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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$25,000 [Reward

ANTTEFRAUD REWARD PROGRAM

Rewards of up to $25,000 may be paid to persons
providing information to the Department of Financial
Services leading to the arrest and conviction of
persons committing insurance fraud, including
employers who illegally fail to obtain workers’
compensation coverage. Persons may report
suspected fraud to the department at

I=S00=-8 70441 or online at
[hEepsy//frstiAlds.com

A person is not subject to civil liability
for furnishing such information, if such
person acts without malice, fraud

or bad faith.

69L-6.007, F.A.C. Compensation Notice
DFS-F4-1548

Revised March 2010

(Fraud reporting link updated May 2021)



Rewards of up to $25,000 may be paid to
persons providing information to the
Dept of Financial Services leading to the
arrest and conviction of persons
committing insurance fraud, including
employers who illegally fail to
obtain workers' compensation coverage.
Persons may report suspected fraud to
the Department at 1-800-378-0445.

A person iIs not subject to civil liability
for furnishing such information, if such
person acts without malice, fraud
or bad faith.




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.
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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 DFS-F2-DWC-1 - First Report of Injury or Iliness:
You are required to report all workplace accidents and injuries, excluding minor injuries requiring only
first aid, to Omaha National within 7 days after notice. If a first aid case later becomes a medical
only or lost time case, you must report it to us within 7 days after your knowledge of the change in
status. Send the completed form to Omaha National at the same time you report the claim to us.
Make sure to provide a copy of the completed form to the injured worker. Once the claim is
reported to us, we will submit the required electronic report to the Florida Division of Workers'
Compensation.
If an injury or illness results in death: You must notify the Florida Division of Workers' Compensation
within 24 hours of knowledge.
To report death cases to the Florida Division of Workers' Compensation:
Division Phone - 800-219-8953
Division Fax — 850-413-1979
Division Email - DWCFatalityreport@myfloridacfo.com

Form DFS-F2-DWC-1A - Wage Statement:
You are required to report the injured worker’s wage information to Omaha National. Send the
completed form to Omaha National at the same time you report the claim to us.

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 time you report the injury to us.

Last Revised - 07/14/2025
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FIRST REPORT OF INJURY OR ILLNESS

FLORIDA DEPARTMENT OF FINANCIAL SERVICES
DIVISION OF WORKERS' COMPENSATION

For assistance call 1-800-342-1741
or contact your local EAO Office

PLEASE PRINT OR TYPE

RECEIVED BY
CLAIMS-HANDLING ENTITY

SENT TO DIVISION DATE

DIVISION RECEIVED DATE

EMPLOYEE INFORMATION

NAME (First, Middle, Last)

Social Security Number

Date of Accident (Month-Day-Year)

Time of Accident

O av [0 em

HOME ADDRESS

Street/Apt #:

City: State: Zip:

TELEPHONE Area Code Number

EMPLOYEE'S DESCRIPTION OF ACCIDENT (Include Cause of Injury)

OCCUPATION

DATE OF BIRTH SEX

/ / [0 ™ -

INJURY/ILLNESS THAT OCCURRED

PART OF BODY AFFECTED

EMPLOYER INFORMATION

COMPANY NAME:

FEDERAL I.D. NUMBER (FEIN)

DATE FIRST REPORTED (Month/Day/Year)

D.B. A:
NATURE OF BUSINESS POLICY/MEMBER NUMBER
Street:
City: State: Zip:
TELEPHONE Area Code Number DATE EMPLOYED PAID FOR DATE OF INJURY
! ! O ves O no
LAST DATE EMPLOYEE WORKED WILL YOU CONTINUE TO PAY WAGES INSTEAD OF
EMPLOYER'S LOCATION ADDRESS (If different) WORKERS comMp? [] YES
/ /
Street:
RETURNED TOWORK [] YES [] No LAST DAY WAGES WILL BE PAID INSTEAD OF
City: State: Zip: IF YES, GIVE DATE WORKERS' COMP
LOCATION # (If applicable) / / / /
DATE OF DEATH (If applicable) RATE OF PAY O wr O wk
PLACE OF ACCIDENT (Street, City, State, Zip)
! / $ PER
Street: O oar O wmo
AGREE WITH DESCRIPTION OF ACCIDENT?
City: State: Zip: Number of hours per day

COUNTY OF ACCIDENT

[E ves O wo

Number of hours per week

Number of days per week

Any person who, knowingly and with intent to injure, defraud, or deceive any employer or employee, insurance company, or self-insured program, files a
statement of claim containing any false or misleading information commits insurance fraud, punishable as provided in s. 817.234. Section 440.105(7),

F.S.
I have reviewed, understand and acknowledge the above statement.

EMPLOYEE SIGNATURE (If available to sign)

DATE

EMPLOYER SIGNATURE

DATE

NAME, ADDRESS AND TELEPHONE
OF PHYSICIAN OR HOSPITAL

AUTHORIZED BY EMPLOYER [] YEs [] no

CLAIMS-HANDLING ENTITY INFORMATION

|:| 1(a) Denied Case - DWC-12, Notice of Denial Attached

[ 2. Medical Only which became Lost Time Case (Complete all required information in #3)

| 1(b) Indemnity Only Denied Case - DWC-12, Notice of Denial Attached Employee’s 8™ Day of Disability / /
Entity’s Knowledge of 8™ Day of Disability / /
[ 3. Lost Time Case - 1st day of disability / Full Salary in lieu of comp? O vyes Ful Salary End Date / /
Date First Payment Mailed / / AWW Comp Rate
O rtr. O TT.-80% [ TP. O 1B [O PT. [O DEATH [1 SETTLEMENT ONLY

Penalty Amount Paid in 1% Payment $

Interest Amount Paid in 1% Payment $

REMARKS:

INSURER CODE # EMPLOYEE'S CLASS CODE

EMPLOYER'S NAICS CODE

SERVICE CO/TPA CODE # CLAIMS-HANDLING ENTITY FILE #

INSURER NAME

CLAIMS-HANDLING ENTITY NAME, ADDRESS & TELEPHONE

Form DFS-F2-DWC-1 (10/2016) Rule 69L-3.025, F.A.C.




DWC-1 Purpose and Use Statement

The collection of the social security number on this form is
specifically authorized by Section 440.185(2), Florida
Statutes. The social security number will be used as a unique
identifier in Division of Workers' Compensation database
systems for individuals who have claimed benefits under
Chapter 440, Florida Statutes. It will also be used to identify
information and documents in those database systems
regarding individuals who have claimed benefits under
Chapter 440, Florida Statutes, for internal agency tracking
purposes and for purposes of responding to both public
records requests and subpoenas that require production of
specified documents. The social security number may also be
used for any other purpose specifically required or
authorized by state or federal law.



WAGE STATEMENT

FLORIDA DEPARTMENT OF FINANCIAL SERVICES

DIVISION OF WORKERS' COMPENSATION

NOTICE TO EMPLOYEE:

342-1741.

PLEASE PRINT OR TYPE

If you have any questions about the information contained on this form, please contact your
employer or claim-handling entity. If further assistance is needed, contact the Division's Employee Assistance Office at 1-800-

RECEIVED BY CLAIMS-HANDLING ENITY

EMPLOYEE NAME (First, Middle, Last)

DATE OF ACCIDENT (Month-Day-Year)

EMPLOYER NAME & ADDRESS

CONCURRENT EMPLOYER NAME & ADDRESS (If applicable)

ARE THE WAGES LISTED BELOW
FOR A SIMILAR EMPLOYEE?

YES NO

SIMILAR EMPLOYEE'S NAME

TELEPHONE

TELEPHONE

OCCUPATION OF SIMILAR EMPLOYEE

EMPLOYEE'S CUSTOMARY WORK WEEK

EMPLOYEE'S CUSTOMARY
DAYS WORKED/WEEK

EMPLOYEE'S CUSTOMARY

HOURS WORKED/WEEK

EMPLOYER'S CUSTOMARY WORK WEEK

(ex. Saturday thru Friday - Use 7 calendar day period)

(ex. 5 days / week)

(ex. 40 hours / week)

(ex. Saturday thru Friday - Use 7 calendar day period)

NOTICE TO EMPLOYER: Please read all instructions on the back of this form carefully. Complete the form as fully as possible and submit it to your claims-handling entity within 14 days
after knowledge of any accident that has caused your employee to be disabled for more than 7 calendar days. If you discontinue providing any fringe benefits, you must file a corrected
Wage Statement with your claims-handling entity within 7 days of such termination, reflecting the type and amount of fringe benefits that were paid, and the last date they were provided.

Please list wages earned for the 13 calendar weeks (Sunday through Saturday) immediately preceding the accident.

Do Not Report Any Wages Earned During The Week of the Accident — Use The 13 Calendar Weeks Immediately Preceding

The Accident

WEEK

# OF DAYS #HOURS

WEEK
NO. FROM TO

WORKED
THAT WEEK

WORKED
THAT WEEK

GROSS

GRATUITIES AS
REPORTED TO THE

EMPLOYER IN
WRITING AS
PAY TAXABLE INCOME

FRINGE BENEFITS (employee rec'd)
EMPLOYER COST ONLY

HEALTH
INSURANCE

RENT/
HOUSING

1

2

10

11

12

13

* %

RETURN THIS FORM TO:

(Claims-handling entity Name, Address & Telephone #)

TOTAL

WILL EMPLOYER CONTINUE TO
PROVIDE ABOVE BENEFITS?

[ Lol Jeo | =] Jw

TOTAL FRINGE BENEFITS | $

TOTAL OF GROSS PAY, GRATUITIES AND FRINGES | $

(FOR CLAIMS-HANDLING ENTITY USE ONLY)

AWW COMP RATE

Any person who, knowingly and with intent to injure, defraud, or deceive any employer or employee, insurance company, or self-insured program, files a statement of claim containing any
false or misleading information commits insurance fraud, punishable as provided in s. 817.234. Section 440.105(7), F.S.

PREPARER'S NAME

TELEPHONE #

DATE

Form DFS-F2-DWC-1a (03/2009) Rule 69L-3.025, F.A.C.




WAGE STATEMENT REPORTING INSTRUCTIONS

General: Florida law requires disabled employees to be compensated at a certain percentage of their average
weekly wage. If the injured employee worked during “substantially the whole of 13 calendar weeks” immediately
preceding the accident, the employee’s average weekly wage is one-thirteenth of the total amount of wages
earned during the 13 calendar weeks. The term “substantially the whole of 13 calendar weeks” means not less
than 75% of the total customary full-time hours of employment during that period.

NOTICE TO EMPLOYER: Please read all instructions on this form carefully. Complete the form as fully as
possible and submit it to your claims-handling entity within 14 days after your knowledge of any accident that has
caused your employee to be disabled for more than 7 calendar days. If you discontinue providing any fringe
benefits, you must file a corrected Form DWC-1a (Wage Statement) with your claims-handling entity within 7 days
of such termination, reflecting the type and amount of fringe benefits that were paid, and the last date they were
provided.

e DO NOT combine wages of two or more employees.

e Calendar Week: means a seven-day period of time, which starts on Sunday and continues through
Saturday.

Week of Accident — DO NOT report any wages earned during the week of the accident. Use the 13 calendar
weeks immediately preceding the week of the accident and start with the most recent full calendar week before
the week of the accident. For example, if the accident occurred on a Wednesday, then week No. 1 should begin
the preceding Sunday and end the preceding Saturday.

Reporting Gross Pay: Complete all columns as applicable. Report the actual gross earnings of the injured
employee for the consecutive 13 calendar week period immediately preceding the accident. The 13 calendar
week period includes Saturdays, Sundays, holidays, and other non-working days. Remember to include all
overtime and any bonuses paid during the 13 calendar week period. If the injured employee was not employed
for you for approximately 68 days during that period, enter the wages of a similar employee in the same
employment who was employed for approximately 68 days of the 13 calendar week period. DO NOT combine
wages for two or more employees to yield wages for the 13 calendar weeks. The spaces immediately following
week #13 are to be used for reporting the wages earned in a partial week when requested.

Reporting Gratuities & Fringe Benefits: Gratuities reported should include only those gratuities reported to the
employer in writing as taxable income received in the course of employment from others than the employer. The
reportable value of a fringe benefit is the actual cost to the employer for the benefit furnished. The only fringe
benefits that can be included for dates of accident occurring on or after 07/01/1990 are employer contributions for
health insurance for the employee or the employee’s dependents, and the reasonable value of housing furnished
to the employee by the employer which is intended as the permanent year-round housing of the employee.

If you have questions or need assistance in the completion of this required form, please
contact the claims-handling entity listed on the front of this form.

Form DFS-F2-DWC-1a (03/2009) Rule 69L-3.025, F.A.C.
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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  [] First Aid [] Property Damage Date Reported

[ Report Only / Near Miss Reported To

Injured Worker

Name Sex [JMale []Female

Department Date of Birth
Job Title Date of Hire

Supervisor I:l Full Time I:l Part Time
Employee Type

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

Work Schedule ]

[ Fri [1Sat []Sun Home Address
Start Shift CJAM  []PM City, State, & Zip
End Shift CJAM  []PM Phone Number
Length in Position Wages / Salary

Incident or Injur

Where incident occurred

[J] During Break Period [] During Meal Period [J 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 toWork [] No [ Yes Date
Emergency Care [ ] No [] Yes
Work Status [] Off Work [ Light Duty

Physician Name

[J Regular Duty

Address

City, State, & Zip

Hospital Name

Address

City, State, & Zip

Phone Number

Phone Number

Contributing Factors

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

[J Unguarded Hazard

[] Safety Device Is Defective

[J Tool or Equipment Defective

[] Workstation Layout Is Hazardous

[] Unsafe Lighting

[] Unsafe Ventilation

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

[J Unsafe Clothing

[] No Training or Insufficient Training

[ Other:

Unsafe Acts by People: (Check All That Apply)

[] Operating Without Permission

[J Operating at Unsafe Speed

[] Servicing Equipment That Has Power to It

[1 Making A Safety Device Inoperative

[ Using Defective Equipment

[] Using Equipment in An Unapproved Way

[] Unsafe / Improper Lifting

[J Taking an Unsafe Position or Posture

[] Distraction, Teasing, Horseplay

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

[ Other:

Describe why the unsafe conditions exist:

Describe why the unsafe acts occurred:

Preventive Measures
[J Improve Enforcement

[] Improve Storage / Arrangement

[J Identify / Improve Personal Protective Equipment
[] Task Analysis / Procedure Revision

[] Use Other Materials / Supplies

[J Improve Ventilation

[ Improve/Change Work Method

[ Improve Clean-Up Procedures

[J Rotation of Employee

[ Install / Revise Guards / Devices
[ Improve Design/Construction
[ Improve lllumination

[J Reinstruction of Employees

[ Other:

[] Repair / Replace Equipment

[] Eliminate Congestion

[ Task Analysis to Be Completed
[ Job Reassignment of Employees
[] Mandatory Pre-Job Instructions
[] Corrective Counseling

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 [JPM

Was employee engaged in job duties at the time of incident? [J 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 [J No [ Yes List Day(s)
Returned to Work [0 No [] Yes Date
Work Status [ off work [ Light Duty [J] Regular Duty
Emergency Care [ 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 OAam [OJPM
Name of Injured Worker Time Reported OAam [OJPM

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
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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:

-

OI’L;'I.CIhCI Pharmacy Help Desk:
NATIONAL 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
CVsS 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.O. 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 emalil 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 [ NewEnrollment  [] 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

Joint Account Holder Signature

Date
Date

Last Revised - 05/16/2025



Employee Assistance Office

The Division of Workers’ Compensation, Employee
Assistance Office (EAO), helps prevent and resolve
disputes between injured workers, employers and
carriers. If the insurance carrier does not provide
benefits to which you believe you are entitled, you
may call EAQ’s toll-free hotline at 1-800-342-1741.
EAO specialists are knowledgeable about the
workers’ compensation system. They will be able
to address your concerns and attempt to prevent or
resolve disputes. EAO has offices throughout the
state that you can call or visit. You can find EAQ
statewide locations at www.MyFloridaCFQ.com/

Division/WC/Employee/eao_offices.htm.
Services provided by EAO include:

¢ Educating and providing information to you
about your claim.

¢ Assisting you in resolving disagreements
regarding your claim, at no cost to you.

© Assisting you with understanding the
procedures for filing a Petition for Benefits with
a Judge of Compensation Claims.

Information regarding your rights and
responsibilities under the Workers’ Compensation
Law is available in an on-line “Injured Worker
Workshop” presentation on the Division’s Web site
at www.MyFloridaCFQ.com/Division/wc/Employee/
education.htm, and answers to frequently asked
questions can be accessed at www.MyFloridaCFO.

com/Division/wc/Employee/fag.htm.
You may also submit specific questions relating to

your claim to us at wceao@MyFloridaCFO.com and
receive answers directly by e-mail.

Statute of Limitations

Once you are injured at work or become aware of a
workers’ compensation injury or illness, you have
30 days in which to report your injury or illness to
your employer. Failure to report your injury within
30 days may jeopardize your claim.

Generally, you have two years from the date of
your injury or illness to file a claim for workers’
compensation benefits. Failure to report your injury

or iliness within 30 days may be used as a defense
against your claim regardless of the two-year statute

of limitations for filing a claim. Your eligibility for benefits
may also be eliminated one year from the date you

last received a wage replacement check or approved
medical treatment.

Denial of Benefits

If the insurance carrier does not provide benefits to
which you believe you are entitled, or has denied your
claim, contact the Employee Assistance Office (EAO).
Although the EAO does not provide legal advice, our
specialists will answer questions about your rights and
responsibilities and may be able to resolve problems
you’re having with your workers’ compensation claim.
This help is free and available by contacting the EAO at
1-800-342-1741.

Petition for Benefits

To begin the judicial procedure for obtaining benefits that
you believe are due and owing under the law and have
not been provided by the employer or insurance carrier,
a Petition for Benefits form must be filed with the Office
of Judges of Compensation Claims. The form can be
accessed at www.jcc.state.fl.us/JCC/forms/.

Reemployment Services

If you are unable to perform the duties required for
your former job as a result of your work-related injury
or illness, you can contact the Employee Assistance
Office (EAO) at WCRES@MyFloridaCFQ.com or call
1-800-342-1741 for free reemployment services.

Legal Representation

You are not required to have an attorney. If you do
hire an attorney to represent you with your workers’
compensation claim, the fees and costs may come
out of your benefits, unless your employer or workers’
compensation carrier is held responsible for paying
your attorney fees. Although the Division does not
provide legal advice, the Division will answer questions
about your rights and responsibilities and may be able
to resolve problems you may have with your workers’
compensation claim. This help is free and available

by contacting the Employee Assistance Office at
1-800-342-1741.

Anti-Fraud Reward Program

Workers’ compensation fraud occurs when any person
knowingly and with intent to injure, defraud or deceive
any employer or employee, insurance carrier or self-
insured program files false or misleading information.
Workers’ compensation fraud is a third-degree felony
that can result in fines, civil liability and jail time.
Rewards of up to $25,000 may be paid to individuals
who provide information that lead to the arrest and
conviction of persons committing insurance fraud. To
report suspected workers’ compensation fraud, call
1-800-378-0445.

Disclaimer:

This publication is being offered as an
informational tool only and complies with s.
440.185 (4) ES., with the understanding that

this is not official language of the Florida
Statutes. In no event will the Division of

Workers’ Compensation be liable for direct or
consequential damages resulting from the use of
this printed material.
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If you are injured as a

result of a work-related
accident, your employer’s
workers' compensation
coverage may entitle you to
medical and partial wage
replacement benefits.

Medical Benefits

As soon as your employer’s workers’ compensation
insurance company has knowledge of your work-
related injury and has determined that your injury or

illness is covered under Florida law, the company will;

Provide an authorized physician

Pay for all authorized medically necessary care
and treatment related to your injury or iliness

Provide a one-time change of physician
within five business days of receipt of your
written request

Authorized treatment and care may include:

Doctor visits Physical therapy

Hospitalization Medical tests

Prostheses Prescription drugs

Travel expenses to and from authorized medical
treatment or a pharmacy.

Once you reach maximum medical improvement
(MMI), you are required to pay a $10 co-payment
per visit for medical treatment. MMI occurs when
the physician treating you determines that your
injury or illness has healed to the extent that further
improvement is not likely.

Wage Replacement Benefits

If you are unable to work or your earnings are lower
because of a work-related injury or iliness, you may

be able to receive some wage replacement benefits.
You may be eligible for these benefits if you have been
disabled for more than seven calendar days and are not
able to perform your normal job duties as advised by
your authorized doctor.

If you qualify, wage replacement benefits will begin on
the eighth day of partial or total disability. You will not
receive wage replacement benefits for the first seven
days of disability, unless you are disabled for more than
21 days due to your work-related injury or illness.

In most cases, the wage replacement benefits will
equal two-thirds of your pre-injury regular weekly
wage, but the benefit will not be higher than Florida’s
average weekly wage. You can generally expect to
receive your first benefit check within 21 days after
the carrier becomes aware of your injury or illness
and bi-weekly thereafter.

Temporary Total Benefits: These benefits are
provided as a result of an injury or illness that
temporarily prevents you from returning to work,
and you have not reached MMI.

Temporary Partial Benefits: These benefits

are provided when the doctor releases you

to return to work with restrictions and you
have not reached MMI and earn less than 80
percent of your pre-injury wage. Note: The
maximum length of time you can receive
temporary total or partial benefits is 104
weeks or until the date of MMI is determined,
whichever is earlier.

Permanent Impairment Benefits: These benefits
are provided when the injury or illness causes

any physical, psychological or functional loss and
the impairment exists after the date of MMI. A
doctor will assign a permanent impairment rating,
expressed as a percentage of disability to the body
as a whole.

Permanent Total Benefits: These benefits are
provided when the injury causes you to be
permanently and totally disabled according to the
conditions stated in the law.

Death Benefits: Compensation for deaths resulting
from workplace accidents include payment of funeral
expenses and dependency benefits (subject to limits
defined by law). A dependent spouse may also be
eligible for job training benefits.

The rate, amount and duration of compensation for all
wage replacement benefits are detailed in the workers’
compensation law. If you have questions about your
benefits, call your claims adjuster or the Employee
Assistance Office (EAQ) at 1-800-342-1741.

Injured Worker Responsibilities
Communicate with the Employer:

Contact your employer immediately to notify them of
your on-the-job injury or illness.

Provide your employer a copy of the Medical
Treatment/Status Reporting form (DWC25) after
each medical appointment.

Return to work when you are released by your
physician and when your employer offers a position
within your physical limitations to avoid suspension
of your lost wage benefits.

Communicate with the Carrier:

Review the First Report of Injury or lliness (DWC1)
form upon receipt and verify the accuracy of your
address, phone number, social security number
and the description of the accident. If there is
information you do not agree with, or if information
has been omitted, immediately notify your adjuster
in writing.

Review, sign and return the mandatory fraud
statement to the insurance carrier. By signing this
document, you are confirming your understanding
of this important information. Your benefits shall be
suspended if you refuse to sign this document.

Report wages from all sources of employment to the
carrier if you had more than one employer in the 13

weeks immediately preceding your date of accident.

This will assist the carrier in determining the proper

wage replacement amount.

Keep your adjuster regularly informed on the
status of your claim, medical authorization needs
and any wages you have earned. (Note: If you are
represented by an attorney, the adjuster may not be
able to speak with you directly.)

Notify the carrier of any change of address
or telephone number.

Complete and return forms to the carrier
when asked.

Communicate with the Authorized
Treating Physician:

Identify all body parts that are, or potentially
may, be injured, and be specific when
identifying areas of pain.

Keep your appointments.

Clarify your work status during appointments
before leaving the physician’s office.

Follow your doctor’s treatment plan.

Ask your physician for the patient copy of
the Medical Treatment/Status Reporting
form (DWGC25).

Notify your physician of any change of
address or telephone number.

Call the authorized treating physician’s office
if you need to see the doctor before your next
appointment date. The doctor’s staff may be
able to place your name on a cancellation list
and you may be scheduled for an earlier
appointment should one become available.

If an appointment is not available and you
need to see a doctor immediately, please
contact your adjuster or the EAO.

Carrier Responsibilities
Timely provision of medical treatment
Timely payment of wage replacement benefits
Timely payment of medical bills

Timely reporting of your claim information to
the Division of Workers’ Compensation

Timely notification of any changes in the
status of your claim. This information will be
provided to you by mail on either a Notice of
Action / Change form (DWC4) or a Notice of
Denial form (DWC12).




Dear Injured Employee:

Your employer’s insurance carrier is providing this information to you on behalf of the Employee
Assistance Office of the Division of Workers’” Compensation.

The Employee Assistance Office of the Division of Workers’ Compensation is a state bureau within
the Florida Department of Financial Services. We provide the following services:

= Serves as a resource for injured workers and employers by providing information about
the workers’ compensation system.

= Educates and informs injured workers, employers, carriers, health care providers,
and managed care arrangements about their responsibilities under the law.

=  Provides assistance in avoiding any problems or disputes regarding your claim.

Within three (3) days after receiving notice that you have been injured, the workers’
compensation insurance carrier will mail you an informational brochure explaining your rights
and responsibilities as well as the carrier’s obligations. It contains valuable information you
need to know about the workers’ compensation system. You may have received the
informational brochure along with this letter. You can also obtain the brochure by calling us at
1-800-342-1741 or e-mailing us at: wceao@myfloridacfo.com.

You can also visit one of our local Employee Assistance Offices to receive personal, one-on-one
service. To locate the office nearest you, call the toll free 1-800 number above or visit the
Division’s website at: https://www.myfloridacfo.com/Division/WC/Employee/eao offices.htm

Sincerely,

Employee Assistance Office

Division of Workers’

Compensation

Florida Department of Financial Services

FLORIDA DEPARTMENT OF FINANCIAL SERVICES
Division of Workers’ Compensation e Employee Assistance and Ombudsman Office
200 East Gaines Street o Tallahassee, Florida 32399-4225 e Tel. 1-800-342-1741

Email ¢ wceao@MyFloridaCFO.com
EQUAL OPPORTUNITY EMPLOYER


mailto:Lastname@MyFloridaCFO.com
mailto:wceao@myfloridacfo.com
https://www.myfloridacfo.com/Division/WC/Employee/eao_offices.htm







W
Omaha

NATIONAL

Contact Information

Claims:
Phone 844-761-8400
Fax 844-761-8402
Online omahanational.com
Email claims@omahanational.com
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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 illnesses. 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.

Last Revised — 9/27/2021
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Workers’ Compensation Exemptions
Construction Industry

An employer in the construction industry who employs
one or more part-time or full-time employees, including
the owner, must obtain workers’ compensation coverage.

Corporate officers or members of a limited liability
company (LLC) in the construction industry may elect
to be exempt if:

The officer owns at least 10 percent of the
stock of the corporation, or in the case of an
LLC, a statement attesting to the minimum
10-percent ownership.

The officer is listed as an officer of the corporation
in the records of the Florida Department of State,
Division of Corporations.

The corporation is registered and listed as active
with the Florida Department of State, Division
of Corporations.

No more than three corporate officers per corporation
or limited liability member are allowed to be exempt.

A $50 fee is required for each application submitted to
obtain an exemption. Construction exemptions are valid
for a period of two years or until a voluntary revocation
is filed or the exemption is revoked by the Division.

Non-Construction Industry

An employer in the non-construction industry, who
employs four or more part-time or full-time employees,
must obtain workers’ compensation coverage.

Sole proprietors and partners in the non-construction
industry are automatically exempt from the law, but
can elect to be covered.

Non-construction industry corporate officers may elect
to be exempt if:

The officer is listed as an officer of the corporation
in the records of the Florida Department of State,
Division of Corporations.

The corporation is registered and listed as active
with the Florida Department of State, Division of
Corporations.

There is no limit to the number of corporate officers
who can be exempt and there is no application fee.
Non-construction exemptions are valid until a voluntary
revocation is filed or the exemption is revoked by

the Division.

For copies of the exemption form, contact the Division’s Bureau of Compliance at (850) 413-1609 or go to
https://www.MyFloridaCFO.com/Division/WC/PublicationsFormsManualsReports/Forms/Default.htm

and click on Rule 69L-6 and Form number DWC-250, Notice of Election to Be Exempt.

What Your Employee Can Expect
From the Insurance Carrier

Timely provision of medical treatment
Timely payment of wage replacement benefits
Timely payment of medical bills

Timely reporting of the employee’s claim
information to the Division of Workers’
Compensation

Timely notification of any changes in the status of
the employee’s claim. This information should be
provided to the injured worker by mail on either a
Notice of Action/Change form (DWC-4) or a Notice
of Denial form (DWC-12)

Questions about workers’ compensation?

Please visit our Web site at www.MyFloridaCFO.com/Division/WC

where you will find extensive information such as publications,

databases, rules and forms that will give you a better
understanding of workers’ compensation.

Employee Assistance and Ombudsman Office Hotline
1-800-342-1741

Injured worker e-mail inquiries
wceao@MyFloridaCFO.com

Customer Service

(850) 413-1601

Employer e-mail inquiries
WorkCompCustServ@MyFloridaCFO.com

Workers’ Compensation Fraud Hotline
1-800-378-0445

Frequently Asked Questions

Q) How many days do employees have to report work-
related injuries or illnesses?

A) Employers should encourage employees to report
accidents as soon as the work related injuries or ilinesses
occur. By law, however, employees are required to report
work related injuries or ilinesses within 30 days.

Q To whom should I report the work-related injury?

A) You should report the accident to your insurance company
as soon as you have knowledge of the injury.

By law, you have seven days from your first knowledge

of the work related injury.

Q) Do I have to report a claim if | do not believe it is a work-
related injury or illness?

A) Yes. You should report all claims of work-related injuries
or illnesses to your workers’ compensation insurance carrier.
This includes claims in which there are no witnesses of the
injury or illness. It is your workers’ compensation insurance
carrier’s responsibility to investigate all claims and determine
if employees are entitled to benefits under Florida’s Workers’
Compensation Law.

Q) Does the employee pay any part of my workers’
compensation insurance premium?

A) No. The law is very specific on this point. It is the
employer’s responsibility to pay the entire premium for
workers’ compensation.

Employers who secure workers’ compensation coverage
can also apply to become a drug-free workplace and may
receive a premium discount. To learn more about the Drug-
free Workplace Program, please call the Division of Workers’
Compensation Customer Service Office at 850-413-1609.

Q) Who should I call if my employees have questions or
concerns regarding their workers compensation claims?

A) You should first contact your insurance carrier. If your
carrier is unable to answer the question or resolve the
problem, you or your employees should call the Employee
Assistance and Ombudsman Office at 1-800-342-1741.

Disclaimer:

This publication is being offered as an informational tool only
and complies with s.440.185 (4) F.S., with the understanding
that this is not official language of the Florida Statutes. In no
event will the Division of Workers’ Compensation be liable for
direct or consequential damages resulting from the use of
this printed material.
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Your workers’ compensation
insurance policy covers medical and
partial wage-replacement benefits for
any employee who sustains a work
related injury or illness.

This brochure will give you a better
understanding of your role and
responsibilities under the workers’
compensation system.

Workers’ Compensation Notice

The law requires that every employer who has secured
workers’ compensation coverage post in conspicuous
place(s) a notice that contains the employer’s insurance
carrier information, the expiration date of the policy

and an anti-fraud statement. The Division of Workers’
Compensation has developed this notice, in poster form,
for carriers to provide to their policyholders. Your carrier
is required by law to provide you with the poster(s).

Even if employers have purchased workers’ compensation
policies, they shall be deemed to have failed to secure
workers’ compensation coverage if they have committed
any of the following actions:

materially understated or concealed payroll,

materially misrepresented or concealed employee
duties to avoid proper classification for premium
calculations, or

materially misrepresented or concealed information
pertinent to the computation and application of an
experience modification factor.

Employers who fail to secure workers’ compensation
coverage or fail to update information on their workers’
compensation insurance application are subject to stop
work orders and civil and criminal penalties.

First Report of Injury

As soon as you become aware of a work-related injury or
illness, immediately contact your workers’ compensation
insurance carrier. If you do not report the injury or iliness
to your insurance carrier within seven days of the date you
were informed, you may be subject to an administrative
fine not to exceed $2,000 per occurrence. Most insurance
companies have a toll-free number to report work-related
injuries. If you report the injury or iliness to the insurance
carrier by telephone, the carrier will complete the form and

send a copy to you and the employee within three business
days. You can also fill out the First Report of Injury or Iliness
form (DWC-1) and send it to the insurance carrier. The form
contains employer, employee and accident information and
can be obtained on the Division of Workers’ Compensation
Web site at https://www.MyFloridaCFQ.com/Division/WG/
pdf/DFS-F2-DWC-1.pdf. You must also provide a copy of
the First Report of Injury or lliness form to the employee.
The employee’s signature on the form is preferred, but if the
employee is not able or available to sign it, then write “not
available” in the employee signature box.

Workplace Fatalities

Employers must also report deaths resulting from work-
related injuries or illnesses to the Division of Workers’
Compensation within 24 hours. To report a workplace
fatality, call 1-800-219-8953 (in Florida) or 850-413-1611,
or fax the First Report of Injury or lliness form containing
the fatality information to 850-354-5100.
To access the form, go to https:/

MiyFloridaCEQ Division/We

click o (CSi] P
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As soon as you notify your carrier about your employee’s
work-related injury, the carrier will:

Determine the compensability of the injury
Provide an authorized doctor

Pay for all authorized medically necessary care and
treatment related to the injury or illness

Provide a one-time change of physician within five
business days of receipt of your written request

Authorized treatment and care may include:
Doctor’s visits
Hospitalization
Physical therapy
Medical tests
Prescription drugs
Prostheses

Travel expenses to and from authorized
providers or pharmacies.

Upon reaching maximum medical improvement (MMI), the
employee is required to pay a $10 copayment per visit for
medical treatment. MMI occurs when the treating physician
determines that the employee’s injury has healed to the
extent that further improvement is not likely.

Wage Replacement Benefits

Workers’ compensation benefits for lost wages will start on
the eighth day that the injured employee is unable to work.
The injured employee will not receive wage replacement
benefits for the first seven days of work missed, unless he
or she is out of work for more than 21 days due to the work-
related injury. In most cases, the wage-replacement benefits
will equal two-thirds of the employee’s pre-injury regular
weekly wage, but the benefit will not be higher than Florida’s
average weekly wage. If the employee qualifies for wage
replacement benefits, he or she can expect to receive the
first benefit check within 21 days after the carrier becomes
aware of the injury or illness, and bi-weekly thereafter. The
injured employee will be eligible for different types of wage
replacement benefits, depending on the progress of the
claim and the severity of the injury.

Temporary Total Benefits: These benefits are provided
as a result of an injury that temporarily prevents the
employee returning to work and the employee has not
reached MMI.

Temporary Partial Benefits: These benefits are
provided when the doctor releases the employee to
return to work, and the employee has not reached
MMI and earns less than 80 percent of the pre-
injury wage. The benefit is equal to 80 percent of

the difference between 80 percent of the pre-injury
wage and the post-injury wage. The maximum length
of time the injured employee can receive temporary
benefits is 104 weeks or until the date of MMI is
determined, whichever is earlier.

Permanent Impairment Benefits: These benefits

are provided when the injury causes any physical,
psychological or functional loss and the impairment
exists after the date of MMI. A doctor will assign

a permanent impairment rating, expressed as a
percentage of disability to the body as a whole. If you
return to work at or above your pre-injury wage, the
permanent impairment benefit is reduced by 50%.

Permanent Total Benefits: These benefits are
provided when the injury causes the employee to be
permanently and totally disabled according to the
conditions stated in law.

Death Benefits: Compensation for deaths resulting
from work-related injuries or illnesses include
payment of funeral expenses and dependency
benefits (each are subject to limits defined by law).
A dependent spouse may also be eligible for job
training benefits.

Wage Statement Form

You must complete and provide a wage statement form
(DFS-F2-DWC-1a) to your carrier for any employee who is
entitled to wage replacement benefits, within 14 days after
knowledge of the accident. You must also complete this form
upon the termination of the employee or upon termination

of fringe benefits for any employee who is collecting wage
replacement benefits within seven days of such termination.
To access the form go to, https://www.MyFloridaCFO.com/
Division/WG/PublicationsFormsManualsReports/Forms/
Default.htm and click on DWC-1a.

Employee Assistance Office

If you have any questions or concerns about your
employees’ workers’ compensation benefits, call your
workers’ compensation insurance carrier. If the insurance
carrier does not provide the information that you

have requested, you can call the Division of Workers’
Compensation, Employee Assistance Office (EAQ) at
1-800-342-1741. This office helps prevent and resolve
disputes between injured workers and employers/carriers.

EAO specialists are knowledgeable about the workers’
compensation system and may be able to answer your
questions. EAQ has offices throughout the state that you
can call or visit. You can find EAO statewide locations

at www.MyFloridaCFQ.com/Division/WC/Employee/
eao_offices.htm.

In addition, the Division of Workers’ Compensation has
a Web site section on “Frequently Asked Questions for
Employers,” which can be accessed at https:/www.
MyFloridaCFO.com/Division/wc/Employer/fag.htm.

Petition for Benefits

To begin the judicial procedure for obtaining benefits that
you believe are due and owing under the law and have
not been provided by the employer or insurance carrier,
a Petition for Benefits form must be filed with the Office
of Judges of Compensation Claims. The form can be

accessed at www.jcc.state.fl.us/JCC/forms/.

Anti-Fraud Reward Program

Workers’ compensation fraud occurs when any person
knowingly and with intent to injure, defraud or deceive
any employer or employee, insurance carrier or self-
insured program, files false or misleading information.
Workers” compensation fraud is a third degree felony that
can result in fines, civil liability and jail time. Rewards of
up to $25,000 may be paid to individuals who provide
information that lead to the arrest and conviction of
persons committing insurance fraud.

To report suspected workers’ compensation fraud,

call 1-800-378-0445.
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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 - 07/23/2025






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.
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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
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Omaha

NATIONAL

STATE-SPECIFIC FORMS
& DOCUMENTS

Use these forms as needed. Send copies of completed coverage
election or rejection forms to Omaha National.

&' DFS-F2-DWC-251 - Notice of Election of Coverage:
Sole proprietors and partners that are not engaged in the construction industry may elect to be covered as
employees under a workers compensation policy by filing this form. Send the completed form to the Bureau
of Compliance at the Florida Division of Workers’ Compensation and Omaha National, then retain a copy
for your records.

&' DFS-F2-DWC-251-R - Revocation of Election of Coverage:
Sole proprietors and partners that are not engaged in the construction industry may use this form to revoke
a prior election of coverage. Send the completed form to the Bureau of Compliance at the Florida Division
of Workers” Compensation and Omaha National, then retain a copy for your records.

Last Revised - 07/23/2025
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