L Aiaal Iictnwg Ninagtinnnaire
Medical Histor M Q estignnaire
Employee: File Number:
Date of Injury: Employver:

Personal Physician Name & Address:

y Y

1. Have vou ever: Yes No
. Claimed or received Workers Compensation benefits?..............
T yes, when, for what, name & address of wreating doctors
Received a compensation or disability rating or an off the job injury?
d‘ Been hospitalized? For what: L
Have vou ever:
¢. Had a prior auto, motorevele or athletic injury? e
If ves, details:
d. Had surgery? If ves, details
3. Have vou ever been treated for any of the following: (PLEASE INDICATE ON
LINE PROVIDED)
a. Back wouble
b. Back aches
¢. Sciatica
d. Neuritis
e. Neck aches
f. Hernia or rupture
g. Thyroid problems
h. Epilepsy, fainting/dizzy spells, anemia or fatgue
i.  Asthma, emphyvsema, bIO’Juu)dS
j.  Rheumatism or R *wumam feve
k. '
L.
m. v extremities
n.
0.
D.




If the answer is YES to anv of the above questions, please identify the treating doctor’s

' 10
names and addresses for each condition.

1. Are vou under a doctor’s care or taking medication at this time
If yves, give Dr. names/addresses
2. Do vou have physical limitations? If ves, details:

3. If vou have a family doctor, please give name & address:

Your height Your weight

Signature Date
Social Security Number:




CLAIMANT'S AUTHORIZATION TO DISCLOSE HEALTH INFORMATION
(Pursuant to HIPAA)

INSTRUCTIONS

To the Claimant: The Health Insurance Portability and Accountability Act of 1996 (HIPAA) set standards for guaranteeing the privacy of
individually identifiable health information and the confidentiality of patient medical records. By completing and signing this form, you
authorize your health care provider to file medical reports with the parties that you choose (such as the Workers' Compensation Board,
your employer's insurance carrier, your attorney or representative, etc.) by checking the appropriate boxes below.

You have the right to refuse to sign this Authorization. If you sign, vou have the right to revoke this Authorization at any time by mailing a
request to revoke to the health care provider. You have the right to recelve a copy of this Authorization.

IMPORTANT: Failure to execute this authorization may interfere with your ability to obtain workers' compensation benefits.

CLAIMANT'S NAME CLAIMANT'S SOCIAL SECURITY NUMBER CLAIMANT'S DATE OF BIRTH

LIST ALL WCB CASE NUMBER(S) AND CORRESPONDING DATE(S) OF ACCIDENT FOR WHICH YOU ARE GRANTING AUTHORIZATION

; . hereby authorize my treating health provider,

Ciaimant's Name

, to disclose the following described health information:

Health Provider's Name

This information can be disclosed to the following parties: (check all that apply; give names and addresses, if known)
] New York State Workers' Compensation Board

O My current/former employer

Workers' compensation insurance carrier(s)

UJ
[] Third-party administrator

[ My attorneyllicensed representative

] The Uninsured Employer's Fund (this fund is responsible for paying the medical bills and lost wage benefits when an emplover is uninsurec,)

L1 Special Funds Conservation Committee (for cases under Section 25-a or 15-8 of the Workers' Compensation Law)

Section 25-a:  If your claim is being reopened after being previously closed, the Special Fund for Reopened Cases may be responsible for
paying your medical bilis and lost wage benefits.

Section 15-8: I you had a medical condition that existed prior to this injury, the Special Fund for Second Injuries may be responsible for
© reimbursing your employer's insurance carrier after a period of time has elapsed.

Redisclosure: | understand that once the above-referenced health care provider discloses heaith information based on this
Authorization, that health information is no ionger protected by HIPAA and the Privacy Rule.

Expiration Date: This Authorization expires upon the final closing of the workers' compensation claim(s) for which it is
executed,

I have had the opportunity to review and understand the content of this Authorization. By signing this
Authorization, | confirm that it accurately reflects my wishes.

Printed Name of Claimant or Legal Representative Signature of Claimant or Legal Representative Date

If Authorization signed by a legal representative on behalf of claimant, state relationship to claimant and
basis for authority {e.g. claimant Is & minor; patient is deceased and represeniative is the claimant in & workers' compensation proceeding or represents the
estate;

TO THE HEALTH PROVIDER: Keep the original of this Authorization on file. A copy must be given to the patient/claimant upon request.
DO NOT SEND TO THE NEW YORK STATE WORKERS' COMPENSATION BOARD.

HIPAA-1 (12-03) www.wek.ny.gov



AUTHORIZATION FOR RELEASE OF INFORMATION

| authorize you to provide to any employee, agent, representative or attorney of
The Triad Group, LLC copies of the following:

1. All information or opinions pertaining to or concerning the past, current, or
future physical, medical, or psychological treatment and/or conditions of

7

including, without limitation, any and all records, reports, correspondence,
test results, charts, histories and physicals, nurses’ notes, radiological films,
scans, and pictures, all pathology specimens, slides and paraffin blocks and
all other documents, paper, opinions, or statements, whether written or
oral concerning any examinations, diagnosis, treatment, periods or stay of
hospitalization or other confinements.

2. All records, reports, data information or other documents which relate in
any way to my past or current employment history, including but not
limited to, all applications for empio‘yment, resumes, worker’s
compensation files, records pertaining to health, disability or accident
claims including claim forms, questionnaires, reports, correspondence and
records of payment made, and all medical department reports, x-ray, test
result, physical examination records and hospital, physician, clinic,
infirmary, nurse, psychiatric, and dental reports.

A copy of this authorization may be used in place of, and with the same force and
effect as, the original. This authorization or any copies thereof shall remain in
effect unless and until you received written notice from me revoking you
authority to release the above listed information. This authorization is continuing
in nature and is to be given full force and effect to release any and all of the
foregoing information learned or determined after the date it is signed.

This day of 2013

Signature:
SS#H:
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OFFICE OF THE CHAIR

20 Park Street  Albany, New York 12207

Governor Andrew M. Cuomo

e Subject No. 046-480

Diagnostic Testing Network Regulations Take Effect and Chair Seeks
Stakeholder Input on Medical Network Look-up Application Survey

Date: April 3, 2012
Overview

On February 28, 2012, at the Workers' Compensation Board monthlv meeting, the Board adopted new
regulations governing the procedures for use of diagnostic testing networks (12 NYCRR 325-7). The
regulations supplement Workers' Compensation Law (WCL) §15-a (7) and represent the completlon
of the workers' compensation reform that began with significant statutory changes in 2007. The
adoption of the regulations was published and took effect March 21, 2012,

When workers' compensation carriers and self-insured emplovers contract with legally and properly
organized diagnostic testing networks, claimants are required to obtain diagnostic examinations and
tests from providers affiliated with the designated diagnostic testing nerwork. The use of diagnostic
testing networks represents an important cost savings component of the 2007 reform efforts. The
adopted regularions create procedures to ensure that workers' compensation claimants continue to
receive prompt, appropriate and effective medical care.

Several key aspects of the regulation and its implementation are discussed below.

Notice to Claimants and Treating Medical Providers

The carrier or employer must provide advance notice to the claimant and weating provider to require
use of a diagnestic testing network. The carrier or employer must use Board Form DT-1 ora
substantially equivalent form that contains all the elements required by 12 NYCRR 325-7.5(d). The
notice does not require a signature and should not be routinely filed with the Board unless notice is
disputed. If mailed, receipt of notice is presumed to be five days from date of mailing

The claimant must receive notice
At the time the carrier sends the statement of rights required by WCL £ 110(2), or
« Within two weeks of the carrier requiring use of a diagnostic tesung network.

Fach treating medical provider must recejve notice that patients covered by a particular carrier or
self-insured emplover are required to use a diagpostic testing nf”wmk This notice is provided:

« When the carrier or emplover pavs or objects to the treating medical provider's first bill for
treatment. or

« When the carz‘iez' or emy; 31\ _v“" sends a one-time maiiing to all treating m
; & as providgers wiho have occasion 1o re

¢ test costing more
otifyv the rf:qu sting phvsician that t’na laimant 15 1 "equired 10 us
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EFFECTIVE DATE OF NOTICE REQUIREMENT: Carriers and self-insured emplovers that
currently mandate use of a diagnostic testing network shall have twenty [20] davs from the date of
this Subject Number to notify treating medical providers if using the one-time mailing method.

Arranging Testing Through Networks

The carrier or employver must supply the treating medical provider with contact information for the
diagnostic testing network and a list or web address for obtaining a list of affiliated network
providers. The carrier or employer must also provide details on how to schedule necessary testing.

Exceptions: A claimant does not need to use a diagnostic testing network when:

« A medical emergency requires that the test be compieted within 12 hours.

+ None of the affiliated network providers within a reasonable distance of the claimant's home or
work are able to schedule the requested test or examination within 5 business days.

+ The carrier or emplover is controverting the claimant's workers' compensation claim and has
indicated that it will not pav for any examinations or tess.

« X-rays are medically necessary and an integral part of an office visit for the diagnosis and
treatment of fractures, dislocations, tumeors, infections or surgical follow-up.

+ The carrier or emplover has not provided notice to the claimant and his or her treating provider.

IMPORTANT: A Diagnostic Testing Network must schedule an examination or test within 5
business days of the date the examination or test is requested. If the Diagnostic Testing
Network would like carrier or emplover approval of the examination or test, the test still must
be scheduled within 5 business days of the request. The only exception will be if prior

uthorization for the test is required under the Workers' Compensation Law and the Medical
Treatment Guidelines. Failure 1o scheduie a requested examination or test within 5 business
days permits the claimant to obtain the requested test from an out-of-network provider and is
pavable by the carrier or employer at the Board established fee schedule rate.

Information for Carriers/Employers and Diagnostic Testing Networks on
Reqguired Filings

that use them, to file certain information with the Board. Required filings should be submitted
electronicaliv to BTN{iling@wch.nv.gov, Updates to the required filings must be made within 20
days of anv change. The Board will request an annual update of ownership information for all
diagnostic testing networks via email in February of each vear.

The regulations require diagnostic testing networks. as well as the self-insured employers and carriers

Medical Network Look-up

The Board 1s considering developing an apphcation on its website (www.web.any.gov) to allow
claimants, physicians, and others to determine whether a par{icular insurance company or employer
requires use of a diagnostic testing rﬂtwori»' and to obtain necessary information about the network.
The Board is in the planning tdges and eking mnput from stakeholders on the features of such &
look-up application. A survev is available at hﬂ prwww survevmonkev.com/s/DTN PBM Survev
I sho um be comn]@tw b\ April ”( 7()1“ fiis oet“rmmea mat a 7\/Davcai Network Look-up

”X

E. Beloten
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WORKERS' Notice That Claimant Must Arrange for Diagnostic Tests &

COMPENSATION Examinations through a Network Provider DT-1
AR State of New York - Workers' Compensation Board

Claimants are required to obtain Diagnostic Tests and Examinations through the Carrier's Diagnostic Testing Network(s) identified below,
This Notice Is supplied to the Claimant and Treating Medical Provider pursuant to Workers' Compensation Law §13-a(7) and 12 NYCRR
325-7. Failure to provide the required notice relieves the Claimant of his/her obligation to use the diagnostic testing network(s).

'

Triad Group, LLC

Date of Notice:

Check the applicable box below
[ ] Notice to the Claimant
laimant: WCB Case Number:
First Name Midgle initizl Last Name (If Avaiiable}

Maifing Address:

Carrier Case Number:

X Notice to the Treating Medical Provider

Name of Treating Medical Provider: Authorization No.:

Mailing Address:

Identify the Diagnostic Examination or Test that the Claimant must schedule using the Diagnostic Testing Network (check all applicable boxes):

AL TIMRE [T CT ] EMGINCS  [T] Diagnostic Ultrasound [ X-Ray
71 Other:

To schedule a diagnostic examination or test, contact the Diagnostic Testing Network listed below:

Diagnostic Testing Network
|dentify the diagnostic testing network name, address, toll-free telephone number and any web address or e-mail contact information below;

Diagnostic Testing Network: ONECALL MEDICAL OR DIATRILLC
Mailing Address:

Phone Number: { ) Fax Number; { )
Web Address: E-mail Address:

STATEMENT OF RIGHTS AND OBLIGATIONS - DIAGNOSTIC TESTING NETWORKS (WCL §13-a(7) and 12 NYCRR §325-7)

1. The claimant will receive the name, address and phone number of at least five [5] providers. The providers must be located within a reasonable distance
from the claimant's home or work. The network must provide the claimant with all providers if there are fewer than five [5] within a reasonable distance.

o

The test must be scheduted and performed within five [5] business days of the request. If the network asks the carrier to approve the test, it must still be
performed within five [5] business days of the request from claimant's doctor

(s

The claimant may select any network provider to perform the test.

4. The claimant may discuss with his or her doctor which provider to choose.

on

The claimant should share this notice with all of his or her doctors.

3]

The claimant does not have to use & network provider under these circumstances:
The provider can't schedule the test within five [5] business days.

he carrier has challenged (controverted) or will controvert the claim
In a medical emergency.
For x-rays taken during an office visit
loosening of surgical implants, disloca

oo oo o

d for diagn
} c cbtmetw 10

tu*ec joint dislocations, tumors, infections,

ntof: fractures, possible fra
ity. or follow-up to surger

7. Ifthe carrier doesn't provioe the required notice, the carrier must pay for tests outside of the network.
& Onwritten request, the network will provide the actual test film, data or digital images to the claimant's doctor. These ltems will be sent to the claimant's

doclor with the report or within three 3] business days of receipt of the written request. A doctor may order a second test from the network for the purpose of
obtaining an accurate diagnosis as set forth in the Medical Treatment Guidelines if the quality of the test is inadequate,

9. The claimant is enfitied to reimbursement for reasonable travel costs to and from the provider.

More information on diagnostic testing netwerks is avallable in Subject Number 046-480, jocated an the Board's website under Board Bulletins and Subjec!
Numbers.

4451 THE WORKERS' COMPENSATION BOARD EMPLOYS AND SERVES PEOPLE 5
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STATE OF NEW YORK WORKERS COMPENSATION BOARD
Andrew M. Cuomo, Governor Robert E. Beloten, Chair

STATEMENT OF RIGHTS

|
' TO ALL WORKERS WHO ARE INJURED WHILE WORKING OR WHO SUFFER FROM AN OCCUPATIONAL DISEASE

-
P

YOU MAY BE ENTITLED TO WORKERS' COMPENSATION BENEFITS

Y

. You should file a claim for benefits within two years of the date you are injured, unless your injury is very minor, requiring no medica!
treatment and causing no lost time from work. If you do not file within two years your right 1o benefits may be lost. Obtain and file &
claim form (Form C-3, or VF-3 for volunteer firefighters, or VAW-3 for volunteer ambulance workers) with the nearest Workers'
Compensation Board office (see addresses below).

2. You may be entifled 1o ost time benefits if your work-related injury keeps you from work for more than seven days, compels you to work

at lower wages or results in permanent disability to any part of your body. You may be entitied to rehabilitation services if you need help

returning to work. {In volunteer firefighters’ and volunteer ampuiance workers' cases, compensation for lost time or loss of earning
capacity may be payable from date of injury.)

3. You are entitied to obtain any necessary medical treatment related to your injury and you should do so immediately.

4. For the treatment of your work-related injury or iliness, you may choose any physician, podiatrist, chiropractor, or psychologist (upon
referral from an authorized physician) who is Board authorized and who is accepting workers' compensation patients. If, nowever, your
employer is involved in a certified preferred provider organization (PPO) arrangement, you must obtain initial treatment for any workers'
compensation injury or iliness from the preferred provider organization. Employers participating in this statutory program are required to
provide their employees with written notification describing their employees' rights and obligations under the program.

5. You should inform your doctor to file copies of medical reports concerning your ciaim with the Workers' Compensation Board and your
employer's insurance company, which is indicated at the bottom of this form.

€. You should not pay any medical providers directly for treatment of your work-related injury or iliness. They should send their bills to your
employer's insurance carrier. If there is a dispute. the provider must wait until the Board makes a decision bsfore it attempts to collect
payment from you. If you do not pursue your claim or the Board rules that your injury is not work-related, vou may be responsible for the

payment of the bills.

- The employer is liable for the replacement or repair of an empioyee's prosthesis (e.q., artificial members, false teeth, eyeglasses),
which has been lost or damaged in the course of employment, whether or not there was bodily injury to the employee. You are also
entitied to be reimbursed for drugs, crutches or any apparatus properly prescribed by your doctor, and transportation and other
necessary expenses going to and from your doctor's office or hospital. (You should get receipts for all such expenses.)

8. You are entitied to be represented by an attorney or licensed representative, but it is not required. If you do hire an attorney or licensed
representative, you should not pay him/her directly. Any fee will be set by the Board and will be deducted from vour award.

w

Lost time and medical benefits are payable directly without a formal direction from the Board, unless your claim is disputed. If your claim
Is disputed on the grounds that your injury is not work-related or did not arise in the iine of volunteer firefighter or ambulance worker
duties, then you may qualify for disability benefits for non-work injuries. For more information on entitlement to disability benefits, contact
the Workers' Compensation Board office nearest you.

You should go back to work as scon as you are able; compensation is never as high as your wage. If you need help returning to work,
or with family or financial problems because of your injury, you should contact the nearest Board office and ask for a rehabilitation
counselor or social worker.

1. Your employsr may not ask you to waive your right to compensation nor may vour employer deduct any money from your pay to
contribute 1o the payment of workers' compensation insurance premiums. Further, you cannot be discharged or discriminated against
becauss you filed a claim for workers' compensation benefits.

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

fnis information is & simplified presentation of your rights under the Workers' |

Compensation Law. I is provided, as reguired by Section 110 of the Workers'

Compensation Law, by your employer's insurance carrier @w g W
i

[INSERT NAME AND ADDRESS OF INSURANCE CARRIER

NYS Workers' Compensation Soard, Centralized Mailing. PO Box 5205, Binghamton, NY 13902-5205

i

C-4308 (1-11) ESTE RESUMEN ESTA ESCRITO EN ESPANOL AL DORSO

THE WORKERE' COMPENSATION BOARD EMPLOYS AND SERVES PEOPLE WITH DISABILITIES WITHOUT DISCRIMINATION.

www.webh.ny.gov



ESTADO DE NUEVA YORK DECLARACION DE DERECHOS JUNTA DE COMPENSACION OBRERA
Andrew M. Cuomo, Gobernador Robert £, Beloten, Presidente
A TODO EMPLEADO LESIONADO EN EL TRABAJO O QUE SUFRA DE ENFERMEDAD OCUPACIONAL:

USTED PUEDE TENER DERECHO A BENEFICIOS DE COMPENSACION OBRERA

1. Usted debera presentar una reclamacion de beneficios dentro del término de dos afios del dia en gue fue lesionado, a manos gue la
lesion sea tan peguefia que no requiera tratamiento médico v gue no cause Interrupcion en su jornada de trabajoc. Si no radica dentro
del término de dos afios, puede perder sus derechos a beneficios. Consiga y radigue una forma de reclamacion (Forma C-3, o VF-3
para bombercs voluntarios, o VAW-3 para empleados voluntarios de ambulancias) en la oficina mas cercana de la Junta de
Compensacion Obrera (direcciones mas abajo)

. Usted tiene derecho a compensacion si su lesion reiacionacda con el trabajo le impide trabajar por méas de siete dias, le obliga a
trabajar a sueldo mas bajo ¢ resulta en incapacidad permanente de cuglquier parte de su cuerpe. Usted pueds tener derecho a

[ae)

Qo Ly

servicios de rehabilitacion si necesita ayuda para regresar al trabajo. (Bomberos voluntarios y Trabajadores de Ambulancia
Voluntarios pueden ser compensados desde el mismo dia de su lesion,)

(48]

. Usted tiene derecho a recibir tratamiento medico relacionado con su lesion v debe obtenerlo inmediatamente.

4. Para el tratamiento de cualquier lesion o enfermedad relacionada con el frabajo, usted puede escoger cualquier médico, podiatra,
quiropractico ¢ psicologo (si es referido por un médico autorizado) que esté autorizado v acepte pacientes de la Junta de
Compensacion Obrera.  Sin embargo. si su patrono esté autorizado a participar en una organizacion certificada de proveedores
preferidos (PPO), usted debera obtener tratamiento inicial para cualquier lesién o enfermedad relacionada con el trabajo de la
correspondiente entidad. Patronos que participen en esta programa establecida por ley estan obligados a proveer a sus empleados
notificacion escrita explicando sus derechos y otligaciones bajo el programa a que esté acogido.

5. Usted debera requerir de su Médico que radique copias de los informes médicos de su caso en la Junta de Compensacion Obrera v
en la compafiia de seguros de su patrono, que se indica al final de esta forma.

8. No pague a ningun proveedor médico directamente por tratamiento de su lesidn o enfermedad relacionada con el trabajo. Ellos deben
enviar sus facturas al asegurador de su patrono. Si el caso es cuestionado, el proveedor debera esperar hasta que la Junia decida el
caso, anies de iniciar gestion de cobro alguna contra usted. Si usted no tramita su casc & fa Junia falla que su lesién o enfermedad no
esta relacionada con el trabajo, usted podria ser responsable del pago de las facturas.

-

- El patronc es responsable de la sustitucion y reparacion de acuellos implementos médicos que han side perdidos o se nan
deteriorado como consecuencia del empleo, sin que importe el que el empleado haya onosufrido lesion (Ej. miembros artificiales,
dentadura postiza, espejuelos). Usted tambien tiene derecho a ser reembolsado por medicines, muletas, o cualquier otro implemenio
debidamente recetado por su medico v por transportacion u otro gasto necesario para ir al médico dalhospital, (Obtenga recibos
pare justificar gastos.)

8. No es obligatorio el estar representado en ninguno de los procedimientes de la Junta, pero es un derecho gue usted tiene, el estar
representado por  abogado ¢ por representante licenciado si usted asi o desea. Si es representado, no pague al abogado 6 al

representante licenciado. Cuando la Junta decida su caso, los honorarios seran determinados per la Junta v descontados de sus
beneficios.

«©

. La compensacion se paga inmediatamente, sin esperar por ia adjudicacion del caso, excepto cuando la reclamacién es cuestionada.
Stla reclamacion es cuestionada en base a que la incapacidad no fue causada por un accidente relacionado con su trabajo © por una
enfermedad ocupacional 6 por una lesién en el cumplimiento de su deber como bombero valuntario & como miembro voluntario del
cuerpo de ambulancie, usted puede tener derecho a recibir beneficios por incapacidac (para lesiones fuera del trabajo). Si su
reclamacion es cuestionada y no esté recibiendo beneficios por incapacidad, comuniguese con cualquier oficina de la Junta.

10, Regrese a su trabajo tan pronto pueda. La compensacidn nunca ss tan alta como su sueldo. Si necesita ayuda para regresar al
trabajo ¢ para resolver probiemas financieros ¢ personales por causa de la lesion sufrida, comunicate con la oficine mas carcana de

iz Junta v solicita hablar con un trabajador social o con un consejsro de rehabilftacion.

i1. Su patrono no puede solicitar que usted le releve de su derecho a compensacion, ni puede descontar cantidad alguna de su paga
pare contribuir al pago de fas primas del seguro. Usted no podré ser despedidc ni penalizado por radicar una reclamacion en la Junta,

Si T‘ENE DIFICULTAD EN CONSEGUIR UN FORMULARIC DE RECLAMACION O NECESITA AYUDA PARA LLENARLC O TIENE
DUDAS SOBRE CUALQUIER SITUACION RELACIONADA CON UNA LESION O ENFERMEDAD COMUNIQUESE CON LA OFICINA
MAS L/EPCAN/-\ DE LA JUNTA,

i es una compilacion e

compensacion obrera,

informacion. | : /—\ /-\
Ty S 0300

os puntos r
eccion 110 de iz ley requiere de

!
Las

N
INSERT NAME AND ADDRESS OF INSURANCE CARRIER | N esene
[
‘ |
NYE Workers' Compensation Boarg, Centralized Mau: , PO Box 5205, Binghamton, NY 13802-5205
C-430% ”"‘H} THIS NOTICE IS WRITTEN IN ENGLISH ON THE REVERSE SIDE

WWW.WCh. Yy, gov



STATE OF NEW YORK WORKERS'
WORKERS COMPENSATION BOARD
100 BROADWAY-MENANDS CG[” APENSALION
ALBANY, NY 12241
(877) 632-4998

Y

Yo now?
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work. Wha

g

vere injure da
The New York State Workers” Compensation Board has received notice vou suffered a
workplace injury or illness, so we're preparing a workers’ compensation case in your
name. You may have already received medical treatment. If you haven't, yvou should
seek medical care as soon as possible.

A Worker’s Responsibilities

e You must tell vour employer, in writing, when, where and how you were injured.
Do this within 30 days of injury.

e Medical reports are necessary for your case. Advise your doctors that you have a work-
related injury, and give the name of vour emplover. Do not pay for your care
Vourself or use other health insurance. Tell vour doctor to file reports with the Board

and with vour employer or its insurance carrier. If vour case is disputed, the Board
needs a medical report on vour injurv to begin resolving vour claim.

Starting a Case

Once your emplover knows of your injury, it must notify this board by filing a C-2
form. You should file an employee claim (C-3 form) reporting your imjury as soon as possible.
(You must noti Lf\ the Board of vour injury or illness within two vears.) If vou injured the
same body part before, or had a similar illness, you must also file a Form C-3.3

If vou haven't already filed a C-3 or C-3.3 (if necessary), there are three ways to do it.
e Visit wrow.web.ny. oozv/conf@nt/’?nazfn/’or‘llfiob//mwm jsp to complete the form.

¢ Complete the enclosed paper forms, and mail them to the Board.

¢ Call 1-866-396-8314. A Board emplovee will complete the form with vou.

Health Care Bills

Do not pay vour doctor or hospital. Those

disallows vour case. If vour case is disputed, the providers are paid when the Board
ides against vou, or if you don’t pursue a case, you will

1

DiHS are paid bv the insurer unless the Board

decides vour case. If the Board dec
have to ;i/ny the doctor or 7,0.\,;,7‘2%@1.

o oty 1 . TTar an e s e :
Youre mT i( \ er 5 ImMsurance Covers 1 redically necessary ar U”S anda eguipment vous

doctor prescribes. You're also entitled to carfare or necessarv expenses incurred when

»

frav ”Llﬂ(' for treatment. (bé* receipts for those expenses,,

i
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Claimant Information Packet

Generally, you can choose any doctor authorized by the Board. You can also use
occupational health clinics. However, if your employer’s insurer has a preferred
provider organization to provide care for workers' compensation injuries, vou must get
your initial freatment from those providers. If that insurer also has a pharmacy or
diagnostic network, vou must get service w1’chm these networks. If ﬂ carrier uses these

i + H ks 23 \ e A ey
AEI‘AOIKS, it must also tell vou its service pr oviders and how to use

[S

1. Itkeeps you from work for more than seven days;
Part of your body is permanently disabled;
Your pay is reduced because vou now work fewer hours or do other work.

SRS

An employer or insurer can accept your claim and begin paying vour lost wage benefit
promptly. Sometimes, emplovers and carriers dispute a claim. When that occurs, the
Board strives to resolve most cases within 90 davs.

You may hire an attornev or licensed representative, who can be helpful with complex
or disputed claims, but it isn’t required. The Board sets their fees and thev will be
deducted from vour lost wages award. You or vour family should not pay anything
directlv to vour attorney or licensed representative.

If vour case is disputed, you may receive disabilitv benefits while the case is heard.
You'd pay them back out of vour lost wages award. To get a DB-4530 form, visit
weow.web.ny.gov/content/main/forms/db450.pdf or a Board office, or call (800) 353-3092.
Help is Available
People sometimes need help getting back to work. Your emplover may have a return to
work program that can get vou bad\ to work in light duty or an alternative position
vhile vou heal. An injury can also cause familv or financial problems. The Workers'
Compe‘xsaﬁon Board has rehabilitation counselors and social workers to help. Call (877)
632-4996 for more assistance.

What's Next?

Your emplover or its insurance carrier will contact vou if vour claim is accepted. When
that happens, vour treatment will be paid and lost wage benefits begin. It vour case is
challenged, the Board will notifv vou about resolving the case. If more information 1s
necessary, the Board will contact vou and tell vou how to file it.

| Workers' Compeﬂsam n Board (877)E32-4895 | General_information@wch.ny.gov
Dzsabmzy Benefits (800)353-3052 L Www MWCB.NY. Gov
i v"*
NYS Bar Assoclation Lawyer as s
| N | (8001342-38571 | r@nysba.org.
| Referral and Informeation Servics * ’ ~

{(ERS' COMPENSATION BOARD




WCB Case Number (if you know it}:

A,

QEE!QJEUiCS S RCEERES
State of New York - Workers' Compensation Board

print neatly. This form may also be filled out on-line at www.web.ny.gov.

YOUR INFORMATION (Employse)

s

to apply for workers' compensation benefits because of a work injury or work-related lliness. Type or

1. Name: 2 Date Of BH’U’\ / /
Firs W L.ag
3. Mailing address:
fumper and Street/PO Box City State Zip Code
4, Social Security Number: - : 5. Phone Number. ( } 6. Gender. L Male L Female
7. Wil vou need & translator if you have to atfencd 2 Board hearing? LI Yes [ Ne ves, for what ianguage?
B. YOUR EMPLOYER(S) '
1. Employer when injured: 2. Phone Number: (
3. Your work address:
Number and Street Cuty State Zir Code
4. Date you were hired: / / 5. Your supervisor's name:
b. List names/addresses of any other employer(s) at the time of your injurv/iliness:
7. Did you lose time from work at the other empioyment(s) as a result of vour injury/filiness?  _Yes __No
C. YOUR JOB on the date of the injury or iliness
. What was your job fitle or description”?
2. What types of activities did you normally perform at work?
TN ysir e P 1 = . M7 = I HE ;
S. Was your job? (check one) [ ruimime [ ParTime [ Seasonal L volunteer [ Other:
4 What was your gross pay (before taxes) per pay period? 3. How often were you paid?
8. Did you receive lodging or tips in additiorn fo your pay? . Yes L No  Ifyes, descnibe:
0. YOUR INJURY GR ILLNESS
. Date of injury or date of onset of lliness: / / 2. Time of injury: Clav Tlpw
3. Whnere did the injurviiliness happen? (e.q.. 1 Main Street. Pottersville, at the front door;
4. Was this your usual work location? L IYes __|No if no, wny were vou at this location?
. What were you doing when you were injurad or Decame 17 (e.q., unloading a truck, typing & raport)
€. How did the injury/i n fhe floor
7 Explain fullv tre nature of
C-3.0 (111 Page 1 of 2 - ; WwWw.Weh.ny.gov



YOUR NARKE: DATE OF INJURY/ILLNESS: / /

First il Las!

B YOUR INJURY OR ILLKESS confinued

& Was an object (e.g., forklift, hammer, acid) involved in the injury/iliness? Lives [INg yes, what?

9. Was the injury the result of the use or operation of & ficensed motor vehicle? [lves Tlno
If ves, ] your vehicle L] smployer's vehicle L_| other vehicle License plate number (if known):

I your vehicle was involved, give name and address of your motor vehicie insurance carrier:

10, Have vou given vour employar (or supervisori notice of injuryiiliness? T wvae T 1 w5

fed 158

D{;

If yes, notice was given to: | inwriting  Date notice given: / /

L] oraily

7. Dic anyone see your Injury nappent [ Yes | No L Unknown If yes, list names:

E. RETURN TO WORK
1. Did vou stop work because of vour injury/iliness? L Yes, on what date? / / L] No, skip to Section F,
2. Have you returned towork? [ Yes L_INo  If ves, on what date? / U regular duty [ timited duty
3. If you have returned to work, who are you working for now” [ ] same emplover L New employer [ ] Selt employed
4. What is your gross pay (before taxes) per pay period? How often are you paid?
F. MEDICAL TREATMENT FOR THIS INJURY OR ILLNESS
1. What weas the date of your first treatment? / / L None received {skip fo guestion F-5)

2. Were vou treated on site? L Yes Ll e

&. Where did you receive your first off site medical treatment for vour injurvfiiiness? __none received L Emergency Room
__| Doctor's office i) Clinic/Hospital/Urgent Care L] Hespitel Stay over 24 hours
Name and address whers vou were first treated:

Phone Number: { )

£ Are you still being treated for this injurvfiliness? L Yes L1 No

o

Give the name anc address of the doctor(s; treating you for this injurysilin

Phone Number: {

5. Do you remember having another injury to the same body part or 2 similar iiness? | Wes L No

If yes, were you freated by a doctor? [ Jves | INo If yes, provide the names and addresses of the doctor(s) who treatad
you anc COMPLETE AND FILE FORM C-3.3 TOGETHER WITH THIS FORNM:

L Vves L No

of the same emplover tnat vou work fornow? | Jves | Mg

€. Was the previous injurvfillness work related
[T yves, wers you worki

f

i am hereby making a claim for benefits under the Workers' Compensation Law. My signature affirms that the information | am providing is true
and accurate to the best of my knowledge and belisf.

I kny person who knowingly and with INTENT TO DEFRAUD presents, causes 1o be presented, or prepares with knowledge or belief that it |
 will be presented {o, or by an insurer, or self-insurer, any information containing anv FALSE MATERIAL STATEMENT or conceals any ‘
‘ material fact, SHALL BE GUILTY OF A CRIME anc subject to substantial FINES AND IMPRISONMENT

= Frint Neme: Date: /
On behalf of Smnloves Print Name: Date: /
Ar individual may sign o f

of the emplovee only if he or she is legally authorized to do s0 and the orrp/oyee is & minotr, mentally m"ompﬂtan or imaDacnaze;,

formeac
v io have

Date
Frint Name Title:
CNe. Fary R niative, License No, Expiration Dats
41
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tate of New York - Workers' Compensation Board

WCB Case No. (if you know if).

To Claimant: If you received treatment for & previous injury to the same body part or for an iliness similar to the one described in your current
Claim, fill out thig form. Tnis form allows the health cars providers you fist below to release health care information about your previous injury/
iiness to your employer's workers' compensation insurer. The federal HIPAA law (Health insurance Portability and Accountabil ity Act of 1996)
5ays you have & right 1o get a copy of this form. If you do not understand this form. talk o your legal representative. If vou do not have & tevai
representatve, the Advocate for Injurad Workers at the Workers' Compensation Board can help you. Call: 800-580-6665.

To Health Care Drnv'der, A copy f this HIPAA-compliant release allows you fo disclose health information. If you send records to the
empio;e s workers' compensation nsurer in re sponse fo fnis release, elsc mall coples 1o the Claimant's legal representative. (If no legal
represeniative is listed below, send copies to the Claimant.) Health care providers who release records must follow New York state law and
HIPAA.

This release is: :

L ‘ , This form does NOT aliow your health care provider(s)
® \/oluntary. Your heaith care pro«@er(s) must give you the same care, io release the following types of information:
payment terms, and benefits, whether you sign this form or not.

@ Limited. 1 gives your health care provider(s) por(.,.ssaon fo release only

those health records that are related to the previous iliness/condition you @ HIV-related information
describe below.

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

& Revocable, You can cancel this release at any fime. To cancel, send & lefter ® Alcohol/Drug treatment

to the health care provider(s) listed on this form. Also, send a copy of your
jetier to your employer's workers' compensation insurer and the Workers'
Compensation Board. Note, You may notf cancel this release with respect to
medical records already provided.

& For records only. If gives your health care provider(s) iiszeci n this form
permission to send copies of your health care records to your employer's
workers' compensation insurer,

t

e Mental Health treatment (unless you check below)

@ Verbal information (your health care providers may
not discuss your health care information with anvone)

:

Any medical records relsased will-become pari of vour workers' compensation file and are confidential undsr the Workers' Compensatior: Law.
£. YOUR INFORMATION (Claimant)

1. Name: 2. Social Security Number: - -
3. Mailing Address:

4. Date of Birt / / 5. Date of the current injury/iliness: ] /

g. Current injury/i{iness(, including all body parts injured

7. Your legal representative’'s name and address (if any):

low your health care provider(s) to release mental health care information.
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E LRE PROVID ER ‘..{St all health care providers who treated vou for a previous injury to the same body part or similar

iliness. I more {na ‘2 roviders atiach thelr contact information to this form.)

{ Srovider 2. Phone Number: {

2. Mailing Address:

4 Other provider (if aw}i 5 Phone Number: {

z l\/ fling Adgress

&iec 1 any previous injuryliiiness

1
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WCE Case No. {if you know it} (Numero de caso WCB [si lo sabe])

Alreclamante: Si usted recipi6 tratamienio por ung lesion anterior en la misma parte del cuerpo © por una enfermedad similar a la que motiva
ahora su reclamacion, complete este formulario. Este formularic les permite z los proveedores de saiud que usted sefiala a continuacion divulgar

a la compafiia de seguros de compensacion obrera de su empleador la informacion sobre su salud relacionada con su lesion/enfermedad
anterior, La Ley federal HIPAA (Ley de portabilidad y responsabilidad del seguro de salud de 1998) establece que usted tiens derecho a recibir
una copia de este formulario. Si no comprende esie formulario, hable con su representante legal, Sé no tiene un representante legal, e
Representants de los obreros lesionados de la Junta de Compensacion Obrera puede avudario. Llame al 800-580-6665.

Al proveedor de salud: Una copia de esta divuigacion, redactada SDOUH lo que establece la ley HiPAA fe permits divuigar informacion sobre fa
salud. Si envia los registros al asegu*auor de compensacion obrera del empleador en respuesta a Ia presenie divuigacion, iambién debe enviar
p orreo copias al representante le g al del reclamante. (Si a continuacion no se especifica un represeniante legal, envie las copias al
reciamante). Los proveedores de safud que divuigan los registros deben cumplir con las leves del estado de Nueva York v ia HIPAA.

Esta dtvulaac:on es: - N ‘ - !
v 4 Este formulario NO autorize & su(s) proveedor(es) de
® Votuntana Sufs) proveedor(es) de salud deben otorgarle la misma ‘ ’

\cion, condiciones de pago y beneficios, independientemente de que salud a divulgar los siguientes tipos de informacion:
USLed firme este formuiario o no.
& Limitada. Le oforga & su(s) proveedor(es) de salud permiso para divuigar e Informacion relacionada con el VIH

Unicamente los registros médicos que se relacionen con la enfermedad/
afeccidn anterior que usted describe a continuacion. |

@ Temporal. Termina cuando se otorgue o desestime su actual reclamacion & Notas de terapia psicolégica
de compensacion y se hayan agotado fodas ias apelaciones.

@ Revocable. Usted puede cancelar esia divulgacion en cualquier momento.
Pare hacerlo, envie una carta al (z los) proveedor(es) de salud que se
indican en este formulario. Ademas, envie una copia de su carta a la
compafiia de seguros de compensacion obrera de su emplsadeor v a la Junia & Tratamiento de salud mental (2 menos gue usted o
de Compensacion Obrere. Nota: No podré cancelar esta divilgacion en lo | indicue & continuacion)
oue se refiere a registros medicos gue ya se hayarn proviste.

& Solamente para registros. Le oforge & su(s) provesdor(es) de salud que se f i , ,
indica(n) en este formularic permiso para enviar copias de sus registros de ¢ informacion verbal (sus doctores no pueden haplar

salud a la compafife de seguros de compensacion obrera de su empleador. con nadie sobre su informacion de salud)

@ Tratamientos por abuso de alcohol o drogas

Los registros medicos divuigados se incorporaran a su expediente de compensacién oorera v son confidenciales conforme & iz
Ley de compensacion obrerz.

CONTESTA LAS SIGUIENTES PREGUNTAS, EN INGLES SI ES POSIBLE. EN LOS ESPACICS PROVISTOS Y FIRMA
AL FRENTZ DE LA FORMA.

A. YOUR INFORMATION (Claimant) INFORMACION PERSONAL (Reclamante)

1. Name (Nombre) 2. Social Security Number (Numero de seguro social)
2. Mailing Address (Direccion postal)
4. Date of Birth (Fecha de nacimienio) 5. Date of the current injurv/iliness (Fecha de |z lesion/enfermedad actual)
€. Current injuryfillness, including all body parts injured (Descripcion de la lesién/eniermedad actual. incluvendo todas las partes del
uerpo lesionadas)
7. Your legal represeniative’s name and address (if any) (Nombre v direccion de su represeniante lsgal [si corresponde])
Checi here f,O“a/;owyourﬁca/t* provi dai s) fo release mental heaith care information. (Margue agui si auionza & su(s) provesdoriss) de
salud & divulgar informacion sobre tratamientos de salud mental.)
E. YOUR HEALTH CAR- PROVIDERS (List all health care providers whe treated you for & previous injury to the same body part or similar
fliness. If more than 2 providers, aftach their comac‘ information to this form.
SUE) PROVEEDOR(ZS) DE SALUD  (Enumere todos los proveedores de salud que le han tratado por lesiones pravias & las mismes
areas del cuerpo 0 por enfermedades semejantes.Si son mas de 2 proveedorss, adjunte su informacion de contaclo a est e formularic.
1. Provider (Proveedor de salud) 2. Phone Number (N° de teléfone)
2. ! { ireccic tal)
4. 5. Phone Number (N° de ieléfonol
O RE & health care provider(s; listec above give mv emplovar's workers' ¢ ’““'“vD"SE'iOT‘,
ir

[ Y

any pravious ini mzl‘nma to all booy parts, aescrined sbove. LEA Y FIRMEZ
ul enumerados le provean al asequrador de ’o"\pe‘.sa ion
iquier lesion/enfermadad agqui nur eraa‘ S.

w. (Si e} reclamante no puede firmar. Is

'D“ESSPT

(b
o
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icito C}UE los proves
1

records medico

‘ ner
renresemation o
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Please complete this form and send it to the Workers' Compensation Board centralized mailing address listed at the bottom
of these instructions. If vou need additional help in completing this form, contact the Workers' Compensation Board at
1-877-632-4996. You may also fill this form out enline at: http:/www.wcb.ny.gov/

If vou do not have or know vour Workers' Compensation Board Case Number, please leave this field blank. It is not
requlred to process your claim. Remember to enter your name and the date of your injury/iliness on the top of page

two.
Section A - Your Information (Employee):

Item 1: Enter vour full name, including first name, middle initial. and last name.
Item 2: Enter vour date of birth in month/dav/vear format. Include the four digit vear.
Item 3: Enter your mailing address. including P.O. Box, if applicable. city or town, state. and Zip code.
ftem 4: Enter your Social Security Number. This is very important to help service your claim faster.
Ttem 5: Indicate the primary contact phone number. inciuding area code. This may include a cell phone number.
Item 6: Indicate your gender (Male or Female).
7

Board hearings are conducted in English. If vou will need a translator to understand the proceeding. the Board will
provide one. Check Yes and indicate the | tanguage needed.

ftem

Section B - Your Employver(s):

Item 1: Indicate the emplover vou were working for at the time you were injured or became ill.

Ttem 2: Enter the phone number for this emplover. either a primary contact number or the number for your supervisor.
Item 3: Enter the employer's address, including P.O. Box. if applicable, city or town, state. and Zip code.

Item 4: Indicate the date vou were hired by this employer.

Item 3: Enter vour direct supervisor's name, whom you report to on a regular basis.

N

Item 6: If vou have more than one job, please indicate the names and addresses of all other emplovers vou work for besides
the one vou were injured at. Please attach a separate sheet if vou need more room.
Ttem 7: Check Yes if vou lost time from any of vour other jobs as a result of your injury or illness: otherwise. check Ne.
Section C - Your Job on the Date of the Injury or Iliness:
: Indicate your current job title or job devauon {e.g.. warehouse worker)
Indicate vour typical work activities for this job (e.g.. keeping inventory. un}oaomg rucks. etc. .
: Check the type of job vou had,
: Enter vour gross pay (before taxes) per pav period.
: Indicate how often you received a paveheck (weekly. bi-weekly. etc.).
: Indicate if vou received any tips or lodging in addition to your regular pay. If vou did. describe them.,

Ttem
Ttem
ftem
Item
ftem
frem

[ TN SN PN B S R

s

Section D - Your Injurv or Iliness:

: Enter the date when vou were injured or the first date vou noticed vou became ill. Enter the date in month/day/vear
format. Include the four digit vear. If this is an illness or occupational disease, then skip 1tem 2.

Item 2: Enter the time when the injury occurred. Check whether it was AM or PM.

Item 3: Indicate the Jocation where the injurv/iliness occurred, including the address of the building and the phvsical
location in the building where the mjury/iliness happened

: Check whether this was vour normal work location. If it was not. explain why vou were at this location.

: Describe in detail what vou were doing at the time of the injurv/iliness (e.g.. unloadmo boxes from a truck by hand).
This explains the events leading up 1o the injury,

ftem 6: Describe in detail how the injur \:/i Iness occurred (e.g.. I was lifting a heavy box off a truck). This should include all

people and events involved in the injury/iliness.
ftem 7: Indicate fullv the nature and extent of your injury, zlmcSL including all body parts injured Be as specific as possible.
1o f

[y

ftem

(3]

ftem
ftem

(@ L EN

(e.c.. 1 strained my back trving to lift a heavy box. It hurts 1o bend over or hold even highte £CTs NOW.)

Irem 8: Indicate if some object was nvolve u" he accident OTHER THAN a licensed motor ve } le. Olh@z objects mav
include a tool (e.¢.. hammer). & chemical (e.g., acid). machinery (e.g., forklift or dri . etc.

Item 9: Indicate if & licensed motor vehicle w as m\’o?vcd in the accident. If so. check if the mo ehicle involved was

~

vours, vour emplover's. or a third partv's. Include the license plate number (if known]. If vour vehicle was involved,
11l %t *n~ name and address of vour automob Je hability imu*'znce cmm
i} ' vour emplover or supervisor notice 6f vour mjurs
if it was orallv or in writing. Include the date vou gave nofc

:

anvone else saw the mjury aapgan. If anvone did see 1t include thetr name(s).

v

506, indicaie who you g

& notice

ction £ Rﬂtum ta Vork:

fvou stopped workl w/iliness, checl: Yes and indieate on what cawe vou

i
topped working. 1
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tem 2: If vou have since returned to work, check Yes. Also indicate on what date vou started working again. as well asif vo
have returned 1o vour Normal Duties or if vou are on Limited or Restricted Duty. (If vou have pot returned to vour full
nre-injury or illness work duties, then vou are on Limited Duty.)

‘tem 3: [f vou have returned to work, indicate who vou are working for now.

tem 4: Enter vour gross pav (before tax pay) per pay period for the job you are working at now. Indicate how often you are

receiving a paycheck (weekly, bi-weekly, etc.).

Section F - Medical Treatment for This Injury or Iliness:

‘tem 1: If vou did not receive medical eatment for this injury/illness. check None Received and skip to item 5. Otherwise.
enter the date you first received treatment for this mjury/illness and complete the rest of this section.

‘tem 2: Chack if vou were first treated on the job for this injury or iliness.

.tem 3: Check the location where vou first received off site medical treatment for vour injury or illness. Include the name and
address of the facility as well s the phone number (including area code).

‘tem 4: If vou are still receiving ongoing treatment for the same injury or illness. check Yes and indicate the name and
address of the doctor(s) providing treatment as well as the phone number (including area code): otherwise check No.

S0 1f yvou believe you already had an injun 1 iliness, check Yes and indicate if 3 er
treated by a doctor for this injury or illness. If you were treated by a doctor, indicate the name(s) and address(es) o
doctor(s) whom provided care and complete and file Form C-3.3 together with this form.

‘tem 6: If vou had a previous injury or illness, check if vour previous injury or illness was work-related. If Yes, check if
the injury or illness happened while working for vour current employer.

...... I

JUry 1o ine same }JOG‘}" part or a similar iliness, CheckK Y es ar

-
D
el
o
L

sign Form C-3 in the place provided for "Employee's Signature on page 2, print vour name, and enter the date vou signed the
orm. If a third-party is signing on behalf of the employee, that person should sign on the second signature line. If vou have
egal representation, your representative must complete and sign the attorney/representative's certification section on the
»ortom of page 2.

What Every Worker Should Do in Case of On-The-Job Injury or Occupational Disease:

. Immediately tell vour emplover or supervisor when, where and how you were injured.

L. Secure medical care immediately.

i Tell vour doctor to file medical reports with the Board and with vour emplover or its insurance carrier.

I Make out this claim for compensation and send it 1o the Workers' Compensation Board centralized mailing address. Failure to fiie
within two vears after the date of injurv mayv result in vour claim being denied. If vou need help in completing this form. contact the
Workers' Compensation Board at 1-877-632-4996.

Go to ell hearings when notified to appear.
Go back 1o work as soon as vou are able; compensation is never as hi

VOUr wage.

Your Rights:

Generally, vou are entitled 1o be treated bv & doctor of your choice, provided he/she is authorized by the Board. If your emplover is
involved in a preferred provider organization (PPO) arrangement. vou must obtain mitial reatment from the preferred provider
organization which has been designated 1o provide health care services for workers' compensation injuries.
. DO NOT pay vour doctor or hospital, Their bills will be paid by the insurance carrier if vour case is not disputed. If vour case is
dispured.
the doctor or hospital must wait for payment untl the Board decides vour case. Inn the event vou fail to prosecute vour case or the
Board decides against vou, vou will have to pay the doctor or hospital.
You are also entitied to be reimbursed for drugs. crutches, or any apparatus properly preseribed by vour doctor and for carfares or other
necessary expenses going to and from vour doctor's office or the hospital. (Get receipts for such expenses.)
You are entitled 1o compensation if vour Injury keeps you from work for more than seven davs. compels vou to work at lower wa
or results in permanent disability to any part of your body.
Compensation is payable directly and without waiting for an award. except when the claim is disputec.
Injured workers or dependents of deceased workers may represent themselves in matters before the Board or may retain an attorney or
licensed representative to represent them. If an attorney or licensed representative 1s retained, his/her fee for legal services will be
reviewed by the Board and if approved will be paid by the emplover or insurance company out of any compensation benefits due.
Injured workers or dependents of deceased workers should not directly pay anyvthing to the attorney or licensed representauve
representing them in a compensation case.
I vou need help returning to work, or with family or financial problems because of your injury. contact the Workers' Comipensation

Board office nearest vou and ask for a rehabiliration counselor or social worker

oeg

This form should be filed by sending directly to the address listed below:

New York State Workers' Compensation Board
Centralized Mailing
PO Box 5205
Binghamton, NY 13902-5205

Customer Service Toli-Free Number: §77-632-499¢



