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PACKET INFORMATION & RESPONSIBILITIES
MISSISSIPPI

The following information is designed to assist with timely and accurate reporting, as
well as for education on state forms and responsibilities within the claim process.
Included in this packet is the following:

How to file a work related injury or iliness claim.

State forms as well as an explanation for completion and how to process:

= Mississippi Workers' Compensation =  Mississippi Workers” Compensation
First Report of Injury or lliness — Notice of Coverage — Form 2001

Form 1AIABC IA-1 (rev. 8/01) M.W.C.C. — English/Spanish

= Mississippi Workers’ Compensation
Early Notification of Severe Injury —
Form R-1 (Adopted 7/82)

= Mississippi Workers’ Compensation
Employer’s Notice of Controversion
— Form B-52 (1993)

The responsibilities of each party involved in the claim. The information contained wiill
assist you in understanding what each party’s responsibilities include from the injured
employee, client employer, PEO and insurance carrier.

Coventry/First Script temporary prescription services ID information. This document
should be provided to your injured employee at the time they report an injury and are
seeking medical attention. The information contained will give pharmacists the
information necessary to file the claim form with SUA and should prevent the injured
employee from having to pay for the prescriptions related to the work injury. Once the
claim is filed with SUA a prescription drug card will be issued to the injured worker for
additional prescribed medication.

Resources and contact information. Included in this information you will find useful
internet links for state forms, Coventry Provider Network Information and key contact
information for SUA, including names, department and telephone and fax numbers for
staff members assigned to your account.

Workers’ Compensation Poster. The law requires every employer to post and
maintain in a conspicuous place or places in and about the worksite, a notice
stating that the employer has secured workers’ compensation insurance
coverage.

Thank you for choosing SUA Insurance Company
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HOW TO FILE A WORK INJURY OR ILLNESS CLAIM

Workers’ compensation claims can be reported in several different ways, you can:

e Complete and submit the Mississippi Workers’ Compensation First Report of Injury or
lliness — Form IAIABC IA-1 (rev. 8/01) via the online reporting system available at
www.suainsurance.com. Email the completed form to claimsintake@suainsurance.com.
This is the preferred method of reporting an injury.

o Complete the Mississippi Workers’ Compensation First Report of Injury or lliness
— Form 1AIABC IA-1 (rev. 8/01) and fax to SUA at 877-782-3292.

e Complete and submit the Mississippi Workers’ Compensation First Report of
Injury or lliness — Form IAIABC IA-1 (rev. 8/01) to:

SUA Insurance Company

Attn: Claims Dept.

222 South Riverside Plaza, Suite 1600
Chicago, IL 60606-6001

e Call the SUA Claims office at 877-782-3291. Please refer to the Telephone
Reporting Guide for assistance.

e By contacting your broker directly and providing the appropriate first report
information.

e For injuries occurring after normal business hours, please call 877-782-2112. The
after hours telephone number for reporting claims provides the opportunity to
report a claim 24 hours a day 7 days a week. Loss details will be gathered to
determine if an emergency exists and if an immediate field contact is indicated.

¢ An explanation of how to complete each form is included in this packet. Also

included are commonly used forms and notices and an explanation of each
form’s function.
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TELEPHONE REPORTING GUIDE

Employer Information
Employer Name

Address

Federal Employer Identification Number (FEIN)

Payroll Classification Code

Employee Information
Name

Address

Social Security Number

Nationality

Marital Status

Number of Children under 18 years

Date of Birth

Occupation when injured

Hours worked per day

Average weekly wage

Time and Place of Injury
Location of work site where injury occurred

Date of Injury

Date Disability Began

When did you or the Supervisor first know
about the injury

Name of Supervisor

Cause of Injury
Machine or Equipment that Caused the injury?

Was safety appliance provided and in use?

Was injury due to failure to use a safety device?

Describe how the injury occurred?

Nature of Injury
Body Part(s) injured

Has the employee died

Probable length of disability

Date of return to work

Doctor’s name, address and phone number
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STATE FORMS
MISSISSIPPI

e Mississippi Workers’ Compensation First Report of Injury or lliness — Form
IAIABC IA-1 (rev. 8/01) — The IAIABC IA-1, First Report Form has replaced the B-3
Form. The original of this form must be filed with the Commission in all cases involving
injuries resulting in lost time in excess of five (5) days and in death cases within ten (10)
days after the employer receives notice of injury or death.

e Mississippi Workers’ Compensation Early Notification of Severe Injury — Form
R-1 (Adopted 7/82) — This form is filed by the employer or insurance carrier
immediately with the Commission to give notice of severe injuries. This is used in
addition to the First Report of Injury form (IAIABC IA-1).

e Mississippi Workers’ Compensation Employer’s Notice of Controversion —
Form B-52 (1993) — The employer or insurance carrier files this form in the event a
claim is being denied.

e Mississippi Workers’ Compensation Notice of Coverage (Workers’
Compensation Poster) — Form 2001 M.W.C.C. — English/Spanish -

MS03 08/08
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MWCC - WORKERS COMPENSATION - FIRST REPORT OF INJURY OR ILLNESS

EMPLOYER (NAME & ADDRESS INCL ZIP)

CARRIER/ADMINISTRATOR CLAIM NUMBER

REPORT PURPOSE CODE

JURISDICTION

JURISDICTION CLAIM NUMBER

INSURED REPORT NUMBER

SIC CODE

EMPLOYER FEIN

EMPLOYER'S LOCATION ADDRESS (IF DIFFERENT)

LOCATION #

PHONE #

CARRIER/CLAIMS ADMINISTRATOR

CARRIER (NAME, ADDRESS & PHONE NO)

POLICY PERIOD

TO

CHECK IF APPROPRIATE
SELF INSURANCE

CLAIMS ADMINISTRATOR (NAME, ADDRESS & PHONE NO)

CARRIER FEIN

POLICY/SELF-INSURED NUMBER

ADMINISTRATOR FEIN

AGENT NAME & CODE NUMBER

EMPLOYEE/WAGE
NAME (LAST, FIRST, MIDDLE) DATE OF BIRTH SOCIAL SECURITY NUMBER DATE HIRED STATE OF HIRE
ADDRESS (INCL ZIP) SEX MARITAL STATUS OCCUPATION/JOB TITLE
[ |UNMARRIED/SINGLE/DIVORCED
MALE (M) L {an
FEMALE (F) MARRIED (M) EMPLOYMENT STATUS
UNKNOWN  (U) SEPARATED (S)
PHONE # OF DEPENDENTS NCCI CLASS CODE
UNKNOWN  (K)
RATE DAY MONTH #DAYS WORKED WEEK FULL PAY FOR DAY OF INJURY? YES NO
PER: WEEK OTHER: DID SALARY CONTINUE? ves| |no
OCCURRENCE/TREATMENT
TIME EMPLOYEE AM  |DATE OF INJURY/ILLNESS [TIME OF AM [LAST WORK DATE [DATE EMPLOYER NOTIEIED |DATE DISABILITY
BEGAN WORK pm OCCURRENCE 1 L\, BEGAN

CONTACT NAME/PHONE NUMBER

TYPE OF INJURY/ILLNESS

PART OF BODY AFFECTED

PREMISES?

DID INJURY/ILLNESS EXPOSURE OCCUR ON EMPLOYER'S

[ Jves [ Ino

TYPE OF INJURY/ILLNESS CODE

PART OF BODY AFFECTED CODE

[COUNTY WHERE ACCIDENT OR ILLNESS EXPOSURE OCCURRED

ALL EQUIPMENT, MATERIALS, OR CHEMICALS EMPLOYEE WAS USING WHEN
ACCIDENT OR ILLNESS EXPOSURE OCCURRED

EXPOSURE OCCURRED

SPECIFIC ACTIVITY THE EMPLOYEE WAS ENGAGED IN WHEN ACCIDENT OR ILLNESS

EXPOSURE OCCURRED

WORK PROCESS THE EMPLOYEE WAS ENGAGED IN WHEN ACCIDENT OR ILLNESS

HOW INJURY OR ILLNESS/ABNORMAL HEALTH CONDITION OCCURRED. DESCRIBE THE SEQUENCE OF EVENTS AND INCLUDE A
DIRECTLY INJURED THE EMPLOYEE OR MADE THE EMPLOYEE ILL

Y OBJECTS OR SUBSTANCES THAT

CAUSE OF INJURY CODE

DATE RETURN(ED) TO WORK

IF FATAL, GIVE DATE OF DEATH

WERE SAFEGUARDS OR SAFETY EQUIPMENT PROVIDED?
WERE THEY USED?

YES
YES

NO
NO

PHYSICIAN/HEALTH CARE PROVIDER (NAME & ADDRESS)

HOSPITAL (NAME & ADDRESS)

INITIAL TREATMENT

NO MEDICAL TREATMENT (0)

MINOR: BY EMPLOYER 1)

MINOR CLINIC/HOSP (2)

EMERGENCY CARE ®)

WITNESSES (NAME & PHONE #)

HOSPITALIZED>24 HRS 4)

FUTURE MAJOR MEDICAL/
LOST TIME ANTICIPATED (5)

DATE ADMINISTRATOR NOTIFIED

DATE PREPARED

PREPARER'S NAME & TITLE

PHONE NUMBER

IAIABC 1A-1 (8/01)

SEE BACK FOR INSTRUCTIONS

REPRINTED WITH PERMISSION OF IAIABC

WC 7642e (8-01) UNIFORM INFORMATION SERVICES, INC.




WORKERS’ COMPENSATION - FIRST REPORT OF INJURY EMPLOYER'S INSTRUCTIONS

GENERAL INFORMATION |

EMPLOYER (NAME & ADDRESS INCL ZIP) - The name and address of the enti-
ty employing or statutorily responsible for the employee.

SIC CODE - The code which represents the nature of the employer's business
which is contained in the Standard Industrial Classification Manual published by the
Federal Office of Management and Budget.

EMPLOYER FEIN - Employer's Federal Employer Identification Number.
CARRIER/ADMINISTRATOR CLAIM NUMBER - Carrier's claim or file number.

REPORT PURPOSE CODE - A code used with Electronic Data Interchange to
define the specific purpose of the report. (Original, Cancel, Change, Correction)

JURISDICTION - State in which you are filing the claim (Mississippi).

JURISDICTION CLAIM NUMBER - Number assigned to claim by Mississippi
Workers' Compensation Commission (to be completed by MWCC).

INSURED REPORT NUMBER - The number, if any, used by the employer to iden-
tify the claim.

EMPLOYER'S LOCATION ADDRESS (IF DIFFERENT) - The name and address of
the employer's facility where the employee was employed at the time of injury, if
different from above.

LOCATION #/ PHONE # - The number, if any, assigned by the employer to identify
its location where the injury occurred and the phone number.

CARRIER (NAME, ADDRESS & PHONE NO) - The licensed business entity issu-
ing the contract of insurance and assuming financial responsibility for the claim on
behalf of the employer.

POLICY PERIOD - The date that the contract/policy under which the claim occurred
began and expired.

CHECK IF APPROPRIATE (SELF-INSURANCE) - An indicator that identifies the
employer as one who retains the risks arising from their operations and bears the
financial responsibility. A jurisdictionally approved or acknowledged employer, group
fund, or association assuming financial risk and responsibility for their employee's
worker's compensation claims.

CLAIMS ADMINISTRATOR - The business entity providing claim services on behalf
of the carrier, or self-insured. The name of the carrier, third party administra-
tor, state fund, or self-insured responsible for administering the claim.

CARRIER FEIN - Carrier's Federal Employer Identification Number.

POLICY/SELF-INSURED NUMBER - The number assigned by the carrier to the
insurance contract/policy for the employer; or any similar number assigned to a self-
insured employer.

ADMINISTRATOR FEIN - Federal Employer Identification Number of Administrator.

AGENT NAME & CODE NUMBER - The name of the insurance agent and the
agent's code number if known. This information should be found in the insurance
policy.

EMPLOYEE/WAGE INFORMATION
NAME (LAST, FIRST, MIDDLE) - Employee's legally recognized name.
ADDRESS - The mailing address used by the employee.

PHONE - A telephone number where the employee can be reached.
DATE OF BIRTH - The date the employee was born.

SOCIAL SECURITY NUMBER - A number assigned by the Social Security
Administration used to identify the employee.

DATE HIRED - The date the injured worker began his/her employment with the
employer under which the claim is being filed. If there have been multiple periods of
employment, this would be the beginning date of the current employment period.

STATE OF HIRE - State where employee was hired.
SEX - The code which indicates the sex of the employee.
MARITAL STATUS - The code which indicates the marital status of the employee.

OCCUPATION/JOB TITLE - This is the primary occupation of the employee at the
time of the accident or exposure.

EMPLOYMENT STATUS - Indicate the employee's work status. The valid choices
are: Full-Time, Part-Time, Not Employed, On Strike, Disabled, Retired, Unknown,
Apprenticeship Full-Time, Apprenticeship Part-Time, Volunteer, Seasonal, or Piece
Worker.

NCCI CLASS CODE - A code which corresponds to the primary occupation which
the employee was engaged at the time of accident/injury, or injurious exposure.
Codes are found in the NCCI BASIC MANUAL FOR WORKERS' COMPENSATION
AND EMPLOYER'S LIABILITY INSURANCE.

RATE - The reported employee's wage rate at the time of injury.

# DAYS WORKED/WEEK - The number of days worked by the employee in a week.

FULL PAY FOR DAY OF INJURY - State whether employee was paid his full wages
on the injury date.

Reverse - WC 7642e (Ed. 8-01) UNIFORM INFORMATION SERVICES, INC.

DID SALARY CONTINUE - State whether employee's salary was continued by the
employer in lieu of compensation benefits.

|OCCURRENCE/TREATMENT INFORMATION

_TIlME EMPLOYEE BEGAN WORK - The time employee began work on date of
injury.

DATE OF INJURY/ILLNESS - The date employee was injured.

TIME OF OCCURRENCE - The time employee was injured.

LAST WORK DATE - The date employee last worked following the injury.

DATE EMPLOYER NOTIFIED - The date on which the employer was notified of the
injury.
DATE DISABILITY BEGAN - The date on which employee began losing time.

CONTACT NAME/PHONE NUMBER - Name and phone number of employer rep-
resentative to be contacted for further information.

TYPE OF INJURY/ILLNESS - Briefly describe the nature of the injury or illness,
(e.g., Lacerations to the forearm).

PART OF BODY AFFECTED - Indicate the part of body affected by the injury/ill-
ness, (e.g., Right Forearm, lower back).

DID INJURY/ILLNESS EXPOSURE OCCUR ON EMPLOYER'S PREMISES - Mark
yes or no as applicable.

TYPE OF INJURY/ILLNESS CODE - The NCCI code which corresponds to the
nature of the injury or iliness. (NCCI Table 8: Nature of Injury Codes)

PART OF BODY AFFECTED CODE - The NCCI code which corresponds to the part
of the body injured. (NCCI Table 7: Part of Body Codes)

COUNTY WHERE ACCIDENT OR ILLNESS EXPOSURE OCCURRED - The
county where the injury occurred. If the injury did not occur in Mississippi, put “out of
state”.

ALL EQUIPMENT, MATERIALS, OR CHEMICALS EMPLOYEE WAS USING
WHEN ACCIDENT OR ILLNESS EXPOSURE OCCURRED - List all of the equip-
ment, materials, and/or chemicals the employee was using, applying, handling or
operating when the injury or illness occurred. Be specific, for example: decorator's
scaffolding, electric sander, paintbrush, and paint. Enter "NA" for not applicable if no
equipment, materials, or chemicals were being used.

SPECIFIC ACTIVITY THE EMPLOYEE WAS ENGAGED IN WHEN THE ACCI-
DENT OR ILLNESS EXPOSURE OCCURRED - Describe the specific activity the
employee was engaged in when the accident or iliness exposure occurred, such as
sanding ceiling woodwork in preparation for painting.

WORK PROCESS THE EMPLOYEE WAS ENGAGED IN WHEN ACCIDENT OR
ILLNESS EXPOSURE OCCURRED - Describe the work process the employee was
engaged in when the accident or illness exposure occurred, such as building
maintenance. Enter "NA" for not applicable if employee was not engaged in a work
process (e.g., walking along a hallway).

HOW INJURY OR ILLNESS/ABNORMAL HEALTH CONDITION OCCURRED,
DESCRIBE THE SEQUENCE OF EVENTS AND INCLUDE ANY OBJECTS OR
SUBSTANCES THAT DIRECTLY INJURED THE EMPLOYEE OR MADE THE
EMPLOYEE ILL - Describe how the injury or illness/abnormal 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 inspect work, lost balance and fell six feet
to the floor. The worker's right wrist was broken in the fall.

CAUSE OF INJURY CODE - The NCCI code which identifies the cause of injury.
(NCCI Table 9: Cause of Injury Codes)

DATE RETURN(ED) TO WORK - Enter the date following the most recent disabili-
ty period on which the employee returned to work.

IF FATAL, GIVE DATE OF DEATH - Date of death of employee.

WERE SAFEGUARDS OR SAFETY EQUIPMENT PROVIDED/WERE THEY USED
- Check if applicable "yes" or "no" box.

PHYSICIAN/HEALTH CARE PROVIDER (NAME AND ADDRESS) - The name and
address of the physician or health care professional providing initial treatment.

HOSPITAL (NAME AND ADDRESS) - The name and address of the hospital where
employee was treated (if applicable).

INITIAL TREATMENT - Check applicable choices.

WITNESSES (NAME & PHONE #) - The name(s) and phone number(s) of any one
who witnessed the accident.

DATE ADMINISTRATOR NOTIFIED - The date the carrier or claims administrator
processing the claim received notice of the injury.

DATE PREPARED - The date this report was prepared.

PREPARER'S NAME & TITLE - The name and title of the person who prepared this
report.

PHONE NUMBER - The phone number of the person who prepared this report.



MISSISSIPPI WORKERS' COMPENSATION COMMISSION
P. O. Box 5300
JACKSON, MISSISSIPPI 39216
EARLY NOTIFICATION OF SEVERE INJURY

Date of Injury

Employee’s
Name

Home
Address Telephone #

Employer

Address

Carrier

Name and Address of Hospital

Name and Address of Physician

Type of Injury: [] Major Amputation [] Spinal Cord Injury [[] Brain Damage

|:| Loss of Sight, one or both eyes D Severe Burns, 2nd° and 3rd°

[[] Other: explain

Remarks

Signed

Title

NOTICE: This notification must be filed with MWCC immediately.
THIS DOES NOT REPLACE B-3

Send this report directly to:

Mississippi Workers’ Compensation Commission
P. O. Box 5300
Jackson, MS 39216

Attention: Rehabilitation Unit

MWCC Form R-1 (Adopted 7-82) (Color Code - White) Slocked For Sale By: The Office Supply Co.

P. 0. Box 965 —  Jockson. Miss. 39205



MISSISSIPPI WORKERS' COMPENSATION COMMISSION
Post Office Box 5300, Jackson, Mississippi 39296-5300

EMPLOYER'S NOTICE OF CONTROVERSION | MWcCRLE

CARRIER FILE
NUMBER
EMPLOYEE CLAIMANT SOC. SEC. NO. NATURE OF INJURY
ADDRESS DATE OF BIRTH AGE SEX
CITY STATE ZIP INJURY DATE
EMPLOYER INSURANCE CARRIER
ADDRESS ADDRESS
CITY STATE ZIP CITY STATE ZIP

Pursuant to Section 71-3-37(4) of the Mississippi Workers' Compensation Act, the above named employer
controverts the referenced employee's right to workers' compensation upon the following grounds:

| hereby certify that a copy of this notice has been served, by mail or personal delivery, to the above named
employee at the most current address which can be determined by diligent inquiry or to his or her attorney, if
represented.

Dated:

Signature of Employer/Carrier Representative

Title

Address

City State Zip

Telephone number:

MWCC Form B-52 (1993)
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JoB ANALYSIS

Name Claim Number
Address Employer
Date Hire Date of Injury Job Title Check One

[0 Skilled [1 Unskilled

Training Required to Learn Job

Was employee working as a If yes, number of people Employee worked:
Supervisor [1 Yes [] No Supervised [1 Alone [] Small Group (3-5) [ Large Group
Days worked per week (Circle) Hours worked during week
M Tu W Th F Sat Sun From To Shift
Work Breaks (Daily Rest Periods and Lunch)
Morning Lunch Afternoon
_ Minutes _ Minutes _ Minutes
Overtime Per Week How Often Was Employee Hired with Any Restrictions

Number of Hours

[1 Yes

[J No

If Yes, Specify

Body Movements

Sitting | % | Standing

| %

| Walking

| %

Check Appropriate Column

None

Occasionally
(1/3 or Less)

Frequently
(/3 -2/3)

Continuously
(2/3 or More)

Reaching above shoulder length

Working with body bent over at waist

Working in kneeling position

Crawling

Bending, stooping, squatting

Repetitive foot movements as in foot controls — L/R - Both

Climbing stairs

Climbing ladders

Working with arms extended at shoulder level

Working with arms above shoulder height

Height from floor to object to be reached and/or worked (use space for drawing, if needed)

Object Height

Weights
Handled

Alone or
Assisted

Item

Push, Pull

or Lift

Times Per

Hour

Times
Per Day

Times Per
Week

Times Per
Month

1-101Ibs

15 — 20 lbs

25 - 35 Ibs

45 - 60 Ibs

65 — 80 Ibs

85 — 100 Ibs

[ No lifting required for this job

SUAO08 08/08 Pg. 01
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Hand Coordination Activities

Movement Required Tool/Machine Right Left Both

Major hand

Fine manipulation

Gross manipulation

Simple grasping

Power grip
Hand twisting
Pushing
Pulling
Tools Used by Worker Weight No. of Hands Needed to Move
Objects Worker must Move During Day Weight Distance No. of Workers’ Needed to
Move
Physical Surroundings Does Employee Walk on Uneven Ground?
Does Employee Work [ Inside % [ Outside % | Yes [J No
Does Employee Work Around Moving Machinery? T Yes [ No
Does Employee Drive Automotive Equipment? 0 Yes O No

If yes, describe:

Does the Employee Come in Contact with
the Following? (indicated type) Yes No Type

Fumes

Dust

Mist

Steam

Strong Odors

Poor Ventilation

Air Conditioning

Characteristics of Job that cannot be Modified by Employer for this Employee

Comments and/or Observations

[ Job Site Evaluation Done [ Narrative
Name(s) of Person(s) Interviewed Title
Person Completing Analysis Title Date

SUAO8 08/08 Pg. 02
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RETURN TO WORK LOG

Employee Supervisor
Name

Hours Tasks Comment Regarding | Employee | Supervisor’s
Worked Employee’s
Date In Out Performed Tolerance of Modified Initials Initials
Duty Tasks

Sunday

[

Monday

[

Tuesday

[

Wednesday

[

Thursday

[

Friday

[

Saturday

[

I understand, take responsibility for and acknowledge the has placed me on
limitations my physician, Dr. while
Participating in this temporary transitional work program.

Employee Date
Signature

SUAQ9 08/08
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RETURN TO WORK LOG

The Return to Work Log is an efficient method used to monitor and document the specific
tasks your employees are performing while on modified duty. It helps to eliminate potential
conflicts should questions arise regarding your employees performing work in excess of their
restrictions.

o A supply of forms should be centrally located and provided to each department
supervisor/manager.

e Attach a copy of the employees’ restrictions to the log.

e Have employees write their name on top of the log and have the Supervisor write
their name.

e Remind the employees it is their responsibility to follow the restrictions.

e Remind the employees the restrictions apply to occupational and non-occupational
activities.

o Employees and Supervisors review all tasks completed each day and indicate any
concerns. Initial after each day in confirmation of the review of tasks and
consideration of concerns.

e Have the employees sign and date the Log at each week’s end.

SUA is a trademark registered with the United States Patent and Trademark Office. Copyright © 2008 SUA Insurance
Company. All rights reserved.
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ROLES & RESPONSIBILITIES

Employee:

If a work place accident should take place, it is your responsibility to take the following actions,
injury permitting:

You should immediately report, in writing if possible, the accident and injury to your
supervisor or other person designated by your employer. Prompt and accurate reporting
is essential.

You should try to give your employer notice of the injury within 30 days. If no disability
benefits are paid to you by the employer or its insurance carrier within two (2) years of
the date of injury, then the right to any and all benefits is barred unless you file a claim
with the Commission during this two (2) year period.

For occupational diseases, you should notify your employer as soon as practicable after
you become aware of the condition.

Comply with managed care requirements for contracted medical services, including but
not limited to doctors, physical therapy locations, and diagnostic testing facilities when
available.

Employer:

Upon notice of a work injury or illness you should take the following steps:

Inform the insurance carrier or administrator responsible for the workers’ compensation
program via the agreed upon method, e.g. online reporting, facsimile, or telephonic
reporting.

You or your insurance carrier shall furnish the injured employee medical, surgical and
other attendance or treatment for such period as the nature of the injury or the process
of recovery may require.

To avoid delay of processing the claim it is recommended that at a minimum the
following information be provided to the insurance carrier or administrator:

Employee’s name

Address

Telephone number

Social security number

Brief description of the injury, accident or disease

Authorization Release of Medical Information

Wage Earnings History

Notice of Claim Received

Witness statements and supervisor reports, if available

Comply with managed care requirements for contracted medical services, including but
not limited to doctors, physical therapy locations, and diagnostic testing facilities when
available.

Coordinate the return to productive work of employees whose injury or illness causes an
interruption in employment, including provision of reasonable accommodations and/or
placement assistance if necessary (Case Management).

MS05 08/08 Pg. 01
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Insurance carrier:

Once SUA receives notice of a work place injury via the agreed reporting method and the claim
has been properly verified and set up, SUA will take the following steps:

e Three (3) point contact for all lost time claims, contact to the employer, employee and
providers.

e Accurate compensability determination for payment of medical and lost time benefits
and/or appropriate written notification for a delay in benefit payment and approval or
written explanation of why benefits are being denied.

e Ensure a timely determination of compensability by requesting from affected parties any
information need to determine:

a. If atemporary or permanent disability exists relative to the employee’s ability
to do their job.
b. If the disability is caused by the employee’s work.

MS05 08/08 Pg. 02
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SUA INSURANCE COMPANY SUBROGATION PROGRAM

SUA Insurance Company (SUA) recognizes the importance of subrogation and
recovery in all lines of business it writes. SUA’s dedicated team of professionals
works diligently to aggressively identify subrogation, second injury fund, salvage,
deductible, and any other type of recovery to mitigate the overall payout of the
claim.

SUA claims are handled by experienced claim professionals skilled in all aspects
of workers’ compensation claims handling and subrogation.

SUA maintains full-time dedicated subrogation specialists on staff overseeing all
aspects of the investigation and timely notification to all parties while ensuring
our lien is protected and utilized in the most advantageous means to resolve the
issue.

SUA'’s philosophy on recovery is multifaceted and factors in all parties involved
with our claims which include the insureds, Partner Agents, claim examiners,
Corporate Claim Analysts, and SUA Management.

SUA believes its multifaceted approach gives each party an opportunity to
recognize opportunities to help mitigate the overall payout on claims received
while also recognizing possible safety hazards that can prevent future accidents
from occurring.

For additional information, please contact Ed Eisman at SUA 312-258-6822.

SUA10 08/08
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RESOURCES

SUA Insurance — www.suainsurance.com

Coventry Workers’ Comp Services — http://coventrywcs.com

Mississippi Workers’ Compensation Commission - http://www.mwcc.state.ms.us/_main.asp —
For General Questions 866-473-6922

Mississippi Workers’ Compensation Disability Benefits Information -
http://www.mwcc.state.ms.us/INFO/wcfacts. pdf

Mississippi Workers’ Compensation Fraud Reporting Hotline 888-528-5780

Mississippi Workers' Compensation Poster - http://www.mwcc.state.ms.us/INFO/_posters.asp

MS06 08/08
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