@ PIE INSURANCE

How to respond to .
a workplace injury:

For life-threatening medical emergencies, call 911.

For non-life-threatening injuries, call the
24/7 Nurse Line at (844) 581-0828 to report the
incident and get your employee the right care

Workers’ comp claims

You can file your first report of injury for a workers’ comp claim in three simple
ways:

Call the 24/7 claim intake line within 24 hours of the incident: (844) 581-0828

Submit the claim information online here

Email the claims team within 24 hours of he incident: claims@pieinsurance.com

In your email, please include the following:

The name of your business

The policy number

Reporting party’s contact information (name. phone, email)

The name, phone, and email address of the injured employee

Date of the injury or accident

A description of the injury or accident

Thank you.

O M

pieinsurance.com



https://pieinsurance.com/
https://www.facebook.com/PieInsurance/
https://www.linkedin.com/company/pieinsurance/
https://www.instagram.com/pieinsurance/?hl=en
https://docs.google.com/forms/d/e/1FAIpQLScxTWi01mPnn5Pz1XuODniOJkT7ohCSQ1rFsfxlyfkZSyOZAg/viewform

CC-Form-1A Oklahoma Workers' Compensation Notice and Instruction to Employers and Employees

All employees of this employer who are entitled to benefits of the Administrative Workers' Compensation Act are hereby notified that this employer has
complied with all rules of the Workers' Compensation Commission and that this employer has secured payment of compensation for all employees and their
dependents in accordance with the Act. All employees are further notified this employer will furnish first aid, medical, surgical, hospital, optometric, podiatric,
chiropractic and nursing services, medicine, crutches and other apparatus as may be reasonably necessary in connection with the injury received by the
employee, as well as payments of compensation to any injured employee or the employee’s dependents as provided in the Act.

Any employee who has suffered a compensable injury covered by the Administrative Workers' Compensation Act is entitled to vocational rehabilitation
services, including retraining and job placement, if, as a result of the injury, the employee is unable to perform work for which the person has previous training
or experience.

The Oklahoma Workers' Compensation Commission
has a Counselor Division to provide information to
injured workers, employers, and other interested
persons.

Signature of Employer

Pie Insurance - 844-581-0828 claims@pieinsurance.com

Insurer Name and Address
Mediation is available to help resolve certain workers’
compensation disputes. For information, call the
Counselor Division at 405-522-5308 or In-State Toll
Free 855-291-3612.

Date of Expiration of Insurance Policy (Not applicable to employers
authorized to self-insure.)

Employee's Responsibilities In Case of Work Related Injury

If accidentally injured or affected by cumulative trauma or an occupational disease arising out of and in the course of employment, however slight,
the employee should notify the employer immediately. If this employer is a partnership, notice shall be given to any partner. If this employer is a
corporation, notice shall be given to any agent or officer of the corporation upon whom legal process may be served. Notice shall also be given to the person in
charge of business at the location of operations where the injury occurred. Unless oral or written notice is given to the employer within thirty (30) days, the
claim for compensation may be forever barred.

The employee may file a claim for compensation with the WORKERS’ COMPENSATION COMMISSION for an accidental injury, death, cumulative
trauma or occupational disease or illness occurring ON OR AFTER February 1, 2014. Forms to file a compensation claim should be furnished by
this employer and also are available from the Workers’ Compensation Commission. The forms are posted on the Commission’s website, www.wcc.ok.gov.

A claim for compensation must be filed with the Commission within the time specified by law, or be forever barred. Based on law effective May 28, 2019, a
claim for compensation for any accidental injury must be filed with the Commission within one (1) year of the date of injury or, if the employee has received
benefits under Title 85A for the injury, six (6) months from the date of the last issuance of such benefits; a death claim must be filed within two (2) years of the
date of death; a claim for compensation for occupational disease or illness must be filed within two (2) years of the last injurious exposure; and a claim for
compensation for cumulative trauma must be filed within one (1) year of the date of injury.

Claims for compensation for accidental injury, death, cumulative trauma or occupational disease or illness occurring BEFORE February 1, 2014 may
be filed with the WORKERS’ COMPENSATION COURT OF EXISTING CLAIMS and are subject to different notice of injury requirements and
claims filing deadlines than those for accidental injury, death, cumulative trauma or occupational disease or illness occurring on or after February 1,
2014. Failure to comply with applicable notice requirements and deadlines may operate to forever bar the claim. Contact the WORKERS’
COMPENSATION COURT OF EXISTING CLAIMS for additional information.

Employer's Responsibilities

The employer must provide employees with immediate first aid, medical, surgical, hospital, optometric, podiatric, chiropractic, and nursing services, medicine,
crutches and other apparatus as may be reasonably necessary in connection with the injury received by the employee. This applies to care for all
injuries and illnesses arising out of and in the course of employment, regardless of their character. Within ten (10) days after the date of receipt of notice or
knowledge of death or injury that results in the loss of time beyond the shift or medical attention away from the work site, the employer or the employer’s
representative MUST send a report thereof to the Workers” Compensation Commission via Electronic Data Interchange as specified in Commission rules.

No agreement by any employee to pay any portion of the premium paid by the employer to a carrier or a benefit fund or department maintained by
the employer for the purpose of providing compensation or medical services and supplies as required by the workers’ compensation laws, shall be valid.
Any employer who makes a deduction for such purposes from the pay of any employee entitled to benefits under the workers’ compensation laws shall be
guilty of a misdemeanor.

No agreement by any employee to waive workers' compensation rights and benefits shall be valid.

Any person who commits workers' compensation fraud, upon conviction, shall be guilty of a felony
punishable by imprisonment, a fine or both.

Workers' Compensation Commission
1915 North Stiles Avenue
Oklahoma City, Oklahoma 73105-4918
Tele. 405-522-5308 (OKC) - 918-295-3732 (TU) - In-State Toll Free 855-291-3612
Web Site - www.wcc.ok.gov

Rev. 1-1-21 This notice must be posted and maintained by the employer in one or more conspicuous places on the work premises.




CC-Form-1A Aviso e Instruccion de Compensacion de Trabajadores de Oklahoma
para Empresarios y Trabajadores

Se notifica por la presente a todos los empleados de esta empresa que tengan derecho a los beneficios de la Ley de Compensacion para Trabajadores Administrativos que este
empleador ha cumplido con todas las reglas de la Comision de Compensacion de Trabajadores, y que este empleador ha asegurado el pago de compensacion a todos los
empleados y sus dependientes en conformidad con la ley. Asimismo, se notifica a todos los empleados que este empleador proporcionara primeros auxilios, servicios médicos,
quirargicos, hospitalarios, de optometria, podologia, quiropractica, y enfermeria, medicina, muletas y otros aparatos que sean razonablemente necesarios en relacion con la
lesion sufrida por el trabajador, asi como los pagos de compensacion a cualquier empleado lesionado o sus dependientes conforme a lo dispuesto por la ley.

Cualquier empleado que haya sufrido una lesion indemnizable amparado por la Ley de Compensacion para Trabajadores Administrativos tiene derecho a los servicios de
rehabilitacion vocacional, esto incluye la re-capacitacion e insercion laboral si el empleado ya no pudiese realizar el trabajo para el cual tuviese formacion o experiencia previa
como consecuencia de la lesion.

La Comision de Compensacién de Trabajadores de
Oklahoma cuenta con una Division de Asesoria para
proporcionar informacion a los trabajadores lesionados,
empleadores y otras personas interesadas.

Firma del Empleador

Existe la posibilidad de mediaciéon para ayudar a resolver Nombre y Direccion del Asegurador

disputas de compensacién para ciertos trabajadores. Para
obtener mas informacion, llame a la Division de Consejeria
al 405-522-5308 o al nimero gratuito (dentro del estado)
855-291-3612.

Fecha de Vencimiento de la Pdliza de Seguro (No aplicable a los
empleadores autorizados para auto-asegurarse.)

Responsabilidades del empleado en caso de sufrir una lesion relacionada trabajo

De resultar daiado o afectado por trauma acumulativo o una enfermedad profesional que surja del empleo y en el transcurso de su desempefio, por leve que sea, el empleado
debe notificar al empleador inmediatamente. Si este empleador es una sociedad, se debe notificar a cualquier socio. Si este empleador es una corporacion, la notificacion se hara
a cualquier agente o funcionario de la corporacion autorizado a recibir tal notificacion. Se notificara también a la persona a cargo de los negocios en el lugar de operaciones
donde se haya producido la lesion. De no haber notificado verbalmente o por escrito al empleador dentro de los treinta (30) dias, el reclamo de indemnizacion puede prescribir
de forma definitiva.

El empleado puede presentar un reclamo de indemnizacion ante la COMISION DE COMPENSACION DE TRABAJADORES por una lesion accidental, muerte, trauma
acumulativo o enfermedad profesional o enfermedad accidental que ocurra EL 1 de febrero de 2014, O DESPUES de esa fecha. Este empleador debe suministrar los
formularios para presentar un reclamo de compensacion, y también se encuentran disponibles en la Comision de Compensacion de Trabajadores. Los formularios se encuentran
publicados en el sitio web de la Comision, www.wce.ok.gov.

El reclamo de compensacion debe ser presentado ante la Comision en el plazo fijado por la ley, o prescribira para siempre. En virtud con la Ley vigente al partir del 28 de mayo
de 2019, los reclamos de indemnizacion por cualquier lesion accidental se deben presentarse ante la Comision dentro de un (1) afio transcurrido a partir de la fecha de la lesion;
o, si el empleado ha recibido beneficios bajo el Titulo 85A por la lesion, seis (6) meses desde la fecha de la ultima emision de dichos beneficios; un reclamo de muerte debe
presentarse dentro de los dos (2) afios a partir de la fecha de la muerte;los reclamos de indemnizacion por males o enfermedades profesionales se deben presentar dentro de los
dos (2) afios transcurridos a partir de la ultima exposicion perjudicial; y los reclamos de indemnizacién por trauma acumulativo se deben presentar dentro de un (1) afio
transcurrido a partir de la fecha de la lesion. Se prohiben los reclamos de indemnizacion adicional a menos que sean presentados dentro de un (1) afio transcurrido a partir del
ultimo pago de compensacion por discapacidad o dos (2) afios desde la fecha de la lesion, el periodo que sea mayor.

Los reclamos de indemnizacién por lesiones, muerte, trauma acumulativo o males o enfermedades profesional accidentales que ocurrieran ANTES del 1 de febrero de
2014 se pueden presentar ante el TRIBUNAL DE RECLAMOS EXISTENTES DE COMPENSACION AL TRABAJADOR y estaran sujetos a diferentes requisitos de
notificacion de la lesion y distintos plazos para presentar reclamos a los requeridos para los correspondientes a lesiones accidentales, muerte, trauma acumulativo o
males o enfermedades profesionales que ocurrieran a partir del 1 de febrero de 2014. El incumplimiento de los requisitos y los plazos de notificacion aplicables puede
resultar en la prescripcion definitiva del reclamo. Péngase en contacto con el Tribunal de Reclamos Existentes de Compensacion al Trabajador para obtener
informacién adicional.

Responsabilidades del Empleador

El empleador debe proporcionar a los empleados primeros auxilios, servicios médicos, quirirgicos, hospitalarios, de optometria, podologia, quiropractica, asi como servicios
de enfermeria, medicina, muletas y otros aparatos que sean razonablemente necesarios en relacion con la lesion sufrida por el empleado. Esto es aplicable al cuidado de todas
las lesiones y enfermedades que surjan del empleo y el transcurso de su desempeiio, independientemente de su caracter. El empleador o su representante, DEBERA enviar,
dentro de los diez (10) dias a partir de la fecha de recepcion de la notificacion o el conocimiento de la muerte o lesion que resulte en pérdida de tiempo mas alla del turno o
atencion médica fuera del lugar de trabajo del empleado lesionado, un informe sobre esto a la Comision de Compensacion de Trabajadores, a través del Intercambio
Electrénico de Datos, como se especifica en las reglas de la Comision.

Se invalidara cualquier acuerdo hecho por un empleado para pagar cualquier porcion de la prima pagada por el empleador a un operador, fondo de prestaciones o departamento
mantenido por el empleador con el fin de indemnizar o proveer servicios y suministros médicos, tal como lo requieren las leyes de compensacion de los trabajadores. Cualquier
empleador que realice una deduccion del pago de cualquier empleado con derecho a prestaciones en virtud de las leyes de compensacion de los trabajadores para tales propositos
sera culpable de un delito menor.

Se invalidara cualquier acuerdo hecho por un empleado para renunciar a los derechos y beneficios de compensacion del trabajador.

Toda persona que cometa fraude de compensacion del trabajador, sera culpable, de ser condenada,
de un delito grave punible con pena de prision, una multa o ambas.

Comision de Compensacion de Trabajadores
1915 North Stiles Avenue Ste 231
Oklahoma City, Oklahoma 73105-4918
Tel. 405-522-5308 (OKC) - 918-295-3732 (TU) - Linea gratuita (dentro del estado) 855-291-3612
Sitio Web - www.wce.ok.gov

Enmendado 1-1-21 Este aviso debe ser publicado y mantenido por el empleador en uno o mas lugares visibles en el lugar de trabajo.




OKLAHOMA W190]-R5K|EIROSF;TCI-|OSM—IPLEE§ SAQITEI&[TECOM M ISSION THIS SPACE FOR COMMISSION USE ONLY
CC-FORM-3 OKLAHOMA CITY, OK 73105
USE FOR ACCIDENTAL INJURY OR CUMULATIVE TRAUMA
OCCURRING ON OR AFTER FEBRUARY 1, 2014

Full Name of Claimant (Injured Employee) J Please check appropriate box

El1. original Filing

Il. Amends Previously Filed CC-Form-3.
(Circle the change, in blue or black ink, and

Commission Use Only identify whether it adds to or replaces the
prior Information.)

EMPLOYEE’S FIRST NOTICE OF CLAIM FOR COMPENSATION

Name of Employer

NOTE: Mediation is available to help resolve certain workers' compensation disputes.
For information, call (405) 522-5308 or In-State Toll Free (855) 291-3612. COMMISSION
(Please type or print) FILE NO.
FULL NAME OF EMPLOYEE (Last, First, Middle): Social Security Number (LAST 5 DIGITS ONLY): Phone:
XXX-X ( )
Mailing Address (include City, State & Zip): Date of Birth: Age: Sex:
Occupation: Was your employment agreement in Avg. Weekly Wage: Length of Employment: Years Months
Oklahoma? YES L1 no [ Date of Hire:

EMPLOYEE EMAIL Requires courtroom interpreter: YES |:| NO |:|

Language needed:

Date of Accident/Injury Injury resulted from: Time Injury Occurred

Single Incident O  cumulative Trauma [ O AM O PM
Describe parts of the body injured or affected Place of Injury: City/County/State
What is the nature of the Injury or lliness: Describe with details how the injury occurred. Include object or substance which directly injured you:

Have you filed a claim for Social Security Disability Insurance Benefits? YES O noO

Are you eligible for Medicare Benefits or will you become eligible for Medicare Benefits within 30 months of the filing of this Notice of Claim for Compensation?  YES O noO

Areyou a previouslyimpaired person due to a prior workers' compensation injury or obvious and apparent pre-existing disability? . Ifso, youmay be entitled to benefits for
combined disabilitiesagainst the Multiple Injury Trust Fund (MITF). Aclaim against the MITFis commenced by filinga "CC-Form-3F" with the Workers' Compensation Commission.
Treating Physician (full name): Address: City: State: Zip:

Employer: Employer’s FEIN # (Federal ID Number): Telephone:

Complete Mailing Address: City: State: Zip:

Complete Street Address (if different from above): City: State: Zip:

Administrative Workers’ Compensation Act, 85A O.S. § 6(A)(1)(a): “Any person or entity who makes any material false statement or representation,

who willfull\(‘ and knowinglzllomlts or conceals an%{tmaterial information, or who employs any device, scheme, or artifice, or who aids and abets any
e : i

”

person for the purpose o ) obtaining any benefit or payment ... shall be guilty of a felony.

Any person who commits workers’ compensation fraud, upon conviction, shall be guilty of a felony punishable by imprisonment, a fine or both.

CLAIM INFORMATION (Please Print)
Is this a claim for initial benefits (i.e. no benefits, either medical or indemnity, have been received)? o YES o NO (this is a claim for additional benefits)

List person or entity (with address, phone number) which has paid benefits under a group health, disability, or loss of income policy for the injury
reported on this form:

Name of claimant’s attorney if represented: NOTICE: Pursuant to 85A O.S. § 118, a fee of One Hundred Forty Dollars
($140.00) shall be collected by the Workers' Compensation Commission and assessed
Type or Print Name of Attorney: OBA# as costs to be paid by the party against whom any award becomes final.

The undersigned declare under PENALTY OF PERJURY that they have examined

Mailing Address: this Employee’s First Notice of Claim for Compensation, and all statements contained
herein are true, correct and complete, to the best of their knowledge and belief.

City State  Zip Signed this day of )

Telephone #:

( ) Signature of Claimant (must be signed by Claimant)

Attorney's Email

Signature of Attorney for Claimant (if any)

Revised 5-1-25


lchristopher
Pencil




