Dear infurad Workér,

~This packet’s intention is to help you understand the cialm pmcess If you do not understand any aspect
of the claim process you can contact aur Workers’ Coinpensation carrier NCAComp, inc. at’ any time by
calling their toll free numbar, {888)806-11095.

if your claim is determmed to be compensabile, it is NCAComp, Inc.’s job to help you obtain the
treatment & services you miay need as a result of your injury.  They will work with you to return you to
your pre-injury medical status and, in the event you lose time from work, to get you back to your job
earning full wages as soon as possible,

Enclosed in the packet is the following:

- 3.0 Emplayee Claim for Compensation {Return to local Workers’ Compensation Board.)

- Instructions for how to fill out the C-3.0 form including a toll free number for assistance (Retain
for your records.}

- Statement of Rights {Retain for vour records.}

- C-3.3 Uimited Release of Health Information {Return to NCAComp, inc. in the enclosed
envelope.)

- HIPAA Release (Return to NCAComp, inc, in the enclosed envelope.)

- Prescription drug fetter {Retain for your records & present to pharmacist.}

- DT-1 Notice That Claimant Must Arrange for Diagnostic Tests & Examinations Thmugh a
Network ?rowder {Retain for your records.}

In order to expedite the processing of your claim please sign the return the enclosed £-2,3 & HIPAA

Release to NCAComp, Inc. By filling out the enclosed sheets you are nat slving up any ripghts or gagments

due to vou for vour Workers’ Camaensatmn claim,

You should not pay any co-pays for prescriptions related to your Workers' Compensation case. 4
rescription card has been enclosed for you to take fo the pharmacy of your choice. Please provide ali
information to the pharmacy with the attachad card. If the pharmacy encounters any difficulty in
processing your prescriptions, they should contact NCACemp, Inc. at (B88)806-1109.

To ensure that alf diagnostic procedures {MRI, EMG, CT Scans} are done timely NCAComp, Inc. has
contracted with MedFocus Network. Please contact NCACemp, Inc. if vour doctor Is requesting one of
thase studies.

Please mail your Medical Authorization, any medical biils or medical reports to:

NCACsmp, Inc,
14 Lafayette Square, Suite 700
Buffalo, NY 14203

Any person who knowingly and with Intent to defraud an insurance company or other person files an application for Insurance or statement
ot clalm eontalning any materlal faiss informatlon, or Insurance statemant of clalm containing Information corcarning any fact matesial
thereto, commlts a fraudulent Insurance act, which Is a erime, and shall ba subject to a chvit penzity noe to excead $5,008 end the stond value
of the claim for each viclation, )



Receipt for Employee Information Packet:

o have this day, o ", received 3 copy of th‘é‘ Emp!'oyée Information -
which includes the following: . |

L]

L 00 oo O

NAME:

DATE:

EMPLOYEE SIGNATURE:

C-3: Empiloyee Claim for Compensation {return to local Workers’
Compensation Board}

instructions for how to fill out the C-3 form, including a toll free number for

assistance {retain for your records)
Statement of Rights (retain for your records)

C-3.3: Limited Release of Health Information {return to NCAComp, Inc. at
the enclosed address)

HIPAA Release {return to NCAComp, inc. at the enclosed address)

Prescription Drug letter (retain for you records & present to your
pharmacist}

DT-1: Notice That Claimant Must Arrange for Diagnostic Tests &
Examinations Through a Network Provider




If you have suffered a workplace injury or liness, you may be eligible for workers' compensation
benefits. You may have already received medical treatment. If you haven't, yvou should seek medicai
care s 500N as possibie.

For assistance with your claim, cali the Workers' Compensation Board at {877) §32-40986,

Your Responsibilities

You must notify your employer, in writing, when, where and how you were injured. Do this as soon as
possible within 30 days of injury.

® Advise your healih care providers that you have s work-related injury, and give the name of your employer.
Do not pay for your care or use other healih insurance, Your heslth care provider will file medicat reporis
with the Board and with your employer or lts insurance carrder. If your case is disputed, the Board needs a
medical report on your injury 1o begin resciving your claim. _

® You should file an Employee Claim (Form C-3) reporting your injury 1o the Board as soon as possibie {yvou

must notify the Board of your injury or iliness within two years). If you injured the same body part
before, or had a similar Hinass, you must aiso file a Limited Release of Health Information (Form C-3.3).

Visit web.ny.gov and select File a Claim.

Complete the enclosed paper form(s) and mall to the Board,

if you have gquestions about filing an Employes Claim {(Form £-3),
please cail (877} 632-4996 and a Board representative will assist you.

g

H

Health Care and Travei Bills

Do not pay your heatth care provider or hospital for treatment received for this injuryfifiness. Those bills
are paid by the insurer unless the Board issues a decision that finds your claim is not valid. If your case is
disputed, the healihcare providers will be paid if the Board decides your case in yvour favor. However, if the
Board decides ogainst vou, or if you don't pursue o case, you will have io pay the health core provider or
hospitol {for submit to your heofth Insurance carrier).

Your employer's workers' compensation insurénce covers medically necessary drugs and equipment your
health care provider prescribes. You may also be reimbursed for mileage, public iransportation or other
necessary expenses incurred when traveling for reatment. Make sure that you oblain receipis for those
expenses, and submit them o your workers' compensation insurer on g Claimant’s Record of Medical and
Travel Expenses and Request for Reimbursement {Form C-257). '

THIS AGENEY EMPLOYS AND SEﬁViS z’EGgLE " Hew York State Worlers' Compensation Board
WITH DISABILITIES VATHOUT DISCRIMINATION. )
: PO BOX 5205

Binghamion, §Y 136025205
wch.ny.gev - (877) 632.4886



Generally, you can choose any healih care provider as long as the provider is authorized by the Board.

_ You can search for-an authorized health care provider in your area using the "Find a Doctor” feature |
‘or the Board's wabsite at webh.ay.gov. You-Can also use occupa‘uonal health clinics. Howeaver, if your

employer’s workers' compensation insurer has a Preferred Provider Organization (PPO) to provide care

for workers' compensation injuries, you must get your initial treatment from the PPO network. if that

insurer also has a pharmacy or diagnostic network, you must receive services within these networks,

The insurer must el you about its required provider networks and how to use them.

Benefits for Lost Wages

You are entitted to a portion of your lost wages, which must be paid promptly, if your injury affects you
in one or more of the following ways:

1. ¥t keeps you frem work for more than seven days.
2. Part of your body is parmanently disasbled.
3. Your pay is reduced because you now work fewer hours or do other work.

You may hire an aiforney or licensed represenﬁative for help with your claim, but it isn't required.
The Board sets their fees, which will be deducted from vour lost wages award. You or your family
should not pay anything directly 1o your attorney or licensed representsiive.

i your case is disputed, you may receive disabilily benefils while the case is heard. To gel a
Notice and Proof of Claim for Disability Benefits (Form DB-450), visit weh.ny.gov; calf the Board
for assistance; or visit & Board office. If the case is resolved in your fa ’ﬁvor the disability benefits
would be deducted from your lost wages award,

. Help is Available

Sometimes you need help getiing back 1o work. Your employer may have alternative or light duty
assignments that enable you to work while you heal. An injury can also cause family or financial
probiems. The Board has vocationat rehabiliiation counselors and social workers io help. Calt the
Board for more information on available services and for assistance.

if you are concerned about dependeancy on opicid pain medications, please call the NYS OASAS
HOPELIne at 877-8-HOPENY (877-846-7359).

What's Next?

Your employer or iis workers' compensation insurance carrier wilf contact you i your claim is accepted.
When that happens, your health care providers will be paid and lost wage benefits begin. If your case
is disputed, the Board will notify you about resolving the case and may reguest additional information
if necessary.

Workers' Compensation Board, (877) 632-4996 general_information@wcb.ny.gov

including Disability Benefits weh.ny.gov

The Board's €Case application enables you to view the contents of your case folder online.
For genera! information or to register for eCase, please visit the Board’s website at web.ny.gov.

NEW YORK | Worlkers'

STATE OF

greomonme 1 Compensation
Board



{8t | Workers - Employee Claim

JIATE gzg;%eﬂsatmn Siate of New York - Workers® Compensation Beard

Filt out this form fo apply for warkers' eompensation benefits because of a work injury

C-3

or work-related illness. Type or print neatly. This form may also be filed out on-line at WWWLYCD.NY.Qov.

WCE Case Number {if you know it):
A. YOUR INFORMATION (Employee) -

1. Name:

2. Date of Birih:

/ s

Fist 1 1ast

3. Mailing aﬁia‘ress:‘

temzer and StraelP0 Boxfipartmert Ho. Ciy. - . S

ZinCedz

-4. Sociai Securify Number: - . 5. Phone Mumber; {___- ). 6. Gender: L _IMale Ll Femsle

7. Will you need a translalor if you have to atfend a Board hearing? Clves [ o {f yes, for whal language?

B. YOUR EMPLOYER(S)

1. Employer when injured; 2. Phone Number: (

3. Your work address:

Humber angd i Coy Eala

4. Dateyouwsrehired: /I 5 vour supervisor's name:

Zialode

8. List names/addresses of any other employer{s) at the fime of your injuryfillness:

7. Gid you lose time from work at the other employmeni(s} as a result of your injuryfifiness? [ves [no
C. YOUR JOB on the date of the injury or iliness
1. What was your job fifle or description?

2. What types of activities did you normally perorm at work?

3.Was your job7 {checkone] [ ] Fulitime ] PanTime [J Seasonal ] volunieer [ Other:

4. What was your gross pay (before taxas) per pay period? 5. How offen were you paid?

6. Did you receive iodging or fips in addition te your pay? ,D Yas L] No  Ifyes, describe:

0. YOUR INJURY OR ILLNESS
1. Date of injtry or date of onset of lliness: ! / 2. Time of injury: U7 am

3. Where did the injury/ilness happen? {e.g., 1 Main Street, Pottersville, at the front door}

L] pm

4. Was this your usual worlk focation? LYes [ 1no if no, why were you at this location?

5. What were you doing when vou were injured or became H7? (e.g., unicading a fruck, typing a re;ierl)

&. How did the injuryAllness happen? (e.g., | kipped over a pipe and felf on the ficar)

7. Explain fully the nature of your injuryfiliness; st body parts aflected (e.g., twisted laft ankle and cut io forehead):

THE WORKERS' COLPENSATON BOAND ELFLOVS AMD SERVES PEOFLE
3.0 {111} Page1of2 TH DRABLITIES VATHOLT DISCRASHATION

www.web.ny.gov



YOUR NAME:. — - ‘ - DATE OF INJURYNILLNESS: | i i
D. YOUR INJURY OR ILLNESS continued ' '
8. Was an object (e.g., forklift, hammer, acid) involved in the injuryfiliness? Cdves [ne & yes, what?

8. Was the injury the result of the use or aparation of a ficensed motor vahicle? Clves Tino
{fyes, ] your vehicle [ employer's vehicla L] othervehicle  License plate number {if known):

i your vehicle was involved, give name and address of your mofor vehicle insurance carier:

~ 108, Have you given your employer {or supervisor) nofice of iﬂjuryﬁilr:e;ss;?' - Mves Tl o _
I yes, nolice was given lo: [ Toraty [l inwriting Date notice given: / {

11. Did anyone see your injury happen? [ Tves £1 Mo [ Unknown if yes, fist names:

E. RETURNTOWORK _
1. Did you slop work because of your injury/iiness? (] Yes, on what date? S A S L o, skip to Section F.
2. Have you reurnedtowork? [ 1ves [No Ifyes onwhatdate? __ + 1 { 1requiarduty [ timited duty
3. If you have relumed to work, who are you working for now? 1 same emplayer L] new employer L1 seff employsd
4. What Is your gross pay {belfore taxes) per pay period? : How often are you paid?
F. MEDICAL TREATMENT FOR THIS INJURY OR ILLNESS
1. What was the date of your first keatment? jj ! (] tone received {skip to question F-5}
2. Were you treated on site? Clves Lo
3. Where did you receive your first off site medical frealment for your injuryfillness? [ nene received [ Emergency Room
L] pocior's office ] Clnic/HospitalfUrgent Care - O Hospital Stay over 24 hours

Name and address where you were first treated:
Phone Number: { )

4. Are you still being treated for this injuryfillness? [dves [ 1o
Give the name and address of ihe doctor{s} treating you for this injuryfiiness:

Phone Number: { )

5. Bo you remember having another injury to the same body part or a similar #iness? Clves T to
If yes, were you freated by adoctor? | Jves [ INg I yes, provide the names and addresses of the doclor{s} who treated
you and COMPLETE AND FILE FORM C-3.3 TOGETHER WATH THIS FORM:

6. Was the previous injuryfiliness work related? [ 1ves [ No
if yes, were you working for the same employer that vou work Tornow? [ Jves [ o

fam hereby making a claim for henefils under the Workers' Compensation Law. My signature affirms that the information | am providing is true
and accurate {o the best of my knowledge and belief,

Any persen who knowingly and with INTENT TO DEFRAUD presents, causes 1o be presented, or pregares wih ktovriedge ar belief that it
witl be presented fo, or bﬂ an insurer, or seif-insurer, any information containing any FALSE MATERIAL STATEMENT or conceals any
materfal fact, SHALL BE GUILTY OF A CRIME aad subject fo substantial FINES AND IMPRISONMENT.

Employee's Signature: Print Name: . Drate: ! !

On behall of Employes; Print Mame: Date: f )
An individual may sign on behalf of the employee only if he or she is legally 2uthiorized {0 do so and the employee is & minar, mengzlly incompetent or incapacitated.

T certify {o the Dest of my knowledgz, information and befiel, formed afler an inguiry reascaable under ihe cireumstances, thal the allagalions and olher factual
matlers asserted above have evidentiary suppor, or are likely o have evidenliary support after a reasonable opporiunity for further invesiigations or discovery.

Signature of Altorney/Repraseniative (if any): : Date: ! i
Print Name: ‘ : THiel_.
D No, ifany. R if Licensed Representative, License Mo Expiration Date: ! {

3.0 {111} Page 20f2



instructions for Completing Employee Claim (Form C-3}

Flease complete this fonm and send it to the Workers' Compensation Board centralized mailing address listed at fhe end of these
instrucifons. If you need addlttonal help completing this form, contact the Woerkers' Compensation Hoard at 1-877-632-4848. You
ray also filf this farm out onfine at web.ny.gov. If you do not have or know your Workers' Compensation Board Case Number,
please leave this fleld blank. It Is not required to process your claim. Remember io enter your name and the date of your ’
injury/iliness-on the fop of page two. . ' . .

Saction A - Your information (Employes): C
in Seclion A, enter your nare, address and other requested information. N
Koto on ftem 73 Soard hearings are conducted in English. If you need & ransiaior, sefect Yes and indicate the language needsd.

Notification Pursuant {o the New York Porsonal Privacy Protection Law
{Public Offlcers Law Article 6-A} and the Fedoral Privacy Act of 1974 {5 U.5.G. § 552a).

The Workers' Compensation Board's (Board's) authority 1o request that claimants provide personat information, including their
socdal securily number, is derived from the Board's investigatery authodly under Workers' Compensatlon Law (WGCL) § 20, and
its administrative authority under WCL § 142. This information Is callected o assiat the Board In Investigating and administerng
ctaims i the most expedient manner possible and to help it maintain accurate dalm resords, Praviding your social securlty
number to the Board I3 voluntary. There is ne penalty for faliure o provide your soclat security number on this form; it wili not
resultin & dental of your cisim or a reduction in benefits. The Board will pratect the confidentiality of all personal information in
its possesslon, disciosing it only in furtherance of its official duties and in accordance with 2 pplicable state and federal faw.

Section B - Your Employar{s):

In Sectlon B, enter the name, address, phone number and ofher Information of the employer you were working for at the fime af fha
InjuryAiliness,

Note: Your employer Is the company or agency that issues your paycheck, if you are a contracior at s work siie er offica, the
stafiing agency or vendor who hired you Is your employer, not the work site or office whare you repart fo work.

Bection G - Your Job on the Date of the Injury or linsss:
in Sectlan G, enter your job tile, work activities and pay information,

Section O - Your Infury or liness:

I Sectlon D, enfer your Infury or iliness information.

ftam 1: Enter the date you were Infured or the first date you notlced you hecame i,

If this Is an Hiness or sceupational disease, skip em 2. The dafe you were injured must be In monthVdaylvear farmat. Tha year
shouid be wiitten as four digits, e.g., 2015

item 2: Enter the time when the infury occurred. Chack whether it was AM or PM. .

itom 3: Indicate the locafion where the injuryfliness occurred, including the address of the building and the physicat focation in the
building where the infuryilliness happened.

ftom 4: Check whether this was your norrmal work Tocation. If If was not, explain why you were at this loeation.

ftorn &t Describe In detall what you were dolng at the time of the injuryliitness (e.g., unioading boxes from 2 truck by hand).

This explains the events leading up to the injury,

Item G: Dascribe In detall how the injury/iiiness occurred (e.g., | was lifiing 2 heavy box off a fruck), This shauld inciude all pesple
and events involved in the injury/iiness,

itom 7: Indicale fully the nalire and extent of your injuryfiliness, including all body parts Injured. Be as specific as possible (e.q., |
stralred my back trying to fifl a heavy box. it hurts to bend over or held even lighter objects now).

Herms 8: Indicale If some object was involved In the accident other than a ficensed motor vehicle. Other cbjects may Include 2 tosl
(e.g., hammer}, a chemical {2.g., acid), machinery {e.g., forklift or drill press), ele.

ftoms 9 Indicate if a licensed motor vehicle was Involved In the accidant. If so, check if the motor vehicle Involved was yaurs, your
amployer's, ar a third parly's. Include the license plate number (if known). If your vehicle was Involved, fil out the name and address
of your automabite Hability insurance cander,

iterms 8 Check if you gave your employer or supervisor nofice of your Injury or liness, 1f se, indicate whe you gave nafice to as well
as If it was orafly or In writing. include the date you gave notice,

ttem 11: Check if anyone else saw the injury happen. If anyone did ses i, Include thelr name(s).

Section E - Return to Work:

lestr: 11 If you slopped working as a result of your work-refated infurvfiliness, check Yes and indicate the date you stopped working,
if you have not stopped working, check No and skip to the next section,

itom Z: If you have since refumed to work, check Yes, Also indicate on what date you starded working agaln, as well as if you have
retumed o your Normal Butles or if you are on Limited or Restricted Duty. (f you have not returmed to your full pre-infury or iliness
work dulies, then you are on Limited Guty.) ) :

fteme 3: If you have retumed fo waork, indicate whe you are working for now.

ttam 4: Enler your gross pay {(befare tax pay) per pay percd for the job you are working al now. Indicate how ofien you are
raceiving a paycheck {(weekly, bl-weekly, ete.), ) :

€-3.0 {1-11)



Sectlon F - Madical Treatment for This Injury or liness:

ftamn 4: If you did not recelve medical treatment for {fis injury/itinass, check None Recaived and skip o item 5. Otherwise, enter the
date you first recelved treatment for this injurvfiliness ‘and complete the rest of this section. . .

item 2: Check if you were first reated on the ob for this injury or ilinass.

items 3: Check the locatlon where you first received off site meadical treatment for yaur injury or iiness. include the name and
address of the facliity as well as the phone number (including area code). | . . DR ‘

itams 4: i you are sliil recelving ongaoing treatment for the same injury or fllness, check Yes and Indicate the name and address of
the decior(s} providing treatment as well as the phone number {ncluding area code); otherwise, check No. ‘

- tam &: I you befleve you already had an Injury to {he same body part or a simiar linass, check Yes and Indicate if you were treated
by a docior for this Injury or Hiness. If you were ireated by a doctor, indicate the name(s) and address(es} of the doctor{s) whom
provided care and complete and fHle Form £-3.3 together with this form.

ftem 6: §f you had a previous injury or liiness, check if your previous injury or finess was work-refated. If Yes, check if the Injury or
liness happaned while working for your cusrent employer-

Slgn Form C-3 In the place provided for Employee’s Signature on page 2, print your name, and enter tha date you slgned the forme.
Ifa ihird-party is signing on behalf of the employee, thal person should sign on ihe second signature line. if you have legat
representation, your representative must compiele and sign the attoreylrepreseniative’s cerfification section on the

bottom of page 2.

¥What Every Worker Should Do in Case of On-The-lob Injury or Occupational Diseaso:

1. lmmediately tell your employer or supervisor when, where and how you were Injured.

2. Secura medicat care immediately.

3. Tell your decter {o fife medicaf reports with the Board and with your employer or ils insurance carrier.

4. Make out this claim for compensalion and send it {o the neares! Workers' Corpangation Board Office. {See below.) Failure {e file
within two years afler the date of injury may result in your claim being denied, If you need help in completing ifds form, telephons or
visl! the neares! Workers' Compensation Board Gifice listed below.

8. Go {o &ll hearings when notified to appaar.

6. Go back to work as s00n a3 you are able; compansation is never as high as your wage.

Your Rights:

1. Generally, you are entitled o be ireated by a doclor of vour choice, provided hefshe is autihorized by the Board. I your employer
Is fnvolved in a preferred provider organization {PPO} amangement, vou must obtaln Inilial ireatment from the preferred provider
organization which has baen designated to provide health care services for workers’ compensation Injurfes.

2. DG NOT pay your dactor or hospital, Their biils will be paid by the insurance carrler if your case Is not dispited, i your case ls
disputed, the doctor or hospital must wall for payment untll the Board decldes your case. In the event you fall (o prosecule your case
or the Board decldes agalnst you, you will have to pay the doclor or hospital. -

3. You are also eniilied to be reimbursed for drugs, crusithes, or any apparatus properdy prescribed by your doclor and for carfares
or olher necessary expenses going to and from your doctor's office or the hospital. (Get recelpls for such expenses.}

4. You are enflilad to compaensailon If your injury keeps you fram work for more than seven days, compels you {e work at lower
wages, or restlts In permanent disability to any part of your body. )

5. Compensation Is payable direclly and without waiting for an award, except when the claim is disputed,

6. Injured workers or dependents of deceased workers may represent themselves In matters before the Board or may refain an
attomey or licensed represenialive to represent them. if anr atiomey or ficensed representative s retalned, hisfher fee for legal
services will be reviewed by the Board and if approved will be pald by the amployer or insurance company ouf of any compensaiion
banefits due. infjured workers or dependents of deceased workers should not directly pay anything to the atiomey or licensed
representalive representing them In a compansation case.

7. if you need help retuming to work, or with family o financlat problems because of your injury, contact the Workers® Compensatlon
Board office nearest you and ask for a rehabllitation counselor or social worker,

This form should be filed by sending directly fo the address lated helow:
New York State Workers' Compsnsation Board

Contralized Mailing

FO Box 5208

Binghamton, MY 13%02.5205

Customar Service Toll-Free Number: 877-632-4396

C-3.6 {1-11)



STATE OF NEW YORK ‘ WORKERS' COMPENSATION BOARD
Andrew M. CGuome, Governor Kenneth 4. Munnelly, Chair

STATEMENT OF RIGHTS

TO ALL WORKERS WHO ARE INJURED WHILE WORKING OR WHO SUFFER FROM AN OCCUPATIONAL DISEASE
YOU MAY BE ENTITLED TC WORKERS' COMPENSATION BENEFITS

1. You should fle a claim for benefits within two vears of the date you are injured, unless your injury is very minos, requiring no medical
treatment and causing no lost fimé from woik. i you do not file within two years vour right to benefits may be lost. Oblainand filea
claim form {(Fonn C-3, or VF-3 for volunteer firefighters, or VAW-2 for volunteer ambulance warkers) with the nearest Workers®
Campensation Board office {see addresses below), : :

2. You may be entitled (o lost lime benefits if your work-related injury keeps vou fram werk for more than seven days, compels you {o work
at lower wages or results in permanent disabifity to any past of your bady. You may be entitied to rehabilitation services if vou need help
seturning to wark. (in volunteer firefighters® and voluntesr ambulance workers® cases, compensation for lost thne or loss of earning
capacily may be payable from date of injury.)

3. You are entiled to obtain any necessary medical treatment related fo your injury and you should do so Immediately.

4. For the treatment of your work-related injury or illness, you may choose any physician, podiatrist, chirepractor, or psychelogist {upon
referral from an authorized physician) who Is Board authorized and wheo is accepting workers' compensation patients. If, however, your
amployer is involved in a certified prefemed provider organization {PPO) arrangement, you must obtain initial freatment for any workers'
compensation injury or iliness from the praferrad provider organization, Employers participating in this statutory program are required to
provide thelr employees with wiitien nolification describing their employees’ rights and obligations under the program.

5. You should inform your doctor to file copies of medical reports concerning your dlaim with the Workers' Compansation Board and your
employer's insurance company, which Is indicated at the botiom of this form.

8. You should not pay any medical providers directly far treatment of your work-related injury or iliness. They shouid send their bills to your

employer's insurance canier. If there is a dispute, the provider must wait until the Board makes a decision before it attermpis to collest
payment from you, If you do not pursue your claim o the Board rules that your injury is not worlerelated, you may be responsible for the

payment of the bills.

7. The employer is liable for the replacement or rapair of an employee's prosthesis {e.g., arlificial members, false teeth, eyegiasses),
which has been lost or damaged in the course of employment, whether or not there was badily injury to the emplovee. You are afso
enlitled to be reimbursed for drugs, cruiches or any apparatus properly prescribed by your doctor, and transpottation and other
necassary expenses going to and from your doctor’s office or hospital. {You shouid get receipis for aif such expenses.) :

8. You are entitled to be representied by an'aitcmey or licensed representative, but it is not required. if you do hire an aticmey or lcensed
representative, you should not pay him/her directly. Any fee will be set by the Board and will be deducted from your award,

9, Lostlime and medical benefits are payable direcily without & formal direction from the Board, unless your claim is disputed. If your claim
Is disputed on the grounds that your infury is not workerelated or did not arise in the fine of volunteer firefighter or ambutance worker
dufies, then you may qualify for disability benefils for non-wark injuries. For more information on entitlement to disability benefits, eantact
the Workers' Compensation Board office nearest you.

10. You should go back to work as so0n as you are able; compensation is never as high as your wage, f you need help refurning fo worlk,

or with family or financial problems because of your injury, you should contact the nearest Board office and ask for a rehabiiitation
counselor of social warker,

11, Your employer may not ask you to waive your right to compensation nor may your emgployer deduct any money from your pay fo
contribute o the payment of workers' compensation insurance premiums. Further, you cannot be discharged or discriminated against
because you filed a claim far workers’ compensation benefits,

IF YOU HAVE DIFFICULTY IN CBTAINING A CLAIN FORM OR NEED HELP IN FILLING IT QUT, OR IF YOU HAVE
ANY OTHER QUESTIONS OR PROBLEMS ABOUT A JOB-RELATED INJURY OR DISEASE, CONTACT ANY OFFICE
OF THE WORKERS COMPENSATION BOARD.

This information is a simplified presentation of your rights under the Workers'
Compensation Law. it Is provided, as required by Section 110 of the Workers'
fion Law, b loyers i ier:
Compensation Law, by your employer's snsurénce carriar: KENNETH . MURNELLY
CHAIR
NCAComp, Inc, .
M_Lafagette Square
Sttite 700
Buffalo, NY 14203

NYS Workers' Compensation Board, Centralized Mailing, PO Box 5205‘ Binghamion, MY 13902-5205

_THE WORKERS' COMPENSATION BOARD EMPLOYS AND SERVES PEOPLE WITH DISABILITIES WITHOUT DISCRIVINATION,
£-430S ($-16) ESTE RESUMEN ESTA ESCRITO EN ESPANOL AL DORSO

wavw.wob.ay, gov



ESTADO DE NUEVA YORK DECLARACION DE DERECHOS  JUNTADE COMPENSACION OBRERA
Andrew M. Cuomo, Gobemador Kenneth J. Munnelly, Presidente
ATODU EMPLEADD LESIONADOC EN FL TRABAJO G QUE SUERA DE ENFERMEDAD QCUPRACICNAL:

USTED PUEDE TENER DERECHO A BENEFICIOS DE COMPENSACION OBRERA

. Usted debersd presentar una reclamacién de beneficios dentro del término de dos afies del dia en que fue lesionado, a menos que la
lesi6n sea tan pequefia qus no requiera tratamiento médics y que no cause interrupridn en su jomada de trabajo. Si no radica dentro
-del térming de dos afios, puede perder sus derechos a beneficios. Consiga y radique una fofma de reclamacidn (Ferma C-3, o VF-3
para bomberos voluntados, o VAW-3 para empleados voluntarios de ambulancias) en la oficing més cercana de is Junia de

. Compeansacién Obrera {direccicnes més abafa}, - - : . . -

iy

2. Usted tiene derecho 2 compensacién si su lesion refacionads con el trabajo le impide rabajar por mds de siete dias, i obliga a
trabajar a sveldo mas bajo § resulta en incapacidad permanente de cualguier parte de su cuerpo, Usied puede tener derecho s
servicios de rehabilitacidn si necesita ayuda para regresar al trabajo. (Bomberos voluntarios ¥ Trabajadores de Ambulancia
Voluntatios pueden ser compensados desde ef mismo dia de su lesion.)

3. Usted tiene derecho a recibir tratamiento médico relacienade con su {esidn y debe obtenerlo inmediatamente.

4, Para el tratamiento de cualguier lesidn o enfermedad relacionada con e trabajo, usted puede escoger cualquier médice, podiaira,
gquiropractico 6 psicolago {si es referido por un médico autorizado) que esté autorizade y acepte pacientes de la Junta de
Compensacion Obrera,  Sin embarge, si su patrona estd avtorizado a participar en una crganizacion certificada de provesdores
preferidos (PPOY, usted deberd obfener tratemiento inicial para cualauier lesidn o enfermedad refacionada con el trabajo de fa
correspondiente entidad. Patronos que participen en esta programa establecida por ley estan abligados a proveer a sus empleados
notificacion escrita explicande sus derechos v obligaciones bajo ef programa a quite esté acogido.

5. Usted deberd requerr de su Médico que radique copias de los informes médicos de su cass en Iz Junia de Compensacién Obrera y
en fa compafia de seguros de Su patrono, que se indica al final de esta forma,

§. No pague a ningun proveedor médico directamente por tratamiento de su lesidn ¢ enfermedad relacionada con el trabajo, Elios deben
enviar sug faclures al asegurador de su pafreno. Si ef caso es cuestionado, el proveador debers esperar hasla que {a Junia decida el
cas0, antes de iniclar gestion de cobro alguna contra usted. i usted no tramita su caso 6 la Junis falla que su lesidn o enfermedad no
esté relacionada con ef frabaje, usted podria ser responsable def page de fas facluras.

7. Bl patrona es responsable de la susfitucién y reparacion de aqueifos implernentos médicos que han sido perdidos ¢ se han
deteriorado como consecuencia del emplao, sin que importe el que of empleado haya onosufride lesion (E]. miembros artificialas,
dentadura postiza, espejusios). Usted tambien tisne derecho a ser reembolsade por medicinas, muletas, o cuakyuier st implemento
debidamente racetado por su medico ¥ por iransportacién U olro gasto necesario para ir al médico Gathospital. {Obtenga recibos
para justificar gastos.)

&. No es obligaterio el estar representado en ninguno de los procedimientos de la Junta, pero es un derecho que usted tiane, of astar
represantade por  abogado § por representante ficenciade si usted asl Io dasea. Si es representadao, no pague af abogado 6 &
represantante licenciade. Cuando Ia Junta declda su caso, los honorarios seran determinados por la Junta v descontades de sus
beneficios. )

8. La compensacidn se paga inmediatamente, sin esperar por Is adjudicacian def caso, exceplo cuando Iz reclamacion s cuestionada.
S la reclamacién es cuestionada en base a que Ia incapacidad no fue causada por un accidente relacionado con su trabajo 6 por una
enfermedad ocupacional & por una lesidn en el cumplimiento de su deber como bembero veluntario & como milambro voluntaric del
cuerpe de ambulancia, usled puede lener dereche a recibir beneficios per incapacidad (paras lesfones fuera def trabajo). S su
raclamacién es cuestionada y no esta recibiendo beneficios por incapacidad, comuniquese con cualquiar oficina-de k2 Junta,

1p. Regrese a su trabajo tan pronto pueda. La compensaclén nunca es tan alla como su sueldo. S necesita ayuda para regresar al
trabajo 6 para resolver problemas fnancieros & personales por causa de s lesién sufrida, comunicate con la oficing mas cercana de
la Junta y solicita hablar con un trabajador seciat o con un consejero de rehabilitacion.

11. Su patrono no pusde solicitar que usted le releve de su derecho a compensacidn, ni puede descontar cantidad alguna de su pags
para contribuir al page de fas primas del seguro. Usted no podré ser despedido ni penalizado por radicar una reclamacidn en la Junta.

SI TIENE DIFICULTAD EN CONSEGUIR UN FORMULARIO DE RECLAMACION © NECESITA AYUDA PARA LLENARLO O TIENE
DUDAS SOBRE CUALQUIER SITUACION RELACIONADA CON UNA LESION O ENFERMEDAD COMUNIQUESE CON LA OFICINA
MAS CERCANA DE LA JUNTA. .
Este rasumen es una compilacién de los puntos mas imporiantes de sus derechos
bajo 1a ley de compensacitn obrera. La seccién 110 de la ley requisre de sy patrono
ofrecere esta informacién,

NCAComp, Inc KENNETH J. MUNNELLY
14 Lafayette Square PRESIDENTE
Suite 700

Buffalo, NY 14203

NYS Workers' Compensation Board, Centralized Mailing, PO Box 5205, Binghanﬁton, NY 13802-5205

C-4308 (9-16) ' THIS NOTICE 1§ WRITTEN IN ENGLISH ON THE REVERSE SIDE.

wWWWLWeh.ay, gov




REW | Warkers . _ . :
YOR | Compensation Limited Re%eas%ﬁ?g Ali?aiih Information -2 3

Board State of New York - Workers' Compensation Board

WCB Case No. {if vou know i):

Ta Claimant:- If you received treatment for a previous injury fo the same Body part or for an illness simifar to the one described in your current
Claim, il ouf this form. This form aliows the health care providers you fist below to release health care information about your previous injury!
flress 1o your employer's workers' compensation insurer, The federal HIPAA law {Health Insurance Poriabifity and Aceouniability Act of 1996)
says you have a right o get a copy of this form. If you do not understand this form, talk to your legal representative. If you do not have a legal

representative, ie Advocate for Injured Workers at the Workers' Compensation Board can help you. Call: 800-530-6665.

To Health Care Provider: A copy of this HIPAA-compliani release aliows you fo disclose heaith information. I you send records io the
enmployer's workers' compansation insurer i response o this release, also mall copies to the Claimant's legal representative. {If no legal
representative is fisted below, send copies to the Claiment} Health care providers who release records must follow New York stale law and

HIPAA,

This release is: . . This form does NOT allow your healih care provider(s)
@ Voluntary. Your healih care provider(s) must give you the same care, to release the following types of infasmation:
payment lerms, and benefits, whether you sign this form or not. ’

& Limited. It gives your health care provider(s) permission to release only

those heallh records that are related to the previous iliness/condition you & HiV-related information
describe below.

@ Temporary. It ends when your current claim for compensation is established @ Psychotherapy notes
or disallowed and all appeals are exhausied.

e Revocable. You can cancel {his release at any fimse. To cancel, send 2 letter @ MeoholfDrug treatment

to the healih care provider(s) listed on this form. Alse, send a copy of your
feller to your employer's workers' corpensation insurer and the Workers'
Compensalion Board. Nole: You may not cancel this release with respect o

medical records already provided. Verbal inf for your hezlh "
® For records only. H gives your health care provider(s) lisied on this form @ Verbal information (your health care providers may
permission to send copies of your health care records fo your employer's noi_ discuss yourrhealzh care informaion vith anyone)

workers® compensation insurer,

o Mental Health treatment {unless you check belfow)

Any medical records released will become past of your workers' compensation file and are confidentia! under the Workers' Compensation Law.
A. YOUR INFORMATION {Claimant)

1. Name: - : _ 2. Social Security Number, i
3. Malling Address:
4, Date of Birth: f / 5. Date of the cumrent injuryfiliness: / /

&. Current injuryfilingss, including al body paris injured:

7. Your tegal representative’s name and address {if any};

[_iCheck here if you affow your heaith care provider(s) fo release mental health care information.

B. YOUR HEALTH CARE PROVIDER(S] (Lisi ali health care providers who freated you for a previous injury to the same body part or similar
ifiness. If more than 2 providers attach their contact information to this form.)

1. Provider; 2. Phone Numbar: { )
3. Mailing Address:
4. Other provider f anyh: : 5. Phane Number; { }

&, Mailing Address:,

C. READ AND SIGN BELOW. | hereby request ihat the health care provider(s) tisted above give my smployer's workers' compensation
insurer copies of all health records related to any previous injuryfiiness, lo-all hody pats, described above. ,

Clalmants signature (ink only - use blue balipoint pen, if possible.) [(ate

If the claimant is unable to sign, the person signing on histher bahall must fitt oui and sign below:

Your name ' Relalionship to Claimanl Signature (ink only ~ use blue ballpcint pan, if possitle.) Date

£33 (12:09) _ Version en espafiol al reverso de la forma. wiv.wob.ny.gov



gew. |Workers' -~ Divulgacion limitada de informacién sobre Ia salud |
Z@ﬁ’% Compensation gacio (HIPAA) - @mg 3
Board Estado de NuevaYork - Junia de Compensacién Obrera {WEB)

WCB Case No. {if you know i) (Ndmero de case WEB [sifo sabs))
Al reclamante: S usled recibid tratamiento por una lesidn anterior en la misma parie del cuerpo o por una enfermedad similar a la que motiva
ahora su reclamacion, complete este formulario. Este farmulario les permite a los proveedores de salud que usted safiaté a confinuacion divulgar
a la compaiiia de seguros de compensacion obrera de su empleador Ia informacion sobse su salud refacionada con su tesidnfenfermedad
anterior. La Ley federai HIPAA (Ley de portabilidad y responsabifidad del seguro de salud de 1995} esiablece que usted fiens derecho a recibir
. una copia de este formulario. Sino comprende este formulario, hable con su representante legat. Si no tiene un representante legal, el
Represenianie de los obreros lesionados de la Junta de Compensacion Obrera puede ayudario. Llame &l 803-580-6665. ‘
Al proveador de safud: Una copia de esta divulgacion, redactada seqgin fo que establece la ley HIPAA, le permiie divulgar informacion sobre la
salud. Si envia los registros al asegurador de compensacion obrera del empleador en respuesia a la presente divulgacion, también debe enviar
por carreo copias &l representanie legal def reclamante. (Si 2 continuacidn no s especifica un representante tegal, envie las copias al
reclamante). Los proveedores de safud que divulgan fos registros deben cumplir con fas leyes del estade de Nueva York v la HIPAA,

Esla divulgacion es:

@ Voluntaria. Su(s) proveedor(es) de saiud deben olorgarie la misma
atencion, condicicnes de pago y beneficios, independieniemenie de que
usted firme este formulario o no.

o Limitada. Le olorga & su(s) proveedor(es) de salud permiso para divulgar o informacién relacionada cor el YIH
tnicamente los registras médicos que se relacionen con ta enfermedad/

afeccidn anledor que usted describe a continuacién,

Este formulario NO autoriza a su{s) proveedor(es) de
safud a divulgar tos siguientes fipos de informacion:

@ Temporal. Termina cuando se olorgue o desestime su actual reclamacidn e Notas de terapia psicolGgica
da compensacion y se hayan agotado {odas {as apelaciones.
@ Revocable, Usted pusde cancelar esta divuigacion en cualouier momenio, ® Tratamientos per abuse de alcoho! o drogas

Parz hacerlo, envie una carla al (a los) proveedor(es) de salud que se
indican en este formulario, Ademas, envie una copia de su cada ala
compania de seguros de compensacidn obrera de sy empleador y a fa Junta & Tratamienio de salud menial (a menos que usied o
de Compensacion Obrara. Nota: Ne podré cancelar esta divulgacisn en o indigue a continuacion)
que se refiere a regisiros médicos gue ya se hayan provisio,

& Solamente para registros. Le oforga a su(s) provesdor(es) de sajud que se
indicaln) en este formulario permiso para enviar copias ge sus regisiras de
salud a fa compaiiia de seguros de compensacidn obrera de su empleador.

@ Infarmacidn verbal (sus doctores no pueden hablar
con nadie sobre su informacion de saiudg)

Les registros médicos diviigados se incorporardn a su expediente de compensacion obrera y son confidenciles conforme afa
Ley de compensacion obrera. :

CONTESTA LAS SIGUIENTES PREGUNTAS, EN INGLES SIES POSIBLE, EN LOS ESPACIOS PROVISTOS Y FIRMA

Al FRENTE DE LA FORMA.
A. YOUR INFORMATION (Claimant} INFORMACION PERSONAL {Reclamante}
1. Name {Nombre) " 2. Social Security Number (Nursero de seguro social)
3. Mailing Address (Direccitn postal)
4. Date of Birih (Fecha de nacimienio) 5. Date of the current injuryfiliness (Fecha de fa [esidonfenfermedad aclual)

6. Current injury/ifiness, including ail body parts injured (Descripcién de la lesidnfenfermedad aclual, incluyendo todas Ias paries del
cuerpo lesionadas)
7. Your legal representative’s name and address (f any) {Nombre v direccion de su represenianie legal [si corresponde])
Chieck here If you allow your health provider(s} o refease mental health care informalion. {Marque aqui s autoriza a su{s) proveedor(es} de
salud a divuigar informacion sobre fratamientos de salud mental)
B. YOUR HEALTH CARE PROVIDERS (List all healih care providers who freated you for a previous iajury lo the same body part or similar
iflness. If more than 2 providers, attach their contact informalion o this form.
SU(S) PROVEEDOR(ES) DE SALUD  (Enumere todes ios proveedores de salud que ie han fratato por lesiones previas a las mismas
areas del cuerpo 6 por enfermedades semejantes.Si son mas de 2 proveedores, adjunie su informacion de contacio a este formulario.}
1. Provider (Proveedor de salud} 2. Phone Mumber {N° de teléiono)
3. Maiting Address {Direccidn postal) ‘
4. Other provider (if any) (Ctro proveedor isi corresponde]) 5. Phone Number {N° de teléfono)
6. Mailing Adress (Direccion postal)

C. READ AND SIGN BELOW | hereby request that the health care provider(s) listed above give my employer's workers' compensation
insurer copies of ali health records refated fo any previous injuryfiliness, 1o all body paris, described above. LEA Y FIRME A
CONTINUACION, Por la presente salicito que los proveedores de salud aqui enumerados Je provean al asegurador de compensacitn
abrera de mi palrono copias de todos los records médicos relacionados a cualquier lesionfenfermedad aqui enumeradas. :

If the claiman{ is unable to sign, the parson signing on hisfer behalf must Bl out and sign below: (5i ef reclamante no puede firmar, ta
persona que firma ef formularia en su nombre ¥ representacion debe lenar v finmar 2 continuacion)
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxkxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
Claimant's signature (Firma def reclamante ) use solo tinta - preferiblements azu Dale (Fecha)

KRR XK KX X KK KKK XX XK X I R K K R O K S K XX R O M X X KK X RO
Your name (Su nombre} Refationship o Claimant {Relacion con el reclamante) Sigralure{Firma} Dale{Fechal

€3304 2-93} . W ry.gov




\ QCA Official Form Nou 960
AUTH@RIZATI@N FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
{This form has been approved by the New York State Department of Health]

Patient Name ' Date of Birth Social Security Nuraber

Batient Address

I, or my authorized represeniatwe requsst that health mf‘ormanon regarding my care and treatment be released as set foﬂh on this farm

In accordance with New York State Law and the anacy Rule of the Health Insurance Portability and Accountability Act of 1996
{HiPAAY, Tunderstand that

1. This authorization may include disclosure of information relating to ALCOHOL and DRUG ABUSE, MENTAL BEALTH
TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if I place my initials on
the appropriate line in Hem 9(3). In the event the health information described befow includes any of these types of information, and 1
initial the Hine on the box in Item 9(a), I specifically authorize release of such information to the person{s) indicated in Itewm 8.

2. If 1 am authorizing the release of HIV-related, aicohol or drug treatment, or miental health weatment information, the recipient is
prehibited from redisclosing such information without my authorization unless permitted to do so under federal or state law. I
understand that I have the right to request a list of people who may receive or use my HIV-related information withouwt authorization, If
I experience discrimination because of the release or disclosure of HIV-related information, I may contact the New Vork State Division
of Human Rights at (212) 480-2493 or the New York City Commission of Human Rights at (212) 306-7450. These agencies are
responsible for protecting my rights,

3. I have the right to revoke this authorization at any time by writing to the health care provider listed below. I understand that I may
revoke this authorization except to the extent that action has already been taken based on this authorization.

4. 1 understand that signing this authorization is voluntary, My treatment, payment, enrollment in a health plan, or eligibility for
benefits will not be conditioned upon my authorization of this disclosure.

5. information disclosed under this authorization might be redisciosed by the recipient (except as noted above in Item 2), and this
redisclosure may no longer be protected by federal or state law,

6. THIS AUTHORIZATION BOES NOT AUTHORIZE YOU TO BISCUSS MY HEALTH INFORMATION OR MIEDICAL
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM ¢ (b

7. Mame and address of health provider or entity to release this information:

8. Name and address of person(s) or category of person 1o whoimn this information will be sent:

9(a}. Specific information {0 be released:
L1 Medical Record from (insert date) to (insert date)
{1 Entire Medical Record, including patient histories, office notes (except psychotherapy notes), test results, radiclogy studies, films,
referrais, consuits, billing records, insurance records, and records sent to you by other health care providers.

{3} Other: Include: {Fadicate by Initialing)
Alcobol/Drug Treatment
Mental Health information
Authorization te Discuss Health Information , HIV-Related Information

{b) U} By initialing here I authorize
initials Name of individual health care provider

to discuss my health information with my attorney, or a governmental agency, listed here:

{Attorney/Firm Name or Governmental Agency Name)

16. Reason for release of information: - 11. Date or event on which this authorization will expire:
LI At request of individua! :
i1 Other:
" 12, If not the patient, name of person signing form: 13. Authority to sign on behalf of patient:

All items on this form have been completed and my gquestions about this form have been enswered. In addition, [ have been provided a
copy of the form.

Date:

Signattre of patient or representative aunthorized by faw

* Human Immuoncdeficiency Virus ihat causes AIDS, The New York State Public Health Law protects information whlch reasonabiy could
idengify someone a3 having HIV symptoms or mfemmn and information regarding a person’a contacis,




Instructions for the Use
of the HIPAA-compliant Authorization Form to
Release Health Information Needed for Litigation

This form is the product of a collaborative process between the New York State
Office of Court Administration, representatives of the medical provider community in
New York, and the bench and bar, designed to produce a standard official form that
complies with the privacy requirements of the federal Health Insurance Portability and
Accountability Act (“HIPAA™) and its implementing regulations, to be used to authorize
the release of health information needed for litigation in New York State courts. It can,
however, be used more broadly than this and be used before litigation has been
commenced, or whenever counsel would find it useful.

The goal was to produce a standard HIPAA-compliant official form to obviate the
current disputes which often take place as to whether health information requests made in
the course of litigation meet the requirements of the HIPAA. Privacy Rule. It should be
noted, though, that the form is optional. This form may be filled cut on line and
downloaded to be signed by hand, or downloaded and filled out entirely on paper.

When filing out Item 11, which requests the date or event when the authorization
will expire, the person filling out the form may designate an event such as “at the
conclusion of my court case” or provide a specific date amount of time, such as 3 years
from this date”. o ‘

If a patient seeks fo authorize the release of his or her entire medical record, bui
only from a certain date, the first two boxes in section 9(a) should both be checked, and
the relevant date inserted on the first line containing the first box.



EQUIAN Rx
FIRST FILL INFORMATION SHEET

BATIENT INFO -

Take this informaticn sheet along with your prescriptions 1o any one of the participating pharmacies in our
network. Your prescriptions will be filled with generic drugs unless otherwise indicsted oy vour physiclan. if
you chocse 16 receive brand rame drugs when a generic is atthorized, vou will be responsible for the
difference in cost. You will only receive your inftial srescribed medication up to e 14 day supply.

LOCATHIG A PHARMALY

You may dill your prescriptions at any pharmeacy In our network. This netwark includes maly smalier
independent phermacies as well as most of the chain pharmacies such as Wel-Mart, Target, Walgreens, CVS,
Rite Ald and many others. If you have trouble finding a local pharmacy in the nebwork, please coll 866-885-
2011 Monday through Friday 8:00 am - 5:00 pm CT.

NOTICE TO PRHARRIACISTS:

This First Fill Information Sheet is to be used on a ons time basis and expires 24 hours from it's inftial use for
the initial medications only. Medications will be filed with @ meximum of o 14 dev supaly, A3 manua!
submissions of subrnissions from other billing sources villl be refected by Equian R

NOTICE TO PATIENT:

This information is to be used on a temporary {one use] basis only. When vour plan is notified that vou have
used the first fill and accepis veur daim, we will send vou & permanent card for use with all future
prescripfions that are rafated to vour daim. This is not & guarantee of beneafits,

Any unauihorized or fraudident use to obtain prescription drugs s punishable by fow

For all processing questions, including blocked transactions,
please call B66-885-2021,

LE DAY SUPBLY LT
FIRST FIE TERMINATES 24 HE5 AFTER MIAL USE
RxBid: 010553
Lo Femsn Dode unen

PCHE ALS T eligibiity of benefizs uncer this inforeetion is determined

o me* s solely By the onfme otem. AN wmanesi submistiors of
Carrier Name: NCA Comp submizions from sther Hiffing zources il be rejected by
RxGroup: BMFF2033 o FadenRse

. - Mandatory generic substitution unless otherwise noted

[D: Patient’s 55N and date of infury ) 8 by pihysicﬁm

Example: nannannihiynddyy

Apmmiziered byr Catamaran

PO Box 240238 | Montgomery, AL 358134 | 858855 2021 | re@squisn.com



Z{%?% workers  Notice That Claimant Must Arrange for Diagnostic
Board Tests & Examinations through a Network Provider l

 State of New York - Workers' Compensalion Bosrd

Claimants are required fo oblain Diagnostic Tests and Examinations through the Carrier's Qiagmstic Testing Natvaork(s} identified helows.
This Notica is supplied to the Claimant and Trealing Medical Provider pursuant to Workers' Gompensalion Law §13-a(7} and 12 NYCRR
325-7, Failure to provide the required notice refieves the Claimant of hisfer obligation to use the diagnostic lesting network(s).

- NCAComp, Inc.

Date of Nofice:

Check the applicable hox below:

{7} Notlee to the Claimant
Claimank: WEB Case Number:

Fust oo 5550 bl Lagtfiama {If AwzAanis)

Mailing Addrass:
Carrier Cass Number

i | Motice to the Treating Madlcal Provider
Hamg of Treating Medica! Provider, Authorzation No.:
Mailing Address:
dentiy the Diagnostic Examination er Test that the Claimant must schedule using the Diagnostic Testing Metwork {check ali applicable boxes}:
% ?)22«; CIMRl [JCT [ EMGINCS [ Diagnostic Ultrasound [T} X-Ray
Sit

To schedule 2 diagnostis examinatlon or test, contact the Dlagnostic Testing Netwark fisted below:

Diagnostle Yesting Network —

identify the diagnostlc lesting network name, addrass, tollrea telephans number and any web addeess or e-mall contact infarmation balow:
Diagnostic Testing Network: OGM IPA, fac. '

Mailling Address: 20 Waterview Boulevard, Parsippany, NJ 07054

Phang Number: { 800 )872-2875 Fax Number; { 866 3 B32-2161

Web Address: www.onecalimedical.com E-mall Address! refsmals@onecallimedical.com

STATEMENT OF RIGHTS AND OBLIGATIONS - DIAGNOSTIC TESTING NETWORKS (WGL 8133(7) and 12 NYCRR §325-7)

1. Thedaimgnl wil recaive the nains, sddress and phane number of at laast five [5] providers. The peoviders must be lecated within & raasonable distencs
from tha claimant’s home or work, The retwork must provide the claimant with alf providars i there are Tewer than five {5) within 2 raasonable distance.

2. ‘The test must be scheduled and parformed vithin five [5] business days of the requast. If the network asks the canier (o approve the test, it mus! sifi be
performed withis fiva {5] business days of the request from elsimant’s dostor.

The dalmant may select eny natwork provider le parform the test.
The claimani may discuss vath his or her doctor which provider lo choose.
Tha dalman! should share this natice with alt of his or her doctors,

;o g

The claimant doas not iave te usa a nebwork provider under these dicumstancas:

2, The provider can’t schedule the test within five {5] businass days,

b. Vhe canfer has challenged (controvaried) or will conlrovart the daim.

¢, inamedical emargency.

d.  For w-tays taken during an offica visit and used for diagnosis and treaiment of: frattures, possible fractures, joint dislocations, lumors. infections,
loosaning of surgical implants, dislocation of grasthetic joints, spinal instablity, or follow-up to surgery,

7. Hihe carmar doesn't provide the required notics, the carier must pay for tests aulside of the natwork.

8. Onwaitlan cequest, the nalwsrk will provide the aclual tast film, data o digital images te the claimant's doctor. These items will ba sent o (e claimant's
doctor viilh th repart o7 within three {3] business days of receipt of the wiitlen request. A doctor may order a sacond lest from the nebwork for the purposs of
oblaining an accuraly diagnests as se! forth in the Madical Trealment Guidelines if he quality of the test is inadequate.

9. Theelaimant is entifed lo relmbursemant for reasonable revat costs to and from the provider,

gimggfonnaﬁm o diggrostic tasting nebworia s availatde in Subject Numbar 046480, located an the Board's webslte yndor Hoard Bulletins and Subjedt
urhars. ) : .

THE WORKERS' COMPENSATICN BOARD EMP_GYS AUD SERVES PEDPLE

o1 (392} WiTH DISABIITES WiTHOUT DISCRIANNATION wwwwehay.gov



