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Workers’ Compensation Instructions

. Give the injured employee a copy of the Notice of
Injured Employee Rights and Responsibilities in the
Texas Workers’ Compensation System.

. The injured employee should sign the Authorization For

Release of Records or Information.

Fill out and give the injured employee the First Fill

Temporary Pharmacy Card and a copy of the

pharmacies within the Zenith Network.

4. Fill out the Employer’s First Report of Injury or lliness.

Email Tanya Garcia the Authorization and the First

Report of Injury the day of the injury.

. Send the employee to the nearest facility within the

ith WC Network. The employee must submit
to a drug test that is to be taken upon arrival
at the facility.

. Submit a copy of the release or discharge paperwork to

Tanya Garcia no later than the day after the injured

employee was treated.
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Notice of Injured Employee Rights and Responsibilities in the Texas Workers’ Compensation System

As an injured employee in Texas, you have the right to free assistance from the Office of Injured Employee Counsel
(OIEC). This assistance 1s offered at local offices across the State. These local offices also provide other workers’
compensation system services from the Texas Department of Insurance (TDI). TDI is the State agency that administers
and regulates the workers’ compensation system through the Division of Workers’ Compensation (DWC).

Many services provided by OIEC and DWC can be completed over the telephone. You can contact OIEC by calling the
toll-free telephone number 1-866-EZE-OIEC (1-866-393-6432). Additional information, including office locations, is
available on the Internet at: www.oiec.texas.gov. You can contact DWC by calling the toll-free telephone number 1-800-
252-7031. Information about DWC is available on the Internet at: www.tdi.texas.gov.

Your Rights in the Texas Workers’ Compensation System:

1.

You have the right to hire an attorney to help you with your workers’ compensation claim.
For assistance locating an attorney, contact the State Bar of Texas’ lawyer referral service at 1-877-983-9227 or
http://www.texasbar.cony. Attorney referral information can also be found on OIEC’s website at www.oiec.texas.gov.

You have the right to receive assistance from OIEC if you do not have an attorney.

OIEC Customer Service Representatives and Ombudsmen are available to answer your questions and provide
assistance with your workers’ compensation claim by calling OIEC or visiting an OIEC office. You must sign a
written authorization before an OIEC employee can access information on your claim. Call or visit an OIEC
office to fill out the written authorization. Customer Service Representatives and Ombudsmen are trained in the field
of workers’ compensation and can help you with scheduling a dispute resolution proceeding about your workers’
compensation claim. An Ombudsman can also assist you at a benefit review conference (BRC), contested case
hearing (CCH), and an appeal. However, Ombudsmen cannot make decisions for you or give legal advice.

You may have the right to receive medical and income benefits regardless of who was at fault for your injury,
with certain excepfions. Your beneficiaries may be enfitled to death and burial benefifs,
Information about the exceptions can be found at www.tdi.texas.gov or by visiting with OIEC staff.

You may have the right to receive medical care to treat vour workplace injury or illness for as long as it is
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medically necessary and related to the workplace injury.
You may have the right to reimbursement of your incurred expenses after traveling to attend a medical appointment or

required medical examination if the trip meets qualifving conditions.

You may have the right to receive income benefits for your work-related injury.
There are several types of income benefits and eligibility requirements. Information on the types of income benefits
that may be available and the eligibility requirements can be found at www.tdi.texas.gov or by visiting with OIEC

staff.

You may have the right to dispute resolution regarding income and medical benefits.
You may request Medical Dispute Resolution if you disagree with the insurance carrier regarding medical benefits.
You may request Indemnity (Income) Dispute Resolution if you disagree with the insurance carrier regarding income

benefits. The law provides that your dispute proceedings will be held within 75 miles from your residence.

You have the right to choose a treating doctor.



If you arc in a Workers® Compensation Health Care Network (nctwork), you must choose your doctor from the
network’s treating doctor list. You may change your treating doctor once without network approval. If you are not in
a network, you may initially choose any doctor who is willing to treat your workers’ compensation injury; however,
changing your treating doctor must be pre-approved by the DWC if you are not in a network. If you are employed by
a political subdivision (e.g. city, county, school district,) you must follow its rules for choosing a treating doctor. It is
important to follow all the rules in the workers’ compensation system. If you do not follow these rules, you may be
held responsible for payment of medical bills. OIEC staff can help you to understand these rules.

8. You have the right for your workers’ compensation claim information to be kept confidential.
In most cases, the contents of your claim file cannot be obtained by others. Some parties have a right to know what is
in your claim file, such as your employer or your employer’s insurance carrier. Also, an employer that is considering

hiring you may get limited information about your claim from DWC.

Your Responsibilities in the Texas Workers’ Compensation Svstem

You have the responsibility to tell your employer if you have been injured at work while performing the duties
of your job. You must tell your employer within 30 days of the date you were injured or first knew your injury

or illness might be work-related.

1.

You have the responsibility to know if you are in a Workers® Compensation Health Care Network (network).
If you do not know whether you are in a network, ask the employer you worked for at the time of your injury. If you
are in a network, you have the responsibility to follow the network rules. If there is something you do not understand,
ask your employer or call OIEC. If you would like to file a complaint about a network, call TDI’s Customer Help
Line at 1-800-252-3439 or file a complaint online at http://www.tdi.texas.cov/consumer/complfrm.html#wec.

If you worked for a political subdivision (e.g., city, county, school district) at the time of your injury, you have
the responsibility to find out how to receive medical treatment.
Your employer should be able to provide you with the information you will need in order to determine which health
care providers can treat you for vour workplace injury.
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You have the responsibility to send a completed Employee’s Claim for Compensation for a Work-Related

Injury or Occupational Claim Form (DWC041) to DWC.

You have one year to send the form after you were injured or first knew that your illness might be work-related. Send
the completed DWC041 form even if you already are receiving benefits. You may lose your right to benefits if you do
not timely send the completed claim form to DWC. For a copy of the DWC041 form you may contact DWC or OIEC.

You have the responsibility to provide your current address, telephone number, and employer information to
DWC and the insurance carrier. DWC can be contacted at 1-800-252-7031.
o tell DWC and the insurance earrier anytime there is a change in your

.
(Examples of changes include: you stop working because of your injury; you start
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employment status or wages.
working; or you are offered a job).

8. Eligible beneficiaries or persons seeking death and burial benefits have the responsibility to send a
(DWC-042) to BWC within one year following ¢

o e
completed Benefic » Clain to
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eted Benefician
employee’s date of death.

-

9. You are prohibited from making frivolous or fraudulent claims or demands.
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AUTHORIZATION FOR RELEASE OF RECORDS OR INFORMATION

SECTION A: | authorize the disclosure of my personal health information as described in Section B below. |
understand this authorization is voluntary and made to confirm my directions. | hereby give my permission to the
following to disclose my personal health information in the manner described herein: Zenith Insurance Company.

Name:

Address:
Telephone: Social Security Number:

SECTION B: Personal Health Information to Be Disclosed: Describe the personal health information you are
authorizing to be used and/or disclosed:

My complete medical file, including but not limited to, doctors’ and nurses’ notes, x-ray reports, lab
reports, history and physicals, admission and discharge summaries, physical therapy notes/reports,
consultation and operative reports, admission sheets, blood alcohol test results, histories and profiles,
drug screening test results, psychiatric records, prescription records, computer data or compilations or
reports, itemized bills, and all other forms of documents pertaining to each and every admission,
emergency room, treatment, and ciinic visit of the undersigned.

Persons/Entities Authorized to Receive an
whom you are authorizing the pian named abov
above:

Zenith Insurance Company

P.O. Box 163510

Austin, TX 78716-3510

Purpose of the Disclosure: The disclosure is being made for the following reason: to evaluate all aspects as
related to a claim for workers' compensation benefits.

Treatment, Payment, Enrollment, or Eligibility for benefits will not be conditioned on the execution of this
document.

Right to Revoke: | may revoke this authorization at any time except to the extent that action has been taken in
reliance upon it. If | do not revoke it, this authorization will expire one (1) year after the date on which the
authorization is signed. 10 revoke the authorization, i will contact Zenith insurance Company at (800) 841-3987.

SIGNATURE: |, , have had full opportunity to read and consider
the contents of the authorization, and | confirm that the contents are consistent with my direction to Zenith
Insurance Company. | understand that, by signing this form, | am confirming my authorization that Zenith
Insurance Company may use and/or disclose fo the persons and/or organizations named in this form the
nonpublic personal health information described in this form.

Signature: Date:

Witness:

If a personal representative on behalf of the individual signs this authorization, complete the following:

Personal Representative's Name: Relationship to Individual:

YOU ARE ENTITLED TO A COPY OF THIS AUTHORIZATION AFTER YOU SIGN IT. NOTICE TO RECIPIENT OF INFORMATION:

This information has been disclosed to you from records the confidentiality of which may be protected by Federal
and/or State Law. If the records are so protected, Federal regulation (42 CFR Part 2) prohibits you from making
any further disclosure of this information unless further disclosure is expressly permitted by the written
authorization of the person to whom it pertains, or as otherwise permitted by 42 CFR Part 2. A general
authorization for the release of medical or other information is NOT sufficient for this purpose. The Federal rules
restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.




Send the specified copies to your
Workers' Compensation Insurance Carrier
and the injured employee.

*Employers - Do not send this form to the
Texas Department of Insurance, Division of Workers' Compensation,

Unless the Division specifically requests a direct filling. CLAIM #

carriers ceam ¢ ZeNith Insurance Company
EMPLOYERS FIRST REPORT OF INJURY OR ILLNESS

1. Name (Last, First, M.1.) 2. Sex D D 15. Date of Injury (m-d-y) 16. Time of Injury 17. Date Lost Time Began
e M (m-d-y)
- - . am M pm | . -
3. Social Security Number 4. Home Phone 5. Date of Birth (m-d-y) 18. Nature of Injury* 19. Part of Body Injured or Exposed®
- R ( ) . R

6. Does the Employee Speak English?  If No, Specify Language 20. How and Why Injury/lliness Occurred”

YES[] NO I
7. Race . 8. Ethnicity Hi : 21. Was employee 22. Worksite Location of Injury (stairs, dock, etc.)”
White [} ispanic [ doing his YES O
stack [ Asian [J Native American [1 ogher T reguiar job?  NO [
23. Address Where Injury or Exposure Occurred Name of business if incident

9. Mailing Address  Street or P.O. Box
occurred on a business site

City State Zip Code County Street or P.O. Box County

10. Marital Status City State Zip Code

Married D Widowed D SeparatedD Single D Divorced D
11. Number of Dependent Children 12. Spouse's Name

24. Cause of injury(fall, tool, machine, etc.)*

13. Doctor's Name 25. List Witnesses

14. Doctor's Mailing Address (Street or P.O.Box) 26. Return to work 27. Did employee 28. Supervisor's 29. Date Reported
date/or expected die? Name (m-d-y)
(m-d-y)

City State Zip Code YES ™ NO ™

30. Date of Hire (m-d-y) 31. Was employee hired or recruited in Texas? 32. Length of Service in Current Position 33. Length of Service in Occupation

YES ] NO ] Months Years Months Years
35. Occupation of Injured Worker

34, Employee Payrolt Classification Code

36. Rate of Pay at this Job 37. Fuli Work Week is: 38. Last Paycheck was: 39. Is employee an Owner, Pariner,
or Corporate Officer?
$ Houdy § Weekly Hours Days S for Hours or Days ves [ No [

40. Name and Title of Person Completing Form 41. Name of Business

42. Business Mailing Address and Telephone Number 43. Business Location (if different from mailing address)

Street or P.O. Box Telephone Number and Street
( )
City State Zip Code City State Zip Code
44. Federal Tax ldentification Number 45. Primary North American industry Classification System 46. Specific NAICS Code 47. Texas Complrolier Taxpayer No.
Code- (6 digit) (6 digit)

48. Workers' Compensation insurance Company 49. Policy Number
50. Did you request accident prevention services in past 12 months?

ves 1 nold If yes. did you receive them? vesd nold
51. Signature and Title (READ INSTRUCTIONS ON INSTRUCTION SHEET BEFORE SIGNING)
X Date

SRR | 11111 ——




INSTRUCTIONS FOR EMPLOYERS FIRST REPORT OF
INJURY OR ILLNESS (DWC FORM-1)

Type (or print in black ink) each item on this form. Failure to complete each item may delay the processing of the injury claim.

Article 8308 - 5.05, Texas Workers' Compensation Act, requires an Employer's First Report of Injury or liiness (DWC FORM - 1 (Rev. 10/05)
be filed with the Workers' Compensation Insurance Carrier not later than the eighth day after the receipt of notice of occupational disease, ¢
the employee’s first day of absence from work due to injury or death. A copy of this report must be sent to the employee or the employee’
representative. For purposes of this section, a report is filed when personally delivered, or postmarked. Send the specified copies fo you
Workers' Compensation Insurance Carrier and the injured employee. *Employers - Do not send this form to the Texas Department ¢
Insurance, Division of Workers' Compensation, unless the Division specifically requests a direct filing.

If a report has not been received by the carrier, the employer has the burden of proving that the report was filed within the required time frame
The employer has the burden of proving that good cause existed if the employer failed to file the report on time.

An employer who fails to file the report without good cause may be assessed an administrative penalty not to exceed $500.00. An employe
who fails to file the report without good cause waives the right to reimbursement of voluntary benefits even if no administrative penalty i
assessed.

Once the employer has completed all information pertaining to the injury the employer should maintain the copy of this report to serve as the
Employer's Record of Injury required by Article 8308 -5.04. Send the specified copies to your Workers' Compensation Insurance Carrier anc
the injured employee. *Employers - Do not send this form to the Texas Department of Insurance, Division of Workers' Compensation
unless the Division specifically requests a direct filing. The Division’s Health and Safety will use data from this report for the Job Safet

information System established in Article 8308 - 7.03 of the Texas Workers' Compensation Act.

This report may not be considered admission or evidence against the employer or the insurance carrier in any proceeding before the Division o
a court in which facts set out in the report are contradicted by the employer or insurance carrier.

“SPECIAL INSTRUCTIONS FOR CERTAIN ITEMS"

items 2,7,8: Article 8308 - 2.13{e), Texas Workers'" Compensation Act requires the Division 10 maintain information as to the race
ethnicity and sex on every compensable injury. This information will be maintained for non-discriminatory statistical use.

if no home phone, please provide a phone number where the employee can be reached.

ftem4:

ltems 5,15,17,

26,29,30: Enter data in month, day, year format. Example: 08-13-54.

item 18: List nature of accident or exposure, e.g., fall from scaffold, contact with radiation, etc. If occupational disease, so state.

ftem 19: List specific body part, e.g., chin, right leg, forehead, left upper arm, etc. If more than one body part is affected, list each part.

ftem 20: Describe in detail (1) the events leading up to the injuryfillness, (2) the actual injury, e.g., cut left forearm, broken right foot,
etc., and (3) the reason(s) why accident/injury occurred. Use an additional sheet of paper if necessary.

ltem 22: State the exact work-site location of the injury, e.g., construction site, office area, storage area, elc.

ltem 24 List object, substance, or exposure that directly inflicted the injury or iliness, e.g., floor, hammer, chemicals, etc.

ltems 32,33  Enter date in month-year format. Example: 02-56.

ftem 37: Enter the number of days or hours that make up a full work week for your employees.

ltem 45: Enter the 6-digit North American Industry Classification System (NAICS) Code of the employer. The primary code is the code
which appears in block 5 of Form C-3, "Employer's Quarterly Report" to the Texas Workforce Commission.

ltem 46: For companies with a single NAICS code, the specific code is the same as the primary code. For companies with multiple
NAICS codes, enter the code that identifies the specific business, activity, or work-site location the employee was working in

at the time of the injury. This may or may nof be the same as the primary code.

U —

DWC FORM-1 (Rev. 10/05) Page 2



First Fill Temporary Pharmacy Card

tmesys®

At Zenith*, we are making it easier to get your workers’ compensation prescriptions filled. This is a single-
use card. You will receive a permanent card in the mail. If you need another prescription before you receive
your permanent card, please contact your Zenith claims examiner.

(Zf%&/ﬁ%ﬂ/’&%ﬂﬂﬁ%}@}”

Employer:

Immediately upon receiving notice of injury, fill in the information below

and give it to your employee.

Injured Employee:

1. If you need a prescription filled for a work-related injury or illness, go

to a local pharmacy in the Tmesys network.
2. Present this page to the pharmacist.

3. The pharmacist will fill medically necessary prescriptions for work-related injuries

and illnesses at no cost.

Finding a Network Pharmacy:

Use one of these easy methods to find a network pharmacy:

= Call us: 866.599.5426

® Use our pharmacy locator online: www.TheZenith.com/rx

Pharmacist:

1. Cali the Tmesys Pharmacy Help Desk at 800.964.2531.

2. Provide the information listed above.

3. The Help Desk will provide an 1D number for adjudication.

*Zenith means Zenith Insurance Company, acting on behalf of itself or its wholly-owned subsidiary ZNAT Insurance Company. Refer to your policy to
determine whether your underwriting carrier 1s Zenith insurance Company or ZNAT Insurance Company.

This program is designed to meet the specific needs of employees injured while working and is limited to prescriptions that are medically necessary and

prescribed for treatment of a work-related injury or iliness under state workers’ compensation law. Use of this card does not waive any limitations or exciusions
contained in your employer's workers’ compensation program. This card does not guarantee coverage or entitle you, without prior authorization, to prescription
medicine. Nor does this card entitle you to workers' compensation benefits. To confirm your eligibility for prescription medication, or to obtain information
regarding use of this card, please contact Zenith Customer Service at 800.440.5020 and provide the identifying information on the card. This card is for use

only at network pharmacies. This card is the property of your employer and must be surrendered if requested by your employer, Zenith or Tmesys.

timesys®

Prescription Card

T

Zenith

CARRIER / TPA EMPLOYER

NJURED WORKER NAME

DATE OF INJURY

HMotice to Cardholder: This card should be presented (o your pharmacy to receive
medication for your work-related injury. it is only valid within 30 days of your date of injury
For information regarding the program o to find nearby pharmacies call 866.599.5426.

Attention Pharmacists: Call 800.864.2531 to establish First
Fill benefit eligibility and obtain the 1D# for online adjudication
of approved benefits for the injured worker.

Tmesys is the designated PBM for this patient.

Tmesys Pharmacy
Help Desk 800.964.2531

NDC Envoy
RxBin 004261 or 002538
RxPCN CAL or Envoy Acct. #

Zenith insurance Company/ZNAT Insurance Company ©2011 Zenith insurance Company. All Rights Reserved. ®Zenith and TheZenith are registered US service marks

© 2011 PMSI, Inc. All rights reserved. C1257-0611-01-DOCZPN




Tmesys Retail Pharmacy Network*

More than 60,000 pharmacies, including large chains and many neighborhood independent pharmaciesjt

N
|
|

A&P Supermarkets
Accredo Health Group
Anchor Pharmacy

Arrow Prescription Center

Aurora Pharmacy
Baker's Pharmacy
Bartell Drugs

Bashas' United Drug
Bel Air Pharmacy

Big Y Pharmacy

Biggs Pharmacy

Bi-Lo

Bi-Mart

Bioscrip Pharmacy
BJ's Pharmacy
Brookshire's Pharmacy
Bruno's Pharmacy
Buehler's Pharmacy
Caremark Pharmacy
Carle Rx Express
Carrs Quality Center
City Market Pharmacy
Clinic Pharmacy
Coborn’s/Cash Wise
Concord Drugs
Costco Pharmacy
Cub Pharmacy

CVS Pharmacy

D&W Pharmacy
Dahl's Pharmacy
Dierbergs

Dillon Pharmacy
Discount Drug Mart
Doc's Drug
Dominick’s Finer Foods
Drug Emporium

Drug Mart

Drug Town

Drug Warehouse
Drugs For Less

E. W. James Pharmacy
Eagle Pharmacy
Eaton Apothecary
Econofoods Pharmacy

Edwards Pharmacy
Fagen Pharmacy
Family Drug Store
Family Fare Pharmacy
Family Pharmacy
Familymeds Pharmacy
Farm Fresh Pharmacy
Farmer Jack Pharmacy
Food 4 Less Pharmacy
Food City Pharmacy
Food Lion Pharmacy
Food Town Pharmacy
Food World Pharmacy
Fred Meyer Pharmacy
Fred’s Pharmacy
Fruth Pharmacy
Fry's Pharmacy
Gemmel Pharmacy
Gentiva Health Services
Genuardi's Pharmacy
Gerbes Pharmacy
Giant Eagle Pharmacy
Giant Pharmacy
Glen's Pharmacy
Good Day Pharmacy
Grand Union Pharmacy
Gristedes Pharmacy
H-E-B Pharmacy
Haggen Foods
Hannaford
Happy Harry's
Harmons Pharmacy
Harps Pharmady
Harris Teeter
Hartig Drug
Harvest Foods Pharmacy
Harveys Supermarket
Pharmacy
Hen House Pharmacy
Hi-School Pharmacy
Homeland Pharmacy
Hometown Pharmacy
Hy-Vee Pharmacy
Ingles Pharmacy

*List subject to change. This is a partial listing only.

HOW TO LOCATE A TMESYS PHARMACY:

Kmart Pharmacy
Kerr Drug
King Kullen Pharmacy
King Soopers Pharmacy
Kings Pharmacy
Kinney Drugs
Klingensmith's
Knight Drugs
Kohl's Pharmacy
Kohll's Pharmacy
Kopp Drug
Kroger Pharmacy
Lewis Pharmacy
Lifechek Drug
Longs Drug
Louis and Clark
Lowes Marketplace
Marc's Pharmacy
Marsh Drugs
Martin's Pharmacy
May's Drug Store
Med-Fast Pharmacy
Medical Arts Pharmacy
Medicap Pharmacy
Medicine Shoppe
Pharmacy (various)
Med-X Drug
Meijer Pharmacy
Minyard Pharmacy
Morton Pharmacy
Mr. Discount Drugs
Navarro Discount
Pharmacies
NeighborCare Pharmacy
No Frills Pharmacy
Network Pharmacy
Owens Pharmacy
P&C Food & Pharmacy
Pamida Pharmacy
Park Nicollet Pharmacy
Pathmark Pharmacy
Pavilions Pharmacy
PharmaCare Pharmacy
Pharmacy Express

Pharmacy Plus

Pick 'N Save Pharmacy
Piggly Wiggly
PrairieStone Pharmacy
Price Chopper Pharmacy
Price Cutter Pharmacy
Publix Pharmacy

Q Pharmacy

QFC Pharmacy

Quality Markets Pharmacy

QuickChek Pharmacy
QVL Pharmacy
Rainbow Pharmacy
Raley's Drug Center
Ralphs Pharmacy
Randalls Pharmacy
Reasors Pharmacy
Red Cross Pharmacy
Rite Aid Pharmacy
Ritzman Natural Health
Rosauers Pharmacy
RXD Pharmacy
Sack 'n Save Pharmacy
Safeway Pharmacy
Sam’s Pharmacy
Save Mart Pharmacy
Save-Rite Pharmacy
Schnucks Pharmacy
Scolaris Pharmacy
Sedanos Pharmacy &
Discount
Shaw's Pharmacy
Shaws/CsCo Fhiarimadcy
Shop 'n Save Pharmacy
Shopko Pharmacy
Shoppers Pharmacy
ShopRite Pharmacy
Snyder Drug Emporium
Southern Family Market
Star Pharmacy
Stop & Shop Pharmacy
Sunscript Pharmacy
Super 1 Pharmacy
Super D

Super G

Super Foodmart Pharmacy
Super Fresh Pharmacy
Super Rx Pharmacy
Sweetbay

The Pharm

Thriftway Drugs

Thrifty White Drug
Times Pharmacy

Tom Thumb Pharmacy
Tops Pharmacy

U-Save Pharmacy
Ukrops Pharmacy
United Pharmacy

USA Drug

Vix Pharmacy

Vons Pharmacy

VG’s Pharmacy
Waldbaum's Pharmacy
Walgreens

Wal-Mart Pharmacy
Wegman Pharmacy
Weis Pharmacy

White Drug

Winn-Dixie

Yokes Pharmacy

® Call Tmesys at 866.599.5426. A Tmesys representative will assist you with the location of a participating pharmacy in your area.

® Visit the Pharmacy Locator within the Pharmacy Center at www.tmesys.com.

@ 2011 PMSI Tmesys is a registered trademark of PMSI, Ine. C1153-0111-03
© 2011 Zenith Insurance Company. TheZenith is a registered U.S. service mark.



