@ 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.
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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

DISTRICT OF COLUMBIA GOVERNMENT
DEPARTMENT OF EMPLOYMENT SERVICES
OFFICE OF WORKERS COMPENSATION

PO BOX 56098 « WASHINGTON, DC 20011  (202) 671-1000 « (202) 671-1929 (fax)

War ning: Itisacrimeto providefalseor misleading information to aninsurer for the purpose of defrauding theinsurer or any other
person. Penalitiesincludeimprisonment and/or fines. Inaddition, aninsurer may deny insurance benefitsif falseinformation
materially related to aclaim was provided by the applicant.

NOTICE OF COMPLIANCE
TO EMPLOYEES

1. You arerequired by law to report promptly to your employer and the Office of Workers' Compensation an occupational injury or
disease, even if you deem it to be minor. Form No. 7 DCWC, Notice of Accidental Injury or Occupational Disease, to be obtained
from the employer or the Office of Workers' Compensation, must be used for that purpose. After you have completed and signed it,
you should mail it to the Office of Workers' Compensation at the above address, and to your employer.

2. You are entitled, if required, to the services of a physician or hospital of your choice and lost wages. Call (202) 671-1000 for
information.

3. You may not sue your employer asaresult of awork-connected injury or disease by reason of your exclusive remedy under the
Workers' Compensation Law.

4. Inorder to preserve your right to benefits under the DC Workers' Compensation Law, you must file awritten claim on Form No. 7A
DCWC, Employee’s Claim Application, within one (1) year after your injury, or within (1) year after the last payment of benefits.

5. If you desire information regarding your rights and obligations prescribed by law, you may call your employer first. If you need
further information you may call the Office of Workers' Compensation at (202) 671-1000.

6. Thelaw givesyou theright to be represented if you so desire.

TO EMPLOYERS

1. You arerequired to have Workers' Compensation insurance coverageif you have 1 or more employees.
2. You arerequired to display this poster at each worksite so that it will be of the greatest possible benefit to your employees.

3. You must filean Employer’s First Report of Injury or Occupational Disease, Form No. 8 DCWC, with the Office of Workers
Compensation, copy to the nearest claim office of your insurer, on al occupational injuries or disease, as soon as possible, but no later
than 10 days after the date of knowledge thereof.

4. Your employee must file Form No. 7 DCWC, Employee's Notice of Accidental Injury or Occupational Disease. Please provide your
employee with Form No. 7 DCWC and direct them to complete it and return it to you and the Office of Workers' Compensation. Once
you have received notice from the employee, you are required to send the employee a notice of his/her rights and obligations by
certified mail, return receipt requested.

5. You arerequired to report to the Office of Workers' Compensation, and your insurer, and disability of more than 3 days which was
not previously reported, as soon as possible, but no later than 10 days after the date of knowledge thereof.

6. You arerequired to furnish, or cause to be furnished, reasonable medical and hospital services, other remedial care or vocational
rehabilitation, and various types of disability compensation, to an injured or disabled employee.

7. You are required to obtain from the insurer identified below a supply of all required Workers' Compensation Forms, or you may
download the forms and notice mentioned above at our website http://does.dc.gov

NOTICE: Violation of the various provisions of the Workers Compensation law provides for civil penalties.

The undersigned employer hereby gives notice of compliancewith al provisions of the Workers' Compensation Law and Administrative Regulations

NAME OF INSURANCE COMPANY NAME OF EMPLOYER

BY

Pie Insurance
(844) 581-0828

claims@pieinsurance.com Employer 1D Number
(if number unknown, employer to request from IRS)

THISNOTICE ISTO BE POSTED CONSPICUOUSLY IN AND ABOUT EMPLOYER'SPLACE(S) OF BUSINESS
FORM NO. 1 DCWC Revised June, 2002



GOBIERNO DEL DISTRITO DE COLUMBIA
DEPARTAMENTO DE SERVICIOS DE EMPLEO
OFICINA DE COMPENSACION PARA TRABAJADORES
PO BOX 56098
WASHINGTON, DC 20011
(202) 671-1000
(202) 671-1929 (fax)

Advertencia: Es un crimen proporcionar informacion falsa o fiosa aun dor para defraudario o defraudar a cualquier otra p Las multas incluyen el

g g
encarcelamiento o multas. Asimismo, un asegurador puede d beneficios de seguro si ef solicitante proporcions informacion talsa relacionada materialmente ¢n una
reclamacion.

A LOS EMPLEADOS

1. Laley le exige que reporte cuanto antes a su empleador y a la Oficina de Compensacion para Trabajadores una lesion o
enfermedad ocupacional, incluso aunque considere que es pequeiia. Para ello debe utilizarse el Formulario DCWC 7,
Aviso de Lesién Accidental o Enfermedad Ocupacional del Empleado, que puede obtener se del empleador o de la Oficina
de Compensacion para Trabajadores. Después de haberlo completado y firmado, deberia enviarle por correo a la Oficina
de Compensacioén para Trabajadores, a la direccién que figura arriba, y a su empleador.

2. Tiene derecho, si se solicita, a los servicios de un médico u hospital de su eleccion y a la recuperacién de salarios perdidos.
Llame al (202) 671-1000 para obtener informacién al respecto.

3. No puede iniciar pleito contra su empleador como resultado de una lesion o enfermedad relacionada con el trabajo. La ley
de Compensacién para Trabajadores es su tinico remedio.

4. Para mantener su derecho a beneficios en virtud de la Ley de Compensacion para Trabajadores, debe presentar una
reclamacion por escrito en ¢l Formulario DCWC 7a, Solicitud de Reclamacién del Empleado, dentro de un (1) afio
después de la fecha de su lesién, o dentro de un (1) aiio del Wiltimo pago de beneficios.

5. Si desea informacion referente a sus derechos y obligaciones estipulados por ley, puede llamar primero a su empleador. Si
necesita mas informacién, puede llamar a la Oficina de Compensacién para Trabajadores, al (202) 671-1000.

6. Laley le da el derecho a obtener representacién si lo desea.

A LOS EMPLEADORES

1. Tiene la obligacién de tener cobertura de seguro de Compensacién para Trabajadores si tiene 1 0 mas empleados.
2, Tiene la obligacién de mostrar este pdster en todos los lugares de trabajo para beneficio de sus empleados.

3. Debe presentar un Formulario DCWC 8, Reporte Inicial del Empleador de Lesion o Enfermedad Ocupacional, a la
Oficina de Compensacién para Trabajadores, enviando una copia del mismo a la oficina de reclamaciones mas cercana de
su compafifa de seguros, para todas las lesiones o enfermedades ocupacionales, cuanto antes, a mas tardar 10 dias después
de la fecha en que tuvo conocimiento de las mismas.

4. Suempleado debe presentar el Formulario DCWC 7, Aviso de Lesion Accidental o Enfermedad Ocupacional del
Empleado. Por favor, proporcione a su empleade un Formulario DCWC 7 e indiquele que lo complete y se lo devuelva a
usted y a la Oficina de Compensacion para Trabajadores. Una vez que haya recibido aviso del empelado, tiene que
enviarle un aviso de sus derechos y obligaciones por correo certificado, solicitando acuse de recibo.

5. Debe reportar a la Oficina de Compensacién para Trabajadores, y a su asegurador, toda discapacidad superior a 3 dias
que no haya sido reportada anteriormente, cuanto antes, a mas tardar 10 dias después de la fecha en que tuvo
conocimiento de la misma.

6. Debe proporcionar o hacer que se proporcione, servicios médicos y hospitalarios razonables, otra atencién de remedio o
rehabilitacion vocacional, y diversos tipos de compensacion por discapacidad a un empleado lesionado o discapacitado.

7. Debe obtener del asegurador identificado abajo, un suministro de todos los Formularios de Compensacion para
Trabajadores requeridos, o puede descargar los formularios y el aviso mencionado arriba en nuestro sitio web:
http://www.does.de.gov

AVISO: La infraccién de las diversas disposiciones de la ley de Compensacion para Trabajadores conllevara penalidades civiles.

Por la presente, ol empleador suscrito da aviso de conformidad con todas las disposici de laLey de Comp ion para Trabajad y sus Reglas Administrativas.
NOMBRE DE LA COMPANIA ASEGURADORA NOMBRE DEL EMPLEADOR
POR

Pie Insurance
(844) 581-0828 _ R—
Claims@Pielnsurance.com Numero de identificacion del empleador

} {Si se desconoce, el empleador debe solicitarlo al IRS)

ESTE AVISO DEBE PUBLICARSE CONSPICUAMENTE EN LOS LUGARES DE OPERACION DEL EMPLEADOR
FORMULARIO 1 DCWC Revisado en junio de 2002

Workers’ Compensation Form — Notice of Compliance - Spanish
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DEPARTMENT OF EMPLOYMENT SERVICES

Office of Workers’ Compensation
EMPLOYEE’S RIGHTS AND OBLIGATIONS

District of Columbia Workers’ Compensation Law

+  You are required by law to promptly report your injury by filing Form No. 7 DCWC, Employee’s Notice of
Accidental Injury or Occupational Disease, with your employer and the Office of Workers’ Compensation within
thirty (30) days of the date of injury or the date you have knowledge that the injury is related to your job.

+ Inorder to preserve your right to workers’ compensation benefits under the law, you must file a written claim
on Form No. 7A DCWC, Employee’s Claim Application, within one (1) year after your injury, or within one (1) year
after the last payment of benefits. Benefits include indemnity payments for lost wages, medical services and
treatment, and vocational rehabilitation.

«  Failure to timely file the Notice of Accidental Injury or Occupational Disease, Form No. 7 DCWC, or the
Employee’s Claim Application, Form No. 7A DCWC, may bar your right to future compensation. Copies of these
forms and other pertinent information are available on the Department of Employment Services, Office of
Workers' Compensation’s website. The website address is http://does.dc.gov.

+ You may not sue your employer as a result of a work-related injury or disease, the Workers’ Compensation Law is
your exclusive remedy.

+ You have the right to choose a treating physician. Once you choose a treating physician you may not change
physicians unless you get approval from your employer’s insurance company or the Office of Workers’
Compensation. Medical treatment includes medical services, supplies, prosthetic devices, and prescriptions.
Medical services include treatment by a dentist, osteopath, podiatrist, and chiropractor.

- Compensation is not paid for the first three (3) days of disability unless the disability exceeds fourteen (14) days.
Compensation is paid at the rate of 66 %% of your average weekly wage. Unless your employer controverts your
right to compensation within fourteen (14) days after he/she has knowledge of the injury, the first installment of
compensation becomes due on the 14th day and must be paid within fourteen (14) days after it is due.

+ You have the right to request an informal conference or a formal hearing on disputes arising on matters
regarding your claim and you have the right to be represented by an attorney or other representative if you so
desire.

+ You may be entitled to vocational rehabilitation services if you are unable to return to the job you had prior to
the injury.

«  For injuries occurring on or after 4/16/1999, disability benefits for any one (1) injury causing temporary or
permanent partial disability shall be limited to 500 weeks. However, within sixty (60) days of the expiration of
the 500 week duration, an employee may petition the Mayor for an extension of up to 167 weeks.

+ Your employer is required to advise you of your rights and obligations under the Workers’ Compensation
Law and if you need further information, call the Office of Workers’ Compensation at (202) 671-1000 or
fax (202) 67111929. The web address is http://does.dc.gov.

e GOVERNMENT OF THE
C. = &= DISTRICT OF COLUMBIA

I~ [ MURIEL BOWSER, MAYOR
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DEPARTMENT OF EMPLOYMENT SERVICES

Oficina de Compensacion de Trabajadores

DERECHOS Y OBLIGACIONES DEL EMPLEADO

Ley de Compensacién de Trabajadores del Distrito de Columbia

« Laley le exige informar rédpidamente de su lesién a su empleador y a la Oficina de Compensacién de
Trabajadores en el término de treinta (30) dias de la fecha de la lesién o de la fecha en que tuvo conocimiento
de que la lesiéon estaba relacionada con su trabajo, completando el Formulario N°. 7 DCWC, Notificacién del
empleado sobre lesién accidental o enfermedad laboral.

- Con el fin de preservar su derecho a los beneficios de la compensacién de trabajadores en el marco de la ley,
usted debe completar una reclamacion por escrito en el Formulario N°. 7A DCWC, Solicitud de reclamacién
del empleado, en el término de un (1) afio después de su lesidn, o en el término de un (1) afio después del
ultimo pago de beneficios. Los beneficios incluyen pagos de indemnizacién por salarios perdidos, servicios y
tratamiento médico, y rehabilitaciéon vocacional.

+  Sino presenta la Notificacién de lesién accidental o enfermedad laboral, Formulario N°. 7 DCWC, o la
Solicitud de reclamacién del empleado, Formulario N°. 7A DCWC, podria bloquear su derecho a una futura
compensacién. Copias de estos formularios y demas informacién pertinente estan disponibles en el sitio web
del Departamento de Servicios de Empleo, Oficina de Compensacién de Trabajadores. La direccion del sitio
web es http://does.dc.gov.

+ Usted no debe demandar a su empleador como resultado de una lesién o enfermedad relacionada con el
trabajo, la Ley de Compensacién de Trabajadores es su Unico recurso.

« Usted tiene derecho a elegir el médico tratante. Una vez que elija al médico tratante no podra cambiar de
médico a menos que obtenga la aprobacién de la compafiia de seguros de su empleador o de la Oficina de
Compensacion de Trabajadores. El tratamiento médico incluye servicios médicos, suministros, dispositivos
protésicos y prescripciones. Los servicios médicos incluyen el tratamiento del dentista, ostedpata, podiatra
y quiropractico.

+  No se paga compensacién por los primeros tres (3) dias de discapacidad a menos que la discapacidad exceda
los catorce (14) dias. La compensacion se paga a razén del 66 %5% de su salario semanal promedio. A menos
que su empleador controvierta su derecho a compensacién en el plazo de catorce (14) dias después de tener
conocimiento de la lesién, el primer pago de compensacion vence el dia 14 y debe ser pagado a los catorce
(14) dias después del vencimiento.

« Usted tiene derecho a solicitar una conferencia informal o una audiencia formal sobre disputas que surjan
en cuanto a cuestiones referidas a su reclamacién y tiene derecho a ser representado por un abogado u otro
representante si asi lo desea.

+ Usted podra tener derecho a servicios de rehabilitaciéon vocacional si no puede regresar al trabajo que tenia
antes de la lesién.

«  Enel caso de lesiones ocurridas el o después del 4/16/1999, los beneficios de discapacidad por cada una (1) de
las lesiones que provoquen una discapacidad parcial temporaria o permanente se limitardn a 500 semanas. No
obstante, a sesenta (60) dias de expirar la duracién de 500 semanas, un empleado podra solicitar al alcalde una
extension de hasta 167 semanas.

«  Suempleador debera informarle sus derechos y obligaciones en el marco de la Ley de Compensacién
de Trabajadores y si necesita mas informacién, llame a la Oficina de Compensacién de Trabajadores al
(202) 6711000 o envie un fax al (202) 671-1929. La direccién web es http://does.dc.gov.
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Date of This Report
District of Columbia Government
Office of Workers’ Compensation Empioves Social Securitv No
4058 Minnesota Avenue, N.E. ploy 1al securtty o
Washington, DC 20019
(202) 671-1000

Employer Identification No.

Warning: It is a crime to provide false or misleading
information to an insurer for the purpose of defrauding
the insurer or any other person. Penalties include
imprisonment and/or fines. In addition, an insurer may
deny insurance benefits if false information materially
related to a claim was provided bv the applicant.

Insurer No.

EMPLOYER'’S FIRST REPORT OF INJURY OR OCCUPATIONAL DISEASE

Employee Name and Address: Employer Name and Address: Insurer Name and Address:

IMPORTANT: Every employer shall file this report as soon as possible after knowledge of an occupational injury or disease to one of
its employees, but no later than ten (10) days thereafter. Failure to file this form shall be subject to civil penalty not to exceed $1,000.

Date and time of Injury: am/pm? Day of the week?

Normal starting time: am/pm? If employee back to work, give date and time: am/pm?
At what wage? If fatal, give date of death (file supplement report)
Date/time disability began? am/pm? Was the injured paid in full for this day?

Was the injured given Form No. 7 DCWC? 0O Yes O No Foreman/Supervisor
When did you or the foreman first learn of the injury?

0 Male O Female DOB: Employee’s Telephone No.:

Occupation when injured? Was this his/her regular occupation?

(Department or branch regularly employed):

Was the injured hired in DC? How long employed by you?

Piece or time worker? Hourly wage? Hours worked/day?

Daily wages: Days worked per week: Average weekly earnings:

If board and lodging were furnished or gratuities reported in addition to wages, give estimated value per day, week, or month:
Employer’s principal business function in DC:

Employer’s Telephone No.: Insurance Policy No.:
Location of plant or place where accident occurred:

On employer’s premises?

Describe fully the events which resulted in injury or disease, what the employee was doing when injured and type of injury including parts of the
body affected:

Name of Witnesses:
Nature and location of injury (Describe fully):

Attending Physician and Address (If Hospital Involved — Indicate):

Name (Please Print or Type)

Name of Person Completing Form Signature

Official Position
Form No. 8 DCWC 9-2491




