STATE OF ALABAMA
WORKERS
COMPENSATION
INFORMATION

If you are injured on the job, or
contract an occupational disease,
notify your employer immediately.

Your employer will advise you of
the physician to see for authorized

medical treatment.

WORKERS' COMP INSURANCE
CARR | ER Sentry Casualty Company

TELEPHONE NUMBER 800-473-6879

ASSISTANCE IS AVAILABLE UNDER THE ALABAMA WORKERS’
COMPENSATION LAW INCLUDING MEDIATION SERVICE.
FOR INFORMATION CALL:
1-800-528-5166
Alabama Department of Labor
Workers' Compensation Division
649 Monroe Street
Montgomery, AL 36131
CODE OF ALABAMA, 1975, § 25-5-290(d), REQUIRES THAT THIS NOTICE BE POSTED
IN ONE OR MORE CONSPICUOUS PLACES IN YOUR BUSINESS.
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WORKERS’ COMPENSATION FRAUD
It could be aticket to jail!

i

The Alabama are working
Attorney together to
General's find and

Office and the prosecute
Alabama Workers'’

Department of Compensation
Industrial Fraud.
Relations

Workers’ Compensation Fraud is STEALING!

W A NTE D

INFORMATION LEADING TO THE DISCOVERY AND OR
CONVICTION OF WORKERS' COMPENSATION FRAUD.

Making a false statement to obtain workers’ compensation benefits (Ala. Criminal Code, Section 13A-11-124) is a Class
C Felony under Alabama law. Class C Felonies are punishable by imprisonment for as much as 10 years and monetary fines

of up to $15,000.
FIVE TYPES OF WORKERS’ COMPENSATION FRAUD
Agent ~ Employer ~ Employee ~ Medical ~ Legal
% WORKERS' COMPENSATION FRAUD CAN BE:
* Reporting an off the job accident as an on the job accident.
« Reporting an accident that never happened.
* Complaints of accident injury symptoms that are exaggerated or non-existent.
* Malingering - to avoid work when injury is healed.

Not reporting outside income from other work-related activities while drawing workers’ compensation benefits from
another employer.

* Making false or fraudulent statements for the purpose of obtaining workers’ compensation benefits.
TO REPORT WORKERS' COMPENSATION FRAUD
CALL
1-800-923-2533 or 334-242-7345
WC-80-01-0008 (Ed. 08-11) Page 1of1
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TO BE POSTED BY EMPLOYER POLICY NUMBER 9015977001

NOTICE TO EMPLOYEES

RE: ARIZONA WORKERS' COMPENSATION LAW

All employees are hereby notified that this employer has complied with the provisions of the
Arizona Workers’ Compensation Law (Title 23, Chapter 6, Arizona Revised Statutes) as amended,
and all the rules and regulations of The Industrial Commission of Arizona made in pursuance
thereof, and has secured the payment of compensation to employees by insuring the payment of
such compensation with:

Sentry Casualty Company

All employees are hereby further notified that in the event they do not specifically reject the
provisions of the said compulsory law, they are deemed by the laws of Arizona to have accepted
the provisions of said law and to have elected to accept compensation under the terms thereof;
and that under the terms thereof employees have the right to reject the same by written notice
thereof prior to any injury sustained, and that the blanks and forms for such notice are available to
all employees at the office of this employer.

* * * * * * * * * * * *

PARA SER COLOCADO POR EL PATRON NUMERO DE POLIZA 9015977001

AVISO A LOS EMPLEADOS

RE: LEY DE COMPENSACION PARA LOS TRABAJADORES DE ARIZONA

A todos los empleados se les notifica por este medio que este patron ha cumplido con las
provisiones de la Ley de Compensacion para los Trabajadores de Arizona (Titulo 23, Capitulo 6,
Estatutos Enmendados de Arizona) tal como han sido enmendados, y con todas las regias y
ordenanzas de La Comisidn Industrial de Arizona hechas en cumplimiento de ésta, y ha asegurado
el pago de compensacion a los empleados garantizando el pago de dicha compensacion por
medio de;

Sentry Casualty Company

Adamas, a todos los empleados se les notifica por este medio que en caso de que
especificamente ellos no rechazen las disposiciones de dicha ley obligatoria, se les considerara
bajo las leyes de Arizona de haber aceptado las provisiones de dicha ley y de haber escogido
aceptar la compensacion bajo estos términos; también bajo estos términos los empleados tienen el
derecho de rechazar la misma por medio de una notificacion por escrito antes de que sufran alguna
lesion, todos los formularios o formas en blanco para tal notificacion por escrito estaran disponibles
para todos los empleados en la oficina de este patrén.

* * * * * * * * * * * *

KEEP POSTED IN A CONSPICUOUS PLACE.
COLOQUESE EN LUGAR VISIBLE.
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WORK EXPOSURE TO BODILY FLUIDS

NOTICE TO EMPLOYEES

Re: Human Immunodeficiency Virus (HIV),
Acquired Immune Deficiency Syndrome (AIDS) & Hepatitis C

Employees are notified that a claim may be made for a condition, infection, disease, or disability involving or
related to the Human Immunodeficiency Virus (HIV), Acquired Immune Deficiency Syndrome (AIDS), or Hepatitis
C within the provisions of the Arizona Workers’ Compensation Law, and the rules of The Industrial Commission
of Arizona. Such a claim shall include the occurrence of a significant exposure at work, which generally means
contact of an employee’s ruptured or broken skin or mucous membrane with a person’s blood, semen, vaginal
fluid, surgical fluid(s) or any other fluid(s) containing blood. AN EMPLOYEE MUST CONSULT A PHYSICIAN TO
SUPPORT A CLAIM. Claims cannot arise from sexual activity or illegal drug use.

Certain classes of employees may more easily establish a claim related to HIV, AIDS, or Hepatitis C if they
meet the following requirements:

1. The employee’s regular course of employment involves handling or exposure to blood, semen, vaginal
fluid, surgical fluid(s) or any other fluid(s) containing blood. Included in this category are health care providers,
forensic laboratory workers, fire fighters, law enforcement officers, emergency medical technicians, paramedics
and correctional officers.

2. NO LATER THAN TEN (10) CALENDAR DAYS after a possible significant exposure which arises out of
and in the course of employment, the employee reports in writing to the employer the details of the exposure as
provided by Commission rules. Reporting forms are available at the office of this employer or from the Industrial
Commission of Arizona, 800 W. Washington, Phoenix, Arizona 85007, (602) 542-4661 or 2675 E. Broadway,
Tucson, Arizona 85716, (520) 628-5181. If an employee chooses not to complete the reporting form, that
employee may be at risk of losing a prima facie claim.

3. NO LATER THAN TEN (10) CALENDAR DAYS after the possible significant exposure the employee
has blood drawn, and NO LATER THAN THIRTY (30) CALENDAR DAYS the blood is tested for HIV OR
HEPATITIS C by antibody testing and the test results are negative.

4. NO LATER THAN EIGHTEEN (18) MONTHS after the date of the possible significant exposure at work,
the employee is retested and the results of the test are HIV positive or the employee has been diagnosed as
positive for the presence of HIV, or NO LATER THAN SEVEN (7) MONTHS after the date of the possible
significant exposure at work, the employee is retested and the results of the test are positive for the presence of
Hepatitis C or the employee has been diagnosed as positive for the presence of Hepatitis C.

KEEP POSTED IN CONSPICUOUS PLACE
NEXT TO WORKERS’ COMPENSATION NOTICE TO EMPLOYEES

THIS NOTICE IS APPROVED BY THE INDUSTRIAL
COMMISSION OF ARIZONA FOR CARRIER USE

ICA FORM 04-615-01
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EXPOSICION A FLUIDOS CORPORALES EN EL TRABAJO

AVISO A LOS EMPLEADOS

Re: El Virus de la Inmunodeficiencia Humana (VIH),
Sindrome de la Inmundeficiencia Adquirida (SIDA) y Hepatitis C

Se les notifica a los empleados que se puede hacer una reclamacién por una condicion, infeccion,
enfermedad o incapacidad relacionada con o derivada del Virus de Inmunodeficiencia Humana (VIH), Sindrome
de Inmunodeficiencia Adquirida (SIDA), o Hepatitis C bajo lo provisto por la Ley de Compensacion para los
Trabajadores de Arizona y las reglas de La Comision Industrial de Arizona. Tal reclamacion debe incluir el
suceso de una exposicion importante en el trabajo, la que por lo general significa contacto de alguna ruptura de
la piel o mucosa del empleado con la sangre, semen, fluido vaginal, fluido(s) quirargico(s) o cualquier otro fluido
de una persona que contenga sangre. EL EMPLEADO DEBE CONSULTAR A UN MEDICO PARA
CONFIRMAR SU RECLAMACION. Las reclamaciones no pueden resultar de actividad sexual o uso ilicito de
drogas.

Ciertas clases de empleados pueden establecer mas facilmente una reclamacion relacionada con el VIH,
SIDA O Hepatitis C si retinen los requisitos siguientes:

1. Elcurso regular del empleo del empleado requiere el manejo de o la exposicidn a sangre, semen, fluido
vaginal, fluido(s) quirdrgico(s) o cualquier otro fluido que contenga sangre. Incluidos en esta categoria son los
proveedores de cuidados de la salud, trabajadores de laboratorios forenses, bomberos, agentes policiales,
técnicos médicos de emergencia, paramédicos y agentes correccionales.

2. NO MAS DE DIEZ (10) DIAS DE CALENDARIO después de una posible exposicion importante que
resulta de y en el curso de su trabajo, el empleado reporta a su patrén por escrito los detalles de la exposicién
como lo proveen las reglas de la Comision. Las formas de reporte estan disponibles en la oficina de este patron
o de la Comision Industrial de Arizona, 800 W. Washington, Phoenix, Arizona 85007, (602) 542-4661 o 2675 E.
Broadway, Tucson, Arizona 85716, (520) 628-5181. Si un empleado elige no llenar la forma de reporte, ese
empleado corre el riesgo de perder una reclamacién de prima facie.

3. NO MAS DE DIEZ (10) DIAS DE CALENDARIO después de una posible exposcién importante el
empleado va a que le saquen sangre, y NO MAS DE TREINTA (30) DIAS DE CALENDARIO la sangre es
analizada para VIH O HEPATITIS C por medio de andlisis de anticuerpos y el andlisis resulta negativo.

4. NO MAS DE DIECIOCHO (18) MESES después de la fecha de la posible exposicién importante en el
trabajo, el empleado es examinado nuevemente y los resultados del andlisis son positivos por VIH o el empleado
ha sido diagnosticado como positivo por la presencia de VIH, o NO MAS DE SIETE (7) MESES después de la
fecha de la posible exposicidon importante en el trabajo, el empleado es examinado nuevamente y los resultados
del andlisis son positivos por la presencia de Hepatitis C o el empleado ha sido diagnosticado como positivo por
la presencia de Hepatitis C.

MANTENER FIJO EN UN LUGAR SOBRESALIENTE JUNTO AL AVISO A LOS EMPLADOS
SOBRE COMPENSACION PARA TRABAJADORES

ESTE AVISO HA SIDO APROBADO POR LA COMISION INDUSTRIAL
DE ARIZONA PARA USO DE LAS ASEGURADORAS

Este documento es una traduccion del texto original escrito en ingles. Esta traduccion no es oficial y no es
vinculante para este estado o para una subdivision politica de este estado.

This document is a translation from original text written in English. This translation is unofficial and is not binding
on this state or a political subdivision of this state.
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WORK EXPOSURE TO METHICILLIN-RESISTANT STAPHYLOCOCCUS
AUREUS (MRSA), SPINAL MENINGITIS, OR TUBERCULOSIS (TB)

Notice to Employees

Employees are notified that a claim may be made for a condition, infection, disease or disability involving or
related to MRSA, spinal meningitis, or TB within the provisions of the Arizona Workers’ Compensation Law.
(A.R.S. 8§ 23-1043.04) Such a claim shall include the occurrence of a significant exposure at work, which is
defined to mean an exposure in the course of employment to aerosolized MRSA, spinal meningitis or TB
bacteria. Significant exposure also includes exposure in the course of employment to MRSA through bodily
fluids or skin.

Certain classes of employees (as defined below) may more easily establish a claim related to MRSA, spinal
meningitis or TB by meeting the following requirements:

1. The employee’s regular course of employment involves handling or exposure to MRSA, spinal meningitis
or TB. For purposes of establishing a claim under this section, “employee” is limited to firefighters, law
enforcement officers, correction officers, probation officers, emergency medical technicians and
paramedics who are not employed by a health care institution;

2. No later than thirty (30) calendar days after a possible significant exposure, the employee reports in
writing to the employer the details of the exposure;

3. A diagnosis is made within the following time-frames:

a. For a claim involving MRSA, the employee must be diagnosed with MRSA within fifteen (15) days after
the employee reports pursuant to Item No. 2 above;

b. For a claim involving spinal meningitis, the employee must be diagnosed with spinal meningitis within
two (2) to eighteen (18) days of the possible significant exposure; and

c. For a claim involving TB, the employee is diagnosed with TB within twelve (12) weeks of the possible
significant exposure.

Expenses for post-exposure evaluation and follow-up, including reasonably required prophylactic treatment for
MRSA, spinal meningitis, and TB is considered a medical benefit under the Arizona Workers’ Compensation Act
for any significant exposure that arises out of and in the course of employment if the employee files a claim for
the significant exposure or the employee reports in writing the details of the exposure. Providing post-exposure
evaluation and follow-up, including prophylactic treatment, does not, however, constitute acceptance of a claim
for a condition, infection, disease or disability involving or related to a significant exposure.

Employers must post this notice in a conspicuous place next to the Workers’ Compensation Notice to Employees.

Rev 7/11
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TO BE POSTED BY EMPLOYER POLICY NUMBER

NOTICE TO EMPLOYEES

RE: ARIZONA WORKERS’ COMPENSATION LAW

All employees are hereby notified that this employer has complied with the provisions of the
Arizona Workers’ Compensation Law (Title 23, Chapter 6, Arizona Revised Statutes) as amended,
and all the rules and regulations of The Industrial Commission of Arizona made in pursuance
thereof, and has secured the payment of compensation to employees by insuring the payment of
such compensation with:

All employees are hereby further notified that in the event they do not specifically reject the
provisions of the said compulsory law, they are deemed by the laws of Arizona to have accepted
the provisions of said law and to have elected to accept compensation under the terms thereof; and
that under the terms thereof employees have the right to reject the same by written notice thereof
prior to any injury sustained, and that the blanks and forms for such notice are available to all
employees at the office of this employer.

* Kk ok ok k ok k ok ok ok ok ok ok ok

PARA SER COLOCADO POR EL PATRON NUMERO DE POLIZA

AVISO A LOS EMPLEADOS

RE: LEY DE COMPENSACION PARA LOS TRABAJADORES DE ARIZONA

A todos los empleados se les notifica por este medio que este patron ha cumplido con las
provisiones de la Ley de Compensacion para los Trabajadores de Arizona (Titulo 23, Capitulo 6,
Estatutos Enmendados de Arizona) tal como han sido enmendados, y con todas las reglas y
ordenanzas de La Comision Industrial de Arizona hechas en cumplimiento de esta, y ha asegurado
el pago de compensacion a los empleados garantizando el pago de dicha compensacion por medio
de:

Ademas, a todos los empleados se les notifica por este medio que en caso de que
especificadamente ellos no rechazen las disposiciones de dicha ley obligatoria, se les considerara
bajo las leyes de Arizona de haber aceptado las provisiones de dicha ley y de haber escogido
aceptar la compensacion bajo estos terminos; tambien bajo estos terminos los empleados tienen el
derecho de rechazar la misma por medio de una notificacion por escrito antes de que sufran alguna
lesion, todos los formularios o formas en blanco para tal notificacion por escrito estaran
disponibles para todos los empleados en la oficina de este patron.

% %k Sk k Kk %k ok ko k ok ok ok ok

KEEP POSTED IN A CONSPICUOUS PLACE.
COLOQUESE EN LUGAR VISIBLE.




COLORADO DEPARTMENT OF LABOR AND EMPLOYMENT
DIVISION OF WORKERS’ COMPENSATION

\~ T; Xy

IF YOU ARE INJURED ON THE JOB, YOU HAVE RIGHTS
UNDER THE COLORADO WORKERS' COMPENSATION
ACT. YOUR EMPLOYER IS REQUIRED BY LAW TO HAVE
WORKERS' COMPENSATION INSURANCE. THE COST
OF THE INSURANCE IS PAID ENTIRELY BY YOUR
EMPLOYER. IF YOUR EMPLOYER DOES NOT HAVE
WORKERS' COMPENSATION INSURANCE, YOU STILL
HAVE RIGHTS UNDER THE LAW.
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IT IS AGAINST THE LAW FOR YOUR EMPLOYER TO
HAVE A POLICY CONTRARY TO THE REPORTING
REQUIREMENTS SET FORTH IN THE COLORADO
WORKERS' COMPENSATION ACT. YOUR EMPLOYER IS
INSURED THROUGH:

Sentry Casualty Company
1800 North Point Drive PO Box 8045
Stevens Point, WI 54481-8045

IF YOU ARE INJURED ON THE JOB, NOTIFY YOUR
EMPLOYER AS SOON AS YOU ARE ABLE, AND REPORT
YOUR INJURY TO YOUR EMPLOYER IN WRITING
WITHIN 10 DAYS AFTER THE INJURY. IF YOU DO NOT
REPORT YOUR INJURY PROMPTLY, YOU MAY STILL
PURSUE A CLAIM.

0000000000
22222222222222222222222222



ADVISE YOUR EMPLOYER IF YOU NEED MEDICAL
TREATMENT. IF YOU OBTAIN MEDICAL CARE, BE SURE
TO REPORT TO YOUR EMPLOYER AND HEALTH-CARE
PROVIDER HOW, WHEN, AND WHERE THE INJURY
OCCURRED.

YOU MAY FILE A WORKER'S CLAIM FOR
COMPENSATION WITH THE DIVISION OF WORKERS
COMPENSATION. TO OBTAIN FORMS OR
INFORMATION REGARDING THE WORKERS
COMPENSATION SYSTEM, THE CUSTOMER SERVICE
CONTACT INFORMATION FOR THE DIVISION OF
WORKERS' COMPENSATION IS:

00000000000000000000
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® Division of Workers’ Compensation
Q 633 17th Street, Suite 400

N Denver, CO 80202

303-318-8700

1-888-390-7936 (Toll-Free)
cdle.colorado.gov/dwc

4
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COLORADO DEPARTMENT OF LABOR AND EMPLOYMENT ™
DIVISION OF WORKERS' COMPENSATION b -4 LS
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S| SE LESIONA EN EL TRABAJO, TIENE DERECHOS
BAJO LA LEY DE COMPENSACION DE TRABAJADORES
DE COLORADO. SU EMPLEADOR ESTA OBLIGADO POR
LEY A TENER UN SEGURO DE COMPENSACION PARA
TRABAJADORES. EL COSTO DEL SEGURO ES PAGADO
EN SU TOTALIDAD POR SU EMPLEADOR. SI SU
EMPLEADOR NO TIENE SEGURO DE COMPENSACION
PARA TRABAJADORES, USTED TODAVIA TIENE
DERECHOS BAJO LA LEY.
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ES CONTRA LA LEY QUE SU EMPLEADOR TENGA UNA
POLIZA CONTRARIA A LOS REQUISITOS DE INFORMES
ESTABLECIDOS EN LA LEY DE COMPENSACION DE
TRABAJADORES DE COLORADO. SU EMPLEADOR
ESTA ASEGURADO A TRAVES DE:

Sentry Casualty Company
1800 North Point Drive PO Box 8045
Stevens Point, WI 54481-8045

SI SE LESIONA EN EL TRABAJO, NOTIFIQUE A SU
EMPLEADOR TAN PRONTO COMO PUEDA E INFORME
SU LESION A SU EMPLEADOR POR ESCRITO DENTRO
DE LOS 10 DIAS POSTERIORES A LA LESION. SI NO
INFORMA SU LESION CON PRONTITUD, AUN PUEDE
PRESENTAR UN RECLAMO.
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INFORME A SU EMPLEADOR SI  NECESITA
TRATAMIENTO MEDICO. SI OBTIENE ATENCION
MEDICA, ASEGURESE DE INFORMAE A SU
EI\/IPLEADOR Y PROVEEDOR DE ATENCION MEDICA
COMO, CUANDO Y DONDE OCURRIO LA LESION.

PUEDE PRESENTAR UN RECLAMO DE
COMPENSACION DEL TRABAJADOR ANTE LA DIVISION
DE COMPENSACION DE LOS TRABAJADORES. PARA
OBTENER FORMULARIOS O INFORMACION SOBRE EL
SISTEMA DE COMPENSACION DE TRABAJADORES, LA
INFORMACION DE CONTACTO DE SERVICIO AL
CLIENTE PARA LA DIVISION DE COMPENSACION DE
LOS TRABAJADORES ES:
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Division of Workers' Compensation
633 17th Street, Suite 400
Denver, CO 80202

303-318-8700

1-888-390-7936 (LIlame Gratis) ‘
cdle.colorado.gov/dwc s

o
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Employee Assistance Office

The Division of Workers’ Compensation, Employee
Assistance Office (EAO), helps prevent and resolve
disputes between injured workers, employers and
carriers. If the insurance carrier does not provide
benefits to which you believe you are entitled, you
may call EAQ’s toll-free hotline at 1-800-342-1741.
EAO specialists are knowledgeable about the
workers’ compensation system. They will be able
to address your concerns and attempt to prevent or
resolve disputes. EAO has offices throughout the
state that you can call or visit. You can find EAQ
statewide locations at www.MyFloridaCFQ.com/

Division/WC/Employee/eao_offices.htm.
Services provided by EAO include:

¢ Educating and providing information to you
about your claim.

¢ Assisting you in resolving disagreements
regarding your claim, at no cost to you.

© Assisting you with understanding the
procedures for filing a Petition for Benefits with
a Judge of Compensation Claims.

Information regarding your rights and
responsibilities under the Workers’ Compensation
Law is available in an on-line “Injured Worker
Workshop” presentation on the Division’s Web site
at www.MyFloridaCFQ.com/Division/wc/Employee/
education.htm, and answers to frequently asked
questions can be accessed at www.MyFloridaCFO.

com/Division/wc/Employee/fag.htm.
You may also submit specific questions relating to

your claim to us at wceao@MyFloridaCFO.com and
receive answers directly by e-mail.

Statute of Limitations

Once you are injured at work or become aware of a
workers’ compensation injury or illness, you have
30 days in which to report your injury or illness to
your employer. Failure to report your injury within
30 days may jeopardize your claim.

Generally, you have two years from the date of
your injury or illness to file a claim for workers’
compensation benefits. Failure to report your injury

or iliness within 30 days may be used as a defense
against your claim regardless of the two-year statute

of limitations for filing a claim. Your eligibility for benefits
may also be eliminated one year from the date you

last received a wage replacement check or approved
medical treatment.

Denial of Benefits

If the insurance carrier does not provide benefits to
which you believe you are entitled, or has denied your
claim, contact the Employee Assistance Office (EAO).
Although the EAO does not provide legal advice, our
specialists will answer questions about your rights and
responsibilities and may be able to resolve problems
you’re having with your workers’ compensation claim.
This help is free and available by contacting the EAO at
1-800-342-1741.

Petition for Benefits

To begin the judicial procedure for obtaining benefits that
you believe are due and owing under the law and have
not been provided by the employer or insurance carrier,
a Petition for Benefits form must be filed with the Office
of Judges of Compensation Claims. The form can be
accessed at www.jcc.state.fl.us/JCC/forms/.

Reemployment Services

If you are unable to perform the duties required for
your former job as a result of your work-related injury
or illness, you can contact the Employee Assistance
Office (EAO) at WCRES@MyFloridaCFQ.com or call
1-800-342-1741 for free reemployment services.

Legal Representation

You are not required to have an attorney. If you do
hire an attorney to represent you with your workers’
compensation claim, the fees and costs may come
out of your benefits, unless your employer or workers’
compensation carrier is held responsible for paying
your attorney fees. Although the Division does not
provide legal advice, the Division will answer questions
about your rights and responsibilities and may be able
to resolve problems you may have with your workers’
compensation claim. This help is free and available

by contacting the Employee Assistance Office at
1-800-342-1741.

Anti-Fraud Reward Program

Workers’ compensation fraud occurs when any person
knowingly and with intent to injure, defraud or deceive
any employer or employee, insurance carrier or self-
insured program files false or misleading information.
Workers’ compensation fraud is a third-degree felony
that can result in fines, civil liability and jail time.
Rewards of up to $25,000 may be paid to individuals
who provide information that lead to the arrest and
conviction of persons committing insurance fraud. To
report suspected workers’ compensation fraud, call
1-800-378-0445.

Disclaimer:

This publication is being offered as an
informational tool only and complies with s.
440.185 (4) ES., with the understanding that

this is not official language of the Florida
Statutes. In no event will the Division of

Workers’ Compensation be liable for direct or
consequential damages resulting from the use of
this printed material.

69L-3.0035, FA.C. Injured Worker Informational Brochure
Rule 69L-3.025, F.A.C. Forms

DFS-F2-DWC-60

Revised March 2010

IMPORTANT

WORKERS’ COMPENSATION
INFORMATION FOR
FLORIDA'S WORKERS

DIVISION OF
WORKERS’ COMPENSATION

Florida Department of Financial Services
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If you are injured as a

result of a work-related
accident, your employer’s
workers' compensation
coverage may entitle you to
medical and partial wage
replacement benefits.

Medical Benefits

As soon as your employer’s workers’ compensation
insurance company has knowledge of your work-
related injury and has determined that your injury or

illness is covered under Florida law, the company will;

Provide an authorized physician

Pay for all authorized medically necessary care
and treatment related to your injury or iliness

Provide a one-time change of physician
within five business days of receipt of your
written request

Authorized treatment and care may include:

Doctor visits Physical therapy

Hospitalization Medical tests

Prostheses Prescription drugs

Travel expenses to and from authorized medical
treatment or a pharmacy.

Once you reach maximum medical improvement
(MMI), you are required to pay a $10 co-payment
per visit for medical treatment. MMI occurs when
the physician treating you determines that your
injury or illness has healed to the extent that further
improvement is not likely.

Wage Replacement Benefits

If you are unable to work or your earnings are lower
because of a work-related injury or iliness, you may

be able to receive some wage replacement benefits.
You may be eligible for these benefits if you have been
disabled for more than seven calendar days and are not
able to perform your normal job duties as advised by
your authorized doctor.

If you qualify, wage replacement benefits will begin on
the eighth day of partial or total disability. You will not
receive wage replacement benefits for the first seven
days of disability, unless you are disabled for more than
21 days due to your work-related injury or illness.

In most cases, the wage replacement benefits will
equal two-thirds of your pre-injury regular weekly
wage, but the benefit will not be higher than Florida’s
average weekly wage. You can generally expect to
receive your first benefit check within 21 days after
the carrier becomes aware of your injury or illness
and bi-weekly thereafter.

Temporary Total Benefits: These benefits are
provided as a result of an injury or illness that
temporarily prevents you from returning to work,
and you have not reached MMI.

Temporary Partial Benefits: These benefits

are provided when the doctor releases you

to return to work with restrictions and you
have not reached MMI and earn less than 80
percent of your pre-injury wage. Note: The
maximum length of time you can receive
temporary total or partial benefits is 104
weeks or until the date of MMI is determined,
whichever is earlier.

Permanent Impairment Benefits: These benefits
are provided when the injury or illness causes

any physical, psychological or functional loss and
the impairment exists after the date of MMI. A
doctor will assign a permanent impairment rating,
expressed as a percentage of disability to the body
as a whole.

Permanent Total Benefits: These benefits are
provided when the injury causes you to be
permanently and totally disabled according to the
conditions stated in the law.

Death Benefits: Compensation for deaths resulting
from workplace accidents include payment of funeral
expenses and dependency benefits (subject to limits
defined by law). A dependent spouse may also be
eligible for job training benefits.

The rate, amount and duration of compensation for all
wage replacement benefits are detailed in the workers’
compensation law. If you have questions about your
benefits, call your claims adjuster or the Employee
Assistance Office (EAQ) at 1-800-342-1741.

Injured Worker Responsibilities
Communicate with the Employer:

Contact your employer immediately to notify them of
your on-the-job injury or illness.

Provide your employer a copy of the Medical
Treatment/Status Reporting form (DWC25) after
each medical appointment.

Return to work when you are released by your
physician and when your employer offers a position
within your physical limitations to avoid suspension
of your lost wage benefits.

Communicate with the Carrier:

Review the First Report of Injury or lliness (DWC1)
form upon receipt and verify the accuracy of your
address, phone number, social security number
and the description of the accident. If there is
information you do not agree with, or if information
has been omitted, immediately notify your adjuster
in writing.

Review, sign and return the mandatory fraud
statement to the insurance carrier. By signing this
document, you are confirming your understanding
of this important information. Your benefits shall be
suspended if you refuse to sign this document.

Report wages from all sources of employment to the
carrier if you had more than one employer in the 13

weeks immediately preceding your date of accident.

This will assist the carrier in determining the proper

wage replacement amount.

Keep your adjuster regularly informed on the
status of your claim, medical authorization needs
and any wages you have earned. (Note: If you are
represented by an attorney, the adjuster may not be
able to speak with you directly.)

Notify the carrier of any change of address
or telephone number.

Complete and return forms to the carrier
when asked.

Communicate with the Authorized
Treating Physician:

Identify all body parts that are, or potentially
may, be injured, and be specific when
identifying areas of pain.

Keep your appointments.

Clarify your work status during appointments
before leaving the physician’s office.

Follow your doctor’s treatment plan.

Ask your physician for the patient copy of
the Medical Treatment/Status Reporting
form (DWGC25).

Notify your physician of any change of
address or telephone number.

Call the authorized treating physician’s office
if you need to see the doctor before your next
appointment date. The doctor’s staff may be
able to place your name on a cancellation list
and you may be scheduled for an earlier
appointment should one become available.

If an appointment is not available and you
need to see a doctor immediately, please
contact your adjuster or the EAO.

Carrier Responsibilities
Timely provision of medical treatment
Timely payment of wage replacement benefits
Timely payment of medical bills

Timely reporting of your claim information to
the Division of Workers’ Compensation

Timely notification of any changes in the
status of your claim. This information will be
provided to you by mail on either a Notice of
Action / Change form (DWC4) or a Notice of
Denial form (DWC12).




WORKERS
COMPENSATION

is a system of benefits provided by law to most workers who have job-related injuries or illnesses. Benefits are
paid for injuries that are caused, in whole or in part, by an employee's work. This may include the aggravation of
a pre-existing condition, injuries brought on by the repetitive use of a part of the body, heart attacks, or any
other physical problem caused by work. Benefits are paid regardless of fault.

IF YOU HAVE A WORK-RELATED INJURY OR ILLNESS, TAKE THE FOLLOWING STEPS:

1. GET MEDICAL ASSISTANCE. By law, your employer must pay for all necessary medical services
required to cure or relieve the effects of the injury or iliness. Where necessary, the employer must also pay
for physical, mental, or vocational rehabilitation, within prescribed limits. The employee may choose two
physicians, surgeons, or hospitals. If the employer notifies you that it has an approved Preferred Provider
Program for workers’compensation, the PPP counts as one of your two choices of providers.

2. NOTIFY YOUR EMPLOYER. You must notify your employer of the accidental injury or iliness within 45
days, either orally or in writing. To avoid possible delays, it is recommended the notice also include your
name, address, telephone number, Social Security number, and a brief description of the injury or iliness.

3. LEARN YOUR RIGHTS. Your employer is required by law to report accidents that result in more than
three lost work days to the Workers’Compensation Commission. Once the accident is reported, you should
receive a handbook that explains the law, benefits, and procedures. If you need a handbook, please call the
Commission or go to the Web site.

If you must lose time from work to recover from the injury or illness, you may be entitled to receive weekly
payments and necessary medical care until you are able to return to work that is reasonably available to you.

It is against the law for an employer to harass, discharge, refuse to rehire or in any way discriminate against
an employee for exercising his or her rights under the Workers' Compensation or Occupational Diseases
Acts. If you file a fraudulent claim, you may be penalized under the law.

4. KEEP WITHIN THE TIME LIMITS. Generally, claims must be filed within three years of the injury or
disablement from an occupational disease, or within two years of the last workers' compensation payment,
whichever is later. Claims for pneumoconiosis, radiological exposure, asbestosis, or similar diseases have
special requirements.

Injured workers have the right to reopen their case within 30 months after an award is made if the disability
increases, but cases that are resolved by a lump-sum settlement contract approved by the Commission
cannot be reopened. Only settlements approved by the Commission are binding.

For more information, go to the lllinois Workers’ Compensation Commission’s Web site or call any office:

Toll-free:  866/352-3033 Chicago:  312/814-6611 Peoria: 309/671-3019 Springfield: 217/785-7087
Web site:  www.iwcc.il.gov Collinsville: 618/346-3450 Rockford: 815/987-7292 TDD (Deaf): 312/814-2959

BY LAW, EMPLOYERS MUST DISPLAY THIS NOTICE IN A PROMINENT PLACE
IN EACH WORKPLACE AND COMPLETE THE INFORMATION BELOW.

Party handling workers'

compensation claims Sentry Casualty Company

Business address 1800 North Point Drive, Stevens Point, Wl 54481-8045

Business phone 800-473-6879

Effective date 01/01/2024 Termination date 01/01/2025
Policy number 9015977001 Employer's FEIN XXXXXX4872

ICPN 10/11 Printed by the authority of the State of lllinois.

WC 80 12 0001 (Ed. 10-11)

Sentry Casualty Company /2112023
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COMPENSACION
A LOS TRABAJADORES

es un sistema de beneficios que por ley se provee a la mayoria de trabajadores que se han enfermado o accidentado en el
trabajo. Los beneficios son pagados por lesiones que son causadas en parte o completamente por el trabajo del trabajador.
Esto puede incluir el agravante o una condicidn pre-existente, lesiones causadas por uso repetitivo de una parte del cuerpo,
ataques cardiacos, o cualquier otro problema fisico causado por el trabajo. Los beneficios son pagados sin importar la
causa.

SIUSTED SUFRE DE UNA LESION O ENFERMEDAD RELACIONADA AL TRABAJO,
USTED DEBE TOMAR LAS SIGUIENTES MEDIDAS:

1. OBTENGA AYUDA MEDICA. Por ley, su empleador debe pagar por todos los servicios médicos necesarios que
se requieran para aliviar los sintomas de lesion o enfermedad. Si es necesario, el empleador debe pagar por
rehabilitacion fisica, mental o profesional dentro de los limites establecidos. El trabajador puede escoger dos doctores,
cirujanos u Hospitales. Si el empleador le notifica que tiene un programa de proveedor preferido (PPP) aprobado para la
compensacion de trabajadores, el PPP cuenta como una de las dos opciones de proveedores.

2. NOTIFIQUE A SU EMPLEADOR. Usted debe notificar a su empleador del accidente o enfermedad dentro de 45
dias, ya sea por escrito o verbalmente. Para evitar posibles demoras, es recomendable que la nota incluya su nombre,

direccion, nimero telefénico, nimero de Seguro Social, y una breve descripcion de la lesion o enfermedad.

3. CONOZCA SUS DERECHOQOS. su empleador por ley debe reportar accidentes que resulten en méas de tres dias
de ausencia al trabajo, a la Comision de Compensacion para Trabajadores. Una vez que el accidente es reportado, usted
recibird un manual que explica la ley, beneficios y procedimientos. Si necesita un manual, por favor llame a la Comision o
visite nuestra red.

Si usted tiene que faltar al trabajo para recuperarse de la lesion o enfermedad, usted tiene derecho a recibir pagos
semanales y atencion médica necesaria hasta que este capacitado para regresar a trabajar y que el trabajo este de
acuerdo a sus capacidades.

Es contra la ley que el empleador moleste, despida o se niegue a reemplear o de alguna manera discrimine contra un
trabajador por ejercitar sus derechos de conformidad con las leyes que rigen el seguro de accidentes de trabajo de
enfermedades profesionales. Si usted hace una demanda fraudulenta, podra ser castigado por la ley.

4, MANTENGASE DENTRO DEL LIMITE DE TIEMPO. Usualmente, las quejas deben ser presentadas dentro
de los primeros tres afios del accidente o incapacidad de una enfermedad profesional, o dentro de dos afios del Gltimo
pago de compensacién de trabajo, lo que sea mas reciente. Quejas por neumoconiosis, exposicion radiolégica,
asbestos, o enfermedades similares tienen requerimientos especiales.

Los trabajadores accidentados tienen derecho para volver a abrir su caso dentro de 30 meses después que la Comisién
haya otorgado una decision y la incapacidad haya incrementado, pero en casos resueltos por una suma global aprobada
por la Comision no pueden volver a abrirse. Unicamente las decisiones aprobadas por la Comision son obligatorias.

Para mas informacion, visite la Red de la Comisién de Compensacion para Trabajadores o llame a nuestras oficinas:

Toll-free:  866/352-3033  Chicago:  312/814-6611 Peoria: 309/671-3019  Springdfield: 217/785-7087
Web site:  www.iwcc.il.gov  Collinsville: 618/346-3450 Rockford: 815/987-7292 TDD (Sordo): 312/814-2959

LOS EMPLEADORES DEBEN EXHIBIR ESTE AVISO EN UN LUGAR VISIBLE PARA
TODOS LOS TRABAJADORES Y LLENAR LA INFORMACION REFERENTE A LA
COMPANIA DE SEGUROS.

Nombre: Sentry Casualty Company

Direccion de la Compaiiia: 1800 North Point Drive, Stevens Point, WI 54481-8045

Teléfono de la Compafiia: 800-473-6879

Fecha efectiva: 01/01/2024 Fecha de terminacion: 01/01/2025
Numero de Pdliza: 9015977001 FEIN del Empleador: XXXXXX4872

ICPN 10/11 Impreso por la autoridad del Estado de lllinois.

WC 80 12 0008 (Ed. 10-11)

9015977001

Sentry Casualty Company 1212712023
1 00001 0000000000 23361 O N 5fe66356-0434-4813-a087-1656af8d434



WORKERS' COMPENSATION NOTICE

Your employer is required to provide for payment of benefits under the Workers' Compensation Act of
the State of Indiana.

Any employee who is injured while at work should report the injury immediately to their supervisor,
employer, or designated representative.

The Workers' Compensation insurance carrier or the administrator for

Saint Louis University is: Sentry Casualty Company
(name of company) (name of insurance carrier or administrator)
Sentry Casualty Company

(name of carrier/administrator)

1800 North Point Drive
PO Box 8045

(mailing address)

Stevens Point, WI 54481-8045
(city, state, zip)

1-800-473-6879

(telephone number)

(contact person)

For more information about rights or procedures under the Indiana Workers' Compensation system,
call or write:

Workers' Compensation Board of Indiana
Ombudsman Division
402 W. Washington St., Rm. W196
Indianapolis, IN 46204
(317) 232-3808
1-800-824-2667

WC-80-13-0006 (Ed. 09-05)

9015977001

Sentry Casualty Company 1212712023
1 00001 0000000000 23361 O N 06690a0c-a411-4263-8074-4b5c9301ebea



NOTICIA DE COMPENSACION PARA TRABAJADORES

A su empleador le es requerido proveer pagos de beneficios bajo el Acta de Compensacion para Trabajadores
del Estado de Indiana.

Cualquier empleado que sea lesionado mientras esté trabajando debe reportar el accidente laboral
inmediatamente a su supervisor, empleador o representante designado.

La compafiia de seguro de compensacion del trabajador o el administrador de la compafia

Saint Louis University

(nombre de la compaifiia)

es:

Sentry Casualty Company
(nombre de la compariia de seguro/administrador)

1800 North Point Drive
PO Box 8045

(direccion)

Stevens Point, WI 54481-8045

(ciudad, estado, codigo postal)

1-800-473-6879

(ndmero de teléfono)

(persona de contacto)

Para mas informacién acerca de sus derechos o los procedimientos bajo el sistema de compensacion para
trabajadores de Indiana, llame o escriba a:

Workers' Compensation Board of Indiana
Ombudsman Division
402 W. Washington St., Rm. W196
Indianapolis, IN 46204
(317) 232-3808
1-800-824-2667

WC-80-13-0007 (Ed. 09-05)

9015977001

Sentry Casualty Company 1212712023
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This notice must be posted and maintained by the employer in one or more conspicuous places.

Workers Compensation Rights and Responsibilities

Your employer is subject to the Kansas Workers Compensation Law which provides compensation for job-related injuries.
This notice applies to dates of accidents on or after April 25, 2013.
Este aviso aplica a las fechas de los accidentes a patir de Abril 25, 2013.

WHAT TO DO IF AN INJURY
OCCURS ON THE JOB

NOTIFY YOUR EMPLOYER IMMEDIATELY. Per K.S.A.
44-520, a claim may be denied if an employee fails to notify their
employer within the earliest of the following dates: (A) 20
calendar days from the date of the accident or the date of injury
by repetitive trauma; (B) if the employee is working for the
employer against whom benefits are being sought and such
employee seeks medical treatment for any injury by accident or
repetitive trauma, 20 calendar days from the date such medical
treatment is sought; or (C) if the employee no longer works for
the employer against whom benefits are being sought, 10
calendar days after the employee's last day of actual work for
the employer.

Notice may be given orally or in writing. Where notice is
provided orally, if the employer has desiginated an individual or
department to whom notice must be given and such designation
has been communicated in writing to the employee, notice to any
other individual or department shall be insufficient under this
section. If the employer has not designated an individual or
department to whom notice must be given, notice must be
provided to a supervisor or manager.

Where notice is provided in writing, notice must be sent to a
supervisor or manager at the employee's principal location of
employment.

The notice, whether provided orally or in writing, shall
include the time, date, place, person injured and particulars of
such injury. It must be apparent from the content of the notice
that the employee is claiming benefits under the workers
compensation act or has suffered a work-related injury.

BENEFITS. Benefits are paid by the employer's insurance
carrier or self insurance program. Benefits include medical
treatment, partial wage replacement for lost time and additional
benefits if the injury results in permanent disability. An employer
is required to furnish all necessary medical treatment and has the
right to designate the treating physician. If the employee seeks
treatment from a doctor not authorized by the employer, the
employer or its insurance carrier is only liable up to $500.00
dollars for the unauthorized medical treatment.

QUE HACER SI UNA LESION
OCURRE EN EL TRABAJO

NOTIFIQUE A SU EMPLEADOR INMEDIATAMENTE. De
acuerdo con el artciulo de ley K.S.A. 44-520, un reclamo puede ser
negado si el empleado no notifica a su empleador dentro de antes
de las siguientes fechas: (A) 20 dias a partir de la fecha del
accidente o la fecha de la lesién debido a trauma por movimientos
repetitivos; (B) si el empleado esta trabajando con el empleador en
contra del cual se estan buscando beneficios y dicho empleado
busca tratamiento médico por cualquier lesién por accidente o
trauma repetitiva, 20 dias a partir de la fecha que dicho tratamiento
médico ha sido obtenido; o (C) si el empleado ya no trabaja para el
empleador en contra del cual se estan buscando beneficios, 10
dias después del ultimo dia de trabajo para dicho empleador.

El aviso puede darse oralmente o por escrito. Donde el aviso se
da oralmente, si el empleador ha designado un individuo o
departamento a quien el aviso se debe dar y tal designacién ha sido
comunicada por escrito al empleado, aviso a cualquier otro
individuo o departamento debera ser insuficiente bajo esta seccion.
Si el empleador no ha designado a un individuo a departamento a
quien se debe dar el aviso puede darse a un supervisor a gerente.

Donde el aviso se hace por escrito, el aviso debe ser enviado a
un supervisor a gerente de la oficina principal de empleo del
trabajador.

El aviso, sea que se haga oralmente o por escrito, debe incluir
la hora, fecha, lugar, persona lesionada y detalles de tal lesion.
Debe ser visible a partir del contenido del aviso, que el empleado
estd reclamando beneficios bajo la ley de compensacion del
trabajador o que ha sufrido una lesion relacionada con el trabajo.

BENEFICIOS. Los beneficios son pagados por la compafiia
aseguradora del empleador o programa de seguro propio. Los
beneficios incluyen tratamiento médico, reemplazo de sueldo
parcial por tiempo perdido y beneficios adicionales si la lesion
resulta en incapacidad permanente. El empleador debe
proporcionar todo el tratamiento médico necesaro y tiene el
derecho de designar el doctor para dicho tratamiento. Si el
empleado busca tratamiento con un doctor que no ha sido
autorizado por el empleador, el empleador o su compafiia
aseguradora seran responsables de pagar solamente los primeros
$500.00 délares para tratamiento médico no autorizado.

WHERE TO GET HELP WITH YOUR CLAIM ( DONDE CONSEGUIR AYUDA CON SU RECLAMO):

Sentry Casualty Company

800-473-6879

Employer's Insurance Carrier (Compafiia Aseguradora del Empleador)

1800 North Point Drive, Stevens Point, WI 54481-8045

Telephone (Teléfone de la Aseguradora)

Address (Direccion de la Aseguradora)

For questions about Workers Compensation Law, contact (Para preguntas acerca de la Ley de Compensacion del Trabajador):

KANSAS DEPARTMENT OF LABOR
Division of Workers Compensation/Ombudsmen
401 SW Topeka Blvd., Suite 2, Topeka, KS 66603-3105

Website: www.dol.ks.gov/workcomp/default.aspx
Email: KDOL.wc@ks.gov
Phone: (800) 332-0353 or (785) 296-4000

Persons with impaired hearing or speech utilizing a telecommunications device may access the above number(s) by using the Kanas Relay

Center at (800) 766-3777.

www.dol.ks.gov
WC-80-15-0004 (Ed. 03 -18)

9015977001
Sentry Casualty Company

KANSAS DEPARTMENT OF LABOR
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KANSAS DEPARTMENT OF LABOR
www.dol.ks.gov

INFORMATION FOR INJURED EMPLOYEES

K-WC 27-A (Rev. 7-19)

*THIS NOTICE APPLIES TO ACCIDENTS ON OR AFTER APRIL 25, 2013 *

Employers are required to provide this information to each injured worker
WHAT TO DO IF AN INJURY OCCURS ON THE JOB

If you have any questions about workers compensation benefits, contact the Division of Workers Compensation
at the phone number at the bottom of the page. Assistance in Spanish is available.

(1) NOTIFY YOUR EMPLOYER IMMEDIATELY: Per K.S.A. 44-520, a claim may be denied if an employee fails
to notify their employer within the earliest of the following dates: (A) 20 calendar days from the date of accident
or the date of injury by repetitive trauma; (B) if the employee is working for the employer against whom benefits
are being sought and such employee seeks medical treatment for any injury by accident or repetitive trauma, 20
calendar days from the date such medical treatment is sought; or (C) if the employee no longer works for the
employer against whom benefits are being sought, 10 calendar days after the employee's last day of actual work
for the employer.

Notice may be given orally or in writing. Where notice is provided orally, if the employer has designated an
individual or department to whom notice must be given and such designation has been communicated in writing
to the employee, notice to any other individual or department shall be insufficient under this section. If the
employer has not designated an individual or department to whom notice must be given, notice must be
provided to a supervisor or managetr.

Where notice is provided in writing, notice must be sent to a supervisor or manager at the employee's
principal location of employment.

The notice, whether provided orally or in writing, shall include the time, date, place, person injured and
particulars of such injury. It must be apparent from the content of the notice that the employee is claiming
benefits under the workers compensation act or has suffered a work-related injury.

(2) FOLLOW YOUR EMPLOYER'S INSTRUCTIONS for getting medical aid and follow the doctor's
instructions.

(3) MEDICAL BENEFITS: An injured worker is entitled to all medical services reasonably necessary to cure and
relieve the worker from the effects of the injury. The employer has the right to select the doctor who will treat the
injury. A worker may seek the services of an unauthorized doctor up to a limit of $500.00. A worker may apply to
the Workers Compensation Director to change the authorized treating doctor. Reimbursement for travel to
obtain medical treatment is payable at a rate set by law for trips that are five miles or more (round trip).

(4) WEEKLY BENEFITS: Benefits are paid by the employer's insurance carrier or self insurance program.
Injured workers are not entitled to compensation for the first week they are off work unless they lose three
consecutive weeks. The first compensation payment |s normally due at the end of the 14" day of lost time. An
injured employee is entitled to a weekly amount of 66 273 percent of his/her average weekly wage up to a
maximum of 75 percent of the state's average weekly wage. These benefits are subject to legislative changes. If
the injury results in permanent disability, the Kansas Workers Compensation law provides for additional benefits.

DIVISION OF WORKERS COMPENSATION - OMBUDSMAN / CLAIMS ADVISORY UNIT
401 SW Topeka Blvd., Ste. 2, Topeka, KS 66603-3105 « Phone (785) 296-4000, (800) 332-0353 « Fax (785) 296-0025

WC-80-15-0015 (Ed.07-19) Page 1 of 2
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Kansas Department of Labor

Information for Injured Employees
K-WC 27-A (Rev. 7-19)

RESPONSIBILITIES OF THE EMPLOYER

1. Unless self-insured, the employer must advise its insurance carrier or group-funded pool of employee’s
injury.

Per K.S.A. 44-557, it is the duty of every employer to make or cause to be made a report to the director of
any accident, or claimed or alleged accident, to any employee which occurs in the course of the employee’s
employment and of which the employer or the employer’s supervisor has knowledge, which report shall be
made upon a form to be prepared by the director, within 28 days, after the receipt of such knowledge, if the
personal injuries which are sustained by such accidents, are sufficient wholly or partially to incapacitate the
person injured from labor or service for more than the remainder of the day, shift or turn on which such
injuries were sustained.

As outlined in K.A.R. 51-9-17, all insurance carriers, group pools and self-insurers are required to use Electronic
Data Interchange (EDI) to file First Reports of Injury (FROI) and Subsequent Reports of Injury (SROI) using the
Release 3.1 Standards. For details contact the Technology and Statistics section of the Division of Workers
Compensation at (785) 296-4000 or (800) 332-0353. You may access our website at
http://www.dol.ks.gov/wc/insurer/electronic-data-interchange-(edi).

2. Employers must provide for the payment of workers compensation claims without any charge to employees.
3. Employers must post the Workers Compensation Notice prepared by the Director.
4. Employers must pay compensation benefits, regardless of insurance coverage.

5. Upon receiving notice of an injury, the employer must provide the employee written information to assist the
injured worker in understanding his/her rights and responsibilities in obtaining compensation.

Pursuant to K.S.A. 44-5, 102(a)
EMPLOYERS MUST COMPLETE THE FOLLOWING
INFORMATION FOR INJURED WORKERS

YOUR CLAIM WILL BE HANDLED BY:

Company Sentry Casualty Company

Address 1800 North Point Drive

Stevens Point, WI 54481

Contact Person

Phone 1-800-473-6879 Fax: 1-715-346-8968

Email bpsupportclerks@sentry.com

DIVISION OF WORKERS COMPENSATION - OMBUDSMAN / CLAIMS ADVISORY UNIT
401 SW Topeka Blvd., Ste. 2, Topeka, KS 66603-3105 « Phone (785) 296-4000, (800) 332-0353 « Fax (785) 296-0025

Page 2 of 2 WC-80-15-0015 (Ed.07-19)
9015977001 12/27/2023
Sentry Casualty Company



DEPARTMENTO LABORAL DE KANSAS
www.dol.ks.gov

INFORMACION PARA TRABAJADORES LESIONADOS

K-WC 270-A (Revisado 7-19)

* ESTE AVISO APLICA A FECHAS DE ACCIDENTE A PARTIR O DESPUES DE ABRIL 25, 2013 *

Empleadores son requeridos de proveer ésta informacion a cada trabajador
que se lesiona

¢ QUE HACER SI LE SUCEDE UN ACCIDENTE EN EL TRABAJO?

Si tiene preguntas acerca de beneficios de compensacion del trabajador, contacte la unidad mencionada al final
de pagina. Asistencia en Espafiol esta disponible.

(1) NOTIFIQUE A SU EMPLEADOR INMEDIATAMENTE: De acuerdo con el articulo de la ley K.S.A. 44-520,
un reclamo puede ser negado si el empleado no notifica a su empleador antes de las siguientes fechas: (A) 20
dias a partir de la fecha del accidente o la fecha de la lesion debido a trauma por movimientos repetitivos; (B) si
el empleado esta trabajando con el empleador en contra del cual se estan buscando beneficios y dicho
empleado busca tratamiento médico por cualquier lesion por accidente o trauma repetitiva, 20 dias a partir de la
fecha que dicho tratamiento médico ha sido obtenido; o (C) si el empleado ya no trabaja para el empleador en
contra del cual se estan buscando beneficios, 10 dias después del Gltimo dia de trabajo para dicho empleador.

El aviso puede darse oralmente o por escrito. Donde el aviso se da oralmente, si el empleador ha designado
un individuo o departamento a quien el aviso se debe dar y tal designacion ha sido comunicada por escrito al
empleado, aviso a cualquier otro individuo o departamento debera ser insuficiente bajo esta seccion. Si el
empleador no ha designado a un individuo o departamento a quien se debe dar el aviso, el aviso puede darse a
un supervisor o gerente.

Donde el aviso se hace por escrito, el aviso debe ser enviado a un supervisor o gerente de la oficina
principal de empleo del trabajador.

El aviso, sea que se haga oralmente o por escrito, debe incluir la hora, fecha, lugar, persona lesionada y
detalles de tal lesion. Debe ser visible a partir del contenido del aviso, que el empleado esta reclamando
beneficios bajo la ley de compensacidn del trabajador o que ha sufrido una lesion relacionada con el trabajo.

(2) SIGA LAS INSTUCCIONES DE SU EMPLEADOR para conseguir ayuda médica y siga las instrucciones del
doctor.

(3) BENEFICIOS MEDICOS: El trabajador lastimado tiene derecho a todo servicio médico razonablemente
necesario para curar y aliviar al trabajador de los efectos de la lesion. EI empleador tiene el derecho de
seleccionar el doctor quien dara el tratamiento necesario. El trabajador tiene derecho de escoger los servicios
de otro doctor no autorizado hasta llegar al limite de 500.00 ddlares. El trabajador puede solicitar al Director de
Compensacion de Trabajadores el cambio del doctor autorizado. Los gastos incurridos en viajes hechos para
obtener tratamiento médico seran reembolsados segln sean estipulados por ley por viajes que incluyen mas de
cinco millas, viaje redondo.

(4) BENEFICIOS SEMANALES: Los beneficios son pagados por la compafiia aseguradora del empleador
0 programa de seguro propio. Los trabajadores lesionados no tienen derecho a compensacion por la primera
semana, a menos que estén sin trabajar tres semanas consecutivas.

DIVISION OF WORKERS COMPENSATION - OMBUDSMAN / CLAIMS ADVISORY UNIT
401 SW Topeka Blvd., Ste. 2, Topeka, KS 66603-3105 * Phone (785) 296-4000, (800) 332-0353 « Fax (785) 296-0025
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Departmento Laboral de Kansas

Informacién para Trabajadores Lesionados
K-WC 270-A (Revisado 7-19)

El primer pago de compensacién normalmente se vence al fin de los 14 dias de estar sin trabajar. Un trabajador
lesionado tiene derecho a una cantidad semanal de 66 2/3 por ciento de su sueldo promedio semanal hasta un
maximo de 75 por ciento del sueldo promedio semanal del estado. Estos beneficios estan sujetos a cambios por
la legislatura. Si la lesion resulta en incapacidad permanente, la ley del Estado de Kansas para Compensacion
de Trabajadores provee beneficios adicionales.

RESPONSABILIDADES DEL EMPLEADOR

1. A menos que esté auto-asegurado, el empleador debe informar a su compafiia de seguros o grupo
financiero mancomunado de la lesion el empleado.

Por K.S.A. 44-557, es deber de cada empleador hacer o causar que se haga un informe al director de
cualquier accidente, reclamo o supuesto accidente a cualquier empleado que le ocurra en el curso de su
empleo, y del cual el empleador o su supervisor tienen conocimiento, dicho informe debera ser hecho en un
formulario preparado por el director, dentro de los proximos 28 dias después de la recepcion de dicho
conocimiento, si las lesiones sufridas por tales accidentes, son suficientes para incapacitar parcial o
totalmente a la persona lesionada ya sea en trabajo de mano de obra o prestando algun servicio por mas
que el resto del dia o turno en el que tales lesiones fueron sufridas.

Como se describe en K.A.R. 51-9-17, todas las compaifiias de seguros, grupos mancomunados y
auto-asegurados, estan obligados a utilizar el Intercambio Electrénico de Datos (EDI, por sus siglas en
Ingles) para presentar le Primer Reporte de Accidente (FROI, por sus siglas en Ingles) y Subsecuentes
Reportes de Lesiones (SROI, por sus siglas en Ingles) utilizando el Lanzamiento de Nivel 3.1. Puede acceder
a nuestro sitio web en http://www.dol.ks.gov/wc/insurer/electronic-data-interchange-(edi)

Los empleadores deben suministrar el pago de los reclamos sin costo a los empleados.

Los empleadores deben exhibir un Aviso de Compensacion al trabajador, preparado por el Director.

P 0N

Los empleadores deben pagar beneficios de compensacion sin importar la cobertura de seguro.

5. Tan pronto como se reciba el aviso de una lesion, el empleador debe proveer informacion por escrito para
ayudar al trabajador lesionado a entender sus derechos y responsabilidades al obtener compensacion.

Conforme ala Ley K.S.A. 44-5, 102(a)
EMPLEADORES DEBEN COMPLETAR LA SIGUIENTE
INFORMACION PARA LOS TRABAJADORES LESIONADOS

SU RECLAMO SERA MANEJADO POR:

Compafia Sentry Casualty Company

Direccion 1800 North Point Drive

Stevens Point, WI 54481

Persona de Contacto

Teléfono 1-800-473-6879 Fax 1-715-346-8968

Correo electronico bpsupportclerks@sentry.com

DIVISION OF WORKERS COMPENSATION - OMBUDSMAN / CLAIMS ADVISORY UNIT
401 SW Topeka Blvd., Ste. 2, Topeka, KS 66603-3105 * Phone (785) 296-4000, (800) 332-0353 « Fax (785) 296-0025
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FOR DATES OF INJURY ON AND AFTER JANUARY 1, 2020

WORKERS'
COMPENSATION

WORKERS’
COMPENSATION
BOARD REGIONAL
OFFICES

AUGUSTA
442 Civic Center Drive, Suite 225
156 State House Station
Augusta, ME 04333-0156
207-287-2308
1-800-400-6854

LEWISTON
36 Mollison Way
Lewiston, ME 04240-5811
207-753-7700
1-800-400-6857

BANGOR
106 Hogan Road, Suite 1
Bangor, ME 04401
207-941-4550
1-800-400-6856

PORTLAND
1037 Forest Avenue, Suite 11
Portland, ME 04103
207-822-0840
1-800-400-6858

CARIBOU
43 Hatch Drive, Suite 110
Caribou, ME 04736-2347
207-498-6428
1-800-400-6855

Visit our website at:
www.maine.gov/wch
Statewide TTY: 711

Notice to Employees:

State law requires your employer to provide
workers’ compensation insurance for its
employees. Workers’ compensation insurance
provides benefits to employees who are injured at
work.

If you are injured at work, NOTIFY YOUR
EMPLOYER AT ONCE. You may lose your right to
receive benefits unless your employer is notified
within 60 days of your injury. Your claim is also
subject to a two year statute of limitations. Worker
advocates are available at the Workers’
Compensation Board to help injured workers.

It is against the law for employers to
misclassify employees as independent
contractors for the purposes of avoiding workers’
compensation insurance, unemployment
coverage, or other employer paid taxes and
withholdings. For more information on laws
pertaining to the hiring of independent
contractors, visit the Worker Misclassification
Task Force website at
www.maine.gov/labor/misclass.

If you have any questions about your rights,
please contact one of the regional offices.

A l'intention des Employes:
D’aprés les lois de I'Etat du Maine, votre
employeur est tenu de souscrire & une assurance
indemnisant ses employés victimes d'un accident
du travail.
Si vous étes victime d'un accident du travail,

PREVENEZ VOTRE EMPLOYEUR
IMMEDIATEMENT. Passé un délai de 60 jours,
vous risquez de perdre vos droits a

lindemnisation. Au-dela de deux ans, votre
déclaration n'est plus recevable. Pour aider les
victimes d'un accident du travail, le Workers’
Compensation Board met des conseillers
juridiques a leur disposition.

La loi interdit aux employeurs de classifier
fallacieusement leurs salariés comme étant des
contractants privés aux fins d'échapper a
I'assurance compensatrice-employé, aux

indemnités de chdmage, ou aux autres charges et
retenues dues par employeur. Pour plus de
détails sur la législation relative a I'utilisation des
services privés, visitez le site internet de Worker
Misclassification Task Force (Unité anti-fraude en
matiere de classification des  salariés):
www.maine.gov/labor/misclass.

Si vous n'étes pas sir de vos droits, veuillez
contacter I'un des bureaux régionaux.

Aviso a los Trabajadores:

La ley del estado de Maine requiere que su
empresario  proporcione el seguro de
compensaciones para el trabajador a todos los
trabajadores. El seguro de compensaciones para
el trabajador proporciona beneficios a los
trabajadores accidentados en el trabajo.

En caso de sufrir accidente o dafio laboral,
NOTIFIQUELO INMEDIATAMENTE A SU
EMPRESARIO. Podria perder el derecho a recibir
compensacion a menos gque Su empresario sea
notificado de este accidente o dafio en el plazo de
60 dias. Asi mismo esta reclamacion debe hacer
referencia a unaccidente o dafio que no haya
ocurrido hace mas de dos afios. Los defensores
del trabajador estan disponibles para
proporcionar ayuda a los trabajadores
accidentados en el Consejo de Administracion de
Compensaciones para el Trabajador (Workers’
Compensation Board).

El hecho de no clasificar a los empleados
como contratistas independientes, con el
proposito de evitar el seguro por compensacion al
trabajador, cobertura para desempleados, U otros
impuestos pagados y retenidos por el empleador;
estd en contra de la ley del empleador. Para
mayor informacion acerca de las leyes
pertenecientes a la contratacion de contratistas
independientes, visite el Worker Misclassification
Task Force en la pagina web de
www.maine.gov/labor/misclass.

En caso de tener cualquier pregunta sobre
sus derechos, favor de dirigirse a una de las
oficinas regionales de compensaciones para el
trabajador.

TTALIAN PORTUGUESE SPANISH ENGLISH

FRENCH

To the employer: This notice must be posted in a conspicuous place upon your premises accessible to employees.

Eeerpreters Availzble

Wher calling for assistance. please say the name
of your language in English and an interpreter will
be cailed for you. Please stay on the line.

‘Tenemos intérpretes 2 su disposicion

Si necesita que le atiendan en espaiof por favor diga
*Spanish” ¥ le conectaremos con un intérprete. Por

favor mansengase on Ja Heea,

Temos intérpreres § sua disposicdo

$e precisar de atendimento em Portugués, por favor
diga “Portuguese” ¢ umn intérprete setd prontamente

chamado. Por favor, aguarde na tinha.

Abbiamo iniérpren disponibili

Se avete bisogno di assistenzz in ltaliano. Vi preghiamo

di dire “ltalian” ¢ un interprete sard messey a Yosira
disposizione. Vi preghianio di rimanere in linea.
Des interprétes soat i volre disposition

Lorsque vous appeiez pour demtander de laide,
prononcez le mot "French™ ¢t nous meterons un

interpréte 3 votre disposition. Priere de rester en ligne.

Tlamacze dostepni na zyczenie.

Aby uzyskaé pomoc stumacze, proszg powiedzied po
angielsku “Polish” i czekad na linii.

POLISH

“K Paupim ycoTyram HMEKOTCs NepeBOTHKH

“Rorna Bal ofpaanaerecs 3 HOMOLLBH o Teaedony,

paxatyReTa CKAKRTeE, 910 Bra ropopHTe n0-pyccki
(nponanecrre "PAIIH"), 1 M1 obecaewmin Bac
nepenonunkom, Ilochae aToro, noxanyficra, ocranadl-
TECH HA JHHAK. ™

RUSSLIAN

Lok ¥

ITESIEY R AR TRA R
(CHINESE)—~ &M A SRUCEAR - thF
XY X% 23

CHINESE

HERF—V A2 TRHAGEETET
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Babsh, BRUETIETEDERETHENHL
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JAPANESE

Bdel Ed€ 8%y S+ A

5%cl Jase YnNE g o FdL 2449
{KOREAN)®1# 32 ¢58- 49 § 343 $3d £¥
ek BNF FA kD VgAY 2,

KOREAN

“C6 Thong Dich Vién”

“Khi goi di@o thoai d€ dugc gilp 48, xin quy vi hity
ndi “VIETNAMESE " 8€ chiing 10i ¢ho thong dich
vién gilp qu¥ vi. Xin quy vi chd wrén dudng diy.

VIETNAMESE
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PERSIAN

Turjunaanno waa la helayaa

Marka aad caswinaad meogu soo yeeraneysid. fadhlan
luqaddaada af Ingiriisi inoogu sheeg turjubaan ayaa
lguugy yveeri doonaaye. Taleefoonkana ha dhigin.

SOMALI

39-A MRSA 8406. The State of Maine does not

discriminate on the basis of disability in admission to, access to, or operation of its programs, services or activities.

This poster is available in alternative format. For further assistance, contact the Maine Workers’ Compensation Board,

TTY: 711.
WCB-90 (1/20)

WC-80-18-0008 (Ed. 01-20)
9015977001
Sentry Casualty Company

1

00001 0000000000 23361 0 N

0Obcff20c-8e30-43a0-ba08-db72675a8d6a

ADA Coordinator, telephone: (888) 801-9087 or

Page 1 of 1
12/27/2023



NOTICE
TO
EMPLOYEES

NOTICE
T0
EMPLOYEES

The Commonwealth of Massachusetts

DEPARTMENT OF INDUSTRIAL ACCIDENTS
LAYFAYETTE CITY CENTER, 2 AVENUE DE LAFAYETTE, BOSTON, MA 02111

(617) 727-4900 - www.mass.gov/dia
As required by Massachusetts General Law, Chapter 152, Sections 21, 22 & 30, this will give you notice
that | (we) have provided for payment to our injured employees under the above-mentioned chapter by
insuring with:
Sentry Casualty Company
NAME OF INSURANCE COMPANY

1800 North Point Drive PO Box 8045, Stevens Point, WI 54481-8045
ADDRESS OF INSURANCE COMPANY

9015977001 01/01/2024
POLICY NUMBER EFFECTIVE DATES

2425 N Central Expwy Ste 900
Symphony Risk Solutions LLC Richardson, TX 75080 972-864-0400

NAME OF INSURANCE AGENT ADDRESS PHONE #

3545 Lindell Blvd Rm 211 Wool Center

Saint Louis University Saint Louis, MO 63103-1020
EMPLOYER ADDRESS
EMPLOYER'S WORKERS' COMPENSATION OFFICER (IF ANY) DATE

MEDICAL TREATMENT

The above named insurer is required in cases of personal injuries arising out of and in the course of employment
to furnish adequate and reasonable hospital and medical services in accordance with the provisions of the
Workers' Compensation Act. A copy of the First Report of Injury must be given to the injured employee. The
employee may select his or her own physician. The reasonable cost of the services provided by the treating
physician will be paid by the insurer, if the treatment is necessary and reasonably connected to the work related
injury. In cases requiring hospital attention, employees are hereby notified that the insurer has arranged for such
attention at the

NAME OF HOSPITAL ADDRESS

TO BE POSTED BY EMPLOYER
WC-80-20-0001 (Ed. 09-19) Page 1 of 1
2015977001 12/27/2023
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AVISO PARA
EMPLEADOS

AVISO PARA
EMPLEADOS

The Commonwealth of Massachusetts

DEPARTMENT OF INDUSTRIAL ACCIDENTS
Lafayette City Center, 2 Avenue de Lafayette, Boston, MA 02111-1750
(617) 727-4900 - www.mass.gov/dia

De acuerdo con lo dispuesto por los articulos 21, 22 y 30 del capitulo 152 de las Leyes Generales de
Massachusetts, por el presente notificamos que hemos previsto el pago a nuestros empleados lesionados,

conforme al capitulo antes mencionado, mediante un seguro con:
Sentry Casualty Company

NOMBRE DE LA COMPANIA DE SEGURO

1800 North Point Drive PO Box 8045, Stevens Point, WI 54481-8045
DOMICILIO DE LA COMPANIA DE SEGURO

9015977001 01/01/2024
NUMERO DE POLIZA FECHAS DE VIGENCIA

2425 N Central Expwy Ste 900
Symphony Risk Solutions LLC Richardson, TX 75080 972-864-0400

NOMBRE DEL AGENTE DE SEGUROS DOMICILIO TELEFONO

3545 Lindell Blvd Rm 211 Wool Center

Saint Louis University Saint Louis, MO 63103-1020
EMPLEADOR DOMICILIO
FUNCIONARIO DEL EMPLEADOR PARA ACCIDENTES DE TRABAJO (S| HUBIERA) FECHA

TRATAMIENTO MEDICO

En caso de lesiones personales ocurridas a raiz del trabajo o durante el trabajo, la aseguradora cuyo nombre
aparece arriba debe prestar servicios médicos y hospitalarios adecuados razonables de acuerdo con lo
dispuesto por la Ley de Accidentes de Trabajo. El empleado lesionado debe recibir una copia del Primer Informe
de Lesion. El empleado puede elegir su propio médico. El costo razonable de los servicios prestados por el
médico que asista en el caso sera abonado por la aseguradora, siempre que el tratamiento sea necesario y esté
razonablemente relacionado con la lesién ocupacional. En caso de que se necesite atencién hospitalaria, por la
presente se notifica a los empleados que la aseguradora ha dispuesto que esa atencion sea prestada en:

NOMBRE DEL HOSPITAL DOMICILIO
ANUNCIO PUBLICADO POR EL EMPLEADOR
WC-80-20-0003 (Ed. 09-19) Page 1 0f 1
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If you are injured
Report any injury to your supervisor as soon as M Cooperate with all requests for information

possible, no matter how minor it may appear. You
may lose the right to workers’ compensation
benefits if you do not make a timely report of the
injury to your employer. The time limit may be as
short as 14 days.

Provide your employer with as much information
as possible about your injury.

Get any necessary medical treatment as soon as
possible. If you are not covered by a certified
managed care organization (CMCO), you may
treat with a doctor of your choice. Your employer
must notify you in writing if you are covered by a
CMCO.

Workers’ compensation pays for

Medical care for your work injury, as long as it is B Vocational rehabilitation services if you cannot

reasonable and necessary.
Wage-loss benefits for part of your lost income.

Compensation for permanent damage to or loss m

of function of a body part.

What the insurer must do
The insurer must investigate your claim promptly. m

If you have been disabled for more than three
calendar-days, the insurer must begin payment
of benefits or send you a denial of liability within
14 days after your employer knew you were off
work or had lost wages because of your claimed
injury.

If the insurer accepts your claim for wage-loss
benefits and you have been disabled for more
than three calendar-days: The insurer will notify
you and must start paying wage-loss benefits
within the 14 days noted above. The insurer must
pay benefits on time. Wage-loss benefits are paid
at the same intervals as your work paychecks.

concerning your claim.

The law allows the workers’ compensation
insurer to obtain medical information related to
your work injury without your authorization, but
they must send you written notification when
they request the information.

The insurer cannot obtain other medical records
unless you sign a written authorization.

Get written confirmation from your doctor about
any authorization to be off work. The note should
be as specific as possible.

return to your pre-injury job or to your pre-injury
employer due to your work injury.

Benefits to your spouse and/or dependents if you
die as a result of a work injury.

If the insurer denies your claim for wage-loss
benefits and you have been disabled for more
than three calendar-days: The insurer will send
notice to you within 14 days. The notice must
clearly explain the facts and reasons why they
believe your injury or illness did not result from
your work or why the claimed wage-loss benefits
are not related to your injury.

If you disagree with the denial, talk with the
insurance claims adjuster who is handling your
claim. If you are not satisfied and still disagree
with the denial, call the Minnesota Department
of Labor and Industry's Workers’
Compensation Hotline at 1-800-342-5354.

Fraud

Collecting workers’ compensation | Sentry Casualty Company
benefits you are not entitled to is | 1800 North Point Drive
theft. Call 1-888-372-8366 to report | PO Box 8045

workers' compensation fraud.

Insurer name and contact information

Stevens Point, WI 54481-8045
1-800-473-6879

WC-80-22-0001 (Ed. 01-18)
9015977001
Sentry Casualty Company

1 00001 0000000000 23361 O N

12/27/2023

€767600f-5d9a-42fa-91f6-0bc88178782e



Compensacion laboral

Si usted se lesiona

Informe cualquier lesion a su supervisor tan pronto |
le sea posible; no importa qué tan leve le pueda
arecer. Usted podria perder el derecho a los
eneficios de compensacion laboral si no presenta
a tiempo un informe de la lesion a su empleador. El
tiempo limite puede ser tan corto como 14 dias.

Provea a su empleador la mayor cantidad de
informacién posible sobre su lesion.

Obtenga el tratamiento médico que necesite lo
mas pronto posible. Si no esta cubierto por una
organizacion de atencibn médica certificada,
(CMCO), usted puede recibir tratamiento con el
doctor que usted elija. Su empleador debe
g?\zig%;\rle por escrito si tiene cobertura con un

Colabore con todas las solicitudes de informacion
relacionadas con su reclamo.

La ley permite que la aseguradora de
compensacion laboral obtenga la informacion
médica relacionada con su lesién sin su
autorizacion, pero le debe enviar una notificacién
por escrito cuando solicite la informacion.

La compariia aseguradora no puede obtener otros
expedientes medicos a_menos que usted firme
una autorizacion por escrito.

Obtenga una confirmacion por escrito de su
médico sobre cualquier autorizacion para
ausentarse del trabajo. La nota debe ser lo mas
especifica posible.

Compensacion laboral paga por lo siguiente

Atencion médica para su lesion ocurrida en el m
trabajo, siempre que sea razonable y necesaria.

Beneficios por salario perdido para cubrir parte de
los ingresos no recibidos. |

Compensacion por dafios permanentes o por
pérdida de la funcién de una parte del cuerpo.

Servicios de rehabilitacién vocacional si usted no
puede regresar al trabajo o a su empleador previo
al accidente debido a su lesion en el trabajo.

Beneficios para su coényuge o dependientes_si
usted fallece como consecuencia de una lesion
laboral.

Lo que la aseguradora debe hacer

La compafiia aseguradora debera investigar su m
reclamo con prontitud. Si usted ha estado
incapacitado por mas de tres dias calendario, la
aseguradora debe iniciar el pago de beneficios o
enviarle un aviso e negacion de
responsabilidades dentro de los 14 dias después
que su empleador se enterd de su ausencia laboral

0 habia perdido parte de su salario debido a su
reclamo por lesién.

Si la compaiiia aseguradora acepta su reclamo
de beneficios por perdida de salario y usted ha
estado incapacitado por mas de tres dias
calendario: La aseguradora le notificarda y debera
iniciar el pago de los beneficios por pérdida de
salario dentro de los 14 dias mencionados
anteriormente. La aseguradora debera pagar los
beneficios puntualmente. Los beneficios por
pérdida de salario se pagan en los mismos
Iintervalos que sus cheques de némina.

Si la compafila aseguradora deniega su
reclamo de beneficios por pérdida de salario y
usted ha estado incapacitado por mas de tres
dias calendario: La aseguradora le enviard una
notificacion dentro de los 14 dias. La notificacion
debe explicar claramente los hechos y motivos por
los cuales ellos consideran que su lesion o
enfermedad no fue resultado de su trabajo o por
gué los beneficios por pérdida de salarios que
reclama no estan relacionados con su lesién.

Si usted no esta de acuerdo con la denegacion,
hable con el ajustador de reclamos de la
aseguradora a cargo de su reclamo. Si usted no
esta satisfecho y alin estd en desacuerdo con la
denegacion, comuniquese con _el teléfono
gratwto para Compensacion para Trabajadores

el Departamento de Trabajo e Industria de
Minnesota (Minnesota Department of Labor
and Industry) al 1-800-342-5354.

Fraude

Cobrar beneficios de
compensacion laboral a los cuales
no tiene derecho, se considera
robo. Llame al 1-888-FRAUD MN
(1-888-372-8366) para reportar
fraude de compensacion laboral.

PO Box 8045

Nombre e informacién de contacto de la compafiia aseguradora
Sentry Casualty Company
1800 North Point Drive

Stevens Point, W| 54481-8045
1-800-473-6879

WC-80-22-0009 (Ed. 03-18)
9015977001
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NOTICE

The undersigned employer hereby gives notice
that the payment of compensation to
employees and their dependents has been
secured in accordance with the provisions of
the Employer's Liablility Insurance Law, Title
34, Chapter 15, Article 5, Revised Statutes
New Jersey, by insuring with the

Sentry Casualty Company

for the period

Beginning 01/01/2024 Ending 01/01/2025

Employer Saint Louis University

In accordance with the above cited law,
notice of compliance must be posted and
maintained conspicuously in and about the
employer's workplaces.

Form 16 NJ A

WC-80-29-0016 (Ed. 04-00) Page 1 of 1
9015977001
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AVISO

El patron avisa que ha aseguardo el pago de
compensacion a los empleados y sus
dependientes, de acuerdo con lo provisto por
la ley de responsabilidad de los patrones de
seguro para sus empleados. Titulo 34,
Capitulo 15, Articulo 5, revision de estatutos
del Estado de New Jersey, asegurandolos
con.

Sentry Casualty Company

por el periodo

Comenzando 01/01/2024  Terminando 01/01/2025

Patron Saint Louis University

De acuerdo con la ley mencionada arriba,
esta noticia debe ser colocada y mantenida
en un lugar visible en todos los lugares
trabajo.

Form 17 NJ
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FORM 17 Revised 12/2020

N.C. WORKERS' COMPENSATION NOTICE TO INJURED WORKERS AND EMPLOYERS

All employees of this business, except specifically excluded executive officers, suffering work-related
injuries may be entitled to Workers’ Compensation benefits from the employer or its insurance carrier.

IF YOU HAVE A WORK-RELATED INJURY OR AN OCCUPATIONAL DISEASE

The Employee Should:
e Report the injury or occupational disease to the Employer immediately.
e Give written notice to the Employer within 30 days.

e File a claim with the Industrial Commission on a Form 18 immediately, but no later than 2 years from injury date or occupational disease. Give a
copy to the Employer.

e If medical treatment and wage loss compensation are not promptly provided, call the insurance carrier/administrator or request a hearing before
the Industrial Commission using a Form 33 Request for Hearing. Commission forms are available at website www.ic.nc.gov or by calling the Help
Line.

e Your employer's workers' compensation insurance carrier is_Sentry Casualty Company
e Theinsurance policy number is 9015977001
e Your employer’'s workers’ compensation insurance policy is valid from_01/01/2024 until 01/01/2025

For assistance: Call the Industrial Commission HELP LINE—(800) 688-8349.

The Employer Should:

e Provide all necessary medical services to the Employee.

e Report the injury to the carrier/administrator and file a Form 19 Report of Injury within 5 days with the Industrial Commission, if the Employee
misses more than 1 day from work or if cumulative medical costs exceed $4,000.00.

e Give acopy of your completed Form 19 to the Employee along with a copy of a blank Form 18 Notice of Accident.
e Ensure that compensation is promptly paid as required under the Workers’ Compensation Act.

NORTH CAROLINA INDUSTRIAL COMMISSION
NORTH CAROLINA 1235 MAIL SERVICE CENTER
INDUSTRIAL COMMISSION RALEIGH, NORTH CAROLINA 27699-1235

Website: www.ic.nc.gov

TO EMPLOYER: THIS FORM MUST BE PROMINENTLY POSTED IF YOU HAVE WORKERS' COMPENSATION INSURANCE OR QUALIFY AS SELF-INSURED. (N.C. Gen. Stat. §97-93).

WC-80-32-0001 (Ed. 12-20) Page 1 of 1
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FORMA 17 Revisada 12/2020

AVISO DE COMPENSACION LABORAL A EMPLEADORES Y EMPLEADOS LESIONADOS

Todo empleado de este negocio que sufre lesiones relacionadas al trabajo puede tener derecho a beneficios de compensacién
laboral por parte del empleador o el portador de seguro del empleador, excepto oficiales ejecutivos expresamente excluidos.

SI USTED TIENE UNA LESION RELACIONADA CON EL TRABAJO O UNA ENFERMEDAD OCUPACIONAL

El Empleado deberé:
e Reportar inmediatamente su lesion o enfermedad ocupacional a su empleador.
o Notificar por escrito al empleador dentro de treinta (30) dias que ocurre la lesidn o enfermedad ocupacional.

e Hacer inmediatamente un reclamo a la Comision Industrial usando la Forma 18, no mas tarde de (2) afios de ocurrir o desarrollar su lesiéon o
enfermedad ocupacional.

e Si el tratamiento médico o el pago de compensacion no es prontamente suministrado, Ilame a la compafiia de seguros/administrador o requiera
una audiencia ante la Comision Industrial usando la Forma 33 Peticién que la Demanda sea Asignada a una Audiencia.

e Las formas dela Comision estan disponibles en la pagina web www.ic.nc.gov o llamando ala Linea de Ayuda.

e Lacompaifiiade seguros de compensacién para trabajadores de su empleador es_Sentry Casualty Company

e Elnumero de la péliza de seguro es 9015977001

e Lapdlizade seguro de compensacion para trabajadores de su empleador es vélida desde 01/01/2024 hasta 01/01/2025

Para asistencia: Llame a la Comisién Industrial LINEA DE AYUDA—(800) 688-8349.

El Empleador debera:
e Proveer todos los servicios médicos necesarios al empleado.

e Reportarlalesion ala compafiia de seguros/administrador y a la Comision Industrial usando la Forma 19 Reporte de Accidente dentro de cinco (5)
dias, si su empleado falta mas de un (1) dia de trabajo o si los gastos de tratamientos médicos exceden los $4,000.00.

e Proveer asu empleado una copia de la Forma 19 y una copia en blanco de la Forma 18 Aviso de Accidente.
e Pagar puntualmente compensacion al empleado de acuerdo con el Acta de Compensacién Laboral.

NORTH CAROLINA INDUSTRIAL COMMISSION
NORTH CAROLINA 1235 MAIL SERVICE CENTER
INDUSTRIAL COMMISSION RALEIGH, NORTH CAROLINA 27699-1235

Pagina Oficial en Espafiol: www.ic.nc.gov

EMPLEADOR: ESTA FORMA DEBE ESTAR VISIBLEMENTE PUBLICADA Sl USTED TIENE SEGURO DE COMPENSACION LABORAL O SI USTED CALIFICA PARA ESTAR AUTOASEGURADO.
(N.C. Gen. Stat. § 97-93).
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CC-Form-1A  Oklahoma Workers' Compensation Notice and Instruction to Employers and Employees

All employees of this employer who are entitled to benefits of the Administrative Workers' Compensation Act are hereby notified that this employer
has complied with all rules of the Workers' Compensation Commission and that this employer has secured payment of compensation for all
employees and their dependents in accordance with the Act. All employees are further notified this employer will furnish first aid, medical, surgical,
hospital, optometric, podiatric, chiropractic and nursing services, medicine, crutches and other apparatus as may be reasonably necessary in
connection with the injury received by the employee, as well as payments of compensation to any injured employee or the employee's dependents
as provided in the Act.

Any employee who has suffered a compensable injury covered by the Administrative Workers' Compensation Act is entitled to vocational
rehabilitation services, including retraining and job placement, if, as a result of the injury, the employee is unable to perform work for which the
person has previous training or experience.

The Oklahoma Workers' Compensation Signature of Employer

L R Sentry Casualty Company
Com_m|SS|_on has_ a Counge_lor Division to 1800 North Point Drive
provide information to injured workers, PO Box 8045

employers, and other interested persons.

Mediation is available to help resolve certain
workers’  compensation  disputes.  For
information, call the Counselor Division at
405-522-5308 or In-State Toll  Free
855-291-3612.

Stevens Point, WI 54481-8045
Insurer Name and Address

01/01/2025
Date of Expiration of Insurance Policy (Not applicable to employers
authorized to self-insure.)

Employee's Responsibilities In Case of Work Related Injury

If accidentally injured or affected by cumulative trauma or an occupational disease arising out of and in the course of employment, however slight,
the employee should notify the employer immediately. If this employer is a partnership, notice shall be given to any partner. If this employer is a
corporation, notice shall be given to any agent or officer of the corporation upon whom legal process may be served. Notice shall also be given to
the person in charge of business at the location of operations where the injury occurred. Unless oral or written notice is given to the employer within
thirty (30) days, the claim for compensation may be forever barred.

The employee may file a claim for compensation with the WORKERS' COMPENSATION COMMISSION for an accidental injury, death, cumulative
trauma or occupational disease or illness occurring ON OR AFTER February 1, 2014. Forms to file a compensation claim should be furnished by
this employker and also are available from the Workers’ Compensation Commission. The forms are posted on the Commission's website,
www.wcc.ok.gov.

A claim for compensation must be filed with the Commission within the time specified by law, or be forever barred. Based on law effective May 28,
2019, a claim for compensation for any accidental injury must be filed with the Commission within one (1) year of the date of injury or, if the
employee has received benefits under Title 85A for the injury, six (6) months from the date of the last issuance of such benefits; a death claim must
be filed within two (2) years of the date of death; a claim for compensation for occupational disease or illness must be filed within two (2) years of
the last injurious exposure; and a claim for compensation for cumulative trauma must be filed within one (1) year of the date of injury.

Claims for compensation for accidental injury, death, cumulative trauma or occupational disease or illness occurring BEFORE February 1,
2014 may be filed with the WORKERS' COMPENSATION COURT OF EXISTING CLAIMS and are subject to different notice of injury
requirements and claims filing deadlines than those for accidental injury, death, cumulative trauma or occupational disease or illness
occurring on or after February 1, 2014. Failure to comply with applicable notice requirements and deadlines may operate to forever bar the
claim. Contact the WORKERS' COMPENSATION COURT OF EXISTING CLAIMS for additional information.

Employer's Responsibilities

The employer must provide employees with immediate first aid, medical, surgical, hospital, optometric, podiatric, chiropractic and nursing services,
medicine, crutches and other apparatus as may be reasonably necessary in connection with the injury received by the employee. This applies to
care for all injuries and illnesses arising out of and in the course of employment, regardless of their character. Within ten (10) days after the date of
receipt of notice or knowledge of death or injury that results in the loss of time beyond the shift or medical attention away from the work site, the
employer or the employer’s representative MUST send a report thereof to the Workers’ Compensation Commission via Electronic Data Interchange
as specified in Commission rules.

No agreement by any employee to pay any portion of the premium paid by the employer to a carrier or a benefit fund or department maintained by
the employer for the purpose of providing compensation or medical services and supplies as required by the workers’ compensation laws, shall be
valid. Any employer who makes a deduction for such purposes from the pay of any employee entitled to benefits under the workers’ compensation
laws shall be guilty of a misdemeanor.

No agreement by any employee to waive workers' compensation rights and benefits shall be valid.

Any person who commits workers' compensation fraud, upon conviction, shall be guilty of a felony
punishable by imprisonment, a fine or both.

Workers' Compensation Commission
1915 North Stiles Avenue
Oklahoma City, Oklahoma 73105-4918
Tele. 405-522-5308 (OKC) - 918-295-3732 (TU) - In-State Toll Free 855-291-3612
Web Site - www.wcc.ok.gov

Rev. 1-1-2021 This notice must be posted and maintained by the employer in one or more conspicuous places on the work premises.
WC-80-35-0003 (Ed. 01-21) Page 1 of 1
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CC-Form-1A  Aviso e Instruccion de Compensacion de Trabajadores de Oklahoma
para Empresarios y Trabajadores

Se notifica por la presente a todos los empleados de esta empresa que tengan derecho a los beneficios de la Ley de Compensacion para Trabajadores
Administrativos que este empleador ha cumplido con todas las reglas de la Comisién de Compensacion de Trabajadores, y que este empleador ha
asegurado el pago de compensacion a todos los empleados y sus dependientes en conformidad con la ley. Asimismo, se notifica a todos los empleados
que este empleador proporcionara primeros auxilios, servicios médicos, quirdrgicos, hospitalarios, de optometria, podologia, quiropréactica, y
enfermeria, medicina, muletas y otros aparatos que sean razonablemente necesarios en relacion con la lesion sufrida por el trabajador, asi como los
pagos de compensacion a cualquier empleado lesionado o sus dependientes conforme a lo dispuesto por la ley.

Cualquier empleado que haya sufrido una lesion indemnizable amparado por la Ley de Compensacion para Trabajadores Administrativos tiene derecho
alos servicios de rehabilitacion vocacional, esto incluye la re-capacitacion e insercion laboral si el empleado ya no pudiese realizar el trabajo para el cual
tuviese formacién o experiencia previa como consecuencia de la lesion.

La Comision de Compensacidn de Trabajadores
de OkJahoma cuenta con una Division de
Asesoria para proporcionar informaciéon a los
trabajadores lesionados, empleadores y otras
personas interesadas.

Existe la posibilidad de mediacion para ayudar a
resolver disputas de compensacion para ciertos
trabajadores. Para obtener mas informacion,
llame a la Division de Consejeria al 405-522-5308
o al ndmero gratuito (dentro del estado)
855-291-3612.

Firma del Empleador
Sentry Casualty Company
1800 North Point Drive
PO Box 8045
Stevens Point, WI 54481-8045
Nombre y Direccién del Asegurador

01/01/2025
Fecha de Vencimiento de la Péliza de Seguro (No aplicable a los
empleadores autorizados para auto-asegurarse.)

Responsabilidades del empleado en caso de sufrir unalesién relacionada trabajo

De resultar dafiado o afectado por trauma acumulativo o una enfermedad profesional que surja del empleo y en el transcurso de su desempefio, por
leve que sea, el empleado debe notificar al empleador inmediatamente. Si este empleador es una sociedad, se debe notificar a cualquier socio. Si este
empleador es una corporacion, la notificacién se hard a cualquier agente o funcionario de la corporacién autorizado a recibir tal notificacién. Se
notificara también a la persona a cargo de los negocios en el lugar de operaciones donde se haya producido la lesién. De no haber notificado
verbalmente o por escrito al empleador dentro de los treinta (30) dias, el reclamo de indemnizacién puede prescribir de forma definitiva.

El empleado puede presentar un reclamo de indemnizacion ante la COMISION DE COMPENSACION DE TRABAJADORES por una lesién accidental,
muerte, trauma acumulativo o enfermedad profesional o enfermedad accidental que ocurra EL 1 de febrero de 2014, O DESPUES de esa fecha. Este
empleador debe suministrar los formularios para presentar un reclamo de compensacion, y también se encuentran disponibles en la Comisién de
Compensacioén de Trabajadores. Los formularios se encuentran publicados en el sitio web de la Comisién, www.wcc.ok.gov.

El reclamo de compensacién debe ser presentado ante la Comision en el plazo fijado por la ley, o prescribira para siempre. En virtud con la Ley vigente
al partir del 28 de mayo de 2019, los reclamos de indemnizacion por cualquier lesién accidental se deben presentarse ante la Comision dentro de un (1)
afio transcurrido a partir de la fecha de la lesion; o, si el empleado ha recibido beneficios bajo el Titulo 85A por la lesién, seis (6) meses desde la fecha de
la tltima emision de dichos beneficios; un reclamo de muerte debe presentarse dentro de los dos (2) afios a partir de la fecha de la muerte;los reclamos
de indemnizacién por males o enfermedades profesionales se deben presentar dentro de los dos (2) afios transcurridos a partir de la Gltima exposicién
perjudicial; y los reclamos de indemnizacion por trauma acumulativo se deben presentar dentro de un (1) afio transcurrido a partir de la fecha de la
lesion. Se prohiben los reclamos de indemnizacion adicional a menos que sean presentados dentro de un (1) afio transcurrido a partir del dltimo pago
de compensacion por discapacidad o dos (2) afios desde la fecha de la lesion, el periodo que sea mayor.

Los reclamos de indemnizacién por lesiones, muerte, trauma acumulativo o males o enfermedades profesional accidentales que ocurrieran
ANTES del 1 de febrero de 2014 se pueden presentar ante el TRIBUNAL DE RECLAMOS EXISTENTES DE COMPENSACION AL TRABAJADORYy
estaran sujetos a diferentes requisitos de notificacion de la lesion y distintos plazos para presentar reclamos a los requeridos para los
correspondientes a lesiones accidentales, muerte, trauma acumulativo o males o enfermedades profesionales que ocurrieran a partir del 1 de
febrero de 2014. El incumplimiento de los requisitos y los plazos de notificacion aplicables guede resultar en la prescripcion definitiva del
reclamo. Péngase en contacto con el Tribunal de Reclamos Existentes de Compensacién al Trabajador para obtener informacion adicional.

Responsabilidades del Empleador

El empleador debe proporcionar a los empleados primeros auxilios, servicios médicos, quirlrgicos, hospitalarios, de optometria, podologia,
quiropractica, asi como servicios de enfermeria, medicina, muletas y otros aparatos que sean razonablemente necesarios en relacion con la lesién
sufrida por el empleado. Esto es aplicable al cuidado de todas las lesiones y enfermedades que surjan del empleo y el transcurso de su desempefio,
independientemente de su caracter. El empleador o su representante, DEBERA enviar, dentro de los diez (10) dias a partir de la fecha de recepcién de la
notificacion o el conocimiento de la muerte o lesion que resulte en pérdida de tiempo més alla del turno o atencién médica fuera del lugar de trabajo del
empleado lesionado, un informe sobre esto a la Comisién de Compensacion de Trabajadores, a través del Intercambio Electrénico de Datos, como se
especifica en las reglas de la Comision.

Se invalidara cualquier acuerdo hecho por un empleado para pagar cualquier porcion de la prima pagada por el empleador a un operador, fondo de
prestaciones o departamento mantenido por el empleador con el fin de indemnizar o proveer servicios y suministros médicos, tal como lo requieren las
leyes de compensacion de los trabajadores. Cualquier empleador que realice una deduccién del pago de cualquier empleado con derecho a
prestaciones en virtud de las leyes de compensacion de los trabajadores para tales propositos sera culpable de un delito menor.

Se invalidara cualquier acuerdo hecho por un empleado para renunciar a los derechos y beneficios de compensacion del trabajador.

Toda persona que cometa fraude de compensacidn del trabajador, seré culpable, de ser condenada,
de un delito grave punible con pena de prision, una multa o ambas.

Comision de Compensacion de Trabajadores
1915 North Stiles Avenue Ste 231
Oklahoma City, Oklahoma 73105-4918
Tel. 405-522-5308 (OKC) - 918-295-3732 (TU) - Linea gratuita (dentro del estado) 855-291-3612
Sitio Web - www.wcc.ok.gov

Enmendado 1-1-2021 Este aviso debe ser publicado y mantenido por el empleador en uno o mas lugares visibles en el lugar de trabajo.
WC-80-35-0007 (Ed. 01-21) Page 1 of 1
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STATE OF RHODE ISLAND
DEPARTMENT OF LABOR & TRAINING

This employer is subject to the provisions of the

WORKERS' COMPENSATION ACT

of the State of Rhode Island

Workers' Compensation Insurance Company:_Sentry Casualty Company

Adjusting Company:_Sentry Casualty Company

Telephone: 800-473-6879 Policy Effective Date: 01/01/2024

In accordance with Rhode Island General Law 828-32-1, the employer must report to the
Director of Labor and Training every personal injury sustained by an employee if the injury
incapacitates the employee from earning full wages for at least three (3) days or requires
medical treatment, regardless of the period of incapacity. If the injury proves fatal, the report
must be filed within forty-eight (48) hours. If not fatal, the report shall be made within ten (10) days
of the injury.

An injured employee shall have the freedom to choose medical treatment initially. The
employee's first visit to any facility under contract or agreement with the employer or insurer to
provide priority care shall not be considered the employee's initial choice.

For more information about Workers' Compensation procedures and benefits, call the Education
Unit at (401) 462-8100 and press option #1 or TDD (401) 462-8006. If you suspect fraud, contact
the Fraud Prevention Unit at (401) 462-8100 and press option #7.

In accordance with Rhode Island General Law 8§28-29-13, this notice must be posted
and maintained in conspicuous places where workers are employed.
Fines may be imposed for noncompliance.

DWC-8 (1/2013)

WC-80-38-0006 (Ed. 01-13) Page 1 of 1
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I I Department of Labor and Training
i RHODE ISLAND

Esta empresa esta sujeta a las estipulaciones delis

ACTA DE COMPENSACION
DE TRABAJADORES

del Estado de Rhode Island

Seguro de Compensacion de Trabajo: Sentry Casualty Company

Compafiia Ajustadora: Sentry Casualty Company

Teléfono: 1-800-473-6879 Fecha Efectiva de Péliza: 01/01/2024

De acuerdo con las Leyes Generales de Rhode Island §28-32-1, las empresas tienen que reportarle al Director
de Trabajo y Entrenamiento cada lesidn personal reportada por un empleado si la lesion incapacita al empleado
de ganar un sueldo completo por un minimo de tres (3) dias, o requiere tratamiento médico, sin importar el
periodo de incapacidad. Si la lesién es fatal, el incidente debe ser reportado dentro de cuarenta y ocho (48)
horas. Si no es fatal, el incidente sera reportado dentro de diez (10) dias de la lesion.

Un empleado lesionado tiene la libertad de escoger al primer proveedor médico. La primera visita del empleado
a cualquier centro de atencion médico contratado por la empresa o la aseguradora, con la intencién de facilitar
atencién inmediata, no sera considerado el primer proveedor médico.

Para mas informacién referente a la compensacion para trabajadores a causa de accidentes de trabajo,
procedimientos y beneficios, llame a la Unidad Educacional al

(401) 462-8100 y apriete la opcion #1 o TDD (401) 462-8006. Si usted sospecha de fraude, pongase en
contacto con la Unidad de Prevencién de Fraude al (401) 462-8100 y apriete la opcién #7.

De acuerdo con las Leyes Generales de Rhode Island §28-29-13, este aviso debe ser colocado y
mantenido en lugares visibles para los trabajadores. Las empresas que no cumplan con este
requerimiento pueden ser sujetas a multas.

DWC-8 S (6/2020)
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NOTICE TO EMPLOYEES CONCERNING
WORKERS' COMPENSATION IN TEXAS

COVERAGE: Saint Louis University has workers' compensation insurance coverage from Sentry Casualty
Company, in the event of work-related injury or occupational disease. This coverage is effective from
01/01/2024. Any injuries or occupational diseases which occur on or after that date will be handled by Sentry
Casualty Company. An employee or a person acting on the employee's behalf, must notify the employer of an
injury or occupational disease not later than the 30th day after the date on which the injury occurs or the date
the employee knew or should have known of an occupational disease, unless the Texas Department of
Insurance, Division of Workers' Compensation (Division) determines that good cause existed for failure to
provide timely notice. Your employer is required to provide you with coverage information, in writing, when you
are hired or whenever the employer becomes or ceases to be, covered by workers' compensation insurance.

EMPLOYEE ASSISTANCE: The Division provides free information about how to file a workers' compensation
claim. Division staff will answer any questions you may have about workers' compensation and process any
requests for dispute resolution of a claim. You can obtain this assistance by contacting your local Division field
office or by calling 1-800-252-7031 The Office of Injured Employee Counsel (OIEC) also provides free assistance
to injured employees and will explain your rights and responsibilities under the Workers' Compensation Act. You
can obtain OIEC's assistance by contacting an OIEC customer service representative in your local Division field
office or by calling 1-866-EZE-OIEC (1-866-393-6432).

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

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

WC-80-42-0024 (Ed. 01-13) Page 1 of 2
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COVERED EMPLOYER

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

Notices in English, Spanish and any other language common to the employer's employee population must be
posted and:

1. Prominently displayed in the employer's personnel office, if any;
2. Located about the workplace in such a way that each employee is likely to see the notice on a regular basis;

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

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

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

Do Not Post This Side

Page 2 of 2 WC-80-42-0024 (Ed. 01-13)
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AVISO A LOS EMPLEADOS SOBRE LA
COMPENSACION PARA TRABAJADORES
EN TEXAS

COBERTURA: Saint Louis University tiene cobertura de seguros de compensacion para trabajadores con
Sentry Casualty Company para protegerle en caso de una lesion o enfermedad ocupacional relacionada con el
trabajo. Esta cobertura esté vigente desde 01/01/2024. Cualquier lesién o enfermedad ocupacional que ocurra
en o después de esta fecha sera manejada por Sentry Casualty Company. Un empleado o una persona que act
te en nombre del empleado, debe notificar al empleador sobre una lesién o una enfermedad ocupacional a no
mas tardar de treinta (30) dias, a partir de la fecha en que ocurri6 la lesion o en la fecha en la que el empleado se
enter6 o deberia de haberse enterado de la enfermedad ocupacional, al menos que el Departamento de
Seguros de Texas, Division de Compensacion para Trabajadores (Texas Department of Insurance, Division of
Workers' Compensation - TDI-DWC, por su nombre y siglas en inglés) (Division) determine que existid una
buena causa para que no se haya notificado al empleador dentro del tiempo sefialado. Su empleador tiene la
obligacién de proporcionarle a usted informacién por escrito sobre la cobertura cuando usted es contratado o
cuando su empleador adquiere o deja de tener una cobertura de seguro de compensacion para trabajadores

ASISTENCIA AL EMPLEADO: La Division proporciona informacion gratuita sobre como presentar una
reclamacion de compensacion para trabajadores. El personal de la Divisidon contestara cualquier pregunta que
usted pueda tener sobre la compensacién para trabajadores y procesara cualquier solicitud de resolucion de
disputas relacionada con una reclamacion. Usted puede obtener este tipo de asistencia comunicandose con su
oficina local de la Divisidn o llamando al teléfono 1-800-252-7031. La Oficina de Asesoria Publica para el
Empleado Lesionado (Office of Injured Employee Counsel - OIEC, por su nombre y siglas en inglés) también
ofrece asistencia gratuita a los empleados lesionados y ellos le explicaran cuales son sus derechos y
responsabilidades bajo la Ley de Compensacion para Trabajadores. Usted puede obtener la asistencia de OIEC
comunicandose con un representante de servicio al cliente de OIEC en su oficina local de la Divisién o llamando
al 1-866-EZE-OIEC (1-866-393-6432).

LINEA DIRECTA PARA REPORTAR VIOLACIONES DE SEGURIDAD: La Divisiobn cuenta con una linea
gratuita telefénica que esta en servicio las 24 horas del dia para reportar condiciones inseguras en el area de
trabajo que podrian violar las leyes ocupacionales de salud y seguridad. La ley prohibe que los empleadores
suspendan, despidan o discriminen en contra de cualquier empleado porque él o ella de buena fe reporta una
alegada violacidn ocupacional de salud o seguridad. Comuniquese con la Divisién al teléfono 1-800-452-9595.

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

WC-80-42-0025 (Ed. 01-13) Page 1 of 2
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EMPLEADOR CON COBERTURA

El Reglamento 110.101 (e)(1) de Compensacion para Trabajadores de Texas requiere que los empleadores que
cuentan con una cobertura de compensacion para trabajadores mediante una compariia de seguros comercial
notifiquen a sus empleados que ellos cuentan con una cobertura de seguro de compensacion para trabajadores
e informen a sus empleados sobre el nimero de la linea telefénica gratuita del Departamento de Seguros de
Texas, Division de Compensacion para Trabajadores para obtener informacion adicional sobre sus derechos de
compensacion para trabajadores.

Avisos en inglés, espafiol y cualquier otro idioma comun para la poblacion de los trabajadores del empleador
deben ser puestos a la vista y:

1.

2.

3.

4.

Mostrarse en un lugar prominente de la oficina de personal del empleador, si es que la hay;
Ubicar este aviso en el &rea de trabajo de tal manera que los empleados lo vean regularmente;

El titulo debe ser impreso en tamafio 26, en letra negrita de punto, el tema debe ser impreso en tamafio 18,
en letra negrita de punto, y el texto, por lo menos en tamafio 16 en letra negrita de punto normal; y

Contener las palabras exactas segun lo sefialado en el Reglamento 110.101 (e)(1).

El aviso que se muestra al reverso de esta pagina cumple con los requisitos que se han sefialado en la parte de
arriba. El negarse a mostrar o proporcionar esta informacion, segun lo requerido en el reglamento es una falta a
la ley y a los reglamentos de la Division. El infractor podria estar sujeto a sanciones administrativas.

NO MOSTRAR ESTE LADO

WC-80-42-0025 (Ed. 01-13)
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NOTICE TO EMPLOYEES CONCERNING
ASSISTANCE AVAILABLE IN THE WORKERS' COMPENSATION SYSTEM
FROM THE OFFICE OF INJURED EMPLOYEE COUNSEL

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

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

OMBUDSMAN PROGRAM

WHAT IS AN OMBUDSMAN? An Ombudsman is an employee of OIEC who can assist you if you have a dispute
with your employer’s insurance carrier. An Ombudsman’s assistance is free of charge. Each Ombudsman has a
workers’ compensation adjuster's license and has completed a comprehensive training program designed
specifically to assist you with your dispute.

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

e Help you prepare for the proceeding (Benefit Review Conference and/or Contested Case Hearing);
e Attend the proceeding with you and communicate on your behalf; and
e Assist you with an appeal or a response to an insurance carrier’'s appeal, if necessary.

CONNECT Y @OIEC (O) @OIECTexas Tuhe @OIECtube ((Py oiec.texas.gov
Figure 28 TAC §276.5(c) - April 2018
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AVISO PARA LOS EMPLEADOS SOBRE LA ASISTENCIA DISPONIBLE EN
EL SISTEMA DE COMPENSACION PARA TRABAJADORES POR PARTE DE
LA OFICINA DE ASESORIA PUBLICA PARA EL EMPLEADO LESIONADO

¢,Se ha lesionado en el trabajo? Como empleado lesionado en Texas, usted tiene derecho a recibir asistencia
gratuita por parte de la Oficina de Asesoria Publica para el Empleado Lesionado (Office of Injured Employee
Counsel -OIEC, por su nombre y siglas en inglés). OIEC es la agencia estatal que asiste a los empleados
lesionados que no cuentan con representacion legal con su reclamacion en el sistema de compensacion para
trabajadores.

Usted puede comunicarse con OIEC llamando a su numero de teléfono gratuito: 1-866-393-6432. Mas
informacion sobre OIEC y sobre el Programa de Ombudsman se encuentra disponible en el sitio web de la agencia
(www.oiec.texas.gov).

PROGRAMA DE OMBUDSMAN

¢ QUE ES UN OMBUDSMAN? Un Ombudsman es un empleado de OIEC que le puede asistir si usted tiene una
disputa con la aseguradora de su empleador. La asistencia por parte del Ombudsman es gratuita. Cada
Ombudsman cuenta con una licencia de ajustador de compensacion para trabajadores y ha completado un
extenso programa de capacitacion, el cual ha sido disefiado especificamente para asistirle a usted con su disputa.

Un Ombudsman puede ayudarle a identificar y desarrollar los asuntos en disputa en su caso e intentar resolverlos.
Si los asuntos no pueden ser resueltos, el Ombudsman puede ayudarle a solicitar un procedimiento de resolucion
de disputas ante el Departamento de Seguros de Texas, Division de Compensacion para Trabajadores (Texas

Department of Insurance, Division of Workers’ Compensation, por su nombre en inglés). Una vez que el

procedimiento ha sido programado, el Ombudsman puede:

e Ayudarle a prepararse para el procedimiento (Conferencia para Revision de Beneficios [Benefit Review
Conference, por su nombre en inglés] y/o Audiencia para Disputar Beneficios [Contested Case Hearing, por su
nombre en mgles])

e Asistir al procedimiento con usted y hablar en su nombre; y

e Ayudarle con una apelacion o con una respuesta a la apelamon de una aseguradora,

Si es necesario.

CONECTESE N @OIEC @OIECTexas e @OIECtube (s oiec.texas.gov
Titulo 28 Codigo Administrativo de Texas §276.5(c) - Abril 2018
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WORKERS' COMPENSATION NOTICE

Employer: Saint Louis University

has complied with the provisions of the Workers’ Compensation Act (834A-2-101, Utah Code Annotated), the Utah
Occupational Disease Act (834A-3-101, Utah Code Annotated), and the rules of the Labor Commission by insuring the
liability to pay the compensation and other benefits provided by said Acts through:

Insurance Company: Sentry Casualty Company
Policy Number: 9015977001

1800 North Point Drive

PO Box 8045
Address for the above insurance company: Stevens Point, W1 54481-8045
Telephone number: 1-800-473-6879

Check here if the employer has been authorized by the Division of Industrial Accidents to self-insure and directly pay workers’
compensation benefits.

WORKERS’ COMPENSATION

Workers’ Compensation is insurance which pays medical expenses and helps offset lost wages for employees with work-related
injuries or illnesses. If you have an on-the-job injury or occupational disease, it may pay for: hospital and medical bills, time lost from
work, permanent loss of body function, prosthetic devices, and burial and dependent benefits in case of death.

1 00001 0000000000 23361 O N

HOW TO REPORT AN ACCIDENT

Report the injury, no matter how slight, immediately to your
supervisor. You may lose your rights if your injury is not
reported within 180 days of the injury or work-related iliness.

. Ask your employer where you should go for treatment. If
your employer has a first-aid room or company designated
doctor, go there promptly for treatment. If not, go to a doctor
of your choice.

. Tell the doctor HOW, WHEN and WHERE the accident
happened. The doctor will fill out a physician's initial report
form. A copy of the report is given to you and copies of the
report are sent to the insurance company and the Labor
Commission within seven (7) days of your doctor visit.

Your employer shall fill out the employer's first report of
injury form. A copy of this report is sent to the insurance
company within seven (7) days of the accident. The
insurance company will report the injury to the Labor
Commission.

HOW TO START COMPENSATION

1. Ask your employer which insurance company pays
workers’ compensation benefits for the company.

2. Ask your employer to report the accident to the insurance
company and give you the claim number.

3. Call the insurance company and ask them to start your
workers’ compensation benefits. The insurance company
will require the employer's report, the physician's report,
and may ask you to fill out a request for compensation.
Cooperate with the adjuster's investigation of the injury.

4. Ask your doctor to send medical reports to the insurance
company, including the work status statement.

REHABILITATION

If you cannot return to work, you may be eligible for a
rehabilitation program. Contact the insurance company listed
above or the Utah State Office of Rehabilitation.

FRAUD STATEMENT: “Any person who knowingly presents false or fraudulent underwriting
information, files or causes to be filed a false or fraudulent claim for disability compensation or medical
benefits, or submits a false or fraudulent report or billing for health care fees or other professional services is
guilty of a crime and may be subject to fines and confinement in state prison.”

UTAH
\,’ LABOR COMMISSION

Industrial Accidents Division

160 East 300 South Srd Floor P.O. Box 146610 Salt Lake City, Utah 84114-6610
Office: (801)-530-6800 Fax: (801)-530-6804 Toll Free: (800)-530-5090 www.laborcommission.utah.gov

If you want copy of an Employee's Guide to Workers' Compensation booklet or have questions, contact the
Labor Commission or go to the webpage at www.laborcommission.utah.gov.

Note: This notice must be posted and kept continuously in public and conspicuous places in the office, shop or
place of business of the employer as per §34A-2-204 and §34A-2-104.5, Utah Code Annotated.

WC-80-43-0003 (Ed. 10-19)

9015977001
Sentry Casualty Company
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AVISO DE COMPENSACION PARA LOS TRABAJADORES

La Empresa: Saint Louis University

Ha cumplido con las disposiciones de la Ley de Compensacion para los Trabajadores (§34A-2-101, Cédigo de Utah Anatado), la Ley
de Enfermedades Ocupacionales de Utah (§34A-3-101, Cdodigo de Utah Anatado), y las reglas de la Comisién Laboral por asegurando
la obligacion de pagar compensaction y otros beneficios preveidos por las Leyes y teniendo cobertura con:

Compaiiia de Seguros: Sentry Casualty Company
Numero de Pdliza: 9015977001

1800 North Point Drive

PO Box 8045
Direccion de la compaiiia de seguros: Stevens Point, WI 54481-8045
Numero de teléfono: 1-800-473-6879

Marque aqui si la Division de Accidentes Industriales ha autorizado el empleador a tener el auto-seguro y pagar los beneficios de
compensacion directamente al trabajador.

COMPENSACION PARA LOS TRABAJADORES

Compensacion para los trabajadores es un seguro que paga los gastos médicos y ayuda a compensar los salarios perdidos de
los empleados con lesiones o enfermedades relacionadas con el trabajo. Si usted tiene una lesion en el trabajo o una
enfermedad occupasional, puede pagar: facturas hospitalarias y médicas, pérdida de tiempo del trabajo, pérdida permanente de

la funcion corporal, dispositivos protésicos y servicios funerarios y beneficios para dependientes en caso de muerte.

COMO REPORTAR UN ACCIDENTE COMO EMPEZAR COMPENSACION
1. Informe inmediatamente a su supervisor de la lesion. Usted 1. Pregunte a su empleador qué compafiia de seguros pagara
puede perder sus_derechos sino reporte su lesion o los beneficios de compensacion para los trabajadores.
enfermedad relacionada con el trabajo dentro de 180 dias. 5 pjiqale a su empleador que reporte el accidente a la

2. Pregunte a su empleador donde debe ir para recibir compaifiia de seguros y que le dé el nimero de reclamo.
tratamiento. Si su empleador tiene un clinico designado,
vaya alli de inmediato para recibir tratamiento. Si no tiene
un clinico designado, vaya a un médico de su eleccion.

Llame a la compafiia de seguros y pidales que inicien sus
beneficios de compensacion para trabajadores. La
compaifiia de seguros requerira el informe del empleador,

3. Informe al doctor COMO, CUANDO y DONDE ocurri6 el el informe del médico, y puede pedirle a usted que llene
accidente. El médico llenard el formulario de informe inicial una solicitud de compensacién. Cooperar con la
del médico. Usted debe recibir una copia del informe y investigacion del ajustador sobre la lesion.

copias se envian a la compariia de seguros y a la Comision

. . . o Pidale a su médico que envie informes médicos a la
Laboral dentro de siete (7) dias de su visita al médico. q

compafiia de seguros, incluyendo la declaracion de estado
4. Su empleador llenara el formulario de informe inicial del de trabajo.
empleador. Usted debe recibir una copia del informe y una REHABILITACION
copia se envia a la compafiia de seguros dentro de siete (7)
dias. La compaiiia de seguros es responsable a reportar a
la Comisién Laboral.

Si no puede regresar al trabajo, puede ser elegible para un
programa de rehabilitacion. Péngase en contacto con la
compariia de seguros mencionada anteriormente o con la
Oficina de Rehabilitacion del Estado de Utah.

DECLARACION DE FRAUDE: “Cualquier persona que a sabiendas presente informacion falsa o fraudulenta de
suscripcién de seguros, archivos 0 causas para presentar una reclamo falso o fraudulento por compensacion de incapacidad o
beneficios médicos, o presente un informe o facturacion falsa o fraudulenta por gastos médicos u otros servicios profesionales

es culpable de un crimen y pueden ser sujetos a multas y confinamiento en una prision estatal.”

UTAH
\,’ LABOR COMMISSION

Industrial Accidents Division

160 East 300 South Srd Floor P.O. Box 146610 Salt Lake City, Utah 84114-6610
Teléfono: (801) 530-6800 Fax: (801)-530-6804 Linea gratuita: (800)-530-5090 www.laborcommission.utah.gov

Si desea una copia del folleto de la Guia Sobre el Seguro de Compensacion Para los Trabajadores o tiene preguntas,
comuniquese con la Comision Laboral o visite la pagina web en www.laborcommission.utah.gov.

Nota: Este aviso debe ser publicado y mantenido continuamente en lugares publicos y visibles en la oficina, tienda o lugar de
negocios del empleador segin 834A-2-204 y §34A-2-104.5, Cédigo de Utah Anatado.

WC-80-43-0004 (Ed. 10-19) Page 1 of 1
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Form VWC1

WORKERS
COMPENSATION NOTICE

The employees of this business are covered by the Virginia Workers' Compensation Act. In case of injury by accident or
notice of an occupational disease:

THE EMPLOYEE SHOULD:

1. Immediately give notice to the employer, in writing, of the injury or occupational disease and the date of
accident or notice of the occupational disease.

2. Promptly give to the employer and to the Virginia Workers' Compensation Commission notice of any
claim for compensation for the period of disability beyond the seventh day after the accident. In case of
fatal injuries, notice must be given by one or more dependents of the deceased or by a person in their
behalf.

3. In case of failure to reach an agreement with the employer in regard to compensation under the act, file
application with the Commission for a hearing within two years of the date of accidental injury or first
communication of the diagnosis of an occupational disease.

4. If medical treatment is anticipated for more than two years from the date of the accident and no award
has been entered, the employee should file a claim with the Commission within two years from the date of
the accident.

NOTE: The employer's report of accident is not the filing of a claim for the employee. The voluntary
payment of wages or compensation during disability, or of medical expenses, does not affect the running of
the time limitation for filing claims. An award based on a voluntary agreement must be entered or a claim
filed within two years; one year in death cases.

THE EMPLOYER SHOULD:

1. Atthe time of the accident, give the employee the names of at least three physicians from which the
employee may select the treating physician.

2. Report the injury to the Commission through your carrier or directly to the Commission.

3. Accurately determine the employee's average weekly wage, including overtime, meals, uniforms, etc.

Questions may be answered by contacting the Commission. A booklet explaining the Workers' Compensation Act is
available without cost from:

THE VIRGINIA WORKERS' COMPENSATION COMMISSION
333 E. Franklin St
Richmond, Virginia 23219

1-877-664-2566
www.workcomp.virginia.gov

Every employer within the operation of the Virginia Workers' Compensation Act MUST POST THIS NOTICE IN A
CONSPICUOUS PLACE in his place of business.

WC-80-45-0001 (Ed. 07-18) Page 1 of 1
9015977001
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NOTICIA SOBRE
COMPENSACION LABORAL

Los empleados de ésta empresa estan cubiertos por la Ley de Compensacion Para Los Trabajadores de Virginia
(Virginia Workers' Compensation Act). En caso de lesion por accidente o aviso por accidente o aviso de una enfermedad
ocupacional:

EL EMPLEADO DEBE:

1. Dar aviso inmediato, por escrito, al empleador sobre lesiones o enfermedad ocupacional y dar la fecha del
accidente o del aviso de la enfermedad ocupacional.

2. Dar aviso inmediato al empleador y a "Virginia Workers' Compensation Commission" de cualquier reclamo por
compensacion por periodos de incapacidad de mas de siete dias despues del accidente. En caso de lesiones
fatales, el aviso debe ser dado por uno o mas de los dependientes o herederos del difunto o las personas que
los representan.

3. Presentar una solicitud a la Comision para una audencia dentro de dos afios de la fecha de la lesion por
accidente or de la primera comunicacion del diagnéstico de enfermedad ocupacional, si no llega a un acuerdo
con el empleador en relacion al pago de compensacién bajo la Ley.

4, Presentar una solicitud a la Comisién dentro de los dos afios de la fecha del accidente, si el tratamiento médico
es anticipado por mas de dos afios de la fecha del accidente y el empleado no ha récibido una orden de la
Comision.

NOTA: El reporte de accidente del empleador no es la presentacion del reclamo del empleado. El pago voluntario
sueldos o compensacion durante la incapacidad o de los gastos medicos, no afecta el transcurso de la limitacion del
tiempo para presentar reclamos. La Comision debe de dar una orden cubriendo acuerdos voluntarios y si no, una
reclamacion debe de ser presentada por el empleado dentro de los dos anos del accidente; un afio en caso de
fallecimiento.

EL EMPLEADOR DEBE:

1. Al momento del accidente, dar al empleado los nombres de por lo menos tres médicos, de los cuales el
empleado puede escoger un médico para su tratamiento.

2. Reportar las lesiones a la Comision a traves de su representante o directamente a la Comision.

3. Determinar exactamente el salario semanal del empleado, incluyendo sobretiempo, comidas, uniformes, etc.

Preguntas pueden ser contestadas llamando a la Comision. Un folleto explicando la Ley de Compensacion Para Los
Trabajadores esta disponible sin costo de:

THE VIRGINIA WORKERS' COMPENSATION COMMISSION
333 E. Franklin St., Richmond Virginia 23219
1-877-664-2566
vwc.state.va.us

Cada empleador dentro de la operacion de la Ley de Compensacion Para Trabajadores en Virginia, DEBE DE EXPONER
ESTE AVISO EN UN LUGAR VISIBLE, en la empresa o lugar de negocios.

WC-80-45-0007 (Ed. 07-18)
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Sentryf )

NOTICE

The Undersigned, an employer within the
meaning of the Workers’ Compensation Law

of the State of West Virginia hereby gives notice
to our employees that we have secured the
payment of compensation to our employees
and their dependents in accordance with the
provisions of said law, by insuring with:

Sentry Casualty Company
1800 North Point Drive
Stevens Point, WI 54481-8045

Phone: 800-473-6879

Employer

Human Resources Contact:

Phone:

Dated:

Please post in a conspicuous place.

WC-80-47-0002 (Ed 10-17)
9015977001 12/27/2023
Sentry Casualty Company
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NOTICE

The Undersigned, an employer
within the meaning of Workers'
Compensation Law of the State of
Wisconsin, hereby gives notice to
our employees that we have
secured the payment of
Compensation to our employees
and their dependents In

accordance with the provisions of
said law, by insuring with:

Sentry Casualty Company

Saint Louis University

By

Sentryf )

WC 88 48 0001 (Ed. 03-16) Please post in a conspicuous place.
9015977002 12/27/2023
Sentry Casualty Company
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NOTICE TO EMPLOYEES

U.S. Department of Labor (é
Longshore and Harbor Workers' Compensation Act Employment Standards Administration )

Office of Workers' Compensation Programs

(Employer) Saint Louis University

This employer is insured to provide compensation benefits (Including medical and hospital care) to its employees, or
monetary benefits to eligible survivors, in case of work-connected injury, occupational illness or death, in accordance
with the provisions of the above law and rules of the Office of Workers' Compensation Programs.

WHAT
TODO -
WHEN
INJURED
AT WORK

NOTIFY YOUR EMPLOYER IMMEDIATELY. If possible, complete Form
LS-201, Notice of Injury, available from your employer. You should give
notice of injury to the following person(s):

MEDICAL TREATMENT. Request authority (Form LS-1) from your employer
for treatment by the physician you choose. You may not select a physician
that is not authorized by the Office of Workers' Compensation Programs to
provide medical care under the Act. Your employer has a list of physicians
who are not authorized. In an emergency or if unable to contact your
employer, go to the nearest hospital or physician, but be sure to let your
employer know as soon as possible.

DISABILITY. If you are disabled more than 3 days, contact your employer or
the insurance company indicated below for payment of compensation,
payable 14 days after your employer has knowledge of injury.

IMPORTANT! The law requires you to give written notice of injury (Form
LS-201) to your employer and to the Office of Workers' Compensation
Programs within 30 days. Additional time may be allowed for certain hearing
loss and occupational disease claims. The address of the Office of Workers'
Compensation Programs District Office for this area is:

Insurance Carrier for This Employer

For Further Assistance and Information

Name Sentry Casualty Company

On request, the Office of Workers'
Compensation  Programs  will  explain

Address 1800 North Point Drive

benefits and proceedings under the above
Act. In addition, the Office of Workers'

Stevens Point, WI 54481-8045

Compensation  Programs  will  inform
employees receiving compensation about
medical and vocational rehabilitation

Telephone 1-800-473-6879

services, and will assist in obtaining such
services.

Policy Number 9015977001

Expiration Date of Policy 01/01/2025

Authorized Signature for the Employer

Date Signed

This Notice must be posted and maintained in a conspicuous place in and about the place of business.

(33 U.S.C. 934)

Important Notice

Section 31(a)(1) of the Longshore Act, 33 U.S.C. 931(a)(1), provides as follows: Any claimant or representative of a
claimant who knowingly and willfully makes a false statement or representation for the purpose of obtaining a benefit or
payment under this Act shall be guilty of a felony, and on conviction thereof shall be punished by a fine not to exceed
$10,000, by imprisonment not to exceed five years, or by both.

WC-80-00-0053 (Ed. 12-96)
9015977001
Sentry Casualty Company

Form LS-241
Rev. Nov. 1986
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