A Practical Guide on How to Handle Employee Injury/Accident

™\

. , H

WORKERS

COMPENSATION

NSUFlorida-2(24

Employer Manual

(Employee Services and Supervisors only)

For more information regarding prevention of risk visit our website at
https://www.nova.edu/risk/policies/compensation.html



INTRODUCTION

This booklet is intended to give information to you as a supervisor of an injured Nova Southeastern University
employee, and to outline your obligations, rights, and responsibilities as an employer under the Florida Workers'
Compensation Statue. The Office of Risk Management (ORM), Department of Financial Operations administers
Title XXXI Chapter 440.

Medical treatment for a work related injury is provided on a “medically necessary basis” that is determined by a

treating physician.

The current contract for medical case management is with Cannon Cochran Management Services, Inc. since July
1, 2015.

This booklet is designed to provide general information to help you understand the employer's responsibilities under

the statue. Itis not intended to be used as a comprehensive quide on all workers' compensation issues you may

encounter. The workers' compensation statue is constantly changing and many issues are determined by the factual
circumstances of a claim and any applicable case law. In all instances, you will need to rely on the expertise of ORM's
Workers' Compensation Manager, CCMSI, and defense counsel to manage claim(s). If you have questions regarding

a particular claim in your department, please contact the Workers' Compensation Manager at 954-262-5404.

We, at ORM, believe that by working together we can effectively provide appropriate benefits to all injured workers in a
cost efficient manner and appreciate your continued support in educating employees about their benefit/rights under
workers’ compensation. Should you require training on issues concerning workers’ compensation management or

ergonomics please sign up at the Risk Management website http://www.nova.edu/cwis/fop/risk/training/index.htm.

Additionally, we have created training videos to further our efforts about campus safety please direct your staff to

review these videos at our training site http://www.nova.edu/cwis/fop/risk/training/index.html.


http://www.nova.edu/cwis/fop/risk/training/index.html
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NSU Florida Guidelines (Section A)

.

g

1.

2.

W
!

1.

2.

‘‘‘‘‘

Employer Responsibilities during a Non-Emergency

Contact Novalert at 954-262-8999 about the accident/injury.

Complete all pages of the injury document to include the First Report of Injury Form
(DWC1), NSU Employee Statement Regarding Cause of Accident, CCMSI Authorization for
Medical Records and Communication Release, and CCMSI False and Fraudulent Claim
Warning. Forms may be downloaded at https://www.nova.edu/risk/forms/workers-comp.pdf.

Provide the injured worker with a copy of the fully executed forms (Case # will be provided
once injury is reported to CCMSI).

Instruct the employee that he or she has the right to medical care. Assist the employee
seeking care with calling HPD (Employee Health clinic) to ensure availability at 954-262-
1860, 954-262-2183, or 954-262-4100. If HPD cannot schedule with the employee or is
closed, the individual should be sent to UrgentMed or Concentra based on their location.
Other PCP offices must be approved by the Office of Risk Management.

Email all executed forms including the First Report of Injury Form, NSU Employee
Statement Regarding Cause of Accident, CCMSI Authorization for Medical Records and
Communication Release, and CCMSI False and Fraudulent Claim Warning to the Office of
Risk Management to bcharmai@nova.edu. If Dr. Beckford is on vacation, please send to
risk@nova.edu | workerscomp@nova.edu.

# Steps for an Emergency

Contact Novalert at 954-262-8999 immediately. Novalert will contact 911 when needed.

Proceed by following steps 2 thru 5 above.
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Dos & Don’ts of Reporting a Claim

DO

e Complete all pages of the injury report document (e.g. First Report of Injury Form, NSU
Employee Statement Regarding Cause of Accident, CCMSI Authorization for Medical
Records and Communication Release, and CCMSI False and Fraudulent Claim Warning).

Write legibly on all pages of the injury report document.

Report the injury immediately by scanning and e-mailing the injury packet to the Risk
Management Office to bcharmai@nova.edu. If Dr. Beckford is on vacation, please send to
risk@nova.edu | workerscomp@nova.edu.

Use (current) First Report of Injury Form for Cannon Cochran Management Services, INC.
Also found online at http://www.nova.edu/risk/forms/workers-comp.pdf.

Complete all areas denoted on the sample First Report of Injury form prior to faxing or
emailing the completed injury report document.

E-mail the completed injury report document to the Risk Management Office to
bcharmai@nova.edu immediately after you are notified of a work-related injury.

Refer the injured employee to the NSU Employee Health Clinic (HPD), UrgentMed, or
Concentra Medical. If your location is not within the vicinity of any of these medical clinics,
please contact your NSU Workers” Compensation Manager (ext. 954-262-5404) or CCMSI
adjuster (407-660-5637 /1- 866-291-0194) for an authorized location.

Provide the employee with a copy of the completed injury report document.

& Don’t

e Use pencils or light colored pens to complete the injury report document including the First
Report of Injury form.

e Use First Report of Injury Form for any other insurance company.

e Fax forms with missing information.


mailto:bcharmai@nova.edu
mailto:risk@nova.edu
mailto:workerscomp@nova.edu
http://www.nova.edu/risk/forms/workers-comp.pdf
mailto:bcharmai@nova.edu

Departmental Information (Section B)

Risk Management Contact List

CONTACT NAMES PHONE E-MAIL POSITION
Elizabeth Guimaraes 954-262-5271 (0) guimarae@nova.edu Director, Risk Management
954-993-3211 (c)
954-262-3814 (f)
Charmaine Beckford 954-262-5404 (0) bcharmai@nova.edu Workers' Compensation Manager
954-262-6860 (f)

Risk Management Program
Ray Beverly 954-262-5273 rbeverl1@nova.edu Manager

954-262-3814

Risk Management Program
Jessie Gilley 954-262-4329 (0) i91932@nova.edu Manager

954-599-7477 (c)

954-262-3721 (f)

All Injuries/illnesses must be reported to the Risk Management Office (954-262-5404) by e-mail to
bcharmai@nova.edu or risk@nova.edu | workerscomp@nova.edu. Public Safety must also be called to

investigate the incident - Call Novalert immediately at ext. 28999. Novalert will call 911.

For injuries/ilinesses that occur after clinic/physician hours, weekends and holidays call
1-877-253-5169, or in an emergency go to the nearest hospital for care.

Send Medical Bills To:
CCMSI Risk Services Group, Inc.
PO Box 948399 | Maitland| FL 32794-8399

Tel: 1-866-291-0194 * 217-477-6623 F

&
N Completed injury report document including the First Report of Injury Form must be

faxed to 954-262-6860 or emailed to bcharmai@nova.edu or risk@nova.edu

immediately after you are notified of an injury.



mailto:guimarae@nova.edu
mailto:bcharmai@nova.edu
mailto:jg1932@nova.edu
mailto:bcharmai@nova.edu
mailto:risk@nova.edu
mailto:workerscomp@nova.edu
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http://www.safetysign.com/browser.asp?ItemCodeId=1215329412&showcase=yes&Start=0&EDI=22-10-27-58-56-130-102-43-181-16-220-232-215-0-105-44-42

Procedural Information & Injury Report Forms Section C

Workers' Compensation
Issue Date: June 1990; Revised: March 2, 2009/August 2, 2011/December 9, 2013/July 2015/October 18, 2019/March 6, 2023/September
6, 2023

Policy Number: 37
Policy Applies To: All Employees

The Florida Workers' Compensation Act is a system for providing necessary medical care and compensating workers who experience work-
related illnesses or injuries and are unable to work as a result of their ilinesses or injuries. Employees are covered by Workers' Compensation
from their first day on the job; there is no waiting period for eligibility for Workers' Compensation. Under Florida law, the term "injury" means
personal injury or death by accident arising out of and in the course of employment, and any diseases or infections that naturally result from
the injury.

Workers' Compensation benefits include partial payment of lost wages if a work-related injury or illness causes the employee's absence for
more than seven calendar days. In addition, Workers' Compensation, through the University's insurance carrier, pays all medical costs for
medically necessary services pertaining to work-related injuries or illnesses when utilizing approved medical providers. The University will
supplement wage payment by expending accrued personal, sick, or vacation leave, as necessary, once verification of the claim is received
from the carrier, and the statutory "waiting period" has been met.

When a work-related injury or iliness results in lost time for more than 21 days, the Workers' Compensation wage benefits are retroactive to
the original date of injury. In cases where the Workers' Compensation insurance carrier provides payment of wages, it is at the rate of two-
thirds of the employee's average gross weekly wage at the time of injury or illness up to a statutorily established cap. The University's
supplemental wage payment, when available, is provided up to the amount of the employee's regular net pay.

During the time that an employee is absent from work but has not reverted to unpaid status, the employee's medical insurance continues
with both NSU and the employee paying their respective contributions. If the employee reverts to unpaid status, the university continues to
pay for the employee's medical insurance premiums to avoid lapse in coverage whereby the employee's portion of the premiums would be
collected in arrears upon the employee's return to work.

When a work-related injury or illness occurs, the employee must immediately report the work-related injury to a supervisor (regardless of the
severity of the injury). Either the supervisor or the employee must also notify the Risk Management Office and the Office of Public Safety
directly. At that time the supervisor and employee must complete the First Report of Injury or lliness packet and submit it immediately to the
Risk Management Office.

NSU is required by law to report work-related injuries or illnesses whether major or minor, to the state within seven days of such occurrence.
Supervisors and or OHR contacts must provide the Risk Management staff with an executed First Report of Injury or lliness packet and any
pertinent notes and information so the claim can be filed with CCMSI and other follow-up procedures completed. Failure to do so could result
in monetary and other serious fines. Therefore, all supervisors and or employees must report all work-related injuries immediately for filing.

Arrangements for immediate medical care will be authorized and arranged by the Risk Management Office. NSU reserves the right to conduct
drug and/or alcohol testing of all parties to work related accidents or incidents. Information about the drug testing policies may be accessed
online at https://www.nova.edu/hr/policies/drug-alcohol-free-workplace.html.

Employees electing to utilize medical providers not authorized in advance by Nova Southeastern University and/or its workers' compensation
insurance carrier may be responsible for any costs related to such services rendered.

Time away from work for the initial medical care should not be charged to the employee’s sick, personal, or vacation time. Subsequent follow-
up medical care should be recorded in Shark Time (KRONOS) or on a leave and absentee report utilizing the employee’s accrued sick,
personal, or vacation hours, or be unpaid.

Employees are responsible for coordinating medical leave of absence with OHR, Lincoln Financial Group, and their department.

Contact the Office of Public Safety; they will call 911 to provide medical attention for emergency situations. Medical care will be provided
through the Workers' Compensation Network, NSU's insurance company and coordinated by the Risk Management Office.
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List of Medical Treatment Locations

HPD Clinics
Davie North Miami Beach
Sanford L. Ziff Health Center NSU Health Care Center
3200 S. University Drive — 31 floor 1750 NE 167 Street
Davie, FL 33328 North Miami Beach, FL 33162-3017
Phone: (954) 262-4100 Ph: (954) 262-4101 / (305) 949-6202
Fax: (954) 262-3984 Fax: (954) 262-3210
Hours: (M-F) 9:00 a.m. - 5:00 p.m. Hours: (M-F) 9:00 a.m. - 5:00 p.m.
Sat: 9:00 am - 1:00 pm Sat: 9:00 am - 1:00 pm

*Please contact the NSU Risk Management Office for other locations if the employee does not wish to go to the NSU
CLinic.

URGENTMED
To be used only if employees are outside NSU area or if Injury occurs and NSU’s clinic is closed/cannot
accommodate the employee

2337 South University Drive 10199 Cleary Blvd - Suite 10
Davie, FL 33324 Plantation, FL 33324

Phone: (954) 423-9234 Phone: (954) 473-8565

Fax: (954) 423-9231 Fax: (954) 473-8015

(*In the Promenade Plaza
Near Longhorn Restaurant)

Concentra Medical Centers
To be used only if employees are outside NSU area or if Injury occurs and NSU’s clinic is closed/cannot
accommodate the employee

Fort Lauderdale (Sunshine) Miami

1347 South Andrews Avenue 7800 NW 25t St., Ste. 4

Ft. Lauderdale, FL 33316 Miami, Florida 33122

Phone: 954-767-9999 Phone: 305-593-2174

Fax: 954-763-9828 Fax: 305-593-1417

Hours: (M-F) 8:00 am — 08:00 pm Hours: (M-F) 8:00a.m. — 08:00 pm

Sat & Sun: 10:00 am - 4:00 pm

West Palm Beach

4455 Medical Center Way
West Palm Beach, FL 33407
Phone: 561-881-0066

Fax: 561-881-5533;

Hours: (M-F) 7:30 am - 6:30 pm
Sat & Sun: 8:00 am - 4:00 pm



FIRST REFORT OF DNIURY OR ILLNESS

FLORIDA DEPARTMENT OF FINANCIAL SERVICES

DIVISION OF WORKERS' COMPENSATION

For sndezancs call 3-808-342-1742
or sanmact yoar lecal D Offos
Rapert al daarka wichle 24 Bopoe 1-B00-Z1-8R27 ar (B350

PLEASE FRENT ORL TV

FERCEVED BV
LA E-EANTILT G VIO

IENT T CIVISIDE DATE

COVTSIDN RECETVED DATE

ESFLOVER TNRORSLATION

FBLME (Fim, Wbl ke Tam

Seacinl Sacriry M Rk i

Acpichons 1o |

Tirrat il Ascidew

el ¥l

KIVIE ANDRZER

BIFLOY TS PSR TR OO

AT IR {lchuk Came of injesy

=+ Tl
(=] EEE =T
TILEFEETE e Dz Sumbr
OCCTPATION FIUEY TLLRISS THAT J{OCURHED PAET OF BIDY AFTECTED
LLTE OF BHTH i
b L
EMFLOVER DERORs LA TION:

SAME e Seerkagnirg Doboenler

CERANY

FEINRAL | D RLREHE TR

25-LEGED

DATE FIEST REFORTED b kewd T ™ i

HATLAE O MERMNES

WEHYVAEMIER MUNVETE

[ 1 B R e lorids, S IR o ipmE
TILEFEETE Ara Cade ey LLTE ENFLDTETL PAI FOR OATE OF PIURY
a1 join]
AT A TR {174 e AST DATE ESREFLL L VOL TR T AT WA ST Or
WORKIES (1
2t 1]
L I PAST IHETEAL 1
Sy - 2 ALTURMIT TO WORK, C1S T3]
TS, COVE AT
DA TICES 8 1 applicable)
FLALCE OF ACTTINTT (e, Oy, Soie, JIp LT OF ETECATH (1T appd bt AATECN PAY HR wK
2t 1] Ay A
ey e 2y TR WTTH CESCRIFTIONS OF ACCTOENT?
OO O ACTTIERT TS b
- FLUKIE, ADDRISS AR TELETHONE
1armecs ekl pesatubie L proy OF PHISICTA OR HOSFTT AL
SIPLOTYED SHEMATUEE (W s bbbk 1o g LLTT
SIPLOYVEH SCRLATURE [ TE MHORIET BV ISIFLON TR =k Lot
CLATMS-SANTDLLNG EXTITY CNROERMATRON
ol Casg - IFWC-11 dcn of Themaal Anackad 2 Prked ical Ty bk bocaeres Lo T o T
Ty Oty Dl 7 2, oot o i Dl Asched Erpdzyecs ¥ ¥ i
Erairy’s Kposadee of FTH Dy of Thiskd iy
¥ Lt Wi o - try =T Sawdhaliy Fall Salery i ke T Fall Sadery Eoud Thale i
Tas Firm Pazgers Mlad ad AT Coam P
T T.T. - B rr 1= | TATEL ACTTLEMINT O
Pouky Anced Pakl in e Fames § e Aream Fad e ln Fowes §
| Frispre DECRER XANE
INSURER CODE & BIPLOYTITS CLASS DIl SEPLOTY EHES MK 0D CLAINS HANDLING ENTITY ~AME ALHESS &
TELEFHOESE
S RN R OO TP OO CLAD SRS DG EVTITE T . .
L annm Lok I
P g g iRy RE ¥ - i
el S| L0 | O L SO0 | Fa i e N T
FLULT B A e B ol oo




DWC-1 Purpose and Use Statement

The collection of the social security number on this form 1s
specifically authorized by Section 440.185(2), Florida
Statutes. The social security number will be used as a unique
identifier in Division of Workers' Compensation database
systems for individuals who have claimed benefits under
Chapter 440, Florida Statutes. It will also be used to identify
information and documents in those database systems
regarding individuals who have claimed benefits under
Chapter 440, Florida Statutes, for internal agency tracking
purposes and for purposes of responding to both public
records requests and subpoenas that require production of
specified documents. The social security number may also be
used for any other purpose specifically required or
authorized by state or federal law.
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NOVA SOUTHEASTERN
LNIVERSITY

NSU EMPLOYEE STATEMENT REGARDING CAUSE OF ACCIDENT
AND
REQUEST FOR MEDICAL TREATMENT

Employes Name: SEN:

Diate of Birth Date of Injury:

Job Title: Supervisors Name
Telephone contact Information: Supervisors Signature:
Dept. /{Center: Supervisor's telephone #:

Employee Hefused Medical Care at time of Injury oYes oMo

List acinaty prior o acodent (work related acivity only):
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CCMSI

WOHRKERS COMPENSATION TREATMENT AUTHORIZATION FORM

This is a Worker's Compensation Treatment Authorization Form. This Form is not a guarantee of
eligibility or compensability for Workers' Compensation Benefits.

To be com

Account Number: F45

Employer Name: Mova Southeastern University

Employer Address:___ 3301 Avenue, it La Flonda 33314

Employee MName:

Social Security Mumber; Date of Injury:,

Type of Injury:

Body Part Injured:

Supervisor issuing form:__ Chammame Beckford (T) 954-262-5404* 954-262-6860-(F)

Supennsors: Please give this completed form to the injured employee to take with them to the
physician.

This form is for one time use, only on this date

Provaders:  You must call Cannon Cochran Management Services, Inc. toll free at
1-866-291-0194 prior to any additional treatment'admission or referral, other than an
emergency. In an emergency, notification to CCMSI is required within 24 hours.
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CCMSI

AUTHORIZATION FOR MEDICAL RECORDS AND COMMUNICATION RELEASE

Mame: Date of Birth: Social Security #:

| hereby authaorize any licensad physician, chiropractor, medical practitioner, hospital, clinic or other medical

records or knowledge of my mental or ghysical health, history, condition or wellbeing, to supply such
information to my employer or its insurance carrier, claims administrator or atworneays.

| specifically authorize any treating physician or medical care provider to communicate orally or in wWriting
with my employer or its insurance company, claims administrator, rehabilitation or medical management
consultant or attorneys as to my care and treatment, and as to any other issues including diagnosis,
prognosis, causal connection of care and treatment to my work injury or duties, and ability to work. | hereby
waive my physician-patient privilege. In conjunction with this, | also authorize any treating physician or
medical pravider to review any additional materials provided to them.

A photocopy of this authorization shall be as valid as the original. This release shall remain valid for the
length of my claim.

Mote: Workers' Compensation Requests Are Exempt From HIPARA. Pursuant to 45 CFR, Sect. 164.512(1)
g covered entity may without penalty under HIFAA disclose protected health information to the exient
necessary to comply with the law relating to workers’ compensation.

MAME-FLEASE PRINT

SIGNATURE

DATE

Cannon Cochran Management Services, Inc.
PO Box 948380 | Maitland| FL32794-E393
BE6-291-0184 | 407-650-5600 | Fax: 217-477-6948 | FICURMAMEIlE comsi.com

13



CC M5

False and Fraudulent Claim Warning

Plezs= read the following information carefully. This form must be signed and returned within 30 days of the date it was
received, stating that you have reviewed, understand and acknowledge the statement of benefits and/or payments shall
be suspended until such signature gbtzined.

Workers' Compensation fraud includes but is not limited to the following:

®  Requesting and/or receiving temporary total, temporary partial, permanent total disability or
impairment benefits while working for gain 25 an employee of a business, independent contractor,
yourself or 2 business and not reporting that income to the insurance company.

*  Naking a fzlse or written statement and/or submitting false documents to your employer, your
physician and/or the insurance company or their representatives for the purpose of filing or supporting
= claim for workers' compensation bensfits.

#  Misrepresenting facts concerning an industrial accident, injury or illness to your employer, your
physician and/or the insurance company or their representatives.

*  Failing to report earnings when reguested to do 50 by the insurance company.

#  Splling your personal information to third parties for use of mizrepresenting facts to any medical
provider or insurance company.

Florida

Any person who knowingly and with intent to injure, defraud or deceive any employer or employes, insurance
company or self-insured program, files 3 statemeant of claim containing any false or misleading information commits
insurance fraud punizhable as provided in Florida 5tatute 817.234.

| have reviewed, understand and acknowledge the above. This information is true and correct to the best of my
knowledge.
Warkers Mame:

Flease type or print

Claim & _ Employee:

Employer:

Employess’ Address:

Phomne:

Waorkers' Signature: Ciate:

cannon Cochran Management Services, Inc.
PO Box 948399 | maitland | FL32704-3380
8265-291-0194 | 407-660-5600 | Fax: 217-477-6846 | FICURMAMail&ccrmsi.com
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FICURMA
Workers' Compensation Prescription Information

Employer:

Plzas= fill out employes information below and provide employes with this document to take to any pharmacy with prescriptions.

Ficurma

|m —
Employee Name: | |

Group#: P2KA

Member ID (SSN):

Date of Injury:

Processor: iy Matrioe

Bin#: 003658

Day supply is limited to 14 days for a new injury.

myhatripe Help Desk: (677) 804-4300

Employee:

FICURMA has parinersd with madlamizxy to make filing workesrs' compensation prescriptions easy.

This dacurnent ==rves as a temporary prescription card. A permanent prescription card specific 1o your injury will be forwarded
direcaly to you within the next 3 to 5 business days.

Plzas= take thiz letier and your prescrplion(s) to a8 pharmacy near you. mahlaties has a network of over 84,000 pharmacies
nationwiids. If you need assistance locating & network pharmacy near you. please call gughdait: toll free at (377) B04-4800.

IF ¥OU ARE DENIED MEDICATION(S) AT THE PHARMACY PLEASE CALL (377) 804-4900

Pharmacist:
Plzasz= obtzin ahowe information from the injured employes if not already filled in by employer to process prescriptions for the
wiarkers' compensaton injury only.

Far guestions or rejections please call (377) 804-4800. Fleass do not send patient home or have patient pay for medication(s)
before calling mellaigys for assistancs.

MOTE: Certain rmedicstions sre pre-approved for this patient; these medications will process without 2o authanizsftion,  All
others will reguire prior approval.

FOR ALL REJECTIONS OR QUESTIONS CALL: (877) 804-4900
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Workers’' Compensation Witness Report Form (to be completed by winess only)

Mame of injured employes:

Mame of witness:

Telephone # of Witness

Location where incident occurred:

Date of incident: Time of incident:

1. What were you (the witness) doing at the time of the incident?

2. How and when did yvou become aware of the incident?

3. What did vou hear at the time of the incident?

4. Des=cnbe what you saw at the fime of the incident:

5. Whao else was present?

6. Please relate any additional information you have pertaining to the incident:

Witness's signature: Date signed:

16



Ns NOVA SOUTHEASTERN
UNIVERSITY

Employee Information Section D

NSU Workers' Compensation Quick Facts

Reporting Period: An employee who suffers an injury/illness arising out of and in the course of employment must
advise his/her supervisor, Risk Management or OHR contact of the injury immediately, but no later than within 30
days after the date of or initial manifestation of the injury. The law requires that you report the accident or your
knowledge of a job-related injury within 30 days of your knowledge of the accident or injury. Failure to report
the injury/illness in the noted timeframe could result in the denial of the claim under certain circumstances.
However, if the employee reports the injury after the 30 day period the information must be reported to Risk
Management immediately using the pertinent forms found online at

http://www.nova.edu/cwis/fop/risk/forms/workers comp.pdf.

Waiting Period for Comp Benefits after Injury: 7 days

Wage Replacement Benefits: If an authorized treating physician places an injured worker off work the workers’
compensation benefits for lost wages will start on the eighth day that the employee is unable to work. No wage
replacement benefits are paid for the first 7 days of work missed, unless the employee is out of work for more than
21 days due to the work-related injury. The wage replacement benefits will equal two-thirds (66-2/3%) of the
employee’s pre-injury regular weekly wage, but the benefit will not exceed Florida’s Maximum Compensation Rate
for the year of the accident and is on a paid bi-weekly basis. An injured worker who is receiving wage replacement
can use 2.5 hours or equivalent hours of his/her own accrued sick, personal, or vacation hours towards full wage

compensation (based on a 7.5 hour daily scale).

Compensation is retroactive if disability continues for what period of time from the date of injury? If an
authorized treating physician places an injured worker off in excess of 21 days, the 7 days is paid by the 4t week of

disability.

Choice of Physician: You must see a doctor authorized by your Risk Management office (ext. 25404) or the

insurance company (407-660-5637 or 866-291-0194). If it is an emergency and you cannot reach the Risk
17
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Management office or adjuster, to tell you where to go for treatment, go to the nearest emergency room and let Risk
Management and the adjuster know as soon as possible what has happened.

If it is after hours and you cannot reach the Risk Management office or adjuster, to tell you where to go for
treatment and your PCP is not available go to the nearest emergency room and let Risk Management and the

adjuster know as soon as possible what has happened.

Per Florida Statute 440.13(2) (f), an injured worker is entitled to a one time change per accident. The insurance
company will authorize an alternative physician within five days of receiving a written request from the injured

worker. If medical care is provided outside an authorized approved network, the employer chooses the physician.

Transportation during Disability Period: Medical transportation is available if the injured worker needs it. If the
injured worker uses his/her vehicle for transportation to medical providers, they are reimbursed at the current rate of
44 .5¢ per mile. The carrier/servicing agent can supply mileage forms or the employee can

retrieve same online at http://www.nova.edu/cwis/fop/risk/forms/workers_comp.pdf. Call Cannon Cochran
Management Services, INC. immediately at 407-660-5637 or 866-291-0194 if you need transportation or cannot

make an appointment.

Prescription Benefit: Medications can be dispensed at any pharmacy (see MyMatrixx listing). The injured worker
pays no co-pay (prior to MMI) for Rx. if an authorized medical provider prescribes medical services, devices,
appliances, etc., as it relates to the injury/iliness. Please contact your claim adjuster at CCMSI (407-660-5637 or

866-291-0194) for authorization prior to receiving service or Risk Management for assistance.

Notification from Insurance Company: Within 3-5 business days after you or the Office of Risk Management report
the accident, you should receive an informational brochure explaining your rights and obligations, and a Notification
Letter explaining the services provided by the Employee Assistance Office of the Division of Workers’ Compensation.

These forms may be part of a packet which may include some or all of the following:

= A copy of your accident report or “First Report of Injury or lliness,” which you should read to make sure it is
correct;

= Afraud statement, which you would have already read, signed and returned to the Office of Risk Management
for forwarding to the insurance company. If you have not done so, then you must read, sign and return it as

soon as possible, or benefits may be temporarily withheld until you do so;
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= Arelease of medical records, which you would have already read, signed and returned to the Office of Risk
Management for forwarding to the insurance company. If you have not done so, then you must read, sign

and return it as soon as possible; and
Medical mileage reimbursement forms that you should fill out, after seeking medical treatment, and send to your

claims adjuster for reimbursement. You may forward a copy to the Office of Risk Management to be placed on your
file.
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I am injured. Now What?

FAQ’s regarding Workers’ Compensati

Al
How long do I have to report a claim to my employer? ‘
All'injured workers must contact their supervisor/employer immediately to notify them of any on-the-job
injury. Claims reported after 30 days could be denied.

Which forms do | need to complete?
All injured workers should complete a First Report of Injury form, NSU Employee Statement Regarding
Cause of Accident, CCMSI. NSU/CCMSI Workers’ Compensation Treatment Authorization form, CCMSI
False and Fraudulent Claim Warning form and CCMSI Authorization for Medical Records and
Communication Release form, NSU Workers’ Compensation Witness Report form when filing.

It is important that all injured workers complete the fraud statement. Benefits might become suspended if
said injured workers refuse to provide the requested signature.

What doctor can | go to?
Your Workers’ Compensation Risk Management Specialist (employer) or insurance company (CCMSI), upon
becoming aware of your injury will direct you to a health care provider for such period as the nature of the
injury or the process of recovery may require. Medical care must be authorized by the Workers’
Compensation Risk Management Specialist or insurance company.

Why can’t | go to the doctor of my choice?
Per Florida Statute 440.13(2) (a), the law requires that the employer/insurance company provide the
appropriate medical care.

Can | go to my own personal physician?
No. You must go to an authorized physician provided by FICURMA or the insurance company (CCMSI).

The doctor is not helping me. Can | request a different doctor for my treatment?
Yes. Per Florida Statute 440.13(2) (f), you are entitled to a one time change per accident. The request for a
change in physician must be in writing and provided to the insurance company (CCMSI). Upon receipt of the
request, the insurance company will select and authorize an alternative physician within five days of receipt
of the written request. The injured worker or insurance company (CCMSI) may also select a one-time
Independent Medical Examination (IME), per accident. Please note, if your accident occurred on or after
10/1/03, the party requesting the IME is responsible for payment.

Will I have to pay any medical bills?
No, all authorized medical bills should be submitted by the medical provider to CCMSI for payment until you
reach maximum medical improvement. Once you reach Maximum Medical Improvement you will be required
to pay $10.00 co-pay per visit.
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If prescribed, how do | get my prescription filled?
If your authorized physician prescribes a prescription, please take the prescription to your pharmacist along
with the information from MyMatrixx to ensure your prescriptions are billed directly to the insurance company.
In rare cases you may be asked to pay for your medications: if this happens, you will be reimbursed any
money you have to advance once receipts are provided to the insurance company.

What is my responsibility when the doctor places me on restricted duty?
It is your responsibility to communicate with your Supervisor and Workers’ Compensation Risk Management
Specialist following your appointments. If you are given restrictions or placed out of work any time during
your treatment, please ensure they are communicated to your Supervisor and Workers’ Compensation Risk
Management Specialistimmediately. Please remember, the doctor gives you restrictions until your next visit
to help you recover from your injury. It is extremely important that you observe your restrictions at work as
well as in your daily life.

If you are placed on medical leave please contact your Human Resources Total Rewards team for
information pertaining to filing a request for medical leave due to your workers’ compensation status. The
contact extensions information can be had online at http://www.nova.edu/hr/staff.html.

Do | have to attend my appointments?
Yes. Time, effort and expense are put into providing your medical care. If you do not follow the doctor's
direction and attend all medical appointments your case may be terminated for non-compliance and all
benefits suspended.

If a medical bill comes to my house, what do | do?
Fax or mail the medical bill to the Risk Management Office (fax # 954-262-6860/3814). The Workers’
Compensation Risk Management Specialist relates it to the claim and forwards it to your adjuster. CCMSI
will pay all authorized invoices for your claim. Otherwise, you can elect to forward the bill to your CCMSI
adjuster (fax. 217-477-6623) or by email to the adjuster.

Will | get paid mileage to my medical appointments?
If you, a family member or friend drives you to an authorized appointment, physical therapy, hospital,
diagnostic testing or pharmacy you are entitled to mileage reimbursement @ 45 cents per mile or current
rate. A form is available to document the appropriate mileage.

What do | do if | can’t make my appointment or do not have transportation?
Call CCMSI immediately at 407-660-5637 or 866-291-0194.

When do | get my first check?
You should receive the first check within three (3) weeks after reporting your injury to FICURMA/CCMSI and
have been off work by an authorized treating physician beyond the waiting period.

All injured workers must report any wages (from all employment) earned to the insurance carrier.

How much will | be paid?
In most cases, benefits are calculated at 66 2/3 percent of your average weekly wage up to the state max for
the year of your accident. If you were injured on or after October 1, 2003, your average weekly wage is
calculated using wages earned 13 weeks prior to your injury, not counting the week in which you were injured
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Will | be paid if the doctor takes me off work?
In most cases, your first check will be from the 8" day of disability through the time your authorized treating
physician releases you to return to work. Under Florida law, you are not paid for the first seven days of
disability, unless you are out more than 21 days.

Will the check come to my house?
If you are entitled to benefits, your check will be mailed to your home. Please make sure we have the most
up to date information regarding your address and phone number.

Can | receive unemployment compensation and workers’ compensation benefits at the same time?
No, not if you are receiving temporary total or permanent disability benefits, you must be medically able and
available to work to qualify for unemployment benefits.

Will | get fired because of my injury?
No. It is against the law to fire you because you have filed or attempted to file a workers’ compensation
claim.

If | choose to have Legal Representation how would this affect my claim?

Injured workers are not required to have an attorney but are free to retain one if they so desire. If an injured
worker elects to hire an attorney to represent him or her with his or her workers’ compensation claim -

(a) Fees and costs may come out of benefits received, unless his or her employer or workers’
compensation carrier is held responsible for paying the attorney fees and other costs which may occur
under certain limited circumstances.

(b) All communication, whether written or verbal, pertaining to an injured worker’s claim, must be between
the injured worker’s attorney and NSU’s Third Party Administrator. Consequently, the injured worker
cannot communicate with NSU representatives/employees pertaining to his/her claim while
represented by an attorney.

If my claim is based on Mental or nervous disorders how is it covered?
Mental or nervous injuries (440.093): A mental or nervous injury due to stress, fright or excitement only is not
an injury by accident arising out of the employment (see 440.02(1), Definitions.) Section 440.093 addresses
mental or nervous injuries. It states that the physical injury must be and remains the major contributing cause
and limits the payment of permanent benefits for mental or nervous injury to six months following date of
maximum medical improvement for the physical injury.

Who do | contact if | have any questions concerning my benefits?
CCMSI.: @ 407-660-5637 or 866-291-0194 . Their mailing address is CCMSI., 2600 Lake Lucien Dr. Suite
225, Maitland, FL 32751; Tel. 3407-660-5637 or 866-291-0194 and/or the Risk Management Office at
954-262-5404.

(a) Allinjured workers must complete and return forms to the insurance carrier when asked.
(b) All'injured workers must notify the insurance carrier of any address changes.
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Disclaimer: The above represents a summary of information pertaining to Nova Southeastern University's Worker's
Compensation Benefit. Please note that worker's compensation law can be complex and these laws and policies are subject to
amendment at any time. If you need help with a workers’ compensation issue, please consult your CCMSI and/or Workers’

Compensation Risk Management team.
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Your workers' compensation
insurance policy covers medical and
partial wage-replacement benefits for
any employee who sustains a work
related injury or illness.

This brochure will give you a better
understanding of your role and
responsibilities under the workers'
compensation system.

Workers' Compensation Notice

The faw requires that every employer who has secured
workers' compensation coverage post in conspicuous
place(s) a notice that containg the employer’s insurance
carrier information, the expiration date of the policy

and an anti-fraud statement. The Division of Warkers'
Compensation has developed this notice, in poster form,
for carriers to provide to their policyholders. Your carrier
is required by law to provide you with the poster(s).
Even if employers have purchased workers' compensation
policies, they shall be deemed to have failed to secure
workers' compensation coverage if they have committed
any of the following actions:

* materially understated or concealed payroll

* materially misrepresented or concealed employee
duties to avoid proper classification for premium
caloulations, or

* materially misrepresented or concealed information
pertinent to the computation and application of an
experience modification factor.

Employers who fail to Secure workers' compensation
coverage or fail to update information on their workers’
compensation insurance application are subject to stap
viork orders and civil and criminal penaltis.

First Report of Injury

As soon as you become aware of a work-related injury or
ilingss, immediately contact your workers' compensation
insurance carrier. 1f you do not report the injury or illness
o your insurance carrier within seven days of the date you
were informed, you may be subject to an administrative
fing not to exceed $2,000 per occurrence. Most insurance
companies have a toll-free number o report work-related
injuries. If you report the injury or iiness {o the insurance
carrier by telephone, the carrier wil complete the form and

send a copy to you and the employee within three business
days. You can also fill out the First Report of Injury o lliness
form (OWC-1) and send it to the insurance carrier. The form
contains employer, employee and accident information and
can be obtained on the Division of Workers' Compensation

Web siteat MMMMMMMQ

You must also provide a copy of
the First Repon ol Injury or lliness form to the employee.
The employee's signature on the form is preferred, but f the
employee is not able or available to sign it then write “not
available” in the employee signature box,

Workplace Fatalities

Employers must also report deaths resulting from work-
related injuries or linesses fo the Division of Workers'
Compensation within 24 hours. To report a workplace
fataliy, call 1-800-219-8953 (in Florida) or 850-413-1611,
or fax the First Report of Injury or lliness form containing

the fatality information to 850-354-5100.
Toaocessm_e form, go loptps;ﬂ

ke Beilens
As soon as you notify your carrier about your employee’s
work-related injury, the carrier will:

o Determine the compensability of the injury

* Provide an authorized doctor

* Pay for all authorized medically necessary care and
reatment related to the injury or iliness

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

Authorized treatment and care may include:
* Doctor's visits
* Hospitalization
* Physical therapy
* Medical tests
* Prescription drugs
* Prostheses

* Travel expenses to and from authorized
providers or pharmacies.
Upon reaching maximum medical improvement (MMI), the
employee Is required to pay a $10 copayment per visit for
medical treatment. MMI occurs when the treating physician
determines that the employee's injury has healed to the
extent that further improvement is not fikely.

Wage Replacement Benefits

Workers' compensation benefits for lost wages will start on
the eighth day that the injured employee is unable to work.
The injured employee will not receive wage replacement
benefits for the first seven days of work missed, unless he
or she is out of work for more than 21 days due to the work-
related injury. In most cases, the wage-replacement benefits
will equal two-thirds of the employee's pre-injury regular
weekly wage, but the benefit will not be higher than Florida's
average weekly wage. If the employee qualifies for wage
eplacement benefits, he or she can expect to receive the
first benefit check within 21 days after the carrier becomes
aware of the injury or ifiness, and bi-weekly thereafter. The
injured employee will e eligible for different types of wage
replacement benefits, depending on the progress of the
claim and the severity of the injury.

+ Temporary Total Benefits: These benefits are provided
as a result of an injury that temporarily prevents the
employee returning to work and the employee has not
reached MM

Temporary Partial Benefits: These benefits are
provided when the doctor releases the employea to
return to work, and the employee has not reached
MMI and earns less than 80 percent of the pre-
injury wage. The benefitis equal to 80 percent of

the difference between 80 percent of the pre-injury
wage and the post-injury wage. The maximum length
of time the injured employee can receive temporary
benefits is 104 weeks or until the date of MM is
determined, whichever s earler.

Permanent Impairment Benefits: These bengfits

are provided when the injury causes any physical,
psychological or functional loss and the impaiment
exists after the date of MMI. A doctor will assign

a permanent impairment rating, expressed as a
percentage of disabilty to the body as a whole. If you
return to work at or above your pre-injury wage, the
permanent impairment benefit is reduced by 50°%.

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

Death Benefits: Compensation for deaths resulting
from work-related injuries or iinesses include
payment of funeral expenses and dependency
benefits (each are subject to limits defined by law).
A dependent spouse may also be eligible for job
training benefts.

Wage Statement Form

You must complete and provide a wage statement form
(DFS-F2-DWC-1a) to your carrier for any employee who s
entitled to wage replacement benefits, within 14 days aiter
knowledge of the accident. You must also complete this form
upon the termination of the employee or upon termination

of fringe benefits for any employee who is collecting wage
replacement benefits within seven days of such termination.

Toaccmﬂnformuotonnnwmmmw
lica

glgult him and dlck on DWCA& 5

Employee Assistance Office

If you have any questions or concerns about your
employees’ workers' compensation benefts, call your
wiorkers' compensation insurance carrier. If the insurance
carrier does not provide the information that you

have requested, you can call the Division of Workers'
Compensation, Employee Assistance Office (EAQ) at
1-800-342-1741. This office helps prevent and resalve
disputes between injured workers and employers/carriers.

EAQ specialists are knowledgeable about the workers'
compensation system and may be able to answer your
Questions. EAQ has offices throughout the state that you
can call or visit. You can fmd EAO statewide locations
a i isio

£a0_offices.htm.

In addition, the Division of Workers' Compensation has

a\Web site section on “Frequently Asked for
Employers,” which can be accessed at hitps:/fwn.

Petition for Benefits

To begin the judicial procedure for obtaining benefits that
you believe are due and owing under the faw and have
Mot been provided by the employer or insurance carier,
a Peition for Benefits form must be filed with the Office
of Judges of Compensation Claims. The form can be
accessed at yv oc state. g JCGToms.

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 carrir or self-
insured program, il false or misleading information.
Workers' compensation fraud is a third degree felony that
can result in fines, civiliabilty and jai time. Rewards of
upmszsooombepadtolmmmmm
information thatfead to the arrest and conviction of
persons committing insurance fraud.

To report Suspected workers' compensation fraud,

call 1-800-378-0445.
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Certificado de eleccién para exenciones
Industrias dedicadas a la constraccion

Empleadores en [as industrias de 2 construceidn con un

{1) emplzado o més a jomada completa o jomada parcial,
incluyendo el duefio, dee obtener la cobertura d seguro por
accidentzs de frabajo.

(ficiales o mismbros dé una sociedad de respansabilidad
limitada (LLC) de una corparazidn en la industria de la
consiruccitn pueden eleqir ser exentos si

Posezn un minimo de disz por ciznto (10%) de titularidad
e acciones dé |a corparacion o en el caso de un LLC hay
una declaracicn que da testimonio a ka propiedad del 10
O Cienio minima.

El ofiial de la compafia aparece com oficial de la
corpracidn en el registro del Departamento del Estado
& fa Forida, Divisidn da Corparacianes.

La cavporacidn aparece activaen el registro dal
Depariamento del Estado d k2 Florida, Diisidn
d Corporacions.

Solamente tres ofiiales de una corparacidn o socidades d
responsaiidad limitada pueden efige ser exentos. Se requiere
pagar $50 por cada aplicacidn presentada para obtener una
Exencidn. Exencions en las industrias que participan en la
consiruccitn san validas por dos ahos o hasta que 52 registre
una reocacidn voluntaria o s a exencitin s revocada por

[a dvisidn.

Industrias que no se dedican a la construccidn

Un empleador que o pariicipa en k industria e
consfruccitn y fiene cuatro (4) empleados o més de
jomada completa 0 jornada parcial tiens que obtener
eobertura de sequros por accidentes dé trabajo.

Propietarios nicas v socios en indusrias que no
pariicipan en la canstruceifi estin autométicamente
exentos de laley, pero puedsn elegir ser cubierto.

Oficiales d una corparaciin quno 2 dedicaala
consirucciin pueds elegi ser exentos s

El ofiial esta listada como oficial e a corporacidn
en el reqistro del Departamento del Estada de la
Florida, Division de Corporacioneg,

La carporacifin esta listada acfiva en e registro dél
Departamento del Estado d k2 Forida, Divisidn
t Corporaciones.

No hay limite de oficéales que pueden ser elegibles para
ser exentes y no le cobrardn por lenar l aplicacién
para |a exencifin. Exenciones en las industrias que no
52 dedican a l construccitn son validas par dos aics

0 hasta que 58 registre una revocacidn voluntaria o 5 la
EVENCid &5 revocada por a divisidn.

Para consequir copias de 1a nafificacidn de eleceiin para ser exento [en inglés Notice of Flgction to e Evempf]
lame al (850) 413-1609 o vaya a nuesiro sitio Web en bt fww. myfloridscfo.comWC forms.himl, y haga clic
en I3 rela 69L-6 y nimero del formulario DWC-250 Fleceidn de ser exentn,

Lo que su empleado puede esperar de
parte de a compafia de seguros:

Provisitn oporfuna dé tratamiznto médico

Provisitn oporfuna de beneficios de remplazo
e sdlario

Paga opartung de cuentas médicas

Nofificacitn aportuna de su reclamacidn a la
Divisidn de Compensacin por Accidentzs
0& Trabajo

Nofificacicn aportuna d cualquisr cambio del
estado o su reclamacion. Esta informatidn 32 e
serd proveida por cormeo en un formulano fitulado
“Nofice of Action/Change (DWC4) [Nofificacidn
e Accidn o Cambi (DWCA]] o “Nofice of Denial
{DWCH2) [Notificacidn de Negacidn (DWC12)]

{Tiene preguntas sobre el seguro por
accidenies de trabajo?

Por favoy, visite nuestra pagina Web en

voorw MyFloridaCFO.comfwe donde usted enconirard
infarmacidn extznsa tal como publicaciones, un nimero
(¢ bases de datos, reglas, y formas que Iz dard un mejor
entendimiento del sequro para accidentes de trabaio.
Oficina de Ayoda al Trabajador (ficina de asistencia para ¢l
trabajador) 1-B00-242-744

Empleados lesionadas pueden hacer preguntas

por carrea electrdnico weeaoBmyfloridaCrO.com

Servicio al cliente (850) 4134601

Empleadores pueden hacer preguntas
par carreq elecirdnico
WorkCompCustServ@NyFloridaCrO.com

Prequntas sobre el programa conira el fraude
1-800-378-0445

Praguntas hechas con frecuencia

P) ;Cuantos dias tienen los empleados para reportar lesiones
u enfermedades relacionadas con el trabajo?

R) Los patrones deben aconsejar a sus empleados que
reporten accidentes tan pronfo coma ocurman lesianes

0 enfermedades relacionadas con el trabaja. Por ley, sin
embargo, sé requiere Que empleades reporten lesiones o las
enfermedades relacionadas con el trabajo en el plazo de 20 dias.

P} A quién le debo reportar la lesion relacionada con
¢l irabajo?

R) Usted debe reportar e accidente 2 su compafia de sequros
1an pronto usted tenga conacimiznto de 12 lesidn. Por ley, usted
fien siste dias desde su primer conacimisnt dé la lesidn
relacionada con &l trabajo.

P} ;Tengo que repartar un reclama si no cred que I3 lesidn o
enfermedad es relacionada con el rabajo?

R) Si. Usted debe reportar todas las demandas de lesiones
0dg enfermedad relacionadas con el frabajo 2 su compafia

de sequrcs. Esto incluye has demandas de lss cuales no

by testigos de Jas Iesionss o de las enfarmedades. Es
respansabiidad de [ compafia de sequros por accidentes

de trabajo invesfigar todas las demandas y deferminar si ¢l
empleado tiene derscho a recibir bengficics de acuerdo a la ey
(& squros por accidentes dé frabajo.

P} JE| empleado paga parte de la prima de seguro par
aceidentes de trabajo?

) No. La ley &5 muy especiica en est punto. Es 2
respansabiidad del empleador pagar la prima entera del
SEQURD por accidzntes d frabao.

P) ;A quién debo lamar si mis empleados tienen pregunias o
preacupaciongs con respecto a sus reclamacines?

R) Usted debe primera contactar a su compaia d saquro. Si
Ia asequradara no pueds contestar la pregunta o resolver el
prablema, usted o sus empleados deben lamar fa oficina dela
ayuda al Trabajador en 1-800-342-1741.

Empleadares que adquisran una péliza de seguros par
accidentes de trabajo pueden también aplicar para &7 un lugar
de trabajo ibre de drogas y pusden recibir un descuento de
prima. Para aprender ms sabre ¢l program, lzme por favor
ala Divisidn de Compensacitn por Accidentes, b oficina del
SeNViCiD de atencidn 2l clientz al B50-413-1609,

Limitaciin de responsabilidad

Esta publizacidn esta sizndo ofrecida sclo como una
herramienta de informacidn, acata 5.440.165 (4] FS. con el
entendimiento que esto n £s lenguaje ofical e fos Estafutos
2 a Florica. Baio mingunas circunstancias serd 3 Divisidn de
Compensacidn por accidentes e trabajo responsabie o daos
directs o resulantzs def Uso d es2 material,

GBL-3.0036, FA.C. Emplayer Informafianal Brochure
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Su pdliza de seguro por accidentes
de trabajo cubre beneficios médicos
y reemplazo parcial del salario para
cualquier empleado que sostenga
lesion o una enfermedad relacionada
con su trabajo.

Este folleto le dard una mejor
comprension de su papely
responsabilidades bajo el sistema de
sequro por accidentes de trabajo.

Aviso de seguro por accldentes de trabajo

La ley requiers que cada empleador que ha adquirido una
pOliza de saquro por accidentes de trabajo coloque en un lugar
0 hugares consplcuofs) un aviso que contnga Informaciin
sobre fa compaffa de seguros, la fecha de vencimiento dé la
pOliza,y una declaracidn en contra de fraude. La Division de
Compensacidn por Accidentes de Trabajo ha desarrollado este
aviso en forma de cartl, para que las compaffas de sequro se
fas proporclonen a sus asequrados, Su compaita de sequros
Hiene obligacin legal de provees los carteles.
Aunque el empleador adquiera una pdlza de sequros por
accidentas de rabalo, s¢ consideran no haberdo hechosihan -
cometido cualquiera de as siguiente acciones: ¢
© subestimar u ocultar nérmina de pago, ,‘l f
* falsficar u ocultra as responsabilidades del empleado
mmhuﬁm»mMmhmma
I prima d sequr
. Wuowlmnimn&wnp«hmiuhm
uwmamwamma

Los empleadores que tienen obligacin de

por accidentss dé rabajo pero 1o o hacen o no &
hbmdénwmmwlmmwng
detrabajo, son sujetos & recibir una ordzn de Suspensibn
trabejoy penas civles  crminales. |

Primer reporte de lalesién o en

Tan pronto usted se entere de una lesion o enfermedad
elacionada con un actidente en el lugar de trabajo, contacts
Inmediatamente a su compafa de s2guro por accidentes de
trabejo. $1 usted no reporta a esidn o la enfermadad a s
compafia de seguro en un plazo de siete diss después de la
fecha que usted fug informado, ustad pued estar sujeto a una
multa adminlstratva que no exceda $2000 por ocurrencia. La
mayoria de fas compafifas de seguros Bianen un nGmero gratis
para reportar lesiones relacionadas con el trabsjo. Si usted
mhwnommmmwhaw«
por eléfono, ba compaiia de saguros llenard el formulario y
enviard una eopia al emplead dentro de tres dia laborales.

Usted también puede completar el primer reporte de fa lesion
0 enfermedad (DWC-1) y eaviarlo a fa compafia de sequros.
lfomularlo conene informacidn sobre ¢l empleador, ¢
empleado, y el acidenty 2 pueds obtenar en fa pdgina
Web de la Diisidn de Compensacién por Accidentes de
Trabajo en www MyFloridaCFO.comMC/pdtOFS-F2-DWC-1a.
paf. Usted debe también proveer una copla del primer reporte
del aocidents o enfermedad al empleado. Se prefiere a firma
el empleado en el formulario, pero i el empleado no pusde o
10 esta disponible para fimarlo, escriba ‘no disponble’ en fa
caja donde s2 pide a firma del empleado,
Fallecimientos relacionados con el trabajo
Empleadores también tiensn que reportar muertes que
resulten por leslones o enfermedades relacionadas con

¢l trabajo a ka DivisiGn de Compensacidn por Accidentes

e Trabejo en un plazo de 24 horas, Para reportar una una
fatalidad en ¢l mammdtwqtmw
Ia Florida) o a 850-413-1611, 0 envie e primer reports de
Jesitn o enfermedad con fa informacién sobre la muerts por
mmummmmdmmmh
pégina web htp:/Awww MyFloridaCFO com/WCiforms htm.
Haga ol en DWC-1.

Beneficios médicos
Tan pronto usted Je notfique a | comparifa de seguro sobre
alesion que sulrib su empleado en e trabajo, s compafia:
o Determinard i Ia lesion es compensable
* Proveerd un medien autorizado

* Pagard para todo el culdado autorizado que sea
mmmmmm
lesidn u enfermedad.

mmuwmammmu
cincofornadas aborals del recb de  pebcitn de
$u empleado por eserity,

Atencin médicay ratamientos auborizades pueden incli

[ ————
p——

mmmmhmmmm

usted tendré que pagar un copago
de$10 wm pana ratamiento médico. La

mbima mejora médica ocure cuando &l médica que o (o)
* st detmina qu i esn o nfermedad del empleado e
acurado  grado que mejoraadiiona o es probable

‘\,&

Beneficlos de reemplazo de salario

Los beneficios de reemplazo de salario comenzardn al octavo da
que el empleado no pueda trabajur El empleado lesionado no
recibird beneficlo de reemplazo de salario por los primeros siete
(ias que no pudo trabajar a menos que ha estado incapacitado por
més de 21 dias debido a su lesién o enfermedad relacionada con su
empleo. En la mayorfa de los casos, los beneficios de reemplazn de
safarlo lgualaran a dos terclos (2/3) del sakario semanal regular del
empleado antes de sufrir a lesi6n o enfermedad, pero el beneficio
100 excaderd el promedio de los salarios samanales en la Florida,
§1el empleado calfica para los beneficios de reemplazo de salario,
£ 0 ella puede esperar recibi el primer cheque dentro de 21 dias
después de que la compalifa de sequrcs se entere dé la lesibn
o enfermedad. Los sigulentss cheques s¢ le envaran cada dos
semanas, El empleado lesionado serd elegible para diversos tipos
de benefilos de reemplazo de salario dependiendo del progreso del
reclamo y de a severidad de 1 leskin.

* Beneficlos Por Incapacidad total temporal (TTD por su sigha en
Inglés)*: Estos beneficios son proveldos coma resultado de
una lesidn o enfermedad que temporalmente prohibe que el
empleado vuelva a trabaar, y el empleado no ha alcanzado la
méxima mejorka médica,

¢ BanmmlnmmwmmlﬂPwadﬂ
e inglés): Estos beneficios son proveldos cuando el médico
e permite al empleado volver a rabajar, o empleado no ha
akanzado la méxima meforia médica,y gama menos del 80%
el salario que ganaba antes de sufir alesi6n o enfermedad.
El beneficio es iqual af 80% de la difsrencia entre el 80°% del
salirio de antss de l lesibn y del salarlo después de a lesién.
f priodo mdximo que el empléado leslonado pusde recibir
beneficlos temporales es 104 semanas o hasta que la fecha
del MMI sea determinada, lo que ocurra primero,

© Beneficlos por daflos permanete (1B por su sigha en
Ingles): Estos beneficios son proveidos cuandofa lesidn
o enfermedad causa cualquier pérdida iska, psicokig
funcional y ¢l impedimento existe después de la fecha de
a mdxima meforia médica. (MMI} Un médico asignard una
valorackén de incapacidad permanente a a leskin que serd
expresada 0omo un porcentafe.

* Beneficlos por incapacidad totl permanente(PTD por su
#nm)smmummu
lesién causa que ¢l empleado sea permancte y totaimente
wwwwmm

* Indemnizaclones por fallecimiento: Compensacidn por
accidentes de trabajo que resulten en fa muerte del trabajador
Incluye pago de gastos para el funeral y beneficios para
los dependientes del fallecido (estos son sujetos a imites
definidos por ley). Un oSnyuge dependiente puede sér elegible
para enfrenamiento vocacional,

Formulario de la declaracion del salario

Usted debe Nenar el formulario de b deckaracién del sakario (OFS-
F2-DWC-1a) para cualquier epleado que teaga derecho a recibir
beneficlos de reemplazo de salario y proveérselo a su compalifa de
sequros dentro de 14 dias después del conocimiento del accidents,
Usted también debe lenar el formulari al despedir o al dejar
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recilendo beneficlos de
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Oficina de ayuda al trabajador

Siusted Sene algunas preguntas o preacupaciones
Ios beneficlos que ofrece el sequro por accidentes
trabajo, Kame a su comparia de seguros, Si la compafa
de sequros no ofrecs i informacin que usted ha pedido,
Ilamar a Divisién de Compensacién por
Trabao, ofcna d Ayuda al Empleado
(EAQ) al 1-800-342-1741, Esta ofcina ayuda a prevenir
y aresolver disputas enire los rabajadores y los
empleadores/ias compafkas de saguros,
Los especialistas de a EAO poseen conocimiento sobre
ol sistema de sequro por accidentes d rabaoly pueden
contestar sus preguntas. EAQ tiene oficinas por fodo el
estado que pueds lamar o visitar, Usted puede localizar el
Hugar donde estin estas oficinas visiando el sito: wiw,
MyRoridaCFO.comWC/organtation'sao_offio

Ademds, la Divsidn de Compensacidn por.

Trabao iene una secein en el Web, “Prequntas
con frecuencia por empleadores," qnm 2
it/ /wivw MyFloridaCFO.comWC/ag

Peticién para beneficlos

Programa de recomp
contra fraude




Resources

Nova Southeastern University

Risk Management Office
3301 College Ave
Suite 226
Fort Lauderdale, FI 33314
Tel: (954) 262-5404 * (954) 262-6860 (fax)

E-Mail: risk@nova.edu
Claims-Handling Entity
Cannon Cochran Management Services, Inc.
PO Box 948399 | Maitland| FL 32794-8399

Tel: 407-660-5637 | 1- 866-291-0194 | 217-477-6623 (fax) | FICURMAmail@ccmsi.com
After Hours: 1-877-253-5169

Nsu NOVA SOUTHEASTERN
UNIVERSITY

For more information regarding prevention of risk visit our website at http://www.nova.edu/cwis/fop/risk/
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