NATIONAL

Workers Compensation Resource for Employers

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

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

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

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

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

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

Last Revised - 04/07/2026
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POSTERS

Please post the following notices at all business locations in a common

= areathatis visible to and frequented by employees during the workday.

— If your company has a personnel office, make sure to post them there.
%I % Other examples of appropriate posting locations include a breakroom
== or on a wall next to a time clock, places where each employee is likely
N to see the postings on a regular basis. Posters must also be used in any

areas used for the treatment of injured workers and the administration
of first aid and on employee informational bulletin boards.

Notice 6 - Notice to Employees Concerning Workers’ Compensation in Texas:

This mandatory posting provides notice of workers compensation insurance coverage to your
employees and provides contact numbers for the Texas Division of Workers’ Compensation. English
and Spanish versions are available. Please contact your Account Manager at 844-761-8400 or
accountmanagement@omahanational.com to request a copy of the posting in another language
that is common to your employees. To complete the form, enter your company name and the policy
effective date. The form fields are automatically set to meet the 16-point font size required by law.

Employer’s Notice of Ombudsman Program:

This mandatory posting provides notice of the Office of Injured Employee Counsel's Ombudsman
Program. English and Spanish versions are available. Please contact your Account Manager at 844-
761-8400 or accountmanagement@omahanational.com to request a copy of the posting in another
language that is common to your employees.

Notice 8 - Required Workers’ Compensation Coverage Poster:

This posting notice is only required for contractors that are working on a building or construction project
for a government entity. It must be posted at every project site to inform all workers and service
providers that workers compensation coverage is required, how to confirm coverage, and how to
report a lack of coverage. English and Spanish versions are available. Please contact your Account
Manager at 844-761-8400 or accountmanagement@omahanational.com to request a copy of the
posting in another language that is common to your employees.

Last Revised - 03/20/2026
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Instructions for Posters

Notice 9 - Notice Regarding Certain Work-Related Communicable Diseases and

Eligibility for Workers’” Compensation Benefits:

This posting notice is only required for companies that employ emergency medical service
employees, paramedics, fire fighters, law enforcement officers, or correctional officers. It explains how
exposure to certain communicable diseases at work may affect eligibility for workers compensation
benefits. English and Spanish versions are available. Please contact your Account Manager at 844-
761-8400 or accountmanagement@omahanational.com to request a copy of the posting in another
language that is common to your employees.

Employer’s Notice Regarding First Responder Liaison to Assist in Workers’

Compensation Disputes:

This posting notice is only required for organizations that employ first responders or that supervises
volunteer first responders. It provides notice of the First Responder Liaison within the Office of Injured
Employee Counsel to assist with first responders with workers compensation disputes. First responders
include the following: peace and police officers, deputies, county jailers, detention and correctional
officers, emergency care attendants and medical technicians, licensed paramedics, and firefighters
and volunteer firefighters. English and Spanish versions are available. Please contact your Account
Manager at 844-761-8400 or accountmanagement@omahanational.com to request a copy of the
posting in another language that is common to your employees.

Texas Workers’ Compensation Fraud Poster:
This poster was created by the Fraud Unit at the Texas Division of Workers’ Compensation to inform
the public about insurance fraud and to promote fraud reporting.

Fraud Prevention Poster:
Use this poster to reinforce the message to employees that workers compensation fraud is a serious
crime and to let employees know how they can report fraud to us.
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NOTICE TO EMPLOYEES CONCERNING

WORKERS’ COMPENSATION IN TEXAS
COVERAGE: [Name of employer]

has workers’ compensation insurance coverage from [name of commercial insurance company]

~ Omaha National Insurance Company (ONIC) in the event of
work-related injury or occupational disease. This coverage is effective from [effective date of workers’
compensation insurance policy] -Any injuries or occupational diseases which occur on or after
that date will be handled by [name of commercial insurance company] Omaha National Insurance .
Company (ONIC) . An employee or a person acting on the employee’s behalf,
must notify the employer of an injury or occupational disease not later than the 30th day after the date
on which the injury occurs or the date the employee knew or should have known of an occupational
disease, unless the Texas Department of Insurance, Division of Workers’ Compensation (Division)
determines that good cause existed for failure to provide timely notice. Your employer is required

to provide you with coverage information, in writing, when you are hired or whenever the employer
becomes, or ceases to be, covered by workers’ compensation insurance.

EMPLOYEE ASSISTANCE: The Division provides free information about how to file a workers’
compensation claim. Division staff will answer any questions you may have about workers’
compensation and process any requests for dispute resolution of a claim. You can obtain this assistance
by contacting your local Division field office or by calling 1-800-252-7031. The Office of Injured
Employee Counsel (OIEC) also provides free assistance to injured employees and will explain your
rights and responsibilities under the Workers’ Compensation Act. You can obtain OIEC’s assistance

by contacting an OIEC customer service representative in your local Division field office or by calling
1-866-EZE-OIEC (1-866-393-6432).

SAFETY VIOLATIONS HOTLINE: The Division has a 24 hour toll-free telephone number for
reporting unsafe conditions in the workplace that may violate occupational health and safety laws.
Employers are prohibited by law from suspending, terminating, or discriminating against any employee
because he or she in good faith reports an alleged occupational health or safety violation. Contact the
Division at 1-800-452-9595.

Notice 6 (01/13) TEXAS DEPARTMENT OF INSURANCE, DIVISION OF WORKERS’ COMPENSATION Rule 110.101(e)(1)




COVERED EMPLOYER

Texas Workers’ Compensation Rule 110.101(e)(1) requires employers who are covered by workers’
compensation through a commercial insurance company to advise their employees that they do have
workers’ compensation insurance coverage and to advise their employees of the Texas Department
of Insurance, Division of Workers’ Compensation's toll free number to obtain additional information
about their workers' compensation rights.

Notices in English, Spanish and any other language common to the employer's employee population
must be posted and:
1. Prominently displayed in the employer's personnel office, if any;

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

3. Printed with a title in at least 26 point bold type, subject in at least 18 point bold type, and text in
at least 16 point normal type; and

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

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

Do Not Post This Side



NOTICE TO EMPLOYEES CONCERNING ASSISTANCE AVAILABLE
IN THE WORKERS’ COMPENSATION SYSTEM FROM THE
OFFICE OF INJURED EMPLOYEE COUNSEL

Have you been injured on the job? As an injured employee in Texas, you have the right to free assistance
from the Office of Injured Employee Counsel (OIEC). OIEC is the state agency that assists unrepresented
injured employees with their claim in the workers’ compensation system.

You can contact OIEC by calling its toll-free telephone number: 1-866-393-6432.
More information about OIEC and its Ombudsman Program is available at the agency’s website (www.oiec.texas.gov).

OMBUDSMAN PROGRAM

What Is An Ombudsman? An Ombudsman is an employee of OIEC who can assist you if you have a dispute
with your employer’s insurance carrier. An Ombudsman’s assistance is free of charge. Each Ombudsman
has completed a comprehensive training program designed specifically to assist you with your dispute.

An Ombudsman can help you identify and develop the disputed issues in your case and attempt to resolve them.
If the issues cannot be resolved, the Ombudsman can help you request a dispute resolution proceeding at the
Texas Department of Insurance, Division of Workers’ Compensation.

Once a proceeding is scheduled an Ombudsman can:
® Help you prepare for the proceeding (Benefit Review Conference and/or Contested Case Hearing);
¢ Attend the proceeding with you and communicate on your behalf; and
e Assist you with an appeal or aresponse to an insurance carrier’s appeal, if necessary.

A

m Figure 28 TAC §276.5(c) - September 2022




REQUIRED WORKERS' COMPENSATION
COVERAGE

The law requires that each person working on this site or providing services related to
this construction project must be covered by workers’ compensation insurance. This
Includes persons providing, hauling, or delivering equipment or materials, or providing
labor or transportation or other services related to the project, regardless of the identity
of their employer or status as an employee.

Call the Division of Workers’ Compensation at 1-800-252-7031 or access
the division’s website at www.tdi.texas.gov/wc/index.html to receive information on
the legal requirement for coverage, to verify whether your employer has provided
the required coverage, or to report an employer’s failure to provide coverage.

Notice 8 (Rev. 12/15) TEXAS DEPARTMENT OF INSURANCE, DIVISION OF WORKERS’' COMPENSATION Rule 110.110
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TO THE EMPLOYER/CONTRACTOR:

Pursuant to Workers’ Compensation Rule 110.110 (d)(7), a contractor engaged in a
building or construction project for a government entity is required to post a notice on
each project site informing all persons providing services on the project that they are
required to be covered by workers’ compensation insurance. The notice required by
this does not satisfy other posting requirements imposed by the Texas Workers’
Compensation Act or other Workers’ Compensation Rules. This notice must:

(1) be posted in English, Spanish and any other language common to
the employer’'s employee population;

(2) be displayed on each project site;

(3) state how a person may verify current coverage and report failure
to provide coverage;

(4) be printed with a title in at least 30-point bold type and text in at
least 19-point normal type; and

(5) contain the exact words as prescribed in Rule 110.110 (d)(7).

The notice on the reverse side meets the above requirements. Failure to post the

notice as required by this rule is a violation of the Act and Workers’ Compensation
Rules. The violator may be subject to administrative penalties.

Notice 8 (Rev. 12/15) TEXAS DEPARTMENT OF INSURANCE, DIVISION OF WORKERS’ COMPENSATION Rule 110.110



DIVISION OF WORKERS' COMPENSATION
NOTICE REGARDING CERTAIN WORK-RELATED COMMUNICABLE
DISEASES AND ELIGIBILITY FOR WORKERS'
COMPENSATION BENEFITS

TO: LAW ENFORCEMENT OFFICERS, FIRE FIGHTERS, EMERGENCY MEDICAL
SERVICE EMPLOYEES, PARAMEDICS, AND CORRECTIONAL OFFICERS

In order to qualify for workers' compensation benefits, an employee who
claims a possible work-related exposure to a reportable disease, including
HIV infection, must be tested for the disease not later than the 10th day after
the exposure and must provide their employer with documentation of the test
and a sworn affidavit of the date and circumstances of the exposure. The
test result must indicate the absence of the disease. The employee is not
required to pay for the test.

Reportable diseases are those communicable diseases and health conditions required
to be reported to the Texas Department of State Health Services. Exposure criteria and
testing protocol must conform to Texas Department of State Health Services
requirements.

TO: ALL STATE EMPLOYEES

In order to qualify for workers' compensation benefits, a state employee who
claims a possible work-related exposure to human immunodeficiency virus
(HIV) infection, must be tested for HIV within 10 days after the exposure and
must provide their employer with documentation of the test and a written
statement of the date and circumstances of the exposure. The test result
must indicate the absence of HIV infection. The employee is not required to
pay for the test.

For additional information: Talk to your employer or call the Division of Workers’
Compensation at 1-800-252-7031. Also, contact the Texas Department of State Health
Services (DSHS) to ensure full compliance with the Health and Safety Code and DSHS
rules.

Notice 9 (Rev. 12/15) TEXAS DEPARTMENT OF INSURANCE, DIVISION OF WORKERS' COMPENSATION Rule 110.108



EMPLOYERS OF EMERGENCY MEDICAL SERVICE EMPLOYEES, PARAMEDICS, FIRE
FIGHTERS, LAW ENFORCEMENT OFFICERS OR CORRECTIONAL OFFICERS:

Pursuant to Workers’ Compensation Rule 110.108, employers of emergency medical service
employees, paramedics, fire fighters, law enforcement officers or correctional officers must post a
notice informing employees about requirements contained in the Health and Safety Code which could
affect qualifying for workers’ compensation benefits following a work-related exposure to a reportable
communicable disease. This notice must:

1) be posted in the employer’s personnel office, if any;

2) be posted in the workplace where employees are likely to read the notice on a
regular basis

3) be printed with a title in at least 15 point bold type and the text in at least 14 point
normal type

4) contain the text as set out in rule 110.108(d)

5) be posted in English and Spanish, or in English and any other language common to
the employee’s affected employee population.

The notice on the reverse side meets the above requirements. Failure to post the notice as required by
this rule is a violation of the Texas Workers’ Compensation Act and Division rules and may subject the
violator to administrative penalties.

The cost of testing for exposure to a reportable communicable disease shall be paid by the employer’s
workers’ compensation insurance carrier.

STATE AGENCIES:

Pursuant to Workers’ Compensation Rule 110.108 each state agency must post a notice informing
employees about requirements which may affect qualifying for workers’ compensation benefits
following a work related exposure to human immunodeficiency virus (HIV). The notice must:

1) be posted in the agency’s personnel office;

2) be posted in the workplace where employees are likely to read the notice on a
regular basis

3) be printed with a title in at least 15 point bold type and the text in at least 14 point
normal type

4) contain the text as set out in rule 110.108(d)

5) be posted in English and Spanish, or in English and any other language common to
the employee’s affected employee population.

The notice on the reverse side meets the above requirements. Failure to post the notice as required by
this rule is a violation of the Texas Workers’ Compensation Act and Division rules and may subject the
violator to administrative penalties.

The cost of testing for exposure to a reportable communicable disease shall be paid by the employer’s
workers’ compensation insurance carrier.

DO NOT POST THIS SIDE

Notice 9 (Rev. 12/15) TEXAS DEPARTMENT OF INSURANCE, DIVISION OF WORKERS' COMPENSATION Rule 110.108



OFFICE OF INJURED EMPLOYEE COUNSEL

NOTICE REGARDING
FIRST RESPONDER LIAISON TO ASSIST IN
WORKERS™ COMPENSATION DISPUTES

TO: First Responders

The Office of Injured Employee Counsel (OIEC) is the state agency that assists, educates, and advocates
on behalf of the injured employees of Texas.

OIEC has a designated employee who is the liaison for first responders. The liaison is highly trained as an
ombudsman and in the rights of first responders within the workers’ compensation system.

As a first responder, you can call (512) 804-4173 or email firstresponderhelp@oiec.texas.gov for help
with your workers’ compensation claim.

You can contact OIEC by calling its toll-free telephone number: 1-866-393-6432. More information about
OIEC and its Ombudsman Program is available at the agency’s website (www.oiec.texas.gov).

CONNECT W @0Iec (O) @OIECTexas @OIECtube /

ect
(ix oiec.texas.gov
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Workers’ Compensation
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has many faces...Do you know one of them?

e Health care providers who bill for medical services not performed.

* Employers who falsely report the number of workers they employ or
falsely classity workers to reduce the cost of insurance.

* Workers who report fake injuries.

* Insurance carriers who intentionally falsity documents in order to
deprive benetits.

e Attorneys who submit false attorney fees to insurers for payment.

Workers’ compensation fraud costs Texans millions of
dollars each year in higher prices for goods and services,
insurance premiums, and medical care.

Report workers’ compensation fraud by calling 1-844-FRAUD99
Or e-mail DWCFraud@tdi.texas.gov. You may remain
anonymous.

www.tdi.texas.gov

The DWC Fraud Unit is dedicated to
eliminating workers’ compensation fraud in Texas




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 DWCO001 - Employer’s First Report of Injury or lliness:

If an employee is hurt at work and misses more than one day, or if there is a work-related illness
or death, you must report it to Omaha National. Send the completed Form DWCO001 to Omaha
National at the same time you report the claim to us. At the latest, the report must be provided
within 8 days of the date the injured worker misses more than one day of work or your
knowledge of an occupational disease. After you report the claim, Omaha National will send
the required electronic report to the Texas Division of Workers’” Compensation. You must provide
a copy of the completed Form DWCO001 to the injured worker with a copy of the Notice of
Injured Employee Rights and Responsibilities in the Texas Workers' Compensation System. Make
sure to document when the DWC001 and the Notice of Rights and Responsibilities are provided
and keep copies for your records.

Form DWCO006 - Supplemental Report of Injury:

This form is used to report changes to an injured worker’s work status or post-injury wages or

earnings after the initial report of injury is filed. You must send the completed Form DWCO006 to

Omaha National:

¢ Within 3 days when: the injured employee starts missing work, they return to work, or they
start to miss more work after returning

¢ Within 10 days when the injured worker resigns or is terminated

¢ Within 10 days from the end of the pay period when there is a change in the employee’s
post-injury wages or earnings due to the injury or illness

You must also provide a copy of the completed form to the injured worker. Make sure to
document when the DWCO006 is provided and retain a copy for your records.

Last Revised - 04/07/2026
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Instructions for Injury Reports

Form DWCO007 - Employer’s Report of Noncovered Employee’s Work-related Injury or
lliness:
If an employee has waived or declined workers compensation coverage, use this form to
report any their work injuries or illnesses: involving death, more than 1 day of missed work, or
occupational disease. English and Spanish versions are available. The form must be filed no
later than the 7t day of the month after the month:

e work-related death occurred

¢ employee misses more than 1 day of work

e your knowledge of work-related illness

Send the completed form the Texas Division of Workers’ Compensation and provide a copy
to Omaha National.

Form DWCO003 - Employer’s Wage Statement:

This form is used to provide information about an injured worker’s wages for benefit calculations.
English and Spanish versions are available. Send the completed form to Omaha National when
you report the injury. You must also provide a copy of the completed form to the injured worker.
By law, the completed form must be provided within 30 days of the date you are notified that
the injured worker is entitled to benefits, or the worker’s date of death due to their work injury,
whichever occurs first. Make sure to document when the DWCO003 is provided and retain a copy
for your records.

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.

2
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DWCO001

m Division of Workers' Complete if known:
Compensation SR

Insurance carrier claim #

Employer’s first report of injury or illness

Part 1: Injured employee information

1. Name (first, middle, last) 2. Address (street or PO box, city, state, ZIP code)
3. Phone number | 4. Email address 5. Social Security number | 6. Date of birth
(mm/dd/yyyy)

(XXX-XX-XXXX)

7. Marital status 8. Sex Female Male Unknown

9. Spouse’s name (first, middle, last) 10. Number of dependent children

11. Does the employee speak English? Yes No If no, specify language
12. Doctor’s name (first, last) 13. Doctor’s mailing address (street or PO box, city, state, ZIP code)

Part 2: In'!u ry information

14. Date of injury or illness 15. Time of injury 16. First day absent from work
(mm/dd/yyyy) - a.m. or p.m. gmmioinon)
17. Supervisor’'s name (first, last) 18. Date injury reported (mm/dd/yyyy)

19. Nature of injury or illness (Examples: cut, burn, bruise, fracture, | 20. Body parts affected
sprain, chemical burn. For more than one injury, list the most serious injury.)

21. Describe in detail how and why the injury, illness, or death occurred (include the events leading up to
the injury or illness, state the actual injury, and list the reasons why the accident or injury occurred.)

22. Reported cause of injury (Examples: overexertion due to lifting or pushing, slip, trip, fall.)

23. Was the employee doing their regular job? Yes No

24. Address and name of the location where the injury, exposure, or death occurred (business name,
street or PO box, city, state, ZIP code)

25. List all witnesses (first, last names)

T
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DWCO001
26. Number of days absent from work, not including the day of injury or the day of return to work

|:| One day or less (work-related illness only) Two to seven days Eight days or more
27. Return-to-work date (mm/dd/yyyy) | 28. Did the employee die? Yes No

g Actual date or D Expected date | If yes, provide the date of death. (mm/dd/yyyy)

Part 3: Employment information

29. Date of hire (mm/dd/yyyy) 30. Occupation of injured employee
31. Length of service in current position 32. Length of service in current occupation
Years Months Years Months
33. Emplovee pavroll classification code 34. Was the employee hired or recruited in Texas?
Yes No
35. Rate of pay at this job 36. Full work week is 37. Last paycheck was
$ Hourly § Weekly Hours Days |§ for Hours or Days
38. Is the employee an owner, partner, or corporate officer? Yes No

Part 4: Employer information

39. Name and title of person completing form | 40. Business name
(first, middle, last, title)

41. Business mailing address (street or PO box, city, | 42. Phone number | 43. Email address
state, ZIP code)

44. Business location (if different from mailing address) 45. Federal employer identification number

46. Primary North American Industry 47. Specific NAICS | 48. Texas comptroller taxpayer
Classification System (NAICS) code (six digits) | code (six digits) number

49. Workers’ compensation insurance carrier 50. Policy number

Omaha National Insurance Company (ONIC)

51. Did you request accident prevention services in the past 12 months? Yes No

If yes, did you receive them? Yes No

Part 5: Certification
52. Certify with your signature:

| certify the information in this form is true and correct.

Signature Date

DWC001 Rev. 10/24 Page 2 of 3




DWC001
FAQ

Employer’s first report of injury or illness

Who do | send this form to?

Send this form to your workers’ compensation insurance carrier and to the injured employee or the injured employee’s
representative. Do not send this form to the Texas Department of Insurance, Division of Workers' Compensation
(DWC), unless DWC specifically requests it.

When do | need to send this form?

You must send the DWC Form-001 within eight days after:
1. The employee’s first day of absence from work due to the injury;
2. You receive notice of occupational disease; or
3. An employee dies.

Why do | need to send this form?
Employers must file this form so the insurance carrier has the information they need to begin the claims process. You
may be fined if you fail to send this report without having a good reason (good cause.)

How should | send this form?
You can file the form with the insurance carrier and send it to the injured employee or the injured employee’s
representative by email, fax, U.S. Postal Service, or personal delivery.

Do | need to keep a copy of this form?

Yes, you should keep a copy of this form to serve as the Employer's Record of Injury required by Texas Labor Code
Section 409.006. For more requirements refer to DWC rule 120.2, Employer’s first report of injury and notice of injured
employee rights and responsibilities.

Questions?
Call 800-252-7031, Monday through Friday, 8 a.m. to 5 p.m., Central time.
Go to www.tdi.texas.gov/wc to learn more about workers’ compensation.

Note: With few exceptions, on your request, you are entitled to:
e Be informed about the information DWC collects about you.
e Receive and review the information (Government Code Sections 552.021 and 552.023).
e Have DWC correct information that is incorrect (Government Code Section 559.004).

For more information, contact DWCl egalServices@tdi.texas.qov or go to the Corrections Procedure section at
www.tdi.texas.gov.

DWCO001 Rev. 10/24 Page 3 of 3
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Division of Workers'
Compensation

DWCO006

Complete if known:
DWC claim #

Insurance carrier claim #

Supplemental report of injury

Part 1: Employer information

1. Name

2. Address (street or PO box, city, state, ZIP code)

3. Phone number 4. Email address

injured employee’s current capabilities?

6. Does the employer have return-to-work (RTW) opportunities available based on the

If yes, give a contact name and phone number:

5. Insurance carrier name

Omaha National Insurance Company (ONIC)

Yes 1

.No

months?

If yes, give the date: (mm/dd/yyyy)

7. Has the insurance carrier provided RTW coordination services within the past 12

8. Has the employer requested RTW training from DWC or the insurance carrier?

If yes, give the date: (mm/dd/yyyy)

9. Has the insurance carrier provided accident prevention services in the past 12 months?

10. Has the employer requested accident prevention services from the insurance carrier?

Part 2: Reason for filing this report

three days.

days.

11.[_] a. The injured employee returned to work in either full or limited capacity: file this report within

b. The injured employee returned, then later had more lost time or reduced wages because of the
injury: file this report within three days.

. The injured employee is earning more or less than the pre-injury wage because of the injury: file
this report within 10 days after each pay period that the injured employee’s earnings changed.

d. The injured employee resigned or was terminated from employment: file this report within 10

MR
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DWC006
Part 3: Injured employee information

12. Name (first, middle, last) 13. Address (street or PO bo, city, state, ZIP code) 14. Phone number
15. Email address 16. Date of injury 17. Social Security number [(last four digits)
dd
(mmy/dd/yyyy) WXX-XX-

18. First day absent from work or had reduced 19. First day of additional absence from work or
wages because of the injury (mm/dd/yyyy) reduced wages because of the injury (mm/dd/yyyy)

20. Has the injured employee experienced eight days (cumulative) of lost time or reduced wages

because of the injury? Yes No If yes, what is the date of the eighth day? (mm/dd/yyyy)

21. Date of most recent RTW (mmy/dd/yyyy) :
[ ] Full duty, full pay [ ] Limited duty, full pay or [ ] Limited duty, reduced pay

22. Has the injured employee resigned, been terminated, or died? Yes No[ ]

22a. If yes, was it a resignation, termination, or death? On what date? (mm/dd/yyyy

22b. What was the reason for the resignation or termination?

22c. Was the injured employee on limited duty when terminated? Yes No

23. How many hours did the injured employee work during the most recent pay period of:

(mmy/dd/yyyy) to (mmy/dd/fyyyy) ? hours per week.
23a. Are these hours the same as pre-injury? Yes No
23b. If no, are these hours less than or more than pre-injury hours? Less than More than

24. What were the injured employee’s weekly or hourly earnings for the most recent pay period of:

(mm/dd/yyyy) to (mm/dd/yyyy) 2§ weekly or $ hourly
24a. Are these wages the same as pre-injury? Yes No
24b. If no, are these wages less than or more than pre-injury wages? Less than More than

Part 4: Certification

25. Certify with your signature:
* To the best of my knowledge, the information in this report is accurate and may be used to
evaluate eligibility for benefits.
* Submitted by: Employer or Injured employee (If no longer working for the employer
where the tnjury occurred)

Signature Date

MR MIER
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DWC006
FAQ

Supplemental report of injury

Why do | need to file this form?

The Texas Department of Insurance, Division of Workers” Compensation (DWC) requires either the employer
or the injured employee to report to the insurance carrier all return-to-work activity and post-injury change
of earnings. This allows the insurance carrier to adjust the weekly amount of temporary income benefits (TIBs)
paid to an injured employee to match the changes in weekly earnings after the injury.

Who is responsible for filing this form?
Either the employer or the injured employee.

Employer: The employer that the injured employee was working for at the time of the on-the-job injury must
send this form to the insurance carrier and the injured employee while the injured employee is receiving TIBs
and until the injured employee reaches maximum medical improvement or is no longer employed by the
employer.

Injured employee: If you are no longer working for the employer where the on-the-job injury occurred, and
you are receiving benefits, then you must let the workers’ compensation insurance carrier know if your wages
changed or if you have received any offers of employment.

If you are not receiving benefits, you must tell the insurance carrier if the injury caused you to miss work or
lose income.

How do | send this form?
Send this form to the insurance carrier by email, fax, telephone, or personal delivery. The employer must
provide a copy of the form to the injured employee by email, fax, mail, or personal delivery.

Questions?
Call 800-252-7031, Monday through Friday, 8 am. to 5 p.m., Central time.
Go to www.tdi.texas.gov/wc to learn more about workers’ compensation.

Note: With few exceptions, on your request, you are entitled to:
e« Be informed about the information DWC collects about you.
e Receive and review the information (Government Code Sections 552.021 and 552.023).
e Have DWC correct information that is incorrect (Government Code Section 559.004).

For more information, contact DWCl egalServices@tdi.texas.gov or go to the Corrections Procedure section
at www.tdi.texas.gov.
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DWCo07

FAQ

Employer’s report of noncovered employee’s work-related injury or illness

Who must use this form?

Employers that do not have workers' compensation insurance coverage (non-subscribers) and employ five or more
employees who are not exempt from workers’ compensation insurance coverage must file the DWC Form-007,
Employer’s report of noncovered employee's work-related injury or illness. Examples of exempt employees include certain
domestic workers and certain farm and ranch workers.

Employers that have workers’ compensation insurance coverage must file the DWC Form-007 to report an on-the-job
injury or illness for an employee who has waived workers’ compensation insurance coverage. See Texas Labor Code
Section 406.034 for more information.

What do | do if | need to report more than two injured employees?
Copy page three of the form as many times as you need to report more injured employees.

When do | file the DWC Form-007?

You must file the form no later than the 7th day of the month after the month:
e A work-related death happened;
e An employee was absent from work for more than one day because of an on-the-job injury; or
¢ The employer knew about a work-related illness.

You do not have to report months with no deaths, injuries, or illnesses.

Are any fields on the DWC Form-007 optional?
No, you must answer all fields.

Where can | find more information about NAICS codes?
Find more information at the United States Census Bureau at www.census.qov/naics.

Where do | send this form?

e Create a profile in TXCOMP and upload documents.

e Fax: 512-804-4146

e Mail: Texas Department of Insurance,
Division of Workers' Compensation
Business Process Operations, MC BP-OPS
PO Box 12050
Austin, TX 78711-2050

Questions?
Call 800-252-7031, Monday to Friday, 8 a.m. to 5 p.m., Central time. Go to www.tdi.texas.gov/wc to learn more about
workers' compensation.

Note: With few exceptions, on your request, you are entitled to:
¢ Be informed about the information DWC collects about you;
¢ Receive and review the information (Government Code Sections 552.021 and 552.023); and
¢ Have DWC correct wrong information (Government Code Section 559.004).

For more info, contact DWClLegalServices@tdi.texas.gov or go to the Corrections Procedure section at www.tdi.texas.gov.
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DWCO003

Division of Workers® Complete if known:
Compensation DWC claim #

Insurance carrier claim #

Employer’'s wage statement

Section 1: Injured employee information

1. Name (first, middle, last) 2. Social Security number (last four digits)
HHK-XX-
3. Address (street or PO Box, city, state, ZIP code) 4. Phone number
5. Date of injury (mm/dd/yyyy) 6. Date of hire (mm/dd/yyyy)
7. First day of missed work (mm/dd/yyyy) 8. Returned to work on (mm/dd/yyyy)
[ ] Has not returned to work

Section 2: Employer information

9. Name 10. Address (street or PO box, city, state, ZIP code)
11. Phone number 12. Federal tax ID number
13. Printed name (person submitting form) 14. Job title (person submitting form)

Section 3: Employment status at the time of injury
15. Check all that apply:

|:| Full-time: The employee regularly works 30 hours or more per week.
Part-time regular course of conduct: The employee regularly works less than 30 hours per week.
Part-time not regular course of conduct: The employee’s work history for the 12-month period
before the date of injury shows part-time and full-time work.

DSeasonal: The employee does temporary work to meet the employer's needs during certain times of
the year.
Apprentice: The employee is learning a new skilled trade by on-the-job training and studies.
Minor: The employee is under 18 years of age and not married or emancipated by court action.

DStudent: The employee is enrolled in a course of study (such as high school, college, or technical
training).

|:|Trainee: The employee is being trained for the job they were originally hired to do.

DWCO003 Rev. 10/22
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Section 4. Wages and benefits (complete parts one and two)

Part 1: Wage information

DwCO003

16. The wage information on this form is for|:| the injured employee or Da similar employee.

17. Salary amount
(if applicable)

18. Hourly rate
(if applicable)

19. Daily pay
(if applicable)

$

20. Other
(if applicable)

Week worked

21. Number of hours

22. Pay period dates
(mm/dd/yyyy-mm/dd/yyyy)

23. Gross wage
amount

10

11

12

13

14

24. Total gross wages

$ 0.00

DWCO003 Rev. 10/22
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DWC003
Part 2: Nonpecuniary wage information (paid by employer only for injured employees)

List the amount of nonpecuniary wages in each pay period before the date of injury. Nonpecuniary wages
are noncash benefits such as education fees or uniforms. Don’t include cash allowances or stipends paid to
allow the employee to purchase benefits. Those should be included as wages in box 20.

25. Nonpecuniary wages — complete below:
Yes| [] ] [ ] [ ] (1| O [] []
No| [] [] [ ] [] 0| 0O [] []
Pay a. b. c. d. e. f. g. h.
Period Health Laundry/ | Clothing/ | Lodging/ | Food/ | Vehicle/ | Professional | Other
Week | insurance | cleaning | uniforms housing meals fuel licenses
1
2
3
4
5
6
7
8
9
10
1
12
13
14
26. Check if continued af|t£|T date of i%ury: I:l |:| D
27. Date endE (mm/dd/yyyy) D D
28. Certify with your signature.
| certify the information provided in this form is true and correct.
pr—
Signature Date

owene e 102 LT



DWC003
FAQ

Employer's wage statement

When must an employer file the DWC Form-003, Employer’s Wage Statement?
An employer must file the completed form with the insurance carrier, the injured employee, and the injured
employee’s representative (if any) within 30 days from the earliest of:

» the date the employer is notified that the employee is entitled to income benefits; or

¢ the date the employee’s death is a result of the injury (compensable); and

« within seven days from getting a request from the Texas Department of Insurance, Division of Workers'
Compensation (DWC).

Note: An employer who fails to timely file a complete wage statement without good cause, as required by
Texas Labor Code Section 408.063(c) and 28 Texas Administrative Code (TAC) Section 120.4(a), may be fined.

How do | report wages?

Report all wages paid in the 13 weeks before the date of injury according to the employee’s pay period. Employers
may report 14 weeks if paid biweekly or three months if paid monthly. In all cases, list the dates that each period
covers.

* [f the employee was not employed for 13 weeks before their injury, report wages of an employee who has the
training, experience, skills, same pay, and same number of hours.

¢ [f no similar employee exists, report all wages the injured employee earned before the injury (28 TAC Section
120.4).

Do | have to report non-pecuniary benefits?
Report all benefits paid to the employee in a form other than money. This includes, but is not limited to, the benefit
categories listed in Section 4, Part 2.

What if my employee has multiple jobs?
The injured employee will submit the DWC Form-003ME, Employee’s Multiple Employment Wage Statement to their
other employer. The injured employee will submit the completed form to the insurance carrier (28 TAC Section 122.5).

What is average weekly wage?
The gross average amount of money the employer paid the injured employee each week in the 13 weeks
before the injury or iliness.

Questions?
Call 1-800-252-7031, Monday to Friday, 8 a.m. to 5 p.m., Central time. Go to www.tdi.texas.gov/wc to leamn
more about workers’ compensation.

Note: With few exceptions, on your request, you are entitled to:

¢ be informed about the information DWC collects about you;
+ receive and review the information (Government Code Sections 552.021 and 552.023); and
* have DWC correct information that is incorrect (Government Code Section 559.004).

For more information, contact DWCLegalServices@tdi.texas.gov or go to the Corrections Procedure section at
www.tdi.texas.qov.

DWC003 Rev. 10/22 Page 4 of 4



L.-‘ Omaha

NATIONAL

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



L.-‘ Omaha

NATIONAL
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.
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L.-‘ Omaha

NATIONAL

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.
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Notice of Injured Employee Rights and Responsibilities in the Texas Workers’ Compensation System

As an injured employee in Texas, you have the right to free assistance from the Office of Injured Employee Counsel
(OIEC). This assistance is offered at local offices across the State. These local offices also provide other workers’
compensation system services from the Texas Department of Insurance (TDI). TDI is the State agency that administers
and regulates the workers’ compensation system through the Division of Workers’ Compensation (DWC).

Many services provided by OIEC and DWC can be completed over the telephone. You can contact OIEC by calling the
toll-free telephone number 1-866-EZE-OIEC (1-866-393-6432). Additional information, including office locations, is
available on the Internet at: www.oiec.texas.gov. You can contact DWC by calling the toll-free telephone number 1-800-
252-7031. Information about DWC is available on the Internet at: www.tdi.texas.gov.

Your Rights in the Texas Workers’ Compensation System:

1. You have the right to hire an attorney to help you with your workers’ compensation claim.
For assistance locating an attorney, contact the State Bar of Texas’ lawyer referral service at 1-877-983-9227 or
http://www.texasbar.com/. Attorney referral information can also be found on OIEC’s website at Www.0iec.texas.gov.

2. You have the right to receive assistance from OIEC if you do not have an attorney.

OIEC Customer Service Representatives and Ombudsmen are available to answer your questions and provide
assistance with your workers’ compensation claim by calling OIEC or visiting an OIEC office. You must sign a
written authorization before an OIEC employee can access information on your claim. Call or visit an OIEC
office to fill out the written authorization. Customer Service Representatives and Ombudsmen are trained in the field
of workers’ compensation and can help you with scheduling a dispute resolution proceeding about your workers’
compensation claim. An Ombudsman can also assist you at a benefit review conference (BRC), contested case
hearing (CCH), and an appeal. However, Ombudsmen cannot make decisions for you or give legal advice.

3. You may have the right to receive medical and income benefits regardless of who was at fault for your injury,
with certain exceptions. Your beneficiaries may be entitled to death and burial benefits.
Information about the exceptions can be found at www.tdi.texas.gov or by visiting with OIEC staff.

4. You may have the right to receive medical care to treat your workplace injury or illness for as long as it is
medically necessary and related to the workplace injury.
You may have the right to reimbursement of your incurred expenses after traveling to attend a medical appointment or
required medical examination if the trip meets qualifying conditions.

5. You may have the right to receive income benefits for your work-related injury.
There are several types of income benefits and eligibility requirements. Information on the types of income benefits
that may be available and the eligibility requirements can be found at www.tdi.texas.gov or by visiting with OIEC
staff.

6. You may have the right to dispute resolution regarding income and medical benefits.
You may request Medical Dispute Resolution if you disagree with the insurance carrier regarding medical benefits.
You may request Indemnity (Income) Dispute Resolution if you disagree with the insurance carrier regarding income
benefits. The law provides that your dispute proceedings will be held within 75 miles from your residence.

7. You have the right to choose a treating doctor.
If you are in a Workers’ Compensation Health Care Network (network), you must choose your doctor from the
network’s treating doctor list. You may change your treating doctor once without network approval. If you are not in
a network, you may initially choose any doctor who is willing to treat your workers’ compensation injury; however,

1
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changing your treating doctor must be pre-approved by the DWC if you are not in a network. If you are employed by
a political subdivision (e.g. city, county, school district,) you must follow its rules for choosing a treating doctor. It is
important to follow all the rules in the workers’ compensation system. If you do not follow these rules, you may be
held responsible for payment of medical bills. OIEC staff can help you to understand these rules.

8. You have the right for your workers’ compensation claim information to be kept confidential.
In most cases, the contents of your claim file cannot be obtained by others. Some parties have a right to know what is
in your claim file, such as your employer or your employer’s insurance carrier. Also, an employer that is considering
hiring you may get limited information about your claim from DWC.

Your Responsibilities in the Texas Workers’ Compensation System

1. You have the responsibility to tell your employer if you have been injured at work while performing the duties
of your job. You must tell your employer within 30 days of the date you were injured or first knew your injury
or illness might be work-related.

2. You have the responsibility to know if you are in a Workers’ Compensation Health Care Network (network).
If you do not know whether you are in a network, ask the employer you worked for at the time of your injury. If you
are in a network, you have the responsibility to follow the network rules. If there is something you do not understand,
ask your employer or call OIEC. If you would like to file a complaint about a network, call TDI’s Customer Help
Line at 1-800-252-3439 or file a complaint online at http://www.tdi.texas.gov/consumer/complfrm.html#wc.

3. If you worked for a political subdivision (e.g., city, county, school district) at the time of your injury, you have
the responsibility to find out how to receive medical treatment.
Your employer should be able to provide you with the information you will need in order to determine which health
care providers can treat you for your workplace injury.

4. You have the responsibility to tell your doctor how you were injured and whether the injury is work-related.

5. You have the responsibility to send a completed Employee’s Claim for Compensation for a Work-Related
Injury or Occupational Claim Form (DWC041) to DWC.
You have one year to send the form after you were injured or first knew that your illness might be work-related. Send
the completed DWCO041 form even if you already are receiving benefits. You may lose your right to benefits if you do
not timely send the completed claim form to DWC. For a copy of the DWC041 form you may contact DWC or OIEC.

6. You have the responsibility to provide your current address, telephone number, and employer information to
DWC and the insurance carrier. DWC can be contacted at 1-800-252-7031.

7. You have the responsibility to tell DWC and the insurance carrier anytime there is a change in your
employment status or wages. (Examples of changes include: you stop working because of your injury; you start
working; or you are offered a job).

8. Eligible beneficiaries or persons seeking death and burial benefits have the responsibility to send a
completed Beneficiary Claim for Death Benefits (DWC-042) to DWC within one year following the
employee’s date of death.

9. You are prohibited from making frivolous or fraudulent claims or demands.

REv. 06/2012 2
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NATIONAL

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



L.-‘ Omaha

NATIONAL

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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NATIONAL

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



d“ Omaha

NATIONAL
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
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