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Date of incident: Tl'me of mcrctent Dafe reported: Time reported: upervisor;

AREA INFORMATION

Job Site; Region District Clierd ?

PERSON INJURED

First Name: _Last Name: __l Phone: o, _} { Years in Industry: |

Address. Gity: Stale; Zip: Job Title; 5 ___]
Hire Dale: Birth date: Sex: Maritai Stalus:

Sociat Security Number;

MEDCAL INFORMATION
Senf to Doclor? Name of Physician:

Physician's Phone:

Hospital Address:

WITNESS 1

Witness First Name: Last Name:

Phone;

Address:

State: Zip;

WITNESS 2

Wilhess First Name: Lasi Name;

Phione:

Address:

City:

Stale: Zip:

REPORT SUMMARY

Description of Incident

Rool Cauge

Corrective Action

iNJURY STATISTICS

Type of Work Type of injury

Body Pan

Fatalty  OSHA

WD

[

RwWD

Person Responsible for Corrective Action

Report Prepared By:
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Date of incident: Time of incident:

Date reporied;

Time reported:

Supervisor:

AREA INFORMATION

Job Site: Region

District

!

PERSON(S) INVOLVED
()First Name;

Last Name:

Years in Industry:

|

Address:

Job Title:

I | | I

(2)First Name:

Last Name:

Address:

Job Title:

REFPORT SUMMARY
Description of Incident

Root Cause

Corrective Action

INJURY STATISTICS

Type of Work Type of Injury

Body Part

Fatality OSHA

Person Responsible for Corrective Action

Report Prepared By:
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Date of incident: Trme oi mmdent Dale reporied: Time reporied: Supewlsor ]
AREA INFORMATION
Job Sile: Region District Client ?

PERSON INJURED

Years in Industry:

First Name: Last Name: Phone: ]
Address: City: ; State: ] 1 Zip: ' 1 Jab Tile: _]
Marilal Stalus:

Sadcial Secunfy Number:

Hire Date:

Birth date: Sex: | | }

) [ S

INJURED PERSOQN'S EMPLOYER INFORMATION

Employer:

Phone: }

Employer Cortact;

Address:

Cily: . State: Zip:

MEDICAL INFORMATION

Physician's Phone: Iospifal Address: J

Sent to Doclor? Name of Physician:

WATNESS §
Withess First Name:

Las! Namae;

hone:

City: State: Zip:

Address:

WITHNESS 2
Withess Firsl Name:

Last Name;

Phonea:

City: State: Zip:

Address

l

REPORT SUMMARY

Description of Incident

Root Cause

Correclive Action

INJURY STATISTICS
Type of Injury

Bogy Part Fatality QSHA LWD RWD

Type of Work

PLo_ 1 l

Repont Prepared By: ]

Person Responsible for Corrective Action
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Time of inciden! Date reported; Time reporied: Supervisor; |
AREAANEQRMATION
Job Site: Region District _Client
AUTHORITY CONTACTED
Police Cafled?  Which One? Contacl Person: | Phone: f
[LOSE INFORMATION
Kind of Loss (fire, {heft, ect..) Probable amount of loss !
REPORT SURMARY
Bascriplion of Incident -
Roof Cause
Corrective Action
Person Responsible for Correclive Action Report Prepared By: [
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E | WITNESS STATEMENT

. Z U R l C H (To be completed by any person that withessed the Injury/incident)

Department: .

Name of Withess;

Client Company:
[ate of in_cident:

Employee Name:

1 Yes ] No

Were you in the area where the incident happened?
[ Yes [ No

- Did you see the Incldent happen?

'Where did the incident occur?

How did incident/injury occur? (Please give detalled description of incident, what you saw or what you were fofd),
including equipment/natelals employee was using, specific activity employee was performing, and the sequence of evenls,)

What part of the body was Injured?

Was the employee using a too! or plece of machéﬂery when the incldent happened? [0 Yes [ No

I s0, explain:

Have you heard the employee talk about similar incidents? If so, please explain:

Wﬁéf-’can be done to prevent a similar incident in the future?

Additional C‘omments:

Date:

Witness Signature:;
WITHESS STATEMENT - 08032007 WC FORM #6



ZURICH® EMPLOYEE REPORT OF INJURY OR ILLNESS
(This report must be filled out by the Injured smployes)

Social Security

Name:

Date of Birth: (] Male I Female Home Phone: { }

Address:

Job Position: Department:

Company Name: Supervisor's Name: -
Normal Work Hours: _____ am/pan, to____.. am/pm.  Circle NON-WORKING Days; M T W Th F Sa Su
Date and time of infury: ... . &amJpa, Tima you began working on date of injury: a.m/pan,

Worksite locatlon where Injury occurred:
Date and time injury first reported: _______ ...

amdpm Ihjury reported to: ~

Date and time injury or lliness reported to BBS s e — amdp.m,

Injury reported fo:

Name of withess{s):

What were you doing just before the incident occurred?
Describa the activily, as well as ihe fools, equipment ar malerial you were using. Be specific. Examples: “climbing a ladder whlle carty-

ing roofing malerials'; “spraying chiorine Irom hand sprayer®; "dally computer key-eniry.”

Whal haﬁpened? Tell us how the injury ocourred, Examples: “When ladder slipped on wel floor, | foll 20 foet™ I was sprayed with
chiorine wiren gashet broke during replacement™ *l developed sorenass in wrist over lime.” _

What was the injury or iliness? Tell us the part of the body that was alfecied and how i was affected; be more specific than “hurt”,
‘pain’, or "sore.”" Examples: “stralned back®; "chemical bura, hand"; “carpal tunnel syndrome.”

What object or substance directly harmed you? .
Examples: ‘concrede floor; "ehiorine”; “radial arm saw.” If this question does not apply 1o the incident, leave it biank.

Time a.n./pan.

When did you"ﬂ_rst get medicai attention?  Date
Have you been treated for this type of injury before? If yes, when and where?

Namg of doctor:
Clinic or hospital name, locatlon:
Treated in emoergency room? [} Yes [J No

Were you hospitalized? [ Yes [J No

Gould this injuryfillness have been prevented? £J Yes 3 No Explain: (Use a second page if neccessary)

Was anyone else injured? (] Yes [ No if yes, provide name(s).

Employee's Sighature: Date:
‘o Be Completed By BBSI
Date staried current assignmend . Current wage § . perhour Social Security # verified by Dafe
£mployee's last day worked for client Return to work date
Branch Customer # Temp or PEO Placing recrifler
LG REPORY OF INJURY - 00032007 WC FQRM i1




State of California
Department of Industrial Relations
DIVISION OF WORKERS' COMPENSATION

WORKERS' COMPENSATION CLAIM FORM (DWC 1}

Employee: Complete the *“Employec™ section and give the form to your
employer. Keep a copy and mark it “Employee’s Temporary Receipt” until
you reeeive the signed and dated copy from your emplayer. You may catl the
Division of Workers™ Compensation and hear recorded information at (800)
736-7401. An explanation of workers' compensation benefits is included in
the Notice of Petential Eligibility, which is the cover sheet of this form.
Detach and save this notice for fidure reference.

You should also have received a pamphiet from your employer describing
workers” compensation benefits and the procedures to obtain them. You may
receive writlen notices from your employer or its claims administrator about
your claim. I your claims adminisirator offers to send you nolices
electronically, and you agree to receive these notices only by email, please
provide your email address below and check the appropriate box. H you later
“decide you want 1o receive the notices by mal, you must inform your
employer in writing.

Any person who makes or causes to be made any knowingly false or

fraudulent materkn! statement or material representation for the
purpose of obtaining or denying worliers’ compensation benefits or
pavments is gullty of a felony,

Estado de California
Depariamento de Relaciones Industriales
DIVISION DE COMPENSACION AL TRABAJADOR

PETITION DEL EMPLEADQ PARA DE COMPENSACION DEL
TRABAJADOR (DWC 1)

Empleado: Complete la seecion "Empleade” y enivegue la forma a su
empleador.  Quédese con la copia designada  “Recibo  Temporal del
Empleade” hasta que Ud, reciba la copia firmada p fechada de-su empleador,
Ud. puede llamar a la Division de Compensacion al Trabajador al (800} 736-

7401 pava olr informacién gravada. Una explicacién de los beneficios de

compensacidn de frabgjadores estd incluido en la Notificacién de Posible
Elegibilidad, que es la hoja de portada de esta forina, Separe y guarde esta
notificacién como referencia para el futuro.

U, también deberia haber recibide de sy empleador wn jolleto describiende
fos benficios de compensacion al trabajador lesionado y los procedimicntos
para obtenerlos. Es posible que reciba nofificaciones escritas de su
empleador o' de su adminisirador de reclamos sobre su reclamo. Si su
administrador de reclamos ofrece enviarle notificaciones electrdnicamente, y
usted acepla recibir estas notificaciones solo por correo electrénico, por
Javor proporcione su direccién de correo electronico abajo y marque la caja
apropiada. St usted decide después que quiere recibir las notificaciones por
correo, usted debe de informar a su empleador por escrite.

Toda agucha persona que a proposito haga o canse gue se produzea
cualquier declaracion o representacién materdal falsa o fravdulenta con

el fin de obtencr o negar beneficios o pagos de compensacidn a
trabajadores Eesionados es culpable de un cvinen mayor “felonin®

Employee—complete this section and sce note above
1. Name. Nombre.

Empleado—complete esta seccidn y note la notacién arriba,
Today's Date. Fecha de Hoy.

2. Home Address. Direccidn Residencial.
3. City. Ciudad.
4. Date of Injury. Fecha de ta lesicn (accidente}.

State. Estado.

Zip, Cddigo Postai.

Time of Injury. Hora en gue ocwrrid. JAm. pom.

5. Address and description of where injury happened. Direcciénfiugar dénde occurid el accidente.

6. Describe injury and part of body affected. Describa la lesidun y parie del cuerpo afectada.

7. Social Security Number. Nimero de Seguro Social del Empleado.

g. [ Check if you agree to receive notices about your claim by email only. 4 Marque 5i usted acepta recibiv notificaciones sobre su reclamo solo por correo

elecfronico. Employee’s e-mail,

Correo electrénico del empleado.

You will receive benefit notices by regular mail iff you do not choose, or your claims administrator does nol offer, an electronic service option.

Usted recibird

nolificaciones de beneficios por correo ordinario si usted no escoge, o su administrador de reclamos no le afrece, una opein de servicio electrénico.

9. Signature of emptoyee, Firma del empleado.

Employer-—complete this section and sce note below. Empleador—complete esta seccidn y note la notacién abajo.

10. Name of employer. Nombre del empleador. Arbee, Inc.

2 a\ W\mm\‘vw-(aﬁul' g, O‘iﬂnmwf\-,&a

11. Address. Direccion. 2448-Paima-Brive--Ventura;-GA-03003-

12. Date employer Titst knew of injury. Fecha en que el empleador supo por primera vez de la lesion o accidente.
13. Date claim form was provided to employee. Fecha en que se le entregd al empleado la peticion.

14. Date employer received claim form. Fecha en que el empleado devolvid la peticidn al empleador.

G20 20

15. Name and address of insurance carrier or adjusting agency. Nombre y direccidn de la compaiila de seguros o agencia adminstradora de seguros.
Zurich American Insurance Company - P.Q. Box 968017 - Schaumburg, IL 60196

16. Insurance Policy Number. Ef nidmero de la poliza de Seguro. WC551423500

17. Signature of employer representative. Firma del representante del empleador.
19. Telephone. Feléfono.

18. Title, Tinulo.

Employer: You are required to date this form and provide copics to your insurer Empleador: Se requiere que Ud. feche esta Jorma y que provéa copias a su
_compadita de seguros, administrador de reclamos, o dependiente/representante de

or claims administrator and to the employee, dependent or representative who
filed the claim withits ene werking day of receipt of the form from the employee. | reclamos y al empleado que hayan presentado esta peticion dentro del plazo de
) wn dia hibil desde el momento de haber sido recibida la forma del empleado.

SIGNING THIS FORM IS NOT AN ADMISSION OF LIABILITY
EL FIRMAR ESTA FORMA NO SIGNIFICA ADMISION DE RESPONSABILIDAD

[:]Employcr copy/Copia del Empleador C:Employce copy/Copia del Empleado D Claims Administrator/Adminisirador de Reclamos DTemporan! Receipt/Recibo del Empleado

Rev. 1/i/2016




Worlers’ Compensation Claim Form (DWC 1) & Notice of Potential Eligibitity _
Formulario de Reclamo de Compensacidn de Trabajadores (DWC 1) y Notificacién de Posible Elegibilidad

If you are injused or become 1l cither physically or mentatly, because of your job,
including injuries resulting from a workplace crime, you may be entitied to
workers” compensation benefits. Use the attached form to file a workers’
compensation ¢laim with your employer. You should read all of the information
below. Keep this sheet and all-other papers for your secords. You may be eligible
for some or all of the benefits listed depending on the nature of your claim. If you
file a claim, the claims administrater, who is responsible for handling your claim,
must potify you within 14 days whether your claim is accepted or whether
additional investigation is needed.

Te file a claim, complete the “Employee™ section of the form, keep one copy and
give the rest te your employer. Do this right away to avoid problems with your
claim, In some cases, benefits will not start until you inform your employer about
your injiry by filing a claim form. Describe your injury completely, Inciude every
part of your body affected by the injury, I you mail the form to your employes,
use first-class or cerlificd mail. If you buy a retwrn receipt, you will be able to
prove that the claim form was mailed and when it was delivered. Within one
working day after you file the claim form, your employer must complete the
“Employer” section, give you a dated copy, keep one copy, and send one o the
claims administrator.

Medical Care: Your claims administrator will pay for all reasonabie and
necessary medicat care for your work injury or illness. Medical benefits are
subject 1o approval and may include treatment by & doclor, hospital serviees,
physical therapy, lab tests, x-rays, medicines, equipment and travel costs. Your
claims administrator will pay the costs of approved medical services directly so
you should never see a bill. Theze are limils on ehiropractic, physical therapy, and

other occupational therapy visits.

The Primary TFreating Physician (PTP) is the doctor with the overall

responsibility for treatment of your injury or illaess.

. If you previously designated your persosal physician or a medical group,
you may see your personal physician or the medical group after you are
injured.

e If your employer is using a medical provider network (MPN) or Health Care
Organization (IHCO), in most cases, you wil) be treated in the MPN or HCO
unless you predesignated your personal physician or a medical group. An
MPN is a group of health care providers who provide treatment to workers
injured on the job. You should receive information from your employer if
you are covered by an HCO or 2 MPN. Contact your employer for more
information.

e If your employer is not using an MPN or HCO, in most cases, the claims
administrator can choose the doctor who first treats you uniess you
predesignated your personal physician or a medical group.

*  If your employer has not put up a poster describing your rights to workers’
compensation, you may be abie 10 be treated by your personal physician
right afler you are injured.

Within one working day after you file a claim form, your employer or the claims
administrator must authorize up to $10,000 in treatmrent for your injury, consistent
with the applicable treating guidelines until the claim is accepled or rejected. If
the employer or claims administrator does not authorize treatment right away, tatk
10 your supervisor, someone else in management, or the claims administrator. Ask
for treatment {o be authorized right now, while waiting for a decision on your
claim. If the empioyer or claims administrator will not authorize treatment, use
your own health insurance to get medical care, Your heafth insurer will seck
reimbursement from the claims administrator, I you do not have health insurance,
there are doctors, clinics or hospitals that will treat you without immediale
payment. They will seek reitnbursement from the claims administrator.

Swilching to a Different Doctor ag Your PTP:

. If you ‘are being treated in a Medical Provider Network (MPN), you may
switch to ofher doctors within the MPN after the first visit.

. If you are being treated in a Health Care Organization (HCO), you may
switch af least one time (o another doctor within the HCO. You may switch
to a doctor outside the HCO 90 or 180 days afier your injury is reporled to
your employer {(depending on whether you are covered by employer-
provided health insurance). k

o - If you are not being treated in an MPN or HCO and did not predesignate,
you may switch to a new doctor one time during the {irst 30 days after your
injury is reported to your employer. Contact the claims administrator to
switch doctors. After 30 days, you may switch to a doctor of your choice if

Rev, 1/1/2016

5iUd. se lesiona o se enferma, ya sea fisicamente o mentalmente, debide a sy
trabajo, incluyende fesiones que resulten de un erimen en el Jugar de trabajo, es
posible que Ud. tenga derecho a beneficios de compensacidn de trabajadores,
Utilice ¢ formulario adjunto para presentar wn reclamo de compensacidn de
trabajadores con su empleador. Ud. debe leer doda la infermacién a
continuacién. Guarde esta hoja y todos los demas documentos para sus archivos.
s posible que usied retna los requisitos para todos los beneficios, o parte de
dstos, que se esumeran dependiendo de ta indole de su reciamo. S usted presenta
un reclame, | administrador de reclamos, quien cs responsable por el manejo de su
reclamo, debe notificarle dentro de 14 dias si se acepta su reclamo o si se necesita
investigacion adicional.

Para presendar un reciamo, llene la seceién del formulario designada para e}
“Empleado,” guarde una copiz, y déle el resto & su empleador. Haga esto de
immediaio para evitar problemas con su reclame.  En algunos casos, los beneficios
no se iniciardn hasta que usted le informe a su empleador acerca de su Jesion
mediante la presentacion de un formulario de reclamo.  Describa su lesién por
complelo. Incluya cada parte de su cuerpo afectada por la lesion. Si usted le envia
por correo el formulario a su empleador, utilice primera clase o correo certificado,
Si usted compra un acuse de recibo, usted podra demostrar que el formulario de
reclamo fue enviado por correo y cuande fue entregado. Dentro de un dia laboral
despuds de presentar el formulario de reclamo, su empleador debe completar la
seceion designada para el “Empleador,” le dara a Ud. una copia fechada, guardard
una copia, y enviard una al administrador de reclamos.

Atencitn Médica: Su administrador .de reclamos pagara por toda la atencidn
médica razonable y necesaria para su lesién o enfermedad relacionada con el
trabajo. Los beneficios médicos estdn sujctos a la aprobacion y pueden incluir
tratamicnto por parte de un médico, los servicios de hospital, 1a terapia fisica, los
analisis de Jaboratorio, las medicinas, equipos y gastos de viaje. Su adminisirador
de reclamos pagaré directamente los costos de los servicios médicos aprobades de
manera que usted nunca verd una factura. Hay limites en terapia quiropractica,
fisica y otras visitas de terapia ocupacional.

1) Médico Primarie gue le Atiende (Primary, Treating Physician- PTP) cs cl
médice con la responsabilidad total para tratar su lesién o enfermedad.

«  Si usted designd previamente a su médieo personai o 4 un grupo médico,
usted podré ver a su médico personal o grupe médico después de lesionarse.

+ Si su empleador esta utilizando wia red de proveedores médicos (Medical
Provider Nevwork- MPN) o una Organizacién de Cuidado Médico (Health
Care Organization- HCQ), en la mayorfa de los casos, usted serd tralado en
la MPN o HCO a menos que usted hizo una designacion previa de su médico
personal o grupo médico. Una MPN es un grupo de proveedores de
asistencia médica quien da tratamiento a los trabajadores lesionadas en el
trabajo. Usted debe recibir informacién de su empieador si su tratamiento cs
cubierfo por una HCO o una MPN. Hable con su empleador para mis
informacion,

o Si su empleador no estd whilizando una MPN o HCO, en la mayoria de los
casos, ¢l administrador de reclamos pucde elegir el médico que lo atiende
primer¢ a menos de quc usted hizo una designacién previa de su médico
personal o grupo médico.

+  Sisnempieador no ha colocado un carte) deseribiendo sus dercehos para la
compensacion de trabajadores, Ud. puede ser tratade por su inédico personal
inmediatamente después de lesionarse. )

Dentro de un dia laboral después de que Ud. Presente un formulario de reclamo,
su empleador o ¢f administrador de rectamos debe autorizar hasta $10000 en
tratamiento para su lesion, de acuerdo con las pautas de tratamiento aplicables,
hasta que el reclamo sea aceptado o rechazado, Si el empleador o administrador
de reclamos no awtoriza el tratamiento de inmediato, hable con su supervisor,
alguien més en la gerencia, o con el administrador de reclamos, Pida que el
tratamiento sea autorizade ya mismo, mientras espera una decisidén sobre su
reclamo. Si el empleader o administrador de reciamos no autoriza ¢l tralamiento,
ulitice su propio seguro médico para reeibir atencion médica, Su compafila de
segure médico buscard reembolso del administrador de reclamos, Si usted no
tiene seguro médico, hay médicos, clinicas u hospitales que io trataran sin pago
inmediato. Efos buscardn reembolso del administrador de reclamos.

Cnmbiando a otro Médico Primarie o PTP:
Si usled estd recibiendo tratamiento en una Red de Proveedores Médicos
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your employer or the claims administrator has not created or selecled an

MPN.
Disclosure _of Medical Records: Afier you make a claim for workers'
compensation benefits, your medical records will not have the same level of
privacy that you usually expect. If you don't agree to voluntarily release medicat
records, a workers' compensation judge may decide what records will be released.
If you request privacy, the judge may "scal® (keep private) certain medical
records.
Problems with Medical Care and Medical Reports: At some point during your
claim, you might disagree with your PTP about whal treatment is necessary. If
this happens, you can switch to other doctors as described above. If you cannot
reach agreement with another doctor, the steps to take depend on whether you are
receiving care in an MPN, HCO, or neither. For more mformation, see “Learn
Maore About Workers' Compensation,” below.

1f the claims administrator denies treatment recomimended by your PTP, you may
request independent medical review (IMR) using the request form included with
the claims administrator’s written decision to deny treatment, The IMR process is
sitnilar 1o the group health IMR process, and takes approximately 40 (or fewer)
days to arrive at a determination so that appropsiate {reatment can be given, Your
atlorney or your physician may assist you in the IMR process. IMR is not
gvailable to resolve disputes over matters other than the medical necessity of 2
partictlar treatment requested by your physiciar,

If you disagree with your PTP on rnatters other than treatment, such as the cause
of your injury or how severe the injury is, you <an switch to other dociors as
deseribed above. If you cannot reach agreement with another doctor, netify the
claims administrator in writing as soon as possible. In some cases, you risk losing
the right to challenge your PTP’s opinion unless you do this promptly. If you do
not have an altorney, the claims administrator must serd you instructions on how
to be scen by a doctor called a qualified medical evaluator {QMFE) 1o help resolve
the dispute, If you have an nttorney, the claims administrator may try to reach
agreement with your attorney on a doctor called an agreed medical evaluator
(AME). If the claims administrator disagrees with your PTP on metiers other than
treatment, the claims adminkstrator can require you 10 be seen by a QME or AME.

Payment for Temporary Disability {Lost Wages): If you can't work whife you

are recovering from a job injury or illness, you may receive temporary disability
payments for a limited period. These payments may change or stop when your
doctor says you are able to return to work. These benefits are tax-free. Temporary
disability payments are two-thirds of your average weekly pay, within minimums
and maximums set by state Jaw. Payments are not made for the first three days
you are off the job unfess you are hospitalized overnight or cannot work for more

than [4 days.

Stay.at Work or Return to Work: Being injured does nol mean you must stop
working. If you can continue working, you should. If not, it is important to go
back lo work with your current employer as soon as you are medically able.
Studies show that the longer you are off work, the harder it is 1o get back to your
original job and wages. While you are recovering, your PTP, your employer
(supervisors or others in management), the claims administrator, and your
altorney {if you have one) will work with you to decide how you will stay at work
or relurn to work and what work you will do. Actively comimunicate with your
PTP, your employer, and the claims administrator about the wozk you did before
you were injured, your medical condilion and the kinds of work you can do now,
and the kinds of work that your employer could make available to you.

Payment for Permanent Disabilify: If a doctor says you have not recovered
completely from your injury and you will always be limited in the work you can
do, you may teceive additional payments. The amount will depend on the type of
injury, extent of impairment, your age occupation, date of injury, and your wages
before you were injured.

Supplemental Job Displacement Benefit: (SJDB): If you were injured on or
after 1/1/04, and your injury results in a permanent disability and your employer
does not offer regular, medified, or afternative work, you may qualify for a
nontransferable voucher payable for retraining and/or skill enhancement. If you
qualify, the claims administrator will pay the costs up to the maximum set by state

law.
Death Benefits: If the injury or iliness causes death, payments may be made Lo a

Rev. 1/1£2016

{Medical Provider Network- MPN), usted puede cambiar a otros médicos
dentro de fa MPN después de fa primera visita,

» i usled esta recibiende tratamiento en un Organizacion de Cuidado Mdédico
(Healtheare Orpanization- HCQY), es posible cambiar al menos una vee a otro
medico dentro de la HCO. Usted puede cambiar a un médico fuera de la
HCO 90 ¢ 180 dias despuds de que su lesion es reporlada a su empleador
(dependiendo de si usted estd cubierto por un segure médico proporcionado
por su enzpleador). -

+  Si usted no csta recibiendo tratamiento en una MI’N 0 HCO y o hizo una
designacidn previa, usted pucde cambiar a un nuevo médico una vez durante
los primeros 30 dins después de que su lesidn es reportada a su empleador.
Péngase en canlacio con el administrador de reclamos para cambiar de
médico. Después de 30 dias, puede cambiar a un médico de su eleccion si su
empleador o el administrador de reclamos no ha creado o seleccionade una

MPN.
Divulpacién de Expedicnies Médicos: Después de que Ud. presente un reclamo
para beneficios de compensacion de trabajadores, sus expedientes médicos no
tendran el mismo nivel de privacidad que usted normalmente espera. §i Ud. no
esta de acuerdo en divulgar voluntariamente los expedientes médicos, un juez de
compensacién de trabajadores posiblemente decida qué expedientes seran
revelados. Si usted solicita privacidad, es posible que el jucz “selle” (mantenga
privados) ciertos expedientes médicos.
roblemas con Ia_Adlencién Médica fos Informes Médicos: En algin
momenio durante su reclamao, podria estar en desacuerdo con su PTP sobre qué
tratamiento ¢s necesario.  Si esto sucede, usted puede cambiar a otros médicos |
como se describe antesiormente, Sino puede Hegar a un acuerdo con otro médico,
los pases a scguir dependen de si usted estd recibiendo atencion en una APN,
HCO o ninguna de las dos. Para més informacion, consulte la seccion “Aprenda
Mis Sobre fa Compensacién de Trabajadores,” a continuacién.

Si el administrador de reclamos niega el tratamicnto recomendado por su PTP,
puede solicitar una revision médica independiente (Independent Medical Review-
IMR), utilizando el formulario de solicitud que se incluye con la decisién por
escrito del administrador de reclamos negando ¢l tratamiento. Il proceso de fa
IMR es parecido al proceso de fa JMR de un seguro médice colectivo, y tarda
aproximadamente 40 {o menos) diss para liegar a una deferminacién de manera
que s¢ pueda dar un tratamiento apropiade. Sy abogade o su médica le pueden
ayudar en ¢l proceso de la JMR. La JMR no est4 disponible para resolver disputas
sobre cuestiones aparte de fa necesidad médica de un tratamiento particular

solicitado por su médico.

$i no esta de acuerdo con se PTP en cuestiones aparte del tratamiento, como la
causa de su iesion o la gravedad de la lesion, usted puede cambiar a otres médicos
come s¢ describe anteriormente. Si no puede llegar a un acuerdo con otro médico,
notifique al administrador de reclamos por escrito tan pronto como sea posible.
En algunos casos, usted arriesg perder ef derecho a objetar a la opinién de su PTP
a menos que hace esto de inmediato. Si usted no tiene un abogade, cl
administrador de reciamos debe enviarle instrucciones para ser evaluado por un
médico llamado un evaluador médico calificado (Qualified Medical Evaluator-
OME} para ayudar @ resolver la disputa.  Si usted tiene un abogado, ¢
administrador de reclamos puede tratar de Hegar a un acuerdo con su abogado
sobre un tnédico llamado un evaluador médico acordado (Agreed Medical
Evaluator- AME). 8i ¢l administrador de reclamos no ¢sté de acuerdo con su PTP
sobre asuntos aparte del tratamiento, ¢l administrador de reclatnos pucde exlglrtc

" que sca atendido por un OME o AME,

Pago por Incapacidad Temporal (Sueldos Perdidos): Si Ud. no puede trabajar,

mientras se esti recupérando de una lésidn o enfennedad relacionada con cl
trabajo, Ud. puede recibir pagos por incapacidad temporal por un periodo
limitado. Estos pagos pucden cambiar o parar cuando su médico diga que Ud. esté
en condiciones de regresar & trabajar. Estos beneficios son libres de jmpuestos.
Los pagos por incapacidad temporal son dos tercios de su pago semanal promedio,
con cantidades minimas y méaximas establecidas por las leyes estales. Los pagos
no se hacen durante los primeros tres dias en que Ud. no trabaje, a menos que Ud.
sca hospitalizado una noche o no puede trabajar durante mas de 14 dias.

Permanezea en el Trabajo o Regreso al Trabajo: Ester iesionado no significa

que usted debe dejar de trabajar. Si usted puede seguir trabajando, usted debe
hacerio. Sino es asi, es importante regresar a trabajar con su empleador actual tan
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spouse and other refatives or houschold members who wete financially dependent
on the deceased worker,

1¢is iHegal for your employer to punish or fire you for having a job injury or
illness, for filing a claim, or testifying in another person's workers' compensation
case {Labor Code 132a). If proven, you may receive fost wages, job reinstatement,
increased benefits, and costs and expenses up o limits st by the stale,

Resolving Problems or Disputes: You have the right to disagree with decisions

affecting your claim. If you have a disagreement, contact your employer or claims
administrator first to see if you can resolve it. If you are not receiving benefits,
you jmay be able to gel State Disabifity Insurance (SDI} or unemployment
insurance (UI} benefits. Call the state Employment Development Department at
(800) 480-3287 or (866) 333-4606, or go to their website at www.edd.ca.gov.

You Can Contact an Informafion & Assistance (I&A)} Officer: State 1&A

officers answer questions, help injured workers, provide forms, and help resolve
problems. Some 1&A officers hold worksheps for injused workers. To cbtain
important information about the workers® compensation claims precess and your
rights and obligations, go o www.dwe.ca.gov or contacl an 1&A officer of the
state Division of Workers® Compensation. You ¢an also hear recorded information
and a list of local 1&A offices by calling (800} 736-74C1.

You can consult with an atterney. Most attorneys offer one free consultation. 1f

you decide to hire an attorney, his or her fee will be taken out of some of your
benefits., For names of workers' compensation attorneys, call the State Bar of
California  at {415} 538-2120 or go 1o their websile al  www,
californiaspecialist.org,

Learn More About Waorkers’ Compensation: For more information about the
workers’ compensation claims process, go to www.dwe.ca.gov. At the website,
you can access a useful booklet, “Workers® Compensation in Califormia; A
Guidebook for Injured Workers,” You can aiso contact an Information &
Assistance Officer (above), or hear recorded information by calling 1-800-736-
7401,
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pronlo como usted pueda medicamente hacerlo.  Los estudios demuestran que
entre mas tiempo ¢sté fuera del trabajo, mas dificit es regresar a su trabajo original
y a sus safarios. Mientras se esté reeuperando, sw PTP, su empleador
(supervisores u otras personas ¢n la gerencia), el adminisirador de reclamos, y su
abogado (si tiene uno) trabajaran con usled para decidir como vi a permanecer en
¢l trabajo o regresar al trabajo y qué trabajo hard. Comuniquese de manera acliva
con su PTP, su empleador y ¢l administrador de reclamos sobre el trabajo que
hizo antes de lesionarse, su condicion médica y los tipos de trabajo que usted
puede hacer ahora y los tipos de trabaje que su empleador podria poner a su
disposicioén,

Page por Incapacidad Permanente: 8i un médico dice que no se ha recuperado
completamente de su lesion y siempre serd limitado en el trabajo que puede hacer,
¢s posible que Ud. reciba pagos adicionales. La cantidad dependerd de ta clase de
lesién, grado de deterioro, su edad, ocupacion, fecha de la lesidn y sus salarios
antes de Jesionarse, ’

Displacement Benefit- SIDEB): 81 Ud, se lesiond en o después del 1/3/04, y su

lesion resulta en una incapacidad permanente y su empieador no ofrece un trabajo
regular, modificado, o alternativo, usted podria cumplir los requisitos para recibir
un vale no-lransferible pagaderc a una escuela para recibir un nuevo un curso de

reentrenamicnto yfo mejorar su habilidad.  Si Ud. eumple los requisios, cf
administradar de reclamos pagara los gastos hasta un méximo establecido por las
leyes estatales.

Beneficios por Mucrte: 8ila lesion o enfermedad causa la muerte, es posible que
los pagos se hagan a un cényuge y olros parientes o a las personas que viven en e
hogar que dependian econémicamente del trabajador difunto,

Es_ilegal gue su_empleador le castigue o despida por suftir vna lesidn o
enfermedad laboral, por presentar un reclamo o por testificar en el case de
compensacién de trabajadores de otra persona. (Codigo Laboral, seccidn 132a)
De ser probade, usted puede recibir pagos por pérdida de sueldos, reposicién del
trabajo, aumento de beneficios y gastos hasta los limites establecidos por ¢l

estado.

Resolviendo problemas o disputas: Ud. tiene derecho a 1o estar de acuerdo con
las decisiencs que afecten su reclamo. Si Ud. tiene un desacuerdo, primero
comuniquese con su empleador. o administrador de reclamos para ver si usted
puede resolverlo. $i usted no estd recibiendo beneficios, es posible que Ud. pueda
obtener beneficios del Seguro Estatalde Incapacidad {State Disability Insurance-
SDI) o beneficios del desempleo (Unemployment Insurance- Ul). Llame al
Departamento del Desarrollo del Empleo estatal al (800) 480-3287 o (866) 333-
4606, o visite su pdgina Web en www.edd.ca.gov.

P'uede Contactar a_un Oficial de Informacién v Asis{encia (Tnformation &
Assistance- &4k Los Oficisles de Informacion y Asistencia (/d&4) estatal
contestan preguntas, ayudan a los trabajadores lesionades, proporcionan
formularios y ayudan a resolver problemas.  Algunos oficiales de J&A tienen
talleres para trabajadores lesionados. Para cbtener informacién importante sobre
e] proceso de la compensacion de trabajadores y sus dercches y obligaciones, vaya
a www.dwe.ca.gov o comuniqucsc con un oficiat de informacién y asistendia de {a
Divisién Estatal de Compensacién de Trabajadores. También puede escuchar
informacion prabada y una lista de Jas oficinas de fd:4 localcs llamande al (800)
7367401,

Ud. puede_consuitar con un_abogade. La mayoria de los abogados ofrecen una
consulta gratis. Si Ud. decide confratar a un abogado, los honorarios serdn
tomados de algunos de sus’ beneficios. Para oblener nombres de abogados de
compensacién de’ trabajadores, llame a la Asociacién Estatat de Abogados de
California (State Bar) al (415) 538-2120, o consulte su pagina Web en
www.californiaspecialist.org.

Aprenda Mis Sobre Ia Compensacion de Trahajadores: Para obtener més

informacién sobre el procese de reclamos del programa de compensacion de

trabajadores, vaya & www.dwe.ca.gov. En la pégina Web, podré acceder a un

folleto ©til, “Compensacién del Trabajador de Califernia: Una Gula para

Trabajadores Lesionados.” También puede contactar a un oftcial de Informacion

y Asistencia (arriba), o escuchar informacion grabada flamando al 1-800-736-

7401,
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