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EASY ONLINE CLAIMS REPORTING INSTRUCTIONS 
 

By logging into AmTrust‘s web portal, policyholders can access a wide variety of account 
information including the ability to report injuries online. The following instructions will help get 
you started. 

 
First Time Portal Access: 

 
1. Go to www.amtrustnorthamerica.com 

2. In the upper right corner of the home page, click "LOGIN" 

3. In the subsequent AmTrust Online drop-down box, click the word “Register” 

4. On the following screen, enter your policy number, zip code and the security code that 
appears on that screen and click “Enter” at the bottom right of the screen 

5. Enter your email address, user name and password to complete the registration process 

6. After completing the registration process, go back to www.amtrustnorthamerica.com and 
log in 

 
Reporting of New Injuries: 

1. Go to www.amtrustnorthamerica.com 

2. Log in to "AmTrust Online" 

3. Click the “Claims” icon in the upper middle of your screen to view the screen that lists 
your policies 

4. Click “View” next to the policy for which you wish to enter a claim. This brings you to the 
policy detail screen 

5. Click on “First Reports” in the upper left corner 

6. On the next screen, click “Add” to view the “New First Report of Injury” screen 

7. Click “Use WebForm.” This brings you to the screen where you will enter all of the 
detailed information about the injury/injured worker 

8. When finished entering all of the data, click “Submit” and this report will channel into our 
intake center to be set up and assigned to a claims adjuster 

9. Return to the “First Reports” screen and you will see the claim number for the report 
entered 

10. When finished, click on “Return to Listing” 

 
For ID/Password issues or if you receive error messages while using this application, please 
contact our help desk at help.desk@amtrustgroup.com or call 866.427.6150. Please be sure to 
specify that you are an AmTrust policyholder and provide your AmTrust Online ID. 

 
 
 
 
 
800 Superior Avenue E • 21st Floor • Cleveland, OH 44114 
(p) 888.239.3909 • www.amtrustnorthamerica.com 



 
 
 
 
 
 

Helpful Hints: 

 . “Time Employee Began Work” and “Time of Occurrence” must be entered in military 
time 

 . Enter the hours in the first box and the minutes in the second box 

 . All dates must be entered as two-digit day, two-digit month and four-digit year, i.e.: 
XX/XX/XXXX 

 . For PEOs, in the “Location Address” box, please include the PEO client name and 

address of the applicable PEO client location. If there is a location code/number, 

specify in the “Location #” box 

 . If during the entry of a claim you must exit the application, first click on “Save as 

Draft” and you may return to it later by going back into the “First Reports” screen 

and clicking on “In Progress” 

For ID/Password issues or if you receive error messages while using this application, please 
contact our help desk at help.desk@amtrustgroup.com or call 866.427.6150. Please be sure to 
specify that you are an AmTrust policyholder and provide your AmTrust Online ID. 

 
Thank you for your attention to this matter. 

Sincerely, 

AmTrust North 
America Claims 
Department 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
800 Superior Avenue E • 21st Floor • Cleveland, OH 44114 

(p) 866.203.3037 • (f) 800.487.9654 • www.amtrustnorthamerica.com 



WORKERS COMPENSATION – FIRST REPORT OF INJURY OR ILLNESS 
CARRIER/ADMINISTRATOR CLAIM NUMBER OSHA LOG NUMBER REPORT PURPOSE CODE 

JURISDICTION JURISDICTION CLAIM NUMBER 

INSURED REPORT NUMBER 

EMPLOYER (NAME & ADDRESS INCL ZIP) 

LOCATION # 

INDUSTRY CODE EMPLOYER FEIN 

EMPLOYER’S LOCATION ADDRESS (IF DIFFERENT) 

PHONE # 

 

CARRIER/CLAIMS ADMINISTRATOR 
CARRIER (NAME, ADDRESS, & PHONE #) CLAIMS ADMINISTRATOR (NAME, ADDRESS & PHONE NO) POLICY PERIOD 

 
 

TO  
CHECK IF APPROPRIATE 
 

 SELF INSURANCE 

 

CARRIER FEIN POLICY/SELF-INSURED NUMBER ADMINISTRATOR FEIN 

AGENT NAME & CODE NUMBER 

 

EMPLOYEE/WAGE 
NAME (LAST, FIRST, MIDDLE) DATE OF BIRTH SOCIAL SECURITY NUMBER DATE HIRED STATE OF HIRE 

SEX MARITAL STATUS OCCUPATION/JOB TITLE 
 

M U UNMARRIED 
SINGLE/DIVORCED EMPLOYMENT STATUS 

F M

ADDRESS (INCL ZIP) 

U

MALE 
 

FEMALE 
UNKNOWN S

MARRIED 
SEPARATED 

  

KPHONE # OF DEPENDENTS 
 

UNKNOWN NCCI CLASS CODE 

   YES  RATE                                      
PER:  

DAY 
WEEK  

MONTH 
OTHER: 

DAYS WORKED/WEEK 
 

FULL PAY FOR DAY OF INJURY? 
DID SALARY CONTINUE?  YES  

NO 
NO 

 
 

 

OCCURRENCE/TREATMENT 
 
 

 TIME EMPLOYEE 
BEGAN WORK 

 
 

AM 
 
PM 

DATE OF INJURY/ILLNESS TIME OF OCCURRENCE 
 
(  )  CANNOT BE 
DETERMINED 

 

AM 
 
PM 

LAST WORK DATE DATE EMPLOYER 
NOTIFIED  

DATE DISABILITY 
BEGAN 

CONTACT NAME/PHONE NUMBER TYPE OF INJURY/ILLNESS PART OF BODY AFFECTED  

DID INJURY/ILLNESS/EXPOSURE OCCUR ON EMPLOYER’S 
PREMISES? 

TYPE OF INJURY/ILLNESS CODE PART OF BODY AFFECTED CODE 

  YES  NO   
DEPARTMENT OR LOCATION WHERE ACCIDENT OR ILLNESS EXPOSURE 
OCCURRED 
 
 
 

ALL EQUIPMENT, MATERIALS, OR CHEMICALS EMPLOYEE WAS USING WHEN ACCIDENT OR ILLNESS 
EXPOSURE OCCURRED 

SPECIFIC ACTIVITY THE EMPLOYEE WAS ENGAGED IN WHEN THE ACCIDENT OR 
ILLNESS EXPOSURE OCCURRED WORK PROCESS THE EMPLOYEE WAS ENGAGED IN WHEN ACCIDENT OR ILLNESS EXPOSURE 

OCCURRED 
 

 
HOW INJURY OR ILLNESS/ABNORMAL HEALTH CONDITION OCCURRED.  DESCRIBE THE SEQUENCE OF EVENTS AND INCLUDE ANY OBJECTS OR SUBSTANCES THAT DIRECTLY INJURED 
THE EMPLOYEE OR MADE THE EMPLOYEE ILL 
 CAUSE OF INJURY CODE 

  NO DATE RETURN(ED) TO WORK IF FATAL, GIVE DATE OF DEATH WERE SAFEGUARDS OR SAFETY EQUIPMENT PROVIDED? 
 
WERE THEY USED?  

YES 
 
YES  NO 
INITIAL TREATMENT 
 

 

 

0 
 
 

1 
 
 

2 
 
 
 

3 
 
 

4 
 

PHYSICIAN/HEALTH CARE PROVIDER (NAME & ADDRESS) HOSPITAL OR OFF SITE TREATMENT (NAME & ADDRESS) 

 

5 

NO MEDICAL TREATMENT 

MINOR: BY EMPLOYER 

MINOR CLINIC/HOSP 

EMERGENCY CARE 

HOSPITALIZED > 24 HOURS 

FUTURE MAJOR MEDICAL/ 
LOST TIME ANTICIPATED 

 

 

OTHER 
WITNESSES (NAME & PHONE #) 
 
 
 
 
DATE ADMINISTRATOR NOTIFIED DATE PREPARED PREPARER’S NAME & TITLE PHONE NUMBER 

FORM IA-1(r 1-1-02)  SEE BACK FOR IMPORTANT INFORMATION  IAIABC 2002 
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FORM IA-1(r 1-1-02)          IAIABC 2002 

 
EMPLOYER’S INSTRUCTIONS 

 
DO NOT ENTER DATA IN SHADED FIELDS 

 
 
 
 
DATES: 

Enter all dates in MM/DD/YY format. 
 
INDUSTRY CODE: 

This is the code which represents the nature of the employer’s business, which is contained in the Standard 
Industrial Classification Manual or the North American Industry Classification System, published by the Federal 
Office of Management and Budget. 

 
CARRIER: 

The licensed business entity issuing a contract of insurance and assuming financial responsibility on behalf of 
the employer of the claimant. 

 
CLAIMS ADMINISTRATOR: 

Enter the name of the carrier, third party administrator, state fund, or self-insured responsible for administering 
the claim. 

 
AGENT NAME & CODE NUMBER: 

Enter the name of your insurance agent and his/her code number if known.  This information can be found on 
your insurance policy. 

 
OCCUPATION/JOB TITLE: 

This is the primary occupation of the claimant at the time of the accident or exposure. 
 
EMPLOYMENT STATUS: 

Indicate the employee’s work status.  The valid choices are: 
Full-Time  On Strike  Unknown   Volunteer 
Part-Time  Disabled  Apprenticeship Full-Time  Seasonal 
Not Employed  Retired   Apprenticeship Part-Time  Piece Worker 

  
DATE DISABILITY BEGAN: 

The first day on which the claimant originally lost time from work due to the occupation injury or disease 
or as otherwise designated by statute. 

 
CONTACT NAME/PHONE NUMBER: 

Enter the name of the individual at the employer’s premises to be contacted for additional information. 
 
TYPE OF INJURY/ILLNESS: 

Briefly describe the nature of the injury or illness, (eg. Lacerations to the forearm). 
 
PART OF BODY AFFECTED: 

Indicate the part of body affected by the injury/illness, (eg. Right forearm, lower back). 
 
DEPARTMENT OR LOCATION WHERE ACCIDENT OR ILLNESS EXPOSURE OCCURRED: 

(eg. Maintenance Department or Client’s office at 452 Monroe St., Washington, DC 26210) 
 

If the accident or illness exposure did not occur on the employer’s premises, enter address or location.   
Be specific. 

 

 
 



 
 
 

FORM IA-1(r 1-1-02)          IAIABC 2002 

EMPLOYER’S INSTRUCTIONS – cont’d 
 
 

ALL EQUIPMENT, MATERIAL OR CHEMICALS EMPLOYEE WAS USING WHEN ACCIDENT OR ILLNESS 
EXPOSURE OCCURRED: 

(eg. Acetylene cutting torch, metal plate) 
 
List all of the equipment, materials, and/or chemicals the employee was using, applying, handling or operating 
when the injury or illness occurred.  Be specific, for example: decorator’s scaffolding, electric sander, 
paintbrush, and paint. 

 
Enter “NA” for not applicable if no equipment, materials, or chemicals were being used.  NOTE: The items listed 
do not have to be directly involved in the employee’s injury or illness. 
 

SPECIFIC ACTIVITY THE EMPLOYEE WAS ENGAGED IN WHEN THE ACCIDENT OR ILLNESS EXPOSURE 
OCCURRED: 

(eg. Cutting metal plate for flooring) 
 
Describe the specific activity the employee was engaged in when the accident or illness exposure occurred, 
such as sanding ceiling woodwork in preparation for painting. 

 
WORK PROCESS THE EMPLOYEE WAS ENGAGED IN WHEN ACCIDENT OR ILLNESS EXPOSURE OCCURRED: 

Describe the work process the employee was engaged in when the accident or illness exposure occurred, such 
as building maintenance.  Enter “NA” for not applicable if employee was not engaged in a work process (eg. 
walking along a hallway). 

 
HOW INJURY OR ILLNESS/ABNORMAL HEALTH CONDITION OCCURRED.  DESCRIBE THE SEQUENCE OF 
EVENTS AND INCLUDE ANY OBJECTS OR SUBSTANCES THAT DIRECTLY INJURED THE EMPLOYEE OR MADE 
THE EMPLOYEE ILL: 

(Worker stepped back to inspect work and slipped on some scrap metal.  As worker fell, worker brushed against 
the hot metal.) 
 
Describe how the injury or illness/abnormal health condition occurred.  Include the sequence of events and 
name any objects or substance that directly injured the employee or made the employee ill.  For example: 
Worker stepped to the edge of the scaffolding to inspect work, lost balance and fell six feet to the floor.  The 
worker’s right wrist was broken in the fall. 

 
DATE RETURN(ED) TO WORK: 

Enter the date following to most recent disability period on which the employee returned to work.  
 



COMMONWEALTH OF KENTUCKY 
OFFICE OF WORKERS’ CLAIMS 

Claim No.     
 

NOTICE OF DESIGNATED PHYSICIAN 
 
EMPLOYEE:           
      Name 

            
                Street Address 

            (    )    
               City, State, Zip     Telephone Number 
            
  Date of Birth               Social Security Number 
 

EMPLOYER AT TIME OF INJURY OR LAST EXPOSURE: 
   
            
      Name 

            
                      Street Address 

            
                      City, State, Zip 
 

NATURE OF INJURY OR OCCUPATIONAL DISEASE:          
               
 
DATE OF INJURY OR LAST EXPOSURE:           
   
FIRST DESIGNATED PHYSICIAN: 
            
      Name 

            
                Street Address 

            (     )    
               City, State, Zip     Telephone Number 
  Accepted by:           
 
MEDICAL INFORMATION RELEASE:  I hereby waive any privilege I may have to restrict the release of 
information or written material reasonably related to the work-related injury/disease for which I have 
sought treatment, and I consent to the release of this information or written material to the medical 
payment obligor, my employer, Special Fund, Uninsured Employers’ Fund, or attorneys representing me 
or any of the parties named above. 
 
               
Date          Employee Signature 
 

MEDICAL PAYMENT OBLIGOR: 
            
      Name Of Obligor 

            
       Representative 

            
                  Street Address 

            (     )    
                     City, State, Zip     Telephone Number 
   
This form identifies the designated physician and must be returned to the medical payment 
obligor within ten (10) days after treatment begins.  An identification card will be provided to the 
employee, and that card should be presented when medical treatment is required. 

Form 113 
Designation of Physician 
Revised 03-12-03 

Two-Sided Form 



 

 
 
Notice:  The Workers’ Compensation Act requires the employer to pay for the medical services 
reasonably necessary for cure and relief from the effects of a workplace injury or disease. 
 
The employee may choose the physician (including chiropractors, etc.) who treats him as “designated 
physician.”  The designated physician is responsible for the coordination of the employee’s medical care 
and may refer the patient to consulting or treating physicians as required.  Except in an emergency, all 
treatment must be performed by or on referral from the designated physician.  The employee may not 
change his designated physician more than once without the medical payment obligor’s consent. 
 
Inquiries shall be made to the listed representative of the medical payment obligor. 
  
This form is not advance authorization from the workers’ compensation medical payment obligor for 
medical services. 



Optum
PO Box 152539
Tampa, FL 33684-2539

Optum has been chosen to manage your workers’ compensation pharmacy benefits for your employer or their insurer. 
Below is your First Fill card that will allow you to receive your injury-related prescriptions at your local pharmacy. Please 
fill out the card based on the instructions below.

Employer:
Immediately upon receiving notice of injury, fill in the information 
above and give this form to the employee.

Injured Employee:
If you need a prescription filled for a work-related injury or 
illness, go to an Optum Tmesys® network pharmacy. Give this 
temporary card to the pharmacist. The pharmacist will fill 
your prescription at low or no cost to you.

If your workers’ compensation claim is accepted, you will 
receive a more permanent pharmacy card in the mail.  
Please use that card for other work-related injury or illness 
prescriptions.

Most pharmacies, including Walgreens, our preferred 
provider, and all major chains, are included in the network. 
To find a network pharmacy call 1-866-599-5426 or visit 
tmesys.com.

NOTE:  This First Fill card is only valid for your workers’ compensation injury or illness.

MAKING IT EASY... 
TO GET WORKERS’ COMPENSATION PRESCRIPTIONS FILLED.

1-866-599-5426
Questions? Need Help?

IMP14-1614-109-FFWG

WORKERS’ COMPENSATION PRESCRIPTION DRUG PROGRAM

Notice to Cardholder: Present this card to the pharmacy to receive medication for 

your work-related injury. To locate a pharmacy: tmesys.com.

CARRIER/TPA EMPLOYER

INJURED WORKER NAME

SOCIAL SECURITY NUMBER DATE OF INJURY (YYMMDD)
Please provide directly to Pharmacist

Attention Pharmacists: Enter RxBIN, RxPCN and GROUP. Member ID # format is 

the date of injury and SSN combined as follows: YYMMDD123456789.

Tmesys is the designated PBM for this patient.

Tmesys Pharmacy Help Desk 
1-800-964-2531

NDC Envoy

RxBIN 004261 or

or

002538

RxPCN

GROUP

CAL

________

Envoy Acct. #

The following entities comprise the Optum Workers Compensation and Auto No Fault division: PMSI, LLC, dba Optum Workers Compensation 
Services of Florida; Progressive Medical, LLC, dba Optum Workers Compensation Services of Ohio; Cypress Care, Inc. dba Optum Workers Com-
pensation  Services of Georgia; Healthcare Solutions, Inc., dba Optum Healthcare Solutions of Georgia; Settlement Solutions, LLC, dba Optum 
Settlement Solutions; Procura Management, Inc., dba Optum Managed  Care Services; Modern Medical, dba Optum Workers Compensation 
Medical Services, collectively  and individually referred as “Optum.”          

a4m4211
Typewritten Text
FF



Optum ha sido elegido para administrar los beneficios farmacéuticos de su programa de compensación por accidentes 
laborales para su empleador o su asegurador. Más adelante incluimos su tarjeta First Fill que le permitirá recibir las 
recetas médicas relacionadas con su lesión en su farmacia local. Llene esta tarjeta siguiendo las instrucciones que se 
indican a continuación.

Empleador:
Inmediatamente después de recibir un aviso sobre una lesión, llene la 
información antes indicada y entregue este formulario al empleado.

Empleado lesionado:
Si necesita que se le abastezca su receta médica para una lesión 
o enfermedad relacionada con su trabajo, visite una farmacia 
de la red Optum Tmesys®. Entregue esta tarjeta temporal al 
farmacéutico. El farmacéutico abastecerá su receta médica bajo 
costo o sin costo alguno.

Si se acepta su reclamación del programa de compensación 
por accidentes laborales, recibirá una tarjeta permanente por 
correo. Use esa tarjeta para otras recetas médicas de lesiones o 
enfermedades relacionadas con su trabajo.

La mayoría de farmacias, incluyendo Walgreens, nuestro 
proveedor preferido, y todas las grandes cadenas de farmacias, 
forman parte de la red. Para encontrar una farmacia de la red, 
llame al 1-866-599-5426 o visite tmesys.com.

NOTA:  Esta tarjeta First Fill solo es válida para una lesión o enfermedad cubierta por su programa de 
compensación por accidentes laborales.

HACEMOS MÁS SENCILLO...
EL ABASTECIMIENTO DE LAS RECETAS MÉDICAS DEL PROGRAMA DE 
COMPENSACIÓN POR ACCIDENTES LABORALES.

1-866-599-5426

¿Tiene alguna pregunta? 
¿Necesita ayuda?

WORKERS’ COMPENSATION PRESCRIPTION DRUG PROGRAM

Aviso para el titular de la tarjeta: Presente esta tarjeta a la farmacia para recibir los 
medicamentos para la lesión relacionada con su trabajo. Para ubicar una farmacia, 
visite tmesys.com.

PORTADORA EMPLEADOR

NOMBRE DEL TRABAJADOR LESIONADO

NUMERO DE SEGURO SOCIAL FECHA DE ALA LESION (AAMMDD)
Please provide directly to Pharmacist

Attention Pharmacists: Enter RxBIN, RxPCN and GROUP. Member ID # format is 

the date of injury and SSN combined as follows: YYMMDD123456789.

Tmesys is the designated PBM for this patient.

Tmesys Pharmacy Help Desk 
1-800-964-2531

NDC Envoy

RxBIN 004261 or 002538

IMP14-1614-109-FFWG

Optum
PO Box 152539
Tampa, FL 33684-2539

orRxPCN

GROUP

CAL

________

Envoy Acct. #

The following entities comprise the Optum Workers Compensation and Auto No Fault division: PMSI, LLC, dba Optum Workers Compensation 
Services of Florida; Progressive Medical, LLC, dba Optum Workers Compensation Services of Ohio; Cypress Care, Inc. dba Optum Workers Com-
pensation  Services of Georgia; Healthcare Solutions, Inc., dba Optum Healthcare Solutions of Georgia; Settlement Solutions, LLC, dba Optum 
Settlement Solutions; Procura Management, Inc., dba Optum Managed  Care Services; Modern Medical, dba Optum Workers Compensation 
Medical Services, collectively  and individually referred as “Optum.”          
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             RETURN-TO-WORK; A GREAT IDEA 
  

We at the AmTrust Group, are convinced that an employer who provides light, or restricted work for injured 
employees, enjoys numerous benefits. This is not just an opinion, it’s something we see day in and day out. 
Consider: 
•   Unless an injured worker returns to the workplace within 60 days, chances of him/her ever returning drop 

dramatically. (resulting in a very expensive permanent disability situation.) 
•   After 6 months away from the workplace, only 50% chance of return. 
•   After 12 months, only a 10% chance of return. 

  
Some Return-to Work Benefits Include: 
•   “Test” of malingering potential. Injured employees who refuse light duty are more prone to being malingerers. 
•   Opportunity for employer to demonstrate true concern for workers’ well-being. 
•   Promotion of rehabilitation and recovery. 
•   Lower medical and rehabilitation costs. 
•   Productivity. 
•   Morale improvement for the injured worker. 
•   Ability for the employer to monitor the injured employee’s recovery progress. 
•   Decrease of WC claims costs, with resultant downstream WC premium savings. 

  
(Notice we’re not just talking about ‘feel-good’ issues, but also hard dollars !) 

  
Some common misconceptions (and truths) about Return-to-Work / Light Duty: 
  
Misconception: We’ve already got too many “programs” around here, and don’t need any more paper. 
  
Truth: While it is true a written, planned program works best, in many cases a Light Duty “program” can be nothing 
more than a management understanding of the benefits and principles of Return-to-Work, how it works, and the 
commitment to ‘just do it’, when light-duty recommendations are made by WC physicians. 
  
Misconception: It will get me into an Americans With Disabilities (ADA) “situation”. 
  
Truth: Light-duty and ADA “reasonable accommodation” are two entirely separate issues. Generally, light duty is a 
temporary assignment, for a relatively short period. ADA accommodations are made for serious, permanent 
disabilities that impair major life activities. 
  
Misconception: I’ll have to devise a whole new job each time an employee needs light duty. 
  
Truth: The vast majority of light-duty restrictions require accommodating only one or two factors, such as “no lifting 
over 10 pounds”, or the like. In many cases, if you break the jobs down into individual tasks, you’ll see that only one 
or two tasks within the employee’s normal job are affected, and can be handled in some other way. 
  
Misconception: Once an employee gets into a “cushy” light-duty job, s/he’ll never leave it, and I’ll be stuck with it. 
  
Truth: Light duty is always defined by, and monitored by the attending physician. An employee on light duty is 
periodically monitored by the physician for improvement, and is released for full-duty as soon as medically indicated. 
  
Misconception: We’re a union company. Our union won’t allow us to pay lower rates, or move employees between 
classifications, or between bargaining groups. 
  
Truth: Any Local that objects to a Return-to-Work program should be referred to its national body for guidance. 
Return to Work is universally recognized as a very positive influence on an injured worker (as well as benefiting the 
employer). Labor unions, whose major purpose for existence is the benefit of the workers they represent, should not 
only “tolerate” Return-to-Work programs, but enthusiastically promote, and assist in such programs’ implementation 
and operation. It is strongly suggested that management approach labor representatives to solicit their input, and 
assistance in making Return to Work a positive force in your workplace. 
  
Misconception: I might be willing to place a worker in a light-duty position, but I can’t afford pay them their full pay, 
for the decreased productivity. 
  
Truth: Talk to your WC insuror’s claims professional. In many cases, states’ WC plans provide for “make-up” pay to 
replace some, or all of the injured employees’ decreased earnings. The goal of getting them back to the workplace, 
and doing some productive work is that important! 

 



 

 

 

 

 

 

 

  

 

 
 
 

COMMONWEALTH OF KENTUCKY
WORKERS’ COMPENSATION NOTICE

Employees of this business are covered by the Kentucky Workers’ Compensation Act (KRS
Chapter 342).  Conspicuous posting of this Notice is required by law.

Employer Name: _______________________________________________________________________
Address: ______________________________________________________________________________
Workers Compensation Carrier
(or third party administrator):  ___________________________________________________________
Policy #:________________________, effective _____________ to ______________________________
Address: _____________________________________________________________________________
Telephone: 888-239-3909 , Contact Person ___________________________________________

EMPLOYEES:  IF INJURED – NOTIFY your supervisor IMMEDIATELY; when possible 
Notice should be in writing.  FAILURE to notify your supervisor could result in denial of 
benefits.  OBTAIN MEDICAL CARE.  Your employer must pay for ALL NECESSARY 
MEDICAL CARE to treat a workplace injury.  The employee may select the physician or 
medical facility to render care.  If the employer is enrolled in an approved Managed Care 
Plan employee selection of physicians is LIMITED to the Approved Provider Network,
except in certain emergencies.  FOR INJURIES REQUIRING CONTINUING CARE the 
EMPLOYEE MUST DESIGNATE  A TREATING PHYSICIAN, a form to do so will be 
furnished by your employer or its insurance carrier.

This employer IS    IS NOT    participating in a Managed Care Plan for medical care.  The 
name of the Managed Care Plan is ________________________, its representative is 
______________________________, phone number _________________________________.

DISABILITY BENEFITS to replace wages lost due to a workplace injury are payable
under the Workers Compensation Act after seven (7) day of disability.  A CLAIM MUST 
BE filed with the Department of Workers’ Claim WITHIN TWO YEARS of the date of 
injury, or last payment of temporary total disability benefits.

NEED ASSISTANCE?  Contact your employer’s claim representative.  If your questions 
about workers’ compensation rights are not promptly answered call THE KENTUCKY 
DEPARTMENT OF WORKERS CLAIMS at 1-800-554-8601 to speak to an Ombudsman 
or Workers’ Compensation Specialist.

EMPLOYER SUPERVISORS – NOTIFY  MANAGEMENT IMMEDIATELY OF ALL 
INJURIES SO THAT TIMELY REPORT CAN BE MADE AS REQUIRED BY LAW.

04/09/09

Kelly Barnett
Typewriter
PO Box 89404, Cleveland, OH 44101



 

 
COMMONWEALTH OF KENTUCKY 

NOTIFICACION DE INDEMNIZACION LABORAL 
 

Los empleados de este negocio están cubiertos por el acta de Indemnización Laboral de (KRS 

Capítulo 342).  La publicación de este aviso es obligatoria por ley. 

 

Nombre del empleador: _________________________________________________________ 

Dirección: ____________________________________________________________________ 

Nombre del portador de la Compensación Laboral (o administrador de la parte tercera): __ 
_____________________________________________________________________________________ 

Póliza #: ________________________, fecha efectiva de _____________hasta ____________ 

Teléfono: ____________________, Nombre del Contacto______________________________ 

 
EMPLEADOS:  SI ESTA HERIDO/A – NOTIFIQUE – a su supervisor IMMEDIATAMENTE; 

cuando sea posible el AVISO debe ser por escrito.  El NO NOTIFICAR a su supervisor podría 

resultar en la negación de servicios.  OBTENGA CUIDADO MEDICO.  Su empleador debe pagar 

por TODO EL CUIDADO MEDICO NECESARIO por tratarse de una lesión laboral. El empleado 

quizá pueda seleccionar un médico o un centro médico.  Si el empleador está registrado en un plan 

de cuidado médico de red aprobado, entonces la selección del cuidado médico por el empleado es 

LIMITADA solamente al plan aprobado de las redes de cuidado médico del empleador, con la 

excepción de ciertas emergencias. PARA LESIONES QUE REQUIERAN CUIDADO MEDICO 

CONTINUO, el EMPLEADO DEBE DE NOMBRAR A SU PROPIO MEDICO, para hacerlo se le 

entregara un formulario por parte de su empleador o por el portador de la aseguradora.   

 

Este empleador ESTA    NO ESTA    participando en un Plan de red Administrado para el 

cuidado médico.   El nombre del plan médico administrado es ________________________, 

y el nombre de su representante__________, número de teléfono: ______________________. 
 

Los BENEFICIOS POR DISCAPACIDAD son pagados después de siete (7) días de 

incapacidad bajo la ley de la compensación a los trabajadores para reemplazar los salarios 

perdidos debido a una lesión en el lugar de trabajo. SE DEBE DE PRESENTAR UN 

RECLAMO ante el Departamento de Reclamo del Trabajador DENTRO DE LOS DOS 

AÑOS POSTERIORES a la fecha de la lesión o el último pago de los beneficios por 

incapacidad total temporal.  
 

¿NECESITA ASISTENCIA? Comuníquese con el representante de reclamos de su 

empleador.  Si sus preguntas acerca de sus derechos de la compensación al trabajador no 

son contestadas a tiempo llame al DEPARTAMENTO DE COMPENSACION AL 

TRABAJADOR DE KENTUCKY al número 1-800-554-8601 para hablar con un defensor o 

un especialista de la compensación a los trabajadores.   
 

A LOS SUPERVISORES DE EMPLEADOS – NOTIFIQUE ALA GERENCIA 

INMEDIATAMENTE DE TODAS LAS LESIONES QUE OCURRAN PARA QUE SE PUEDA 

HACER UN INFORME OPORTUNO SEGUN LO EXIGE LA LEY. 
6/30/2020 

Kelly Barnett
Typewriter
888-239-3909



Form 112 Filed: 
February 2020 Edition 

KENTUCKY DEPARTMENT OF WORKERS’ CLAIMS 
Medical Dispute  

Claim No.  

Before:  

vs. 
Plaintiff/Employee Defendant/Employer (business name) 

Social Security Number/Green Card Defendant Mailing Address 

Birth Date City/State/Postal Code 

Plaintiff/Employee Mailing Address Insurance Carrier 

City/State/Postal Code Carrier Mailing Address 

Country City/State/Postal Code 

Occupation 

* Date of injury / last exposure:

* Cause of Injury:

* Nature of Injury:

* Body Part affected:

The undersigned moves to join the following parties if they have not yet been joined.
Medical Provider Medical Provider 

Name Name 

Mailing Address Mailing Address 

City/State/Postal Code City/State/Postal Code 

Medical Provider Medical Provider 

Name Name 

Mailing Address Mailing Address 

City/State/Postal Code City/State/Postal Code 

Kelly Barnett
Typewriter
PO Box 89404

Kelly Barnett
Typewriter
Cleveland, OH 44101



* Comes and requests resolution of a medical dispute, and states as follows. 
This party is the:

☐ Employee ☐ Insurance Carrier

☐ Employer ☐ Medical Provider

* Has a workers’ compensation claim been filed with the Department of Workers’ Claims?
☐ Yes ☐ No If yes, please provide claim number 

*A utilization review has been completed.
☐ Yes ☐ No

If no, please explain why a utilization review is not required by 803 KAR 25:190 in this claim: 

NOTE: If utilization review is required by 803 KAR 25:190, no Medical Dispute may be filed prior to exhaustion of that 
process. 
The date(s) on which each disputed statement for services or request for services was first received by the employer, insurance 
carrier, or any agent thereof is as follows: 

Description Date First Received 

NOTE: A copy of all disputed statements for services must be attached hereto, including all required documentation. 

* The nature of this dispute can be briefly described as follows: (Please include all facts necessary for relief sought and attach
copies of any supporting medical documentation.)

* Has an award or settlement previously been entered on this
claim? ☐ Yes ☐ No

If yes, date of award or settlement:  

The following supporting documents are attached: 
☐ Copy of the final utilization review decision

☐ Physician opinion supporting utilization review decision

☐ Medical bill audit, if any

☐ Copies of disputed statements for services

☐ Supporting medical documentation

For reopening a claim to contest this medical treatment, the following additional items are attached: 
☐ Motion to Reopen

☐ Affidavit(s)

☐ Medical Report

☐ Current medical release Form 106 signed and witnessed

☐ A copy of the Opinion and Award, Settlement, Agreed Order or Agreed Resolution sought to be reopened



Submitting Party:    
   

*Name  Role 
   

*Mailing Address  Phone Number 
   

*City/State/Postal Code  Email Address 
   
This information is true and accurate according to my knowledge and belief. 
   

Signature   
    
A copy of this filing has been sent to the following recipients: 
    

 



 

 

STATEMENT OF WAGES/SALARY 
 
IMPORTANT:  PLEASE COMPLETE ALL INFORMATION REQUESTED 
 
Employee:                        Employer:                                     Claim Number:      
Social  Security Number:                                   Date of Hire:                                                Position/Job Title 
 
EMPLOYMENT TYPE:  Full Time____Part Time____Seasonal____ Temp_____ 
      If Temporary or Seasonal worker, last day of season or job end date _________________ 
WAGE TYPE:  Hourly____Salary____Commission____ 
WAGE INFORMATION:   
$______ per hour ;  Monthly Wage $_________ ;    Does monthly wage include commission ____Yes ___No 
Hours per Week ______ ;  Overtime Rate $_____per hour ; Overtime Hours Regularly Worked per week ____ 
Tips reported:  $_______ per week 
 
If employees’ compensation package includes an allowance for any of the following, please indicate the actual or estimated value: 
Meals:  $_____per week     Auto: $__________  Rent/Lodging:  $_________per week  Bonus $_______ per __wk__mth__yr 
 
PLEASE COMPLETE THE BELOW FOR THE PERIOD ________________________ TO _________________________________ 
 

WK 
Pay 
Rate 

Hrs 
Worked 

Begin 
Date 

End 
Date 

Gross 
Salary WK 

Pay 
Rate 

Hrs 
Worked 

Begin 
Date End Date Gross Salary 

1           27           
2           28           
3           29           
4           30           
5           31           
6           32           
7           33           
8           34           
9           35           

10           36           
11           37           
12           38           
13           39           
14           40           
15           41           
16           42           
17           43           
18           44           
19           45           
20           46           
21           47           
22           48           
23           49           
24           50           
25           51           
26           52           


	CLAIM REPORTING FLYER
	Associated Industries Insurance Company AmTrust Insurance Company of Kansas
	Provide 24/7 Toll-Free Claim Reporting
	Phone: (866) 272-9267      Florida WC Only: (888) 225-2442 
	Additional Information Required for Specific Claim Types



	CLAIM REPORTING FLYER-SPANISH
	Atendemos 24/7 Llamada Gratis para Reportar Accidentes  
	      Teléfono: (866) 272-9267        Solo Florida: (888) 225-2442 
	Informacion Adicional requerida para casos Especificos.



	RX INFO FLYER
	Pharmacy Card - ATL - CHI - PRI
	Name:  _______________________

	RETURN TO WORK
	ATTN EMPLOYER
	workers comp posting notice
	First_EDI_Report_Form_IA-1
	CARRIER/CLAIMS ADMINISTRATOR
	EMPLOYEE/WAGE
	OCCURRENCE/TREATMENT
	OTHER

	IA-2.1_Rel1_SROI_Form
	CLAIM REPORTING FLYER.pdf
	Associated Industries Insurance Company AmTrust Insurance Company of Kansas
	Provide 24/7 Toll-Free Claim Reporting
	Phone: (866) 272-9267      Florida WC Only: (888) 225-2442 
	Additional Information Required for Specific Claim Types



	CLAIM REPORTING FLYER-SPANISH.pdf
	Atendemos 24/7 Llamada Gratis para Reportar Accidentes  
	      Teléfono: (866) 272-9267        Solo Florida: (888) 225-2442 
	Informacion Adicional requerida para casos Especificos.



	Carlisle Pharmacy Cards.pdf
	PT1 of AK Kit
	CLAIM REPORTING FLYER
	Associated Industries Insurance Company AmTrust Insurance Company of Kansas
	Provide 24/7 Toll-Free Claim Reporting
	Phone: (866) 272-9267      Florida WC Only: (888) 225-2442 
	Additional Information Required for Specific Claim Types



	CLAIM REPORTING FLYER-SPANISH
	Atendemos 24/7 Llamada Gratis para Reportar Accidentes  
	      Teléfono: (866) 272-9267        Solo Florida: (888) 225-2442 
	Informacion Adicional requerida para casos Especificos.



	ATTN EMPLOYER
	Pharmacy Card - CA
	Name:  _______________________

	RETURN TO WORK

	AK FROI
	AK Post
	CLAIM REPORTING FLYER.pdf
	Associated Industries Insurance Company AmTrust Insurance Company of Kansas
	Provide 24/7 Toll-Free Claim Reporting
	Phone: (866) 272-9267      Florida WC Only: (888) 225-2442 
	Additional Information Required for Specific Claim Types



	CLAIM REPORTING FLYER-SPANISH.pdf
	Atendemos 24/7 Llamada Gratis para Reportar Accidentes  
	      Teléfono: (866) 272-9267        Solo Florida: (888) 225-2442 
	Informacion Adicional requerida para casos Especificos.



	Claim reporting procedures.pdf
	CLAIM REPORTING FLYER
	Associated Industries Insurance Company AmTrust Insurance Company of Kansas
	Provide 24/7 Toll-Free Claim Reporting
	Phone: (866) 272-9267      Florida WC Only: (888) 225-2442 
	Additional Information Required for Specific Claim Types



	CLAIM REPORTING FLYER-SPANISH
	Atendemos 24/7 Llamada Gratis para Reportar Accidentes  
	      Teléfono: (866) 272-9267        Solo Florida: (888) 225-2442 
	Informacion Adicional requerida para casos Especificos.



	ATTN EMPLOYER
	Pharmacy Card - ATL - CHI - PRI
	Name:  _______________________

	RX INFO FLYER
	RETURN TO WORK
	FROI
	CARRIER/CLAIMS ADMINISTRATOR
	EMPLOYEE/WAGE
	OCCURRENCE/TREATMENT
	OTHER

	CFC ENG
	CFC SPN
	Poster ENG
	Poster SPN

	AK CLAIM KIT.pdf
	PT1 of AK Kit
	CLAIM REPORTING FLYER
	Associated Industries Insurance Company AmTrust Insurance Company of Kansas
	Provide 24/7 Toll-Free Claim Reporting
	Phone: (866) 272-9267      Florida WC Only: (888) 225-2442 
	Additional Information Required for Specific Claim Types



	CLAIM REPORTING FLYER-SPANISH
	Atendemos 24/7 Llamada Gratis para Reportar Accidentes  
	      Teléfono: (866) 272-9267        Solo Florida: (888) 225-2442 
	Informacion Adicional requerida para casos Especificos.



	ATTN EMPLOYER
	Pharmacy Card - CA
	Name:  _______________________

	RETURN TO WORK

	AK FROI
	AK Post
	CLAIM REPORTING FLYER.pdf
	Associated Industries Insurance Company AmTrust Insurance Company of Kansas
	Provide 24/7 Toll-Free Claim Reporting
	Phone: (866) 272-9267      Florida WC Only: (888) 225-2442 
	Additional Information Required for Specific Claim Types



	CLAIM REPORTING FLYER-SPANISH.pdf
	Atendemos 24/7 Llamada Gratis para Reportar Accidentes  
	      Teléfono: (866) 272-9267        Solo Florida: (888) 225-2442 
	Informacion Adicional requerida para casos Especificos.



	Claim reporting procedures.pdf
	CLAIM REPORTING FLYER
	Associated Industries Insurance Company AmTrust Insurance Company of Kansas
	Provide 24/7 Toll-Free Claim Reporting
	Phone: (866) 272-9267      Florida WC Only: (888) 225-2442 
	Additional Information Required for Specific Claim Types



	CLAIM REPORTING FLYER-SPANISH
	Atendemos 24/7 Llamada Gratis para Reportar Accidentes  
	      Teléfono: (866) 272-9267        Solo Florida: (888) 225-2442 
	Informacion Adicional requerida para casos Especificos.



	ATTN EMPLOYER
	Pharmacy Card - ATL - CHI - PRI
	Name:  _______________________

	RX INFO FLYER
	RETURN TO WORK
	FROI
	CARRIER/CLAIMS ADMINISTRATOR
	EMPLOYEE/WAGE
	OCCURRENCE/TREATMENT
	OTHER

	CFC ENG
	CFC SPN
	Poster ENG
	Poster SPN




	CARRIERTPA: AmTrust North America
	EMPLOYER: 
	INJURED WORKER NAME: 
	DATE OF INJURY: 
	PORTADORA: AmTrust North America
	EMPLEADOR: 
	NOMBRE DEL TRABAJADOR LESIONADO: 
	FECHA DE ALA LESION: 
	Text Field0: 
	Text Field1: 
	Text Field2: 
	Text Field3: 
	Text Field4: 
	Text Field5: 
	Text Field6: 
	Text Field7: 
	Text Field8: 
	Text Field9: 
	Text Field10: 
	Text Field11: 
	Text Field12: 
	Text Field13: 
	Text Field14: 
	Text Field15: 
	Text Field16: 
	Text Field17: 
	Text Field18: 
	Text Field19: 
	Text Field20: 
	Text Field21: 
	Text Field22: 
	Text Field23: 
	Text Field24: 
	Text Field25: 
	Text Field26: 
	Text Field27: 
	Text Field28: 
	Text Field29: 
	Text Field30: 
	Text Field31: 
	Check Box0: Off
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Text Field32: 
	Text Field33: 
	Text Field34: 
	Text Field35: 
	Text Field36: 
	Text Field37: 
	Text Field38: 
	Text Field39: 
	Text Field40: 
	Text Field41: 
	Text Field42: 
	Text Field43: 
	Text Field44: 
	Text Field45: 
	Text Field46: 
	Text Field47: 
	Text Field48: 
	Text Field49: 
	Check Box8: Off
	Check Box9: Off
	Text Field50: 
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Text Field51: 
	Text Field52: 
	Text Field53: 
	Text Field54: 
	Text Field55: 
	Text Field56: 
	Text Field57: 
	Text Field58: 
	Text Field59: 
	Text Field60: 
	Text Field61: 
	Text Field62: 
	Text Field63: 
	Text Field64: 
	Text Field65: 
	Text Field66: 
	Text Field67: 
	Text Field68: 
	Text Field69: 
	Text Field70: 
	Text Field71: 
	Text Field72: 
	Text Field73: 
	Text Field74: 
	Text Field75: 
	Text Field76: 
	Text Field77: 
	Text Field78: 
	Text Field79: 
	Text Field80: 
	Text Field81: 
	Text Field82: 
	Text Field83: 
	Text Field84: 
	Text Field85: 
	Text Field86: 
	Text Field87: 
	Text Field88: 
	Text Field89: 
	Text Field90: 
	Text Field91: 
	Text Field92: 
	Text Field93: 
	Text Field94: 
	Text Field95: 
	Text Field96: 
	Text Field97: 
	Text Field98: 
	Text Field99: 
	Text Field100: 
	Text Field101: 
	Check Box20: Off
	M: Off
	DAY: 
	WEEK: 
	MONTH: 
	OTHER: 
	TYPE OF INJURY/ILLNESS CODE: 
	PART OF BODY AFFECTED CODE: 
	ALL EQUIPMENT, MATERIALS, OR CHEMICALS EMPLOYEE WAS USING WHEN ACCIDENT OR ILLNESS: 
	YES: 
	YES_1: 
	YES_2: 
	YES_3: 
	NO: 
	INITIAL TREATMENT: 
	NO_1: 
	NO_2: 
	NATURE OF INJURY OR OCCUPATIONAL DISEASE: 
	DATE OF INJURY OR LAST EXPOSURE: 
	NATURE OF INJURY OR OCCUPATIONAL DISEASE_1: 
	Date: 
	Claim No: 
	Name: 
	Street Address: 
	City, State, Zip: 
	Date of Birth: 
	Social Security Number: 
	Name_1: 
	Street Address_1: 
	City, State, Zip_1: 
	Street Address_2: 
	City, State, Zip_2: 
	Accepted by: 
	Representative: 
	Street Address_3: 
	City, State, Zip_3: 
	____: 
	_____1: 
	name of the Managed Care Plan is: 
	name of the Managed Care Plan is_1: 
	, phone number: 
	El nombre del plan médico administrado es: 
	y el nombre de su representante: 
	, número de teléfono: 
	Name_2: 
	Carrier Mailing Address: 
	Mailing Address: 
	City/State/Postal Code: 
	Name_3: 
	City/State/Postal Code_1: 
	*City/State/Postal Code: 
	If Temporary or Seasonal worker, last day of season or job end date: 
	If Temporary or Seasonal worker, last day of season or job end date_1: 
	Salary: 
	Commission: 
	$: 
	Monthly Wage $: 
	Yes: 
	No: 
	Hours per Week: 
	; Overtime Rate $: 
	per hour ; Overtime Hours Regularly Worked per week: 
	Tips reported: $: 
	Meals: $: 
	Auto: $: 
	Rent/Lodging: $: 
	per week Bonus $: 
	PLEASE COMPLETE THE BELOW FOR THE PERIOD: 
	TO: 
	Part Time: 
	Part Time_1: 
	Seasonal: 
	Temp: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 
	12: 
	13: 
	14: 
	15: 
	16: 
	17: 
	18: 
	19: 
	20: 
	21: 
	22: 
	23: 
	24: 
	25: 
	26: 
	1_1: 
	2_1: 
	3_1: 
	4_1: 
	5_1: 
	6_1: 
	7_1: 
	8_1: 
	9_1: 
	10_1: 
	11_1: 
	12_1: 
	13_1: 
	14_1: 
	15_1: 
	16_1: 
	17_1: 
	18_1: 
	19_1: 
	20_1: 
	21_1: 
	22_1: 
	23_1: 
	24_1: 
	25_1: 
	26_1: 
	1_2: 
	2_2: 
	3_2: 
	4_2: 
	5_2: 
	6_2: 
	7_2: 
	8_2: 
	9_2: 
	10_2: 
	11_2: 
	12_2: 
	13_2: 
	14_2: 
	15_2: 
	16_2: 
	17_2: 
	18_2: 
	19_2: 
	20_2: 
	21_2: 
	22_2: 
	23_2: 
	24_2: 
	25_2: 
	26_2: 
	1_3: 
	2_3: 
	3_3: 
	4_3: 
	5_3: 
	6_3: 
	7_3: 
	8_3: 
	9_3: 
	10_3: 
	11_3: 
	12_3: 
	13_3: 
	14_3: 
	15_3: 
	16_3: 
	17_3: 
	18_3: 
	19_3: 
	20_3: 
	21_3: 
	22_3: 
	23_3: 
	24_3: 
	25_3: 
	26_3: 
	1_4: 
	2_4: 
	3_4: 
	4_4: 
	5_4: 
	6_4: 
	7_4: 
	8_4: 
	9_4: 
	10_4: 
	11_4: 
	12_4: 
	13_4: 
	14_4: 
	15_4: 
	16_4: 
	17_4: 
	18_4: 
	19_4: 
	20_4: 
	21_4: 
	22_4: 
	23_4: 
	24_4: 
	25_4: 
	26_4: 
	27: 
	28: 
	29: 
	30: 
	31: 
	32: 
	33: 
	34: 
	35: 
	36: 
	37: 
	38: 
	39: 
	40: 
	41: 
	42: 
	43: 
	44: 
	45: 
	46: 
	47: 
	48: 
	49: 
	50: 
	51: 
	52: 
	27_1: 
	28_1: 
	29_1: 
	30_1: 
	31_1: 
	32_1: 
	33_1: 
	34_1: 
	35_1: 
	36_1: 
	37_1: 
	38_1: 
	39_1: 
	40_1: 
	41_1: 
	42_1: 
	43_1: 
	44_1: 
	45_1: 
	46_1: 
	47_1: 
	48_1: 
	49_1: 
	50_1: 
	51_1: 
	52_1: 
	27_2: 
	28_2: 
	29_2: 
	30_2: 
	31_2: 
	32_2: 
	33_2: 
	34_2: 
	35_2: 
	36_2: 
	37_2: 
	38_2: 
	39_2: 
	40_2: 
	41_2: 
	42_2: 
	43_2: 
	44_2: 
	45_2: 
	46_2: 
	47_2: 
	48_2: 
	49_2: 
	50_2: 
	51_2: 
	52_2: 
	27_3: 
	28_3: 
	29_3: 
	30_3: 
	31_3: 
	32_3: 
	33_3: 
	34_3: 
	35_3: 
	36_3: 
	37_3: 
	38_3: 
	39_3: 
	40_3: 
	41_3: 
	42_3: 
	43_3: 
	44_3: 
	45_3: 
	46_3: 
	47_3: 
	48_3: 
	49_3: 
	50_3: 
	51_3: 
	52_3: 
	27_4: 
	28_4: 
	29_4: 
	30_4: 
	31_4: 
	32_4: 
	33_4: 
	34_4: 
	35_4: 
	36_4: 
	37_4: 
	38_4: 
	39_4: 
	40_4: 
	41_4: 
	42_4: 
	43_4: 
	44_4: 
	45_4: 
	46_4: 
	47_4: 
	48_4: 
	49_4: 
	50_4: 
	51_4: 
	52_4: 
	Text Field102: 
	M0: Off
	M1: Off
	M2: Off
	M3: Off
	M4: Off
	M5: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Text Field103: 
	Text Field104: 
	Text Field105: 
	Text Field106: 
	Text Field107: 
	Text Field108: 
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Text Field109: 
	Text Field110: 
	Text Field111: 
	Text Field112: 
	Text Field113: 
	Text Field114: 
	Text Field115: 
	Employer Name: 
	Address: 
	(or third party administrator): 
	Policy #: 
	, effective: 
	to: 
	Contact Person: 


