fine of $100. The employer
must also report the injury to its case management plan
within 24 hours of the injury.

VI. Requirements of Insurer

The insurer is required to send a copy of the injury report
to the Department of Labor and Regulation within 10 days.
Failure to comply may result in a fine of $100.

The insurer (or the employer if self-insured) shall make an
investigation of the claim and notify the injured employee
and the Department of Labor and Regulation in writing
within 20 days if denying liability for the reported injury

in whole or in part. This period may be extended up to 30
additional days if approved by the Department of Labor and
Regulation. Failure to comply may result in a $100 fine. The
insurer or self-insurer who denies liability in whole or in
part must state the reasons and notify the claimant of the
right to a hearing.

If the claim is denied, the injured employee has two years
from the date of notification from the insurer or self-insurer
to file a Petition for Hearing with the Department of Labor
and Regulation.

VIl. Mediation

If the employer/insurer and the injured employee do not
agree as to compensability in whole or in part, either party
may request the Department to conduct a mediation.
Lawyers are not required.

VIII. Fraud

To report fraudulent collection of workers’ compensation
benefits contact the Department of Labor and Regulation,
Division of Insurance.

IX. Lack of Insurance or Self-Insurance

If an employer fails to provide workers’ compensation
coverage under the provisions of South Dakota law,

an injured employee or the dependents of a deceased
employee may proceed against the employer in an action at
law to recover damages for the personal injury or death, or
may elect to proceed against the employer in circuit court
under the provisions of the workers’ compensation law as

if the employer had elected to operate thereunder. The

measure of benefits for the employee shall be all medical
expenses and twice the amount of disability or death
compensation allowed under the law.

X. Administration

Our state’s workers’ compensation law is
administered by the Division of Labor and
Management of the Department of Labor and
Regulation. All work-related injuries and occupational
diseases which require medical treatment, other than
minor first aid, or which incapacitate the employee for
a period of at least seven calendar days must be
reported to the Division. In addition, the insurer or
self-insurer must file the following:

e Calculation of Compensation (Form DLR-LM- 110)
e Monthly Payment Reports (Form DLR-LM-107)
e Payment for Rehabilitation (Form DLR-LM-113)

Xl. More Information
Contact the Division of Labor and Management at:

South Dakota Department of Labor and Regulation
Missouri River Plaza

123 W. Missouri Ave.

Pierre SD 57501

Phone: 605.773.3681
Fax: 605.773.4211

Office Hours: Monday-Friday, 8 a.m. to 5 p.m. (Central time)

Visit dir.sd.gov and click on the Workers” Compensation
button.
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GENERAL FORMS

Use these forms as needed and send to Omaha
National. Forms may be faxed to 844-761-8402.

&' Request for Subrogation Waiver:
Use this form to request to have a subrogation waiver added to your policy.

&' Form ERM-14 - Confidential Request for Ownership Information:

Changes in ownership may impact your policy and the factors used to
determine your premium. These changes must be reported to us right away.

&' Company Contacts Verification:

This form is used to provide your company contacts for questions and issues
pertaining to your payroll and/or workers compensation policy.

Last Revised - 10/03/2025
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Request for Subrogation Waiver

Please complete the information below to request the addition of a subrogation waiver to your policy. A subrogation
waiver may only be obtained if your company performs work under a written contract that requires such a waiver. You
must maintain payroll records accurately segregating the payroll of your employees engaged in the specified job(s).

Please contact your Account Manager at 844-761-8400 if you have any questions.

General Information

Policyholder Name
FEIN
Policy Number

Waiver Type Requested  [] Blanket Waiver [J Specific Waiver (if applicable, please complete fields below)

Job Information for Specific Waiver

Job Effective Date(s) From To
Job Name or Number
Person or Organization
Brief Description of Job
Complete Address
Employee Class Code Employee Class Code Employee Class Code
Payroll Amount Payroll Amount Payroll Amount

Job Information for Specific Waiver

Job Effective Date(s) From To
Job Name or Number
Person or Organization
Brief Description of Job
Complete Address
Employee Class Code Employee Class Code Employee Class Code
Payroll Amount Payroll Amount Payroll Amount

Job Information for Specific Waiver

Job Effective Date(s) From To
Job Name or Number
Person or Organization
Brief Description of Job
Complete Address
Employee Class Code Employee Class Code Employee Class Code
Payroll Amount Payroll Amount Payroll Amount

Job Information for Specific Waiver

Job Effective Date(s) From To
Job Name or Number
Person or Organization
Brief Description of Job
Complete Address
Employee Class Code Employee Class Code Employee Class Code
Payroll Amount Payroll Amount Payroll Amount

Job Information for Specific Waiver

Job Effective Date(s) From To
Job Name or Number
Person or Organization
Brief Description of Job
Complete Address
Employee Class Code Employee Class Code Employee Class Code
Payroll Amount Payroll Amount Payroll Amount

Submitter Information

Completed by Date
Title Signature

Fax the completed form to us at 844-761-8402 or email it to customerrelations@omahanational.com.

Last Revised — 9/27/2021



REQUEST FOR OWNERSHIP INFORMATION—ERM-14 FORM

The purpose of this confidential form is to obtain ownership information to assist in calculating premium for your workers
compensation insurance policy. Your policy requires that you report ownership changes, and other changes as detailed
below, to your insurance carrier in writing within 90 days of the change. If you have questions, contact your agent,
insurance company, or the appropriate rating organization. Incomplete information or a missing signature may result
in adelay in processing.

The ownership information required on this ERM-14 Form can also be submitted in narrative form on the letterhead of the
employer, signed by an owner, partner, member, or executive officer.

Section A—Contact Information
Name of person completing this form Your Employer

Phone # Email Address

Relationship to business entity reporting ownership information

Section B—Transaction Information

Transaction
Type of Transaction (check all that apply) Effective Date

O Name and/or legal entity change
The name and/or legal status of the entity has changed. DBA name changes do not need to be reported.

[0 Sale, transfer, or conveyance of all or a portion of an entity’s ownership interest
Complete or partial sale of the business entity’s ownership interest.

O sale, transfer, or conveyance of an entity’s physical assets to another entity that takes
over its operations
An entity’s assets have been sold or transferred. The acquiring entity has taken over the operations, and
the selling entity retained its legal business name.

O Merger or consolidation
Two or more entities have merged or combined to form a single entity.

Formation of a new entity that acts as, or in effect is, a successor to another entity that:
(Select one) [C]Has dissolved [JIs nonoperative ] May continue to operate in a limited capacity

Formation of a new entity
A new entity has formed that is not a successor to another entity. Report this change only to determine
combinability with another entity.

[d Anirrevocable trust or receiver, established either voluntarily or by court mandate
A change has occurred to the business, either voluntarily or by court mandate, requiring the entity to be put
in a trust or receivership.

[0 Determination of combinability of separate entities
Two or more entities may need to be combined or separated based on their ownership interest.

Section C—Description of Transaction(s)
Include a brief description of the transaction(s) selected above. Attach additional information on the employer’s letterhead, if needed.

— If this is a partial sale, transfer, or conveyance of an existing business (e.g., sale of one or more plants or locations), explain what
portion or location of the entire operation was sold, transferred, or conveyed.

— If any of the entities that underwent a change in ownership were related through common ownership to any other entity before the
transaction described above, list the entities and their current owners’ names and percentages of ownership below.

ERM-14 (Rev. 2/20) © Copyright 2018 National Council on Compensation Insurance, Inc. All Rights Reserved. Page 1 of 2



Section D—Business Entity Information
Copies of this page may be submitted for transactions with more than three entities.

Entity 1 Entity 2 Entity 3
Entity before the change or Entity after the change or Entity after a merger or
Entity Information to determine combinability to determine combinability consolidation or to determine
with another entity with another entity combinability with another entity

1. Name of Business
Provide the legal name of the
business entity.

2. Primary Address
(Street, City, State, Zip)

3. Legal Status
(See examples in item 4 below)

4. Ownership
List names of individual owners,
partners, etc. and percentages of
ownership (if applicable).
Ownership should total 100%.

— Sole Proprietorship: Owner

— Corporation: Owner(s) and
percentages of ownership

— General Partnership:
Partners and percentages of
ownership

— Limited Partnership:
General partners and
percentages of ownership

— Limited Liability Company:
Members and percentages of
ownership

— Revocable Trust: Grantor(s)

— Irrevocable Trust: Trustee(s)

— Other: If no voting stock, list
members of board of directors or
comparable governing body

5. FEIN

6. Risk ID Number

7. Policy Number

8. Policy Effective Date

9. Contact Name

10. Contact Phone/Email

Section E—Certification
This is to certify that the information contained on this form is complete and correct.

Signature of Owner, Partner, Member, or Executive Officer Title Business Name

Print name of above signature Date

ERM-14 (Rev. 2/20) © Copyright 2018 National Council on Compensation Insurance, Inc. All Rights Reserved. Page 2 of 2
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Company Contacts Verification

Please complete the information below to confirm your company contacts for questions and issues pertaining to your
payroll and/or workers compensation policy.

Please contact your Account Manager at 844-761-8400 if you have any questions.

General Information

Policyholder Name
FEIN

Policy Number
Main Address
Phone Number
Fax Number
Company Website

Company Contacts for Invoice Questions/Issues

Primary Contact Name Alternate Contact Name
Office Phone Number Office Phone Number
Cell Phone Number Cell Phone Number
Fax Number Fax Number

Email Address Email Address

Company Contacts for Payroll Questions/Issues

[ Check if same as above

Primary Contact Name Alternate Contact Name
Office Phone Number Office Phone Number
Cell Phone Number Cell Phone Number
Fax Number Fax Number

Email Address Email Address

Company Contacts for Policy Questions/Issues

[ Check if same as above

Primary Contact Name Alternate Contact Name
Office Phone Number Office Phone Number
Cell Phone Number Cell Phone Number
Fax Number Fax Number

Email Address Email Address

Company Contacts for Claims Questions/Issues

[ Check if same as above

Primary Contact Name Alternate Contact Name
Office Phone Number Office Phone Number
Cell Phone Number Cell Phone Number
Fax Number Fax Number

Email Address Email Address

Submitter Information

Completed by Date
Title Signature

Fax the completed form to us at 844-761-8402 or email it to customerrelations@omahanational.com.
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