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Mzking workers' comp work

REPORT WORK-RELATED INCIDENTS

ONLINE: Access kemi.com/claims 24/7/365 for fastest way to enter a claim (log in required)

PHONE: Call 1-800-640-KEMI (5364) Monday-Friday 8 a.m.-5 p.m. Eastern time
-b

FAX: Download/print FROI — fax to 1-859-425-7822
MAIL: Download/print FROI — mail to KEMI, ATTN: Claims Unit, P.O. Box 12500, Lexington, KY 40583-2500

“KRS 342.033 requires policyholders to report injuries or illnesses to us within three (3) working days of
receiving notification of the incident or alleged incident

ACCESS AN EXTRA LEVEL OF SERVICE WITH MEDCOR FOR FREE

Toll-free phone number available 24/7/365 for reporting claims whenever they happen
Completion of a FROI by Medcor that is electronically submitted to KEMI

Triage by a nurse for injured workers with 24/7/365 availability

Special service offered at no additional cost - check with your KEMI representative

FIND ADDITIONAL RESOURCES ON KEMI.COM

Provider Locator — Search by provider, county, city, zip code

KEMI Contact Card — See billing information for health care providers

Claims Detail Dashboard — Find claims data and direct link to claims examiner (log in required)
KEMI.com Alerts — Receive email alerts on claims activities such as new claim, reserve changes,
closure, change in claims type, litigation, letter of representation, and TTD suspension

Mitchell Script Advisor — Access Pharmacy Benefit Manager information and First Fill cards
available in English and Spanish

Safety and Loss Control — Download free safety resources at worksafeky.com (no log in
required)

EMAIL CLAIMSRELATIONS@KEMI.COM IF YOU HAVE QUESTIONS OR NEED ASSISTANCE.

250 West Main Street 859.425.7800
Lexington. KY 40507 800.640.KEMI
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EMPLOYER'S INSTRUCTIONS
DO NOT ENTER DATA IN SHADED FIELDS

DATES:
Enter all dates in MM/DD/YY.

SIC CODE:
This is the code that represents the nature of the employer's business that is contained [n the Sandard Industrial Classification Manual published by the
Federal Office of Management and Budget,

CARRIER:
The licensed business entity issuing a contract of Insurance and assuming financial responsibility on behalf of the emplayer or the clalmant.

CLAIMS ADMINISTRATOR:
Enter the name of the carrier, third party administrator, state fund, or self-Insured responsible for administering the clalm,

AGENT NAME & CODE NUMBER:
Enter the name of your insurance agent and hisfher code number Iif known. This Information can be found on your insurance policy.

OCCUPATION/JOB TITLE:
This Is the primary oceoupaticn of the claimant at the time of the accldent or exposure.

EMPLOYMENT STATUS:
Indicate the employee's work status. The valid choiges are: Full-Time, Not Employed, Disabled, Unknown, Appranticeship Part-Time, Seasonal, Part-Tims,
On 8trike, Retired, Apprenticeship Full-Time, Volunteer, and Piece Worker.

DATE DISABILITY BEGAN:

The first day on which the claimant originally lost fime from work due to the occupational injury or disease or as otherwise designated by the statute.

CONTACT NAME/PHONE NUMBER:
Entar the name of the individual et the employer's premises to he contacted for additional information.

TYPE OF INJURY/ILLNESS:

Briefly describe the nature of the injury or liiness, (e.g. Lacerations to the forearm).

PART OF BODY AFFECTED:
Indicate the part of bady affected by the injuryiiliness, (e.g. Right forearm, lower back).

DEPARTMENT OR LOCATION WHERE ACCIDENT OR ILLNESS EXPOSURE OCCURRED:
(e.q, Maintenange Departmeant or Client’s office at 452 Monroe St., Washington, DC. 26210) If the accident or iliness exposure did not occur on the
employer's premises, enter the address or location. Be specific,

ALL EQUIPMENT, MATERIAL OR CHEMICALS EMPLOYEE WAS USING WHEN ACCIDENT OR ILLNESS EXPOSRE OCCURRED:
(e.g., Acetylene cutling torch, metal plate)

List all equipment, materlals andfor chemicals the employes was using, applying, handling or operating when the Injury ar liness occurred. Be specffic, for
example: decorator's seaffolding, slectric sander, paintbrush, and paint.

Enter "NA" for not applicable if ne equipment, materials or chemicals were being used. NOTE: The items listed do not have to be directly involved in the
employea's Injury ar lliness.

SPECIFIC ACTIVITY THE EMPLOYEE WAS ENGAGED IN WHEN THE ACCIDENT OR ILLNESS EXPOSURE OCCURRED:
(s.g., Cutting metal plate for flooring)

Describe the specific activity the employee was engaged in when the accident or iliness exposuve occurred, such as sanding ceiling woodwork in
preparation of painting.

WORK PROCESS THE EMPLOYEE WAS ENGAGED IN WHEN ACCIDENT OR ILLNESS EXPOSURE OCCURRED:
Describe the work pracess the employee was engaged in when the accldent or liness exposurs occusred, such as bullding maintenance. Enter “NA” for not
applicable if employee was hot engaged In a work process {e.qg., watking along a hallway).

HOW INJURY OR ILLNESS/ABNORNAL HEALTH CONDITION OCCURRED. DESCRIBE THE SEQUENCE OF EVENTS AND INCLUDE
ANY OBJECTS OR SUBSTANCES THAT DIRECTLY INJURED THE EMPLOYEE OR MADE THE EMPLOYEE ILL;
(Worker stepped back to inspect work and slipped on some scrap metal. As worker fell, worker brushed against the hot metal.)

Describe how the injury or illnessfabinermal health condition occurred. Include the sequence of events and name any objects or substance that directly
injured the employee or made the employee ill. For example: Worker stepped to the edge of the scaffolding to Inspact work, lost balance and fell six feet to
the floor. The worker's right wrist was broken in the fall.

DATE RETURN(ED) TO WORK: Enter the date following the most recent disability period an which the employee returned to work.

Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing
any materially false information, or conceals for the purpose of misleading information concerning any fact materlal thereto, commits a fraudulent insuranca act,
which is & erime. Reprinted with parmission of the IAIABC (as modifled by and for KEMI).

Employee Signatura: DATE:
REF_‘RINTED WITH PERMISSION OF THE 1AIABC (AS MCDIFIED BY AND FOR KEMI)




1A-1 WORKERS COMPENSATION - FIRST REPORT OF INJURY OR ILLNESS

Employer {Name & Address Including Zip)

'Garrler{Admlnlstratlon Clanm Numher

Report Purpose Coda S

'Jurlsdict_ n‘- R

Jurisdlctlon L.lalm Numbar E

lnsured ReporlNumbar KY —

SIC Code | Employer FEIN

Employer's Locatlon Address (if different)

Location #

Phone #

‘CarrieriClatms Administrator

Kentucky Employers’ Mutual Ins.
Lexington Finanaial Center

250 W. Main Street, Suite 900
Lexington, KY 40507

Telaphone: (859) 425-7800

Fax: (859) 425-7822

'F.'olié.); l';'er-l.o'd

To

Check If Appropriate
[Self Insurance

Claims Administrator (Name, Address, Shone No)

[Oyes O No

- Type of Infuryfiliness C_:dc_i_e.' (1

_ ;Camer FEIN Policy/Self-Insurad Number - Administrator FEIN
Agent Name & Code Numbe{
“Employes” R R I O L T
Name {Last, Flrst M dd Ie) Date of Birth Sacial Securlty Na. Date Hired State of Hire
Address {nclude ZIP) Sex Marltal Status Dccupation/ob Title
0 M- Mals 1 U-Unmarred
Single/Divorced
A F - Female
[ M- Married Employment Status
O U - Unknown
[1 S-Separated
Phone # of Dependents O K- Unknown - NCCI Class Codo” -
Rate [ Day [ Manth # Days Worked/Week Full Pay for Day of Injury? [ Yes [1 No
Per i
D Week |:| ther .DIFI S.alaly. Cunifnt.u-e? |:] Yes. I:[ No
.Oct:urrence.f'l’reatmem Bro - T L T e e
Time Employes 1T AM Dats of IruUryIII!ness Tlme g Occurrence l:l AM Last Work Daie Dats Employar Notified Date Dlsablllty Began
BeganWork  [.PM 3 Pm
Contact Name/Phene Number Type of Injury/lliness Part of Body Affected
Did Injury/liness expostire socur on employer's premises?

| Partof Bady Affected Code. ©

Department or logation where accident or liness exposure ocourred

acourred

All equipmant, materials, or chemicals employee was using when accident or iliness exposura

Speclfy activity the emplovee was engaged In when the accident or Hiness

expasure oceurrad

Work process the employee was engaged In when accident or llness exposure occurred

directly injured the employes or made the employee il

How injury or iliness/abmormal health cendition occurred, Describe the sequence of avents and include any oblects o substances that

Cause of Injury Code.

|j Yes Ij No

Date Refurned to Work If Fatal, Give Date of Death Were Safeguards or Safety Equipment Provided?
Were they Used? [d Yes O No
Physicizn/Health Care Provider {Name & Address) Hospilal (Nama & Address) Inltial Treatment
[ 0 No Medical
Treatment

[] 1 Minor by Employer

2] 2 Minor Clinic/Hosp

[l 3 Emergency Care

I 4 Hospitalized>24 Hrs

1 5 Future Major Medical/
Lost Time Antlcipaled

Witnessas {Name & Phone #)

Date Admin/Carrler Date Prepared Preparer's Name & Title
Natified P Phone Numher
FORM 1A~1 SEE BACK FOR IMPORTANT INFORMATION & SIGNATURE

Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim
containlng any materially false Information, or conceals for the purpose of misleading Informatlon concerning any fact material thereto, commits a
fraudulent insurance act, which is a crime. Reprinted with permission of the IAIABG {as modified by and for KEMI).

REPRINTED WITH PERMISSION OF THE IAIABC (AS MODIFIED BY AND FOR KEMI)




WORKERS COMPENSATION INJURY NOTICE

Injured Worker’s Name:

Best Contact Number: Sacial Security Number:
Date of Birth: Marital Status:

Date of Hire: Job Title:

Date of Injury: Time of Injury:

Location Where the Injury Oceurred:

To Whom Was the Injury Reported:

When Was Injury Reported:

Mames of Witnesses (if any}:

Which Body Part(s) Injured:

Description of Incident (Explain in Detail How Incident Occurred):

Did you seek medical aitention and, if so, where?

I, the undersigned injured worker, or legal representative of the injured worker named above, do hereby
certify that the information provided is complete, true and correct to the best of my knowledge and that
| have provided that information in order to obtain the benefits provided for by all applicable codes and
rules. | hereby authorize any physician, chiropractor, practitioner, or other person, any hospital, including
Veteran’s Administration or other governmental hospital, any medical service organization, any
insurance company, or other entity or organization, governmental or private, to release to each other
any medical or other information acquired, including benefits paid or payable, concerning this or any
other disabilities or injuries. A photocopy of this authorization shall be as valid as the original.

Signature: Date:

S




PRIOR HISTORY
(Initial correct box)

o | have NO prior conditions, injuries, or disabilities, of which | am aware, that might affect the
disposition of the claim referenced above, If you checked this box, no further information is needed at
this point.

o | have a prior condition, injury, or disability that could affect the disposition of the claim referenced

above (this can include birth defects, prior surgeries, injuries, etc. whether work related or not}. If you
checked this box, indicating a pre-existing condition, please explain in detail in the space below. Please
attach additional sheets of paper to this form if necessary.




SUPERVISOR’S REPORT OF INJURY

Supervisor: Title:

Email Address: Best Contact Number

Injured Worker’s Name:

Injured Worker’s Date of Hire:

Who reported the accident:

When was injury/illness reported:

Where did the accident take place:

If you witnessed the accident, please describe what you saw, If you were told about the
accident by the injured employee, what did he or she say to you about it?

Were there any witnesses: oYes o No, IF YES, Who

Did employee seek medical attention: o Yes o No. If so, where:

Do you have any reason to believe this was NOT an on-the-job injury o YES o No If Yes,
Please Explain in detail:

Did the employee miss any time from work as a result of this injury? o YES o No

Has the employee returned to work? o YES o No If Yes, Date of Return:

Supervisor
Signature Date






