ACCIDENT REPORTING — (All Employees)

The first step to accident reporting is to educate your employees about the reporting procedures. This should
occur for all current employees and also for any new employees. This is arequirement of PESH.

When training employees they should be advised to report injuries as soon as possible to their supervisor. At
the time an employee states that they were injured at work, the employee should be given an incident report and
claimant information sheet. The incident report should be returned within 24 hours. In the event that the
employee is seriously injured (transport to hospital, etc.) we ask that you immediately call the Wyoming County
Workers Compensation Office and provide the employee’s name, brief injury description and employee’s
home/cell phone number so that we may assure proper medical treatment is provided.

Please make sure all forms are complete and signed to insure timely filing with the Workers’ Compensation
Board.

Instructions for Completing Form C-2F - “Employer's First Report of Work-Related Injury/lliness”

Enter the name of the injured employee at the top of the report. Fill out the Date of Injury/lliness, to the best
of your knowledge. If you do not have or know the Workers' Compensation Board Case Number or Claim
Administrator Claim Number, please leave the corresponding field blank. It is not required to process the
form.

Insurer / Claim Administrator Information:
Insurer Name — Wyoming County Self-Insured Plan
Insurer ID — Carrier Code Number W879001
Name — Triad Group, LLC
e [nfo/Attn — Stanne Nourse, Claims Adjuster
e Address, City, State, Postal Code, & Country — 185 Jordan Rd, Troy, NY 12180
e Claim Admin ID —Third Party Administrator Number T10068

Employee Information:
e First Name, Middle Initial, Last Name, Suffix — the injured employee’s full legal name.
e Mailing Address, City, State, Postal Code, & Country — the full address of the injured employee.
e Phone Number — the employee’s phone number including area code.
e Date of Hire - the date the employee was hired.
e Date of Birth — the employee’s date of birth.
e Gender — check the appropriate gender.
e Employee SSN — the employee’s Social Security Number (SSN).
e Occupation Description — identify employee’s primary occupation at the time of accident

Claim Information:

e Time of Injury — the time when the injury/illness occurred.

e Date Employer Had Knowledge of the Injury — the date the employer had knowledge of the injury/iliness.

e Employment Status — the applicable employment status for the employee (i.e. full time, part time, seasonal,
volunteer, etc.).

e Date Employer Had Knowledge of Date of Disability — the date the employer was notified or became aware of
employee’s work related disability/incapacity.
Estimated Weekly Wage — enter the employee’s average weekly gross pay before the injury/iliness.
Number of Days Worked Per Week — enter the number of regularly scheduled workdays per week (1-7).



Employee Injury:

Full Wages Paid for Date of Injury — check Yes or No.

Employer Paid Salary in Lieu of Compensation — check Yes or No to indicate if the employee continued to
receive pay after the illness/injury, such as sick leave or disability pay.

Initial Treatment — check the initial treatment type.

Death Result of Injury — check Yes, No or Unknown to indicate if the injuryl/iliness resulted in death.

Date of Death — indicate the date of death, if applicable.

Number of Dependents — the number of dependents, if known (for death cases only).

Natures of Injury - indicate the type of injury (i.e. Laceration, Burns, Fracture, Strain, etc.).

Part of Body — indicate the part of body that was injured (i.e. left arm, right foot, head, multiple, etc.).
Causes of Injury - indicate what caused the injury (i.e. Motor Vehicle, Machine, Strain or Injury by lifting, etc.).
Accident/Injury Description — describe how the accident occurred and the resulting injuries.

Work Status:

Initial Date Last Day Worked — the last day worked prior to lost time.

Return to Work Type — check Actual for employee actually returned to work, or check Released for employee
was released to work but did not do so.

Initial Date Disability Began — first day of disability (lost time) after the 7 day waiting period requirement has
been met. If the employee was a Volunteer Ambulance Worker or Volunteer Firefighter there is no 7 day waiting
period.

Physical Restrictions — check Yes if the employee has returned to work with restrictions; check No if the
employee has returned to work without restrictions.

Initial Return to Work Date — if the employee has returned to work, indicate the initial return to work date.
Return to Work Same Employer — check Yes or No.

Accident Location and Witnesses:

Premises — check appropriate location where injury occurred. Employer-accident occurred on employer’s
premises; Lessee-accident occurred on the premises of the lessee for which the employee was hired to work; or
Other-accident occurred at a location other than the employer for which the employee was hired to work. Check
Employer, if employee was a member of a Volunteer Ambulance Service or a Volunteer Fire Department and
was injured while working for his/her own service/department. Check Other, if the employee was injured working
in an official capacity for a Volunteer Ambulance Service or Volunteer Fire Department other than the one he/she
was a member of.

Organization Name — the name of the organization where the injury/illness occurred.

Street, City, State, Postal Code, County, & Country — the address where the injury/illness occurred.
Location Narrative — provide any additional description of the location (i.e. Building C, 4" Floor in Room 101).
Witnesses & Business Phone Number — indicate the names and business phone numbers of any

witnesses to the injury/iliness.

Employer Information:

Name — the name of the company or the owner's name and DBA name. If the employee was member of a
Volunteer Ambulance Service or Volunteer Fire Department, the name of the Political subdivision should be
entered.

Employer FEIN — your Federal Employer Identification Number (FEIN). This is your Federal Tax ID number. If
you do not have a FEIN, enter your Social Security Number. If the employer was a Volunteer Ambulance Service
or Volunteer Fire Department, the FEIN of the Political subdivision should be entered.

Ul Number — enter the first 7 digits of your New York Unemployment Insurance (NY Ul) Registration Number
(UIER). This is the number used to report to the Department of Labor.

Manual Classification Code — please refer to the attached list

Industry Code — please refer to the attached list

Mailing Address, City, State, Postal Code, & Country — the employer's main address where you receive
mail (such as a central office). Include P.O. Boxes.

Physical Address, City, State, Postal Code, & Country — the physical address of the employer (if different).
Supervisor Name & Supervisor Business Phone Number — indicate the name and phone number for the
employee’s direct supervisor, including area code.
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Insured Information:

e Insured Name — the name of the insured entity/Employer. If the employee was a member of a Volunteer
Ambulance Service or a Volunteer Fire Department, the name of the ambulance service or fire department
should be entered.

e Insured FEIN - the Insured's Federal Employer Identification Number (FEIN). This is your Federal Tax ID

number. If you do not have a FEIN, enter your Social Security Number. If the insured is a Volunteer Ambulance

Service or Volunteer Fire Department the FEIN of the ambulance service or fire department should be entered.

Insured Location ID — Enter the DOSH Log Location for your dept — see attached listing for the number

Insured Type — check Self-Insured

Policy Number ID —n/a

Policy Effective & Expiration Date — n/a

Please be sure to SIGN the form at the bottom of page 3. Unsigned forms will be promptly returned.

Complete and submit C11 & C240 with each claim (these forms do not apply to Volunteer Firemen)



