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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EMPLOYEE WARNING

OF LOSS OF WORKERS COMPENSATION INSURANCE COVERAGE

Business Name:

Date:

Business Address: Policy Number:

Business City, State & Zip:

L

The above-named employer’s workers’ compensation insurance coverage issued by the
insurance carrier shown below is pending cancellation. Claims occurring on or after the
pending cancellation date(s) will not be covered for medical or wage-loss benefits due an
injured worker as the result of an injury incurred while in the employment of the named
employer, unless the insurance coverage requirements are met by each pending
cancellation date.

PENDING CANCELLATION DATE(S)

Should this cancellation not occur, the employer will be given written authorization from
the insurance carrier to remove this sign.

This sign will remain posted over the current “Employer Notice” sign until effective
workers’ compensation insurance is obtained by this firm.

FAILURE TO POST THIS SIGN OR POSTING AN ALTERED SIGN IN THE
WORKPLACE WILL RESULT IN A $50.00 FINE AGAINST THE EMPLOYER!

For general information about workers’ For specific information about this policy
Compensation, call or write: call or write the insurance carrier:

Montana Department of Labor and Industry Insurance Carrier Name:

Employment Standards Division Omaha National Insurance Company (ONIC)

Workers’ Compensation Operations Bureau i .
PO Box 8011 Insurance Carrier Address:

Helena MT 59604-8011 P.O. Box 451139 Omaha, NE 68145
Phone — (406) 444-6543

Insurance Carrier Phone:

ERD-801 (Rev. 08/2025) 844-761-8400

Insurance Carrier Fax:

844-761-8402




EMPLOYEE WARNING

LOSS OF WORKERS’ COMPENSATION INSURANCE COVERAGE

Business Name:

Date:
Policy Number:

Business Address:

LBusiness City, State & Zip:

The above-named employer’s workers’ compensation insurance coverage issued by
the insurance carrier shown below is in a cancellation status at the request of the
employer or as the result of a change of ownership. Claims occurring on or after

will not be covered by this insurer for medical or wage loss benefits that
may be required as the result of an injury incurred while in the employment of the
named insured.

Should this cancellation not occur, the employer will be given written authorization
from the insurance carrier to remove this sign.

This sign will remain posted over the current “Employee Notice” sign until effective
workers’ compensation insurance is obtained by this firm.

FAILURE TO POST THIS SIGN OR POSTING AN ALTERED SIGN IN THE
WORKPLACE WILL RESULT IN A $50.00 FINE AGAINST THE EMPLOYER!

For general information about Workers’ For specific information about this policy
Compensation, call or write: call or write the insurance carrier:

Montana Department of Labor and Industry Insurance Carrier Name:
Employment Standards Division

Workers’ Compensation Operations Bureau
PO Box 8011 Insurance Carrier Address:

Helena MT 59604-8011
P.O. Box 451139 Omaha, NE 68145
Phone — (406) 444-6543 0x maha

Omaha National Insurance Company (ONIC)

Insurance Carrier Phone:

ERD-802 (Rev. 08/2025) 844-761-8400

Insurance Carrier Fax:

844-761-8402




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.

&' ERD-991 - First Report:
You are required to report every work-related accident, injury, or occupational
disease to Omaha National within six days of notice. 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 to the Employment Standards Division at the Montana
Department of Labor & Industry.

&' 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 - 09/12/2025



First Report of Injury or Occupational Disease

Instructions

Workers’ compensation insurance is a state-required insurance, which provides medical benefits, wage compensation and
rehabilitation to workers injured on the job. Severe penalties can be assessed against an uninsured employer. Neither general
liability nor health and accident insurance policies are substitutes for workers’ compensation insurance.

The worker and employer may complete this form together or they may each submit a separate form.

g,

Workers have two reporting requirements: 1) Notify your employer of an on-the-job injury within 30 days of its occurrence and 2)
Complete this form as a claim for compensation. The form must be signed and submitted to the employer’s insurer or the
Department of Labor and Industry within 12 months of the accident. The form must be submitted for all injuries in order to
protect your right to benefits in the event a seemingly minor injury develops into a more serious condition.

Complete a report of the injury

Be thorough in completing all areas except the gray shaded areas. It is important to you that we have complete information.
You must provide your Social Security Number (SSN). This is a mandatory requirement that is permitted under Section 7(a) the
Privacy Act of 1974 because the Montana Department of Labor and Industry’s forms, prescribed by department rules in
existence prior to January 1, 1975, have required disclosure of the SSN. The SSN is used as a key identifier of the claimant
and is needed because of the number of persons who have similar names and birth dates, and whose identities can only be
distinguished by the SSN. Use extra sheets of paper if needed. Type or print with a ballpoint pen.

To ensure that workers’ compensation systems will not be disrupted, the Health Insurance Portability and Accountability
Act of 1996 (HIPAA), Public Law 104-191, 42 USC 1301, et. seq., permits the disclosure of protected health care
information pursuant to the provisions of state laws regarding workers’ compensation. 45 CFR 164.512(l) states:

“Standard: Disclosures for workers’ compensation: 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 iliness without regard to fault.”

g,

Montana law requires employers to complete this form within six days after notice of every on-the-job accident, injury and/or
occupational disease (OD) by a worker. Ensure all areas are completed except the gray shaded areas, which your insurer will
complete. It is important that we have complete information.

Type or print with a ballpoint pen. If you are completing with WORD software, you may tab through the fields. If the injured
worker is available to do so, they may file a claim for workers’ compensation by completing and signing their portions of this
form. You may then complete the employer section.

Send the original immediately to your workers’ compensation insurer. If you don't know whom your insurer is, contact the
Montana Department of Labor and Industry (see below). SEND THIS FORM WITHIN THE 6-DAY LIMIT EVEN IF THE
WORKER IS NOT AVAILABLE TO SIGN. This form must be submitted even if the employer questions whether or not the
reported injury and/or OD are job-related. Additional sheets of paper may be attached, if needed to fully explain all conditions
concerning the injury and/or OD.

The United States Department of Labor, OSHA, requires employers to maintain a record of occupational injuries in the
employer’s office. Please copy the completed form for your records.

Insurer/Adjuster (not submitting electronically)

Please complete all gray shaded areas, and mail a completed copy immediately to the Montana Department of Labor and
Industry at the address shown below. Boxes that have been BOLDED are mandatory in order to file this report. If you wish to
file First Report information electronically, please contact the Employment Relations Division.

For filing a presumptive claim, especially for retirees, the department recommends working directly with the insurer or the
department, as the existing claim form was designed based on a national standard that does not currently include claims of this
nature. Following is a couple of helpful hints for filling out the form for retiree presumptive claims.

1) Employee/Volunteer Dates of Service can be entered into the Date of Hire and Last Day Worked fields on the existing form.
Use Date of Hire for the begin date of service and Last Day Worked for the end date of service.

2) The Date of Diagnosis can be entered into the Date of Injury field on the form.

3) Fire agency worked/volunteered for should be entered into the Employer Name field on the form.

4) The Accident Description Field on the form can be used to collect miscellaneous data such as date of last physical, number
of years as a firefighter or any other data the insurer feels is pertinent to adjudicating the claim. This data element allows for
up to 512 characters.

« The Insurer and/or the department is here for any questions or to provide assistance in filing these types of claims.



Eurther Information

Department of Labor & Industry
Employment Standards Division

Workers’ Compensation Compliance Bureau
PO Box 8011

Helena MT 59604-8011

(406) 444-6543

http://erd.dli.mt.gov

The United States Department of Labor, OSHA, requires employers to maintain a record of occupational injuries in the employer’s office.
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OSHA Log Case # First Report Adjuster Date Stamp

of Injury or Occupational Disease
Montana Department of Labor and Industry
PO Box 8011, Helena, MT 59604-8011

Worker

Date of Birth

Phone Number Education [] Less Than High School Gender Marital Status Number of Dependents

[J GED or High School Diploma [ Male [] Female [] Married [ Separated

[ Beyond High School [ Unknown [] Widowed, Divorced, Single, Unmarried

[] Unknown
Wages
Date Hired Gross carnings for four pay periods preceding the injury
Date/ Amount / Date/ Amount / Date/ Amount / Date/ Amount /

Employment Status Number of Days worked per week \Wage \Wage Period
[ Full-Time [] Part-Time [] Piece Worker [] Seasonal [0 Hour [Week []Month [] Day O Bi-Weekly
[ Volunteer [] Other
In addition to gross earnings cited above worker received Estimated value if any Time Employee began work

[ Room & Board [] Overtime [] Bonus [] Commissions [] Other:
Worked next scheduled shift Off work more than 4 work days Date Last Worked Date of Return to Work | Full wages paid for date of injury | Salary Continued

[ Yes [ No [ Yes [ONo [ NotSure [ Yes [ No [ Yes [ No
Accident Description

Job Title Description of Accident

Cause of Injury Cause Code Part of Body Patt Code | Nature of Injury Nature Code Date of Injury |f Time of Injury

Date Disability Began Date of Death Names of Witnesses
1 2) 3)
Accident on Employer’s Premises | Accident Address or Location
[dYes [No City State Postal code
Date Employer Notified Accident Reported to Safety Equipment Provided Safety Equipment Used

[ Yes [ No [0 Yes [ No

Medical

Attending Physician’s Name Address State Postal Code Phone Number

Hospital Name Address State Postal Code Phone Number

Type of initial medical treatment received [J No Treatment [] Emergency Room/Urgent Care [] Treatment on-site by Employer or Medical Staff [ Clinic/Dr. Office
[] Hospital > 24 hours

Signature

“This is my claim for workers’ compensation benefits due to the on-the-job injury, occupational disease, or death of the above named worker. I understand that signing this claim for compensation
authorizes the release to the workers’ compensation insurer (and its agents) and to the Montana Uninsured Employers’ Fund of: Social Security records; rehabilitation records; and all health care
information (medical records, pursuant to HIPAA, Public Law 104-191, 42 USC section 1301, et. seq., and section 39-71-604, MCA), that are directly relevant to the claimed injury, disease, or
death. Ialso understand that if I obtain or exert unauthorized control over workers’ compensation benefits to which I am not entitled, I may be prosecuted for theft.”

Signature of Injured Worker or Beneficiary Date:

Employer

Employer Name Doing Business as eral Employer Identification Number (Tax I
Mailing Address State Postal Code Phone Number
Location of operation, if different from mailing address Nature of Business Self-Insured [ Yes [ No
SIC/NAICS Code

Employer is a [] Sole Proprietorship ~ [] Partnership | Injured worker is a [] Sole Proprietorship [ Partnership [] Corporation ~ [] Limited Liability Company
[JCotporation [ Limited Liability Company [J A member of the employer’s (sole proprietor) family living in the employet’s household.
Do you have any reason to question this accident? [ Yes [ No Was worker injured while in your employ
If yes, please explain fully. Use separate sheet if you need additional space [ Yes [0 No
Prepared By Official Title Phone Number Date
Payroll Classification Code under which you
report Employee’s wages

Authorized Employer’s Signature Date

Insurer
Claim Administrator Claim Number [Date Reported to Claim Administrator: [The above information is correct with the following exceptions []

(Attach extra sheets if box at right is checked)

Claim Administrator Name Claim Administrator Address Claim Administrator FEIN

Insurer FEIN

Policy Effective Date Policy Expiration Date

ERD — 991 (Rev. 05/2016 DE)
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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






What happens if | am partially disabled because
of the injury or occupational disease?

If your medical provider determines you have
reached MMI, you may be eligible for Permanent
Partial Disability (PPD) benefts if you meet certain
requirements.

What if | can no longer work because of the injury
or occupational disease?

If your medical provider determines you have
reached MMI and you cannot return to any regular
employment, you may be eligible for Permanent
Total Disability (PTD) benefts. Regular employment
means recurring work performed for remuneration
in a trade, business, profession, or other
occupation in the state.

The beneft rate is the same as for Temporary Total
Disability (TTD). Benefts are available until you

are eligible to receive Social Security retirement
benefts or retirement benefts from a system that
is an alternative to Social Security retirement and
are subject to a cost-of-living increase. If you also
receive Social Security disability payments because
of your workers’ compensation claim, your weekly
compensation payments may be reduced by up to
half of your Social Security payment.

Stay at Work/Return to Work

DLI and workers’ compensation insurers assist
Montana workers in an effort to stay at work

or return to work quickly after a work-related
injury. To request stay at work or return to work
assistance, contact your workers’ compensation
insurer or DLI by visiting erd.dli.mt.gov or by phone
(406) 444-6543.

Death Benefts

If an on-the-job injury or occupational disease
is the cause of death, contact the workers’
compensation insurance provider or ESD for
information.

Rehabilitation Benefts
You may be eligible for rehabilitation benefts if:

= You have a permanent medical impairment
resulting from your injury or occupational
disease and cannot return to your time of injury
job or a job with similar physical requirements

= You suffer an actual wage loss

= You have a permanent medical impairment
rating 15% or greater and have no actual wage
loss

The Importance of Providing
Accurate & Truthful Information

When you sign your FROI, you are confrming the
information on the claim is true and correct. If you
obtain benefts to which you are not entitled, you
may be guilty of theft and criminal proceedings can
be initiated. Helping someone else to fraudulently
obtain benefts is also a crime.

Can | report suspected fraud?

Yes, you can report suspected fraud by calling the
Montana State Fund Fraud Hotline at (888) 682-
7463 (if the employer is insured by Montana State
Fund) or the DLI at (406) 444-6543.

Who provides coverage for my claim?

Ask your employer for the name of the company
providing coverage for the employer, or you may
contact ESD at (406) 444-6543.

Rights & Remedies

If you disagree with a decision made by your
insurer regarding benefts, you may request
mediation through ESD at (406) 444-6534.

Upon satisfying the mediation requirements, the
parties have two years from the date of the denial
of benefts to petition the Workers’ Compensation
Court for a determination of the dispute. Mediation
requirements must be met before petitioning the
court.

Additional Benefts Outside the Workers’
Compensation System:

Kids’ Chance of Montana — Provides scholarships
to children affected by a workplace injury by
helping them pursue and achieve their educational
goals. Visit kidschanceofmontana.org for details.

This brochure is not all-inclusive of
every situation in workers’ compensation.

For more information:

ERD.DLI.MT.GOV
(406) 444-6543
Fax: (406) 444-4140

P.O. Box 8011
Helena, MT 59604-8011

Revised 2025
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25,000 copies of this public document were published
at an estimated cost of $0.124 per copy, for a total cost
of $4,347.65, which includes $4,347.65 for printing
and $0.00 for distribution.
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What is Workers’ Compensation?
Workers’CompensationinMontanaisdesignedto:

= Provide, without regard to fault, wage loss and
medical benefts to workers suffering from a
work-related injury or occupational disease

« Return the worker to the workforce as soon as
possible

= Provide coverage at reasonably constant rates
to employers

Montana has specifc laws about limits of liability.
Employers are not obligated to make payments
beyond those limits.

Who is covered?

Workers’ compensation insurance is required

for most types of employment. If you are injured
on the job, you may be eligible for workers’
compensation benefts provided you submit notice
and the proper claim form on time.

Reporting Requirements

What do | have to do?

Report all on-the-job injuries to your supervisor,
insurer, or employer as soon as possible,
regardless of receiving medical treatment. You
must give notice within 30 days of the accident
and this notice must include the time and place
of the accident and the nature of the injury. This
30-day notice requirement does not apply to
occupational diseases.

You must submit a signed First Report of

Injury (FROI) within 12 months of the accident.
You can submit this form to your employer,

the workers’ compensation insurer, or the
Montana Department of Labor & Industry (DLI) -
Employment Standards Division (ESD). FROI forms
are available from your employer, insurer, or the
DLI website erd.dli.mt.gov.

To claim an occupational disease, you must
submit a signed FROI to your employer, insurer,
or DLI within one year from the date you knew or

should have nown your condition resulted from an
occupational disease. An occupational disease is
a condition caused by events occurring on more
than a single day or work shift. Upon receipt of
your signed FROI, the insurer has 30 days to either
accept or deny your claim.

What medical benefts are provided?

Once the insurer accepts your injury or
occupational disease claim, you are entitled
to reasonable medical costs, including doctor,
hospital, and prescription benefts. You do not
have to pay the balance between what the
medical provider charges and the insurance
company pays.

You may choose the treating physician for initial
treatment. However, any time after the insurer
accepts liability, they may designate a different
treating physician, or approve your choice of

the treating physician. The treating physician is
responsible for the management and coordination
of your medical care and must treat you within
the recommendations of the Montana Utilization
and Treatment Guidelines including prescribing
medications pursuant to the Montana Workers’
Compensation Drug Formulary. An insurer is not
responsible for treatment or services that do not
fall within the utilization and treatment guidelines
unless the provider obtains prior authorization
from the insurer.

Are my medical benefts open forever?

No. Medical benefts terminate 60 months from
the date of injury or diagnosis of an occupational
disease. A worker may request reopening of
terminated medical benefts within fve years of
the termination by fling a petition with DLI. Repair
or replacement of a prosthesis or permanently
disabled workers are exempt from the closure of
medical benefts.

What charges do | have to pay?

After your frst visit to an emergency room, you

are responsible for $25 of the cost of each
subsequent visit to an emergency room. An insurer

will only pay for the purchase of generic name
drugs if the generic product is a therapeutic
equivalent unless the generic product is
unavailable. If you choose to use a name brand
product you may be responsible for the cost
difference.

If | have to travel for treatment of my injury or
occupational disease, who pays for the travel?
The insurer is required to pay reasonable travel
expense. Your frst 100 miles of travel per month
are excluded.

Workers will not receive payment for travel
outside their community if equal treatment is
available within the community unless the insurer
requests you attend a medical appointment. You
may not receive a travel reimbursement if you
travel to unauthorized or disallowed treatment or
procedures. Travel claim forms are provided by
the insurer.

What do | have to do to qualify for reimbursed
travel expenses?

You must submit the travel claim to the insurer
within 90 days of the travel.

Wage Loss

If your medical provider does not permit you

to return to work because of your injury or
occupational disease, and your claim has been
accepted by the insurer, you may be eligible
for wage loss benefts. Compensation is not
paid for the frst 32 hours or four days of wage
loss, whichever is less. You are eligible for
compensation starting with the 33rd hour or
ffth day of wage loss. If you are totally disabled
and unable to work for 21 days or longer,
compensation may be paid retroactively to the
frst day of total wage loss.

What if | cannot work at all for an extended
period?

Suppose you suffer a total loss of wages due
to your injury or occupational disease. You may
be eligible for Temporary Total Disability (TTD)

benefts until your medical provider determines
you have reached Maximum Medical Improvement
(MMI) or you are released to return to the
employment in which you were injured or a job
with similar physical requirements. You may
receive weekly compensation of 66 2/3% of

your gross wages at the time of injury — up to the
maximum rate of $1,137 a week. Wages may
include lodging, rent, or housing if it constitutes
part of the employee’s remuneration.

If I can work with a temporary work restriction,
am | eligible for benefts?

Possibly. If prior to reaching maximum medical
improvement, you have a physical restriction,
suffer an actual wage loss and are approved to
return to modifed or alternative employment, you
may be eligible for Temporary Partial Disability
benefts (TPD). The benefts are:

= May not exceed your temporary total disability
rate of $1,137 a week

= The difference between your average weekly
wage at the time of injury, subject to the
maximum of 40 hours a week, and the actual
wages you earn in the modifed or alternative
employment

Benefts through Montana’s Workers’
Compensation System are intended to assist

a worker who suffers a work-related injury or
occupational disease. The medical provider’s
diagnosis, treatment plan, and return to work
decisions help defne what benefts may

be available to an injured worker. Following

the medical provider’s directions, prompt
communication with your claims examiner and
your employer can expedite the recovery process.

Injured workers can expect limited benefts for
medical, wage replacement and rehabilitation to
help with recovery from a work-related injury or
occupational disease. The workers’ compensation
system does not make monetary awards for pain
and suffering.
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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.

Last Revised - 09/18/2025
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Contact Information

Claims:
Phone 844-761-8400
Fax 844-761-8402
Online omahanational.com
Email claims@omahanational.com
Mall 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 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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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 - 09/18/2025






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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