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Florida Guidelines - Section A: Workers’ Comp Works for You (English)

WORKERS’ COMP WORKS FOR YOU

If you are injured on the job:

1. Notify your employer immediately to get
the name of an approved physician. Workers’
comp insurance may not pay the medical bills
if you don’t report your injury promptly to
your employer.

2. Notify the doctor and medical staff that you
were injured on the job so that bills may be
properly filed.

3. If you have any problems with your claim or
suffer excessive delays in treatment, contact
the State of Florida’s Division of Workers’
Compensation at 1-800-342-1741.

Workers’ Compensation pays for all
authorized medically necessary care and
treatment related to your injury or iliness.

If you are unable to work or your earnings are
lower because of a work related injury or
iliness, and you have been disabled for more
than seven calendar days, you may be eligible

$2 5 . 000 REWARD for some wage replacement benefits.

ANTI-FRAUD REWARD PROGRAM

Rewards of up to $25.000 may be paid to persons
providing information to the Department of
Financial Services leading to the arrest and
conviction of persons committing insurance fraud,
including employers who illegally faill to obtain
workers’ cCompensation coverage.

This notice of Compliance must be posted by the employer
and maintained conspicuously in and about the
employer’s place or places of emnployment
State of Florida Division of Workers® Compensation

Persons may report suspected fraud to the
department at 1-800-378-0445 or online at "

https://first.fldfs.com FICURMA £0962 Cannon Cochran Management |
S dormaion e persomsctswihouk mabce, 15310 AmberyDriv St 110 g€ =260 Lace i D
fraud or bad faith. Tmm,ﬂ3m7 . nm!

OFS 41548
Revesed March 2010
Fraud reporting bk updated May 2020
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Section A: Compensacion Por accidentes De Trabajo Labora Para Usted (Spanish)

Gompensacion poraccidentes
trahajolabora paralisted:

- . .
-’::«_:.."‘.--' Si usted'se lastima en'su lugar de empleo:
u /“"'

| L Notifique a su empleador inmediatamente
B nara obtener el nombre de un medico autor-
izado. Puede que el seguro de compensacion
por accidentes de trabajo no pague sus cuentas
medicas i usted no reporta su accidente lo
mas antes posible a su empleador.

Recom r"*?“ﬂ@&& Bﬁ‘l:lg:[l)
PROGRAMA DE RECOMPENSACION ANTI FRAUDE
Recompersas do Mats §25.000.00 suedes v pagedas
100750008 009 HEOVIR® In0madien Bl Degertamests
G0 Secricion Reancierss 0or 5058200 0/ ameste y
senviooias S0 Nvales 000 daselet raude (4 efures,
IRILD 975005000 G50 Leam ety S0 Co
OB00Or 80 SALD Pir BOVKINLET 20 IR0 $4 puNe
TIORAN 35p00Re1 G0 MRece 3 Depatanent; fanandy
#1:800- 378:0445 0 sec ssemo nstrieine
Nagie 05 se)oto 0 103 p0ns0dlA0d oM po¢

Someter SN Iafurmasion 3 30 detsy

s malol, Maede o mela .

z Notifique al medicoy a su personal
que usted se lastimo en su lugar de empleo
para que las cuentas medicas sean debida-
mente remitidas.

3| Si usted tiene algun problema con su
reclamo o si tiene demasiadas demoras en
su tratamiento, comuniquese con la Division

de Compensacion por Accidentes de Trabajo
al 1800(31124]111

Canron Coclran Management S exvices,
FICURMA#0962 e 2500 Lake Lncien Dr. Suite 225
15310 Amberly Drive, Suite 110 Maitland, FL 32751

84007, FAL Companastan Netce Tampa, Fl 33647
DFSFL2000

Beveed M 2040 -
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Florida Employee Facts — Section B

Important Workers’ Compensation Information for Florida’s Workers (English)
https://lwww.myfloridacfo.com/docs-sf/workers-compensation-libraries/workers-comp-

documents/employees/english-injured-worker-informational-brochure.pdf?sfvrsn=3c033ff5_2

Employee Assistance Office

The Diwition of Workeey Compontation Enploye
Assutance Ofice (EAD), belps prevent and resohe
daputes Detwoen injored workers, smployers and
camers. | the iesucance carmer does nt provide
Deoefits 10 which you belve you e enttied, you
may G EAD'S 1oih-Sp hothon o 1-000-342- 141
EAQ sprcalts ot kngwidpeadie sost the
workers” compensation system. They wil be able
10 address your concerns and attemol to peeveet o
resoive Gsputes. EAD has ofices Meoughout the
state ™at you can call oe vist You can fied EAD
Satewics kcations ot

Services provided by EAO include:

+ Edutatey) and providng indormation 1o you
Do yout clim

* sty you I8 1es0hng dhiagreements
regirdng your chaim, at #0 cost 1o you
* ASHAINY yOU with indenitinding the
procederes for Meg 2 Pestion Jor Benefits with
8 Judge of Compendation Cltkens
Indormation regarting your rights and
Mptnubiteg uader the Werkery' Compaasation
Law 1 avaluble i an on-ing “Injered Worket
Werkahep" preseataton on the Division's Web 54
M -

W M Fori@CH) com Dvisen/weEmpioyes/
Sacalon e and answens 10 frequendly stked
Questions can be accessed at yur MPORICK),
conDoisionseEmployeata tan

You may 2iso submit speciic quessons reating 1o
yout el 19 o8 3! s FROGICED Som and
receve 2aguetrs Grocty by e-mal

Statute of Limitations

Once you are ingured at work of decome aware of 2
workirs' compersation injury of finess, you hive
90 days in whoch 13 teport your injaty of i 10
yout penployee. Fikore 10 repaet yout injury within
30 days may jeopardoe your clam

Generally, you Nave two ysars from e date of

your ingury o iness 0 to 2 clam for wockers'
Compansation Senefits. Fadure 10 repornt yout iy
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Of e methin 30 cays My D¢ 45 25 2 delense
AR yOur Clken Egidieds Of the het-yedr statute

of imitatons Sor 1ng 2 cham. Your ebigibalty for beneits
may a0 be edenenaiod one yeu from 1he date iy

18 recoived 3 wage replacement check o Jpproved
madcl dgtnect

Denial of Benefits

It e insurance carner does nof provide benefits b
Which you belkeve yOu are eatitied. of has denid your
cham, contact the Employse Assistance (Ot (EAD)
Aiheugh the EAD does ot provide legal advice, oo
Specaisty wil agmer Qoestors 200t y0ur AGMS M
responibities and muay e able 10 resove problems
¥Ou'r8 ASving Wit your workery' COmPentaton tham
T help s free ad avarabe by contacting e EAD
1800- 3421741

Petition for Benefits

To bigén the jucicial procediate Sar obtaning benetity that
¥Ou Bebeve 418 dun 3nd owity) under e e 1nd Aave
not Deen provided by the empioyer of serance carm,
2 Pestion for Banefis forss st be fled with the Offce
of Judges of Compessation Clakms. The Jorm can be
accesaed o om0 state a0 Tomy

Reemployment Services

I you are unable 1o perform e dubles sequared for
your frmer 0% &9 3 st of your work-relied oy
O¢ diness, you can contact e Empioyee Assatince
Otice (£A0) ¢ WERESRMMERIACHD com e cab
FO00-342: 1741 Yo free reemployment services

Legal Reprosentation

You are 10t regored to have 3 attoesey, I oo )
hire an atiorey % represent you with your worken
compensation claim, the fees and costs may come
00t of your beselds, uriess your employer of warkiny
COMpenSIon Carrier I held responsibly loe payiny
yOuf Momey ot Athough the iwinion doss not
provide begal advice, the Division will answer Questions
0062 yout tights 30 responsbdtins and may be stk
10 resolve prodletns you may have wih your workens”
Compenianon clam. This help o5 fre 300 avalidie
by contacting the Employee Assistance Ofice ot
FE00M42 1741

Antl-Fraud Reward Program

Werkaes' compeniation ravd octurs whin Sty person
Knowiogly and with intent 10 injere, defrand or Gacen
0y empioyer ¢ employee, SunInge Carmier o sell:
wawred program Mes faise or swsieading informuation
Workeey' Compentanon friud o 3 INd-Oagres fekony
T G el 18 S, Ol Kabity and S e
Rewards of up 15 525,000 may be paid 1 individuals
wha provide inlormation that kead 1o the armest and
coovichon of persons committing nserance fraud. 1o
Pyt Suspecied warkeny' Compaasation fraud, caR
1600-378.0445

Octaimer

This pubication is being olored as an
bematonsl Kool ey and compbes wih 5.
440,185 (4) FS., weth o understinding thet
this &8 ot oMicis Mnguage of the Flvichy
Stattes. 1 no overt wil the Drvasion of
Wodars' Componsation be Rabie for dect or
consoequental damages resuing from the use of
s prndod matonal

V20005 TAL mured Worvey bdormaonsl M
Rle 03005 FAL Fomme

0512 owe0

Rovan Vot %)

\'
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Page 2- Section B: Important Workers’ Compensation...

If you are injured as a

result of a work-related
accident, your employers
workers' compensation
coverage may entitie you to
medical and partial wage
replacement benefits.

Medical Benefits

As so0n as your employer’s workers' compensation
Insurance company has knowledge of your work-
related injury and has determined that your injury or

{liness Is covered under Florida law, the company will:

* Provide an authorized physkcian

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

* Provide a one-time change of physiclan
within five business days of receipt of your
wiritten request

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

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

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

1t you are unable to work or your earnings are lower
because of a work-related Injury or iness, you may

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

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

In most cases, the wage replacement benefits will
equal two-thirds of your pre-injury regular weekly
wiage, but the benefit will not be highet than Florida's
average weekly wage. You can generally expect o
receive your first benefit check within 21 days after
the carrier becomes aware of your Injury or fliness
and bl-weekly thereafter,

+ Temporary Total Benefits: These benefits are
provided as a result of an injury of linass that

temporarlly prevents you from returning to work,
and you have not reached MMI.

+ Temporary Partial Benefits: These benefits
are provided when the doctor releases you
10 return to work with restrictions and you
have not reached MM and earn less than 80
percent of your pre-injury wage. Note: The
maximum length of time you can recelve
temporary lotal or partial benefls s 104
weeks or until the date of MMI s determined,
whichever is earller.

* Permanent Impairment Benefits: These benefits
are provided when the injury or liness causes
any physical, psychologleal or functional loss and
the impalrment exists after the date of MMI. A
doctor will assign a permanent impalrment rating,
expressed as a percentage of disability to the body
as awhole.

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

+ Death Benefits: Compensation for deaths resulting
from workplace accidents include payment of funeral
mmsuhlt\l'uxmmcybmmsubm:lmlgzns

dependent 50
dlﬁblﬂbgr]oh) kg el SPNMM

The rate, amount and duration of compnsation for all

waye replacement benefits are detalled in the workers'

mnumﬂonhull mmm r

Mull dalmlmu Employee

(EAD) at 1-800-342-1741.

Injured Worker Responsibilities
Communicate with the Employer.

Contact you Immediately to notify them of
mmwmﬂm’uﬂm ol

* Provide your employer a copy of the Medical
Treatment/Status Reporting form (OWC25) after
each medical appointment.

+ Return to work when you are released by your
e s
n ns to n

ol o e £

Communicate with the Carrier:

' vawnnﬂrsmmnmmwlm(M)
my verify the accuracy of
S e e
and the description of the accident. If there is
lnfomnaﬂmyoudommmwmwﬁlniomﬂm
mhas;‘:n omitted, | fy notify your adjuster
ng.

* Revlew, sign and return the mandatory fraud
statement to the insurance carrler. By signing this
document, you are confirming ;our understan;
of this important information. Your benefits shall
suspended f you refuse to sign this document.

* Report wages from all sources of employment to the
carrier If you had more than one em mma
weeks Immediately preceding your
mwmummmuwmmwm
Wwage replacement amount.

. r adjuster regularly Informed on the
mmpﬁwmmm%mmmm
andanywaoasywhvawgd (Nou:l!youar;'

esented by an attomey, the ad not
mmw%mdltm il

. the carrier of any change of address
mphom number.

* Complete and return forms o the carrier
when asked.

Communicate with the Authorized
Treating Physician:
Identify all rts that are, or
muﬂ p:ld wﬁm
mum m

* Kot you apuinnens.

i
* Follow your doctor's treatment plan.
" Ak for the patient

the tfStatus f

form (DWC25).
S

+ Call the authorized
Iyoummosnlh
date. The doctor's staff may be
etophummmmammihﬂonlst
and you may be scheduled for an earlier
manmmmmhbh
nmmknmvalhbleamyou
Mmmammm%pw
contact your adjuster or the

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

* Timety payment of medical bills

* Timely reporting of your clalm information to
the Division of Workers' Compensation
’ notification of any changes In the
Mofmm#zmmbmu
mnmwmﬂmmraﬂoma

&ﬁnmmwmmmm

physician’s office
before your next




De Trabajo Para Los Trabajadores De La Florida - Section B
Informacion Importante De Seguro De Indemnizacion Por Accidentes (Espanol)

Oficina De Ayuda al Trabajador

La Divisidn de Compensacidn por Accidentes de
Trabajo, Oficina dé Ayuda al Trabajador (Employee
Assistance Office (EAQ]) ayuda prevenit y resolver
disputas entre trabajadores lesionados, empleadores
Y compafias de saguros. Sila comparia de sequros
110 I8 provee baneficios & o cuales usted créd tener
deracho, puede lamar a i linea grats del EAQ
1800-342-1741.

Los espocialistas de fa EAQ estan bien informados
sobre ol sistera do compensacidn por aceidentes
de trabajo. Ellos podrdn tratar Sus preocupaciones
 procurar prevenir o resobver disputas, EAD tiene
oficinas por todo el estado donde usted pusde
visitar o lamar, Usted puede localizar estas oficinas
estatales visitando nuestra pdgina de web:

Servicios Proveido por el EAQ incluyen:

* Educar y proveet informacidn sobee Su reclamo.

* Asistirle a resolver desacuerdos referentes a su
etlamo sin ningin costo para usled.

* Asisirle a entender los procedimigntas para
iniciar e proceso judicial y someter una
pelicign de baneficios & a oficina de usces de
reclamaciones de compensacion.

Adems, informacidn sobee sus derachos

{ responsabilidades conforma a l ley de
compensatidn por accidentes de Irabajo esta
disponible en el “Taler Para Empleados Lesionados
“tn k2 pdgina Web de la Division de Compensacion
por Accidentes de Trabajo: www.MyFloridaCFO.com/
WC/employeeindex himl

S puaden oblener las respuestas & préguntas
(ue s hacen con frecuencia en:

s MyFloridaCFO.comMCHagtaquries.tml.
Usted tambidn puede somelemos sus preguntas
especificas relacionadas con su reclamo al
Weeao@MyForidaCrO.com y recibi 2 respuesta
directamente por carre electrinico.

Estatuto de Limitaciones

Una vez que usted & ha lesionade en su trabajo o se
(i cuenta qus su esion o enfermedad es relacionada
a0 trabiajo, usted tiene 30 dias para reporar su
Jesicn 0 enfermedad a su empleador, La falta e
divulgar Su esion en el plazo dé 30 dias puede
compromeler $u recimo,
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Generalmenta, sted ten dos afs a parir de la fecha de su
Jesitn o enfermadad para reclamar beneficios por aceidentes
e trabaio. La falta de rapartar s lesion o enfermedad en

¢l plazo do 30 dias s pude utizar como defensa conlra

U reclamo sin importar el estalulo de dos arios de las
fimitaciones para archivar una reckamaciin. Su elegibiidad
piara beneficios fambién se puede terminar un afio despuds de
recibir el ltimo cheque de beneficio de reemplazn de salario
0 del dllimo tratamiento médico que fus autorizade.

Negacion de Beneficios

i la comparia de séquro no le proves los benficios que
usted croo que tien derecho a reebir, 0 ha negado su
feclamo, pueda contactar a fa Oficina de Ayuda al Trabajador
(EAD). Aunque Ia EAD no provee consejos legales, nuestros
espaciaistas conlestardn praguntas sobre Sus dereches y
responsabifidades y posiblementa resuelvan problemas que
usted tenga con su reclamo. Esta ayuda es gralis y disponible
§f contacta EAQ & 1-800-3421741,

Peticion por Beneficios

Para comenzar o procedimiento judicial para oblener
beneficios que se lo deben segn b ley y no han sido
provekdos por ol empleador o la compania de Sequros, debe
presentar e formulario Peticion por Beneficios (Htulado

o inqlés Patiion for Banefits)  la Oficina de Juaces de
Reclamas d Compensacion.

Elformulario $ puede oblener en el itio:

o tale L e forml agp .

Servicios de Reempleo

i coma resultado dé su lesion u enfermadad do irabajo,
usted no puede realizar los deberes que son requeridos en
ol lugar de empleo, pusde contactar a a Oficina de Ayuda al
Trabajador (EAD) en WCRES@MyHoridaCFO.com o puede
lamar al 1-800-342-1741 para recibir Servickos de reemplao
grats.

Representacion Legal

No e requiere que usted lenga un abogado. Si usted
conlrata un abogado para que le ayude con su reclamo,

6 posible que S Use una porcion dé sus beneficios para
pagar el hanorario y los gastas def abogado a no ser que su
empleador o t comparia de saquros se haga responsable
de pagarlos. Aunque 1 Division da Compensacidn por
Actidentes de Trabajo no proves asesoramisnts legal

12 Divisidn conlestard prequntas Sobre sus derechas y
responsabilidades y posiblemente podrd resolver problemas
(que usted pueda fener con su reckamo. La ayuda es gratis
1 0std disponible $ usted contacta fa Ofiina de Ayuda o
Trabajador (EAD) a 1-600-342:1741,

Programa de Recompensa
por Anti-Fraude

Elfraude de sequro por acciduntes de trabajo ocurre cuando
cudkquier persona con conacimient y con efintanto de
ager dafo, delrauda o engafia a cualquier empleador o
Irabajador, compari do Sequros, o aulo aseguradora,
presenta informacion falsa o engaiosa. E fraude de seuros
por acciduntes de trabiao es un delilo mayor de lercer
arado que puede resultar en multas, responsabilidad e,
0 encarcelamiento. Recompansas de hasta §25,000.00 s¢
pueden pagar a personas que proportionan l informacida
Que conduce & fa detencion y & a conviecion de personas que
Han comelido fraude 64 sequro. Llame al 1-800-378-0445
S:nmmxsosmdamummwmwacm«
rahajo.

Limitacion dé responsabllidad

Esti publicacicn esta sindo ofrecida sdlo coma ung hemamisnts de
informacidn, acata s440.185 (4] £S. con o entenbmiento que ésfo
10065 lengua ofila e os Estatutos de  Florda. Bgjo nngunds
Clreunstanclas sard & Ohviskdn d Compansacidn por accidentes de
trabajo respansabie o dafs cireetos o rasuantes dil uso de ese
mtarel

L0065, FAC. It Wt ormationd Brehure
Rl L3005, FALC Formg
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Page 2 - Section B: Informacion Importante De Seguro De...

Si usted se lesiona como
resultado de un accidente
de trabajo, la comparia de
sequro de su empleador
podria proveerle beneficios
médicos Y una porcion de
Su salario,

Beneficios Médicos

Tan pronto la compafia dé sequro ténga conacimisnto
de su lesidn y daterming que su lesibnenfermedad
tene cobertura de acuerdo s lyes de a Forida,
compaia da sequro le:
' Prmdunmmmbadmhmﬂ
deseguro
* Pagard por todo tratamiento que $ea aulorizado,
médicamente necesario y relacionado a su lesion
0 enlermadad

* Proveerd una vez un cambio de médico dentro de
i dias de recibir su pedician por eserito
mgmmmmnmmmm
IF

* Consultas médicas
+ Terapia fsica * Hospitaizacion
* Medicamentos recatados * Eximenss médicos

* (astos de viajes a consultas* Prélesis
médicas o l farmagia

N cuanto alcance la maxima mejoria médica (MM
por su sigla en ingles) usted tendra que pagar un
copago de §10.00 por cada corsulta para tratamiento
médico. La mxima mejoria médica ocurre cuando el
médico que lo(a) atiends determina que su lesidn o
enfermadad ha sanado hasta el punto que una mejoria
aicional no es probable.

Beneficios de Reemplazo de Salario

Si ustad no puede trabajar o su ingreso es reducido
debido a una lesion u enfermedad relacionada con u
empleo, es posible qua usted pueda recibir reemplazo
parcialdel salario. Usted pueda ser elegible para estos
beneficios Si ha estada incapacitado(a) por mas de
siete dias y no ha podido cumplir con sus deberes
fiormales en su empleo sagin el consejo dé su médico
aulorizado.
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Sl usted califica, los beneficios de reemplazo de salario
comnzardn al octavo dia de incapacidad parcial o total.
Ustod o recitiré benaficio d reemplazo de saaro por los
mmﬁsammammmmm

estado incapacitado por més de 21 dias debido a su lesion o
enférmadad relacionado con su empleo.

Enla mayoria de los casos, los benaficios de reemplazo
e salario iualarén a dos tecios (2/3) del saario semanal
mﬁwmmmmhm::
pero ef baneficko no excederd el promedio de
Jos salarios semanales en a Flrida. Usted ganeralmente,
pueds esperar recibir su primer chequa da beneficia dentro
o 21 dias daspués de que la comparia de seguro tenga
conocimiento de su lesion o enfermedad. Los (siguientes)
cheques (adicionales) s enviardn quincenalmente.
* Benelicios por Incapacidad Total Tamporal (TTD por su
sigla en inglés) " Estos benefiios son proveidos coma
resultado de una lesion u enfermedad que lemporaimente
prohibe que usted vuelva a rabajar y usted no ha
alcanzado la méxima mejoria médica.

* Beneficios por Incapacidad Parcial Temporal (TPD por su
igla en inglés) " Estos benaficios son proveidos cuando
¢l miica b permile volver & trabajar con restricionss,
usted no ha alcanzado la méxima mejoria médica, y
(ana menos del 80% del salario que ganaba antes de
sulri & lesidn 0 enfermadad. *Baneficios lemporales
$0n pagables por un mdximo de 104 semanas o hasta
lafocha que se deformine quo usled ha alcanzado a
mitima mejoria médica, lo que acuma primero.

* Baneficios por Daios Permanente (18 por su sigla en
inglés): Estos beneficios son proveidos cuando ka
lesitin o enfermedad causa pirdida fsica, psicokigica o
funcionaly [ incapacidad exist después de la fecha de
fa mdxima mejoria médica. [MAI] Un médico le asignar
una valoracion de incapacidad parmanants 4 la esion que
serd expresada como un porcentaje de incapacidad al
cuerpo en su totalidad.

* Beneficios por Incapacidad Total Parmanenta (PTD por su
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Procedural Information - Section C:

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/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

4th 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 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.
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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 CCMSI

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/illness. 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 lllness,” which you should read to make
sure it is correct.

= A fraud 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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FAQ’s regarding Workers’ Compensation

L
How long do | 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. Found online at http://www.nova.edu/risk/forms/workers-comp.pdf.

It is important that all injured workers complete the workers’ compensation packet including 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 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 a prescription is prescribed by your authorized physician, 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 Specialist immediately. Please remember, the doctor
gives you restrictions until your next visit to help you recover from your injury. Itis 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.
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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

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.
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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.

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.

SO
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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 mdividuals who have claimed benefits under
Chapter 440, Florida Statutes. It will also be used to 1dentify
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.



Ns NOVA SOUTHEASTERN
UNIVERSITY

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

Employee Name: SSN:

Date of Birth Date of Injury:

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

Employee Refused Medical Care at ime of Injury oYes oNo

List activity prior to accident (work related activity only):
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NSU 7= 4
Florida

CCMSTI

WORKERS" 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

Account Number: F45
Employer Name: Nova Southeastem University
Employer Address:___3301 College Avenue, Ft. Lauderdale, Flonda 33314

Employee Name:

Social Security Number: Date of Injury:

Type of Injury:

Body Part Injured:

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

Superisors: 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

Providers: 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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myMatr?xx

FICURMA
Workers’ Compensation Prescription Information

Employer:

Please fill out employee information below and provide emplayes with this document to take to any pharmacy with prescriptions.

T =

C < e )

FICURMA

Employee Name:

Group#: P2KA
Member ID (SSN):
Date of Injury:

Processor: myMatrixx

Bin#: 003858
Day supply is limited to 14 days for a new injury.

myMatrixx Help Desk: (877) 804-4900

Employee:
FICURMA has partnerad with mpyddamixx to make filing workers’ compensation prescriptions easy.

This document serves as a temporary prescription card. A permanent prescription card specific to your injury will be forwarded
directly to you within the next 3 to 5 business days.

Please take this letter and your prescription(s) to a pharmacy near you. myblatiax has a network of over 84,000 pharmacies
nationwide. If you need assistance locating a network pharmacy near you, please call gugddatoxx toll free at (877) 804-4800.

IF YOU ARE DENIED MEDICATION(S) AT THE PHARMACY PLEASE CALL (877) 804-4900

Pharmacist:
Please obtain ahawe information from the injured employee if not already filled in by employer to process prescriptions for the
workers' compensation injury only.

For questions or rejections please call (877) 804-4800. Please do not send patient home or have patient pay for medication(s)
before calling gughdatoxx for assistance.

NOTE: Certain medications are pre-approved for this patient; these medications will process without an authanzation. All
others will require prior approval.

FOR ALL REJECTIONS OR QUESTIONS CALL: (877) 804-4900
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AUTHORIZATION FOR MEDICAL RECORDS AND COMMUNICATION RELEASE

Name: Date of Birth: Social Security #:

| hereby authorize any licensed physician, chiropractor, medical practitioner, hospital, clinic or other medical

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

| specifically authorize any treating physician or medical care provider to communicate orally or in writing
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 provider 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.

Note: Workers’ Compensation Requests Are Exempt From HIPAA. Pursuant to 45 CFR, Sect. 164.512(1)
a covered entity may without penalty under HIPAA disclose protected health information to the extent
necessary to comply with the law relating to workers’ compensation.

NAME-PLEASE PRINT

SIGNATURE

DATE

Cannon Cochran Management Services, Inc.
PO Box 948399 | Maitland| FL 32794-8398
866-291-0194 | 407-660-5600 | Fax: 217-477-6946 | FICURMAmM3il@ ccmsi.com
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False and Fraudulent Claim Warning

Please 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 gbtainad.

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 as an employee of a business, independent contractor,
yourself or a business and not reporting that income to the insurance company.

*  Making a false 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
a claim for workers’ compensation benefits.

® 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 requested to do so by the insurance company.

*  Selling your personal information to third parties for use of misrepresenting facts to any medical
provider or insurance company.

Florida

Any person who knowingly and with intent to injure, defraud or deceive any employer or employee, insurance
company or self-insured program, files a statement of claim containing any false or misleading information commits
insurance fraud punishable as provided in Florida Statute 817.234.

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

Please type or print

Claim #._ Employee:

Employer:

Employees’ Address:

Phone:

Workers’ Signature: Date:

Cannon Cochran Management Services, Inc.
PO Box 948399 | Maitland| FL 32794-38399
866-291-0194 | 407-660-5600 | Fax: 217-477-6946 | FICURMAmail@ccmsi.com
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NSU 127

Workers’ Compensation Witness Report Form (1o be completed by witness only)

Name of injured employee:

Name 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 you become aware of the incident?

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

4. Describe what you saw at the time of the incident:

5. Who else was present?

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

Witness's signature: Date signed:
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REMINDER

Stop, Look, Listen - Section D

SAFETY is our cONCERN!

PLEASE SEE YOUR SUPERVISOR, OHR CONTACT OR
RISK MANAGEMENT PERSONNEL SHOULD YOU
EXPERIENCE A WORK RELATED INJURY FOR
ASSISTANCE IN FILING YOUR CLAIM. YOU CAN ALSO
OBTAIN THE NECESSARY DOCUMENTS AT

https://www.nova.edulrisk/forms/workers-comp.pdf

PLEASE COMPLETE AND FORWARD THE DOCUMENTS TO YOUR RISK MANAGEMENT OFFICE AT 954-262-6860/3814 (FAX)
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NOTES &
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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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