STATE OF ALABAMA
WORKERS' COMPENSATION
INFORMATION

If you are injured on the job, or
contract an occupational disease,
notify your employer immediately.

Your employer will advise you of
the physician to see for authorized
medical treatment.

WORKERS' COMP INSURANCE CARRIER
ZURICH AMERICAN INSURANCE COMPANY

TELEPHONE NUMBER
800-987-3373

ASSISTANCE IS AVAILABLE UNDER THE ALABAMA WORKERS'
COMPENSATION LAW INCLUDING MEDIATION SERVICE.
FOR INFORMATION CALL:
1-800-528-5166
Alabama Department of Labor
Workers' Compensation Division
649 Monroe Street
Montgomery, AL 36131
CODE OF ALABAMA, 1975, § 25-5-290(d), REQUIRES THAT THIS NOTICE
BE POSTED
IN ONE OR MORE CONSPICUOUS PLACES IN YOUR BUSINESS.

FORM WCC#1 10/12

POSTING LOCATION: [EASTERN KENTUCK] 521 LANCASTER AVE, ADAMS HOUSE, RICHMOND, KY 40475



TO BE POSTED BY EMPLOYER
POLICY NUMBER: WC 009015351-03

NOTICE TO EMPLOYEES

RE: ARIZONA WORKERS’ COMPENSATION LAW

All employees are hereby notified that this employer has complied with the provisions of
the Arizona Workers’ Compensation law (Title 23, Chapter 6, Arizona Revised Statutes) as
amended, and all the rules and regulations of The Industrial Commission of Arizona made in

pursuance thereof, and has secured the payment of compensation to employees by insuring
the payment of such compensation with:

ZURICH AMERICAN INSURANCE COMPANY

(Insurance Company Name)

All employees are hereby further notified that in the event they do not specifically reject

the provisions of the said compulsory law, they are deemed by the laws of Arizona to have
accepted the provisions of said law and to have elected to accept compensation under the
terms thereof; and that under the terms thereof employees have the right to reject the same
by written notice thereof prior to any injury sustained, and that the blanks and forms for such
notice are available to all employees at the office of this employer.

PARA SER COLOCADO POR EL PATRON
NUMERO DE POLIZA: WC 009015351-03

AVISO A LOS EMPLEADOS

RE: LEY DE COMPENSACION PARA LOS TRABAJADORES DE ARIZONA

Atodos los empleados se les notifica por este medio que este patrén ha cumplido con las
provisiones de la Ley de Compensacion para los Trabajadores de Arizona (Titulo 23, Capi-
tulo 6, Estatutos Enmendados de Arizona) tal como han sido enmendados, y con todas las
regias y ordenanzas de La Comisién Industrial de Arizona hechas en cumplimiento de ésta,
y ha asegurado el pago de compensacion a los empleados garantizando el pago de dicha
compensation a los empleados garantizando el pago de dicha compensaciéon por medio de;

ZURICH AMERICAN INSURANCE COMPANY
(Insurance Company Name)

Ademas, a todos los empleados se les notifica por este medio que en caso de que espe-
cificamente ellos no rechazen las disposiciones de dicha ley obligatoria, se les considerara
bajo las leyes de Arizona de haber aceptado las provisiones de dicha ley y de haber escogi-
do aceptar la compensacion bajo estos términos: también bajo estos términos los emplea-
dos tienen el derecho de rechazar la misma por medio de una notificacién por escrito antes
de que sufran alguna lesion, todos los formularios o formas en blanco para tal notificacion
por escrito estaran disponibles para todos los empleados en la oficina de este patron.

KEEP POSTED IN A CONSPICUOUS PLACE
COLOQUESE EN LUGAR VISIBLE

POSTING LOCATION: [EASTERN KENTUCK] 521 LANCASTER AVE, ADAMS HOUSE, RICHMOND, KY 40475




ARKANSAS WORKERS’ COMPENSATION
Form AR-P COMMISSION
324 Spring Street, Little Rock, AR 72201
Ark. Code Ann. Mail: P. O. Box 950, Little Rock, AR 72203-0950
i}vl\;?:_éoé’ 1407 Little Rock Office - 1-800-622-4472 / 501-682-3930
Upda[edlf “ Springdale Office - 1-800-852-5376 / 479-751-2790
06-16-14

WORKERS’ COMPENSATION INSTRUCTIONS TO
EMPLOYERS AND EMPLOYEES

All employees of this establishment entitled to benefits under the provisions of the Arkansas workers’ compensation laws are hereby notified that their
employer has secured the payment of such compensation as may at any time be due employees or their dependents. This employer is required by state
law to provide workers’ compensation coverage or this employer has waived the exclusion or exemption from the operation of the workers’ compensation
laws, and the employer certifies by the display of this poster that workers’ compensation coverage is now provided by a workers’ compensation insurance
policy or by enrollment in the Arkansas Self-Insurance Program or by the Public Employee Claims Division of the Arkansas Insurance Department.

Insurer's Name: ZURICH AMERICAN INSURANCE COMPANY
Claims Office Address: PO BOX 49547
COLORADO SPRINGS, CO 80949-9537
Claims Office Phone: 800-987-3373
Policy Expiration Date: 7/1/2018

IN CASE OF JOB-RELATED INJURIES OR OCCUPATIONAL DISEASES

The Employer Shall:

1 Provide allnecessary medical, surgical and hospital treatment, as required by law, following the injury and for such
additional time as ordered by the Workers’ Compensation Commission.

2. Provide compensation payments in accordance with the provisions of the law. The first installment of

compensation becomes due on the 15" day after the employer has notice of the injury or death, except in those
cases where liability has been denied by the employer.

Provide prompt reporting of accidents to appropriate parties.

4. Keep a record of all injuries received by its employees.

The Employee Shall:

The employee shall report the injury to the employer on Form N and to a person or at a place specified by the employer,
unless the injury either renders the employee physically or mentally unable to do so, or the injury is made known to the
employer immediately after it occurs. The employer shall not be responsible for disability, medical, or other benefits prior
to receipt of the employee’s notice of injury. Allreporting procedures specified by the employer must be reasonable and
shall afford each employee reasonable notice of the reporting requirements. The foregoing shall not apply when an
employee requires emergency medical treatment outside the employer’s normal business hours: however, in that event, the
employee shall cause a report of the injury to be made to the employer on the employer’s next regular business day.

w

Failure to give such notice shall not bar any claim (1) if the employer had knowledge of the injury or death, (2) if the
employee had no knowledge that the condition or disease arose out of and in the course of employment, or (3) if the
Commission excuses such failure on the grounds that for some satisfactory reason such notice could not be given. Objection
to failure ti;gtive notice must be made at or before the first hearing on the claim.

Statutory Information:
Ark. Code Ann. § 11-9-514(b) states: “Treatment or services furnished or prescribed by any physician other than the ones
selected according to the foregoing, except emergency treatment, shall be at the claimant’s expense.”
Ark. Code Ann. § 11-9-514(f), however, indicates: W hen compensability is controverted, subsection (b) shall not apply if:

(1) The employee requests medical assistance in writing prior to seeking the same as a result of an alleged
compensable injury; and

(2) The employer refuses to refer the employee to a medical provider within forty-eight (48) hours after such written
request as provided above; and

3) The alleged injury is later found to be a compensable injury; and

4) The employer has not made a previous offer of medical treatment.

If you have any questions regarding your rights under the Arkansas workers’ compensation laws, you may call an Arkansas
Workers’ Compensation Commission legal advisor at our toll-free number listed above.

All employers who come within the operation of the Arkansas workers’ compensation laws and have complied with its
provisions must post this notice in a CONSPICUOUS place in or about their place or places of business.

POSTING LOCATION: [EASTERN KENTUCK] 521 LANCASTER AVE, ADAMS HOUSE, RICHMOND, KY 40475






COLORADO WORKERS’ COMPENSATION INFORMATION

Your employer has workers’ compensation coverage for employees through:

ZURICH AMERICAN INSURANCE COMPANY
1299 ZURICH WAY
SCHAUMBURG, IL 60196-5870

Workers’ compensation is a type of insurance coverage that employers must provide to their
employees. The cost of workers’ compensation insurance is paid entirely by the employer and
may not be deducted from an employee’s wages.

If you are injured or sustain an occupational disease while at work, you may be entitled to
compensation benefits as provided by law. WRITTEN NOTICE MUST BE GIVEN TO YOUR
EMPLOYER WITHIN 4 WORKING DAYS OF THE ACCIDENT. If you don’t report your
injury or occupational disease promptly your benefits may be reduced.

If you are unable to work as the result of a work-related injury or occupational disease,
compensation (wage replacement) benefits will be based on 2/3 of your average weekly wage up
to a maximum set by law. No compensation is payable for the first 3 days’ disability unless the
period of disability exceeds two weeks.

You are entitled to reasonable and necessary medical treatment of compensable injuries or
occupational diseases. If'you notify your employer of an injury or occupational disease and are
not offered medical care, you may select the services of a licensed physician or chiropractor.

You may file a Worker’s Claim for Compensation with the Division of Workers’ Compensation.
To obtain forms or information regarding the workers’ compensation system, you may call
Customer Service at 303.318.8700, or visit our website at: www.coworkforce.com/dwc/.

COLORADO DIVISION OF WORKERS’ COMPENSATION
633 17™ Street, Suite 400, Denver, CO 80202-3626

Any information provided below comes from your employer and is specific to this place of
employment:

WC49 Rev 11/07
POSTING LOCATION: [EASTERN KENTUCK] 521 LANCASTER AVE, ADAMS HOUSE, RICHMOND, KY 40475



State of Connecticut Workers’ Compensation Commission

Notice to Employees
§

Workers’ Compensation Act

Chapter 568 of the Connecticut General Statutes (the Workers’ Compensation Act) requires your employer,

EASTERN KENTUCKY UNIVERSITY

to provide benefits to you in case of injury or occupational disease in the course of employment.

Section 31-294b of the Workers’ Compensation Act states: “Any employee who has sustained an injury
in the course of his employment shall immediately report the injury to his employer, or some person
representing his employer. If the employee fails to report the injury immediately, the commissioner may
reduce the award of compensation proportionately to any prejudice that he finds the employer has
sustained by reason of the failure, provided the burden of proof with respect to such prejudice shall rest
upon the employer.” Such an injury report by the employee is NOT an official written notice of claim for
workers’ compensation benefits. (The Form 30C is necessary to satisfy this requirement.)

The INSURANCE COMPANY or SELF-INSURANCE ADMINISTRATOR is:

Name ZURICH AMERICAN INSURANCE COMPANY
Address 1299 ZURICH WAY Telephone 800-987-3373
cityfown SCHAUMBURG State IL Zip Code 60196-5870

Approved Medical CarePlan (1 Yes &l No

The State of Connecticut Workers’ Compensation Commission office for this workplace is located at:

Address Telephone

City/Town State Zip Code

Any questions as to your rights under the law or the obligations of the employer or insurance company
should be addressed to the employer, the insurance company or the Workers’ Compensation Commission
(1-800-223-9675).

THIS NOTICE MUST BE IN TYPE OF NOT LESS THAN TEN POINT BOLD-FACE AND POSTED IN A
CONSPICUOUS PLACE IN EACH PLACE OF EMPLOYMENT. FAILURE TO POST THIS NOTICE WILL
SUBJECT THE EMPLOYER TO STATUTORY PENALTY (Section 31-279 C.GS.).

Date Posted 7/7/2017

Rev. 8-31-2004 POSTING LOCATION: [EASTERN KENTUCK] 521 LANCASTER AVE, ADAMS HOUSE, RICHMOND, KY 40475



3\‘}[25_N0trth f\gaEr:e;sSOt;eet Delaware Department of Labor 24 N.W. Ffon:w S_l;regt, §§“§eg ;gg
limington, . . . lirora,
(302) 761-8200 Division of Industrial Affairs (302) 422-1134

1-800-464-4357 Office of Workers’ Compensation
Mailing Address:

P.O. Box 9954
Wilmington, DE 19809-9954

IMPORTANT THINGS TO DO IN CASE OF INJURY

THE EMPLOYER SHOULD:
1. Provide all necessary medical, surgical and hospital treatment from the date of
accident.

2. Every employer shall keep a record of all injuries received by employees
and make a report within 10 days thereof in writing to the Office of Workers'’
Compensation.

3. Ascertain the average weekly wages of the employee and provide compensation
in accordance with the provisions of the law, for disability beyond the third day
after the accident. All agreements as to compensation must be submitted to the
Office of Workers’ Compensation for approval.

THE EMPLOYEE SHOULD:

1. Immediately notify the employer in writing of accidental injury or occupational
disease and request medical services. Failure to give notice or to accept medical
services may deprive the employee of the right to compensation.

2. Give promptly to the employer, directly or through a supervisor, notice of any
claim for compensation for the period of disability beyond the third day after
the accident. In case of fatal injuries, notice must be given by one or more
dependents of the deceased or by a person on their behalf.

3. In case of failure to reach an agreement with the employer in regard to
compensation under the law, file application with the Industrial Accident Board
for a hearing on the matters at issue within two years of the date of accidental
injury or one year of knowledge of the diagnosis of an occupational disease or
an ionizing radiation injury. All forms can be obtained from the Office of Workers’
Compensation.

POSTING LOCATION: [EASTERN KENTUCK] 521 LANCASTER AVE, ADAMS HOUSE, RICHMOND, KY 40475



WORKERS'
COMPENSATION

is a system of benefits provided by law to most workers who have job-related injuries or illnesses. Benefits are paid for
injuries that are caused, in whole or in part, by an employee's work. This may include the aggravation of a pre-existing
condition, injuries brought on by the repetitive use of a part of the body, heart attacks, or any other physical problem caused
by work. Benefits are paid regardless of fault.

IF YOU HAVE A WORK-RELATED INJURY OR ILLNESS, TAKE THE FOLLOWING STEPS:

1. GET MEDICAL ASSISTANCE. By law, your employer must pay for all necessary medical services required to cure
or relieve the effects of the injury or illness. Where necessary, the employer must also pay for physical, mental, or
vocational rehabilitation, within prescribed limits. The employee may choose two physicians, surgeons, or hospitals. If
the employer notifies you that it has an approved Preferred Provider Program for workers’ compensation, the PPP counts
as one of your two choices of providers.

2. NOTIFY YOUR EMPLOYER. You must notify your employer of the accidental injury or illness within 45 days,
either orally or in writing. To avoid possible delays, it is recommended the notice also include your name, address,
telephone number, Social Security number, and a brief description of the injury or illness.

3. LEARN YOUR RIGHTS. Your employer is required by law to report accidents that result in more than three lost
work days to the Workers’ Compensation Commission. Once the accident is reported, you should receive a handbook that
explains the law, benefits, and procedures. If you need a handbook, please call the Commission or go to the Web site.

If you must lose time from work to recover from the injury or illness, you may be entitled to receive weekly payments and
necessary medical care until you are able to return to work that is reasonably available to you.

It is against the law for an employer to harass, discharge, refuse to rehire or in any way discriminate against an employee
for exercising his or her rights under the Workers' Compensation or Occupational Diseases Acts. If you file a fraudulent
claim, you may be penalized under the law.

4. KEEP WITHIN THE TIME LIMITS. Generally, claims must be filed within three years of the injury or
disablement from an occupational disease, or within two years of the last workers' compensation payment, whichever is
later. Claims for pneumoconiosis, radiological exposure, asbestosis, or similar diseases have special requirements.

Injured workers have the right to reopen their case within 30 months after an award is made if the disability increases, but
cases that are resolved by a lump-sum settlement contract approved by the Commission cannot be reopened. Only
settlements approved by the Commission are binding.

For more information, go to the Illinois Workers’ Compensation Commission’s Web site or call any office:

Toll-free: 866/352-3033 Chicago: 312/814-6611 Peoria: 309/671-3019 Springfield: 217/785-7087
Web site: www.iwcc.il.gov  Collinsville: 618/346-3450 Rockford: 815/987-7292 TDD (Deaf): 312/814-2959

BY LAW, EMPLOYERS MUST DISPLAY THIS NOTICE IN A PROMINENT PLACE
IN EACH WORKPLACE AND COMPLETE THE INFORMATION BELOW.

Party handli kers’
Pary handing workers' | 7\RICH CLAIMS SERVICES
X PO BOX 49547
Business address COLORADO SPRINGS, CO 80949-9537
Business phone 800-987-3373
Effective date 7/1/2017 Termination date | 7/1/2018
Policy number WC 009015351-03 Employers FEIN | 611011211

ICPN 10/11  Printed by the authority of the State of lllinois.

POSTING LOCATION: [EASTERN KENTUCK] 521 LANCASTER AVE, ADAMS HOUSE, RICHMOND, KY 40475



WORKER'S COMPENSATION NOTICE

Your employer is required to provide for payment of benefits under the Worker's Compensation
Act of the State of Indiana.

Any employee who is injured while at work should report the injury immediately to their
supervisor, employer, or designated representative.

The worker's compensation insurance carrier or the administrator for

EASTERN KENTUCKY UNIVERSITY is:

(name of company)

ZURICH CLAIMS SERVICES

(name of insurance carrier or administrator)

PO BOX 49547

(mailing address)

COLORADO SPRINGS, CO 80949-9537

(city, state, zip)
800-987-3373

(telephone number)

(contact person)

For more information about rights or procedures under the Indiana Worker's Compensation
system, call or write:

Worker's Compensation Board of Indiana
Ombudsman Division
402 W. Washington St., Rm W196
Indianapolis, IN 46204
(317) 232-3808
1-800-824-2667

Indiana Worker's Compensation Board 10/22/07
POSTING LOCATION: [EASTERN KENTUCK] VARIOUS LOCATIONS, INDIANAPOLIS, IN 46201



NOTICE TO EMPLOYEES

WORKERS’' COMPENSATION
Employer Name: __ EASTERN KENTUCKY UNIVERSITY

The above named employer, an employer within the meaning of the
Workers’ Compensation Law of the State of lowa :
hereby gives notice to employees that the employer has secured the
payment of Compensation to its employees and their dependents in
accordance with the provision of said law, by insuring with:

Insurance Company: ZURICH AMERICAN INSURANCE COMPANY
1299 ZURICH WAY
SCHAUMBURG, IL 60196-5870
800-987-3373

Policy Effective Dates: _7/1/2017 to 7/1/2018

Policy Number: _WC 009015351-03

If you are injured on the job, or contract an occupational disease, notify
your employer immediately.

Claims Administered By: ZURICH CLAIMS SERVICES
PO BOX 49547
COLORADO SPRINGS, CO 80949-9537
Telephone 800-987-3373

Collecting Workers’ Compensation benefits by intentionally
misrepresenting, misstating, or failing to disclose any material fact is fraud.
Fraudulent claims are subject to prosecution. All suspected violations will be
investigated. Anyone may report a potentially fraudulent claim by contacting
the Workers’ Compensation Division or Attorney General’s office.

POSTING LOCATION: [EASTERN KENTUCK] VARIOUS LOCATIONS, DES MOINES, IA 50301

PostingNotice.com (5/2009) Date Posted: 7/7/2017




This notice must be posted and maintained by the employer in one or more conspicuous places.

Workers Compensation Rights and Responsibilities

Your employer is subject to the Kansas Workers Compensation Law which provides compensation for job-related injuries.

This notice applies to dates of accidents on or after April 25, 2013.
Este aviso aplica a las fechas de los accidentes a partir de Abril 25, 2013.

WHAT TO DO IF AN INJURY
OCCURS ON THE JOB

NOTIFY YOUR EMPLOYER IMMEDIATELY. Per
K.S.A. 44-520, a claim may be denied if an employee fails to
notify their employer within the earliest of the following dates:
(A) 20 calendar days from the date of accident or the date of
injury by repetitive trauma; (B) if the employee is working for
the employer against whom benefits are being sought and such
employee seeks medical treatment for any injury by accident or
repetitive trauma, 20 calendar days from the date such medical
treatment is sought; or (C) if the employee no longer works for
the employer against whom benefits are being sought,

10 calendar days after the employee’s last day of actual work
for the employer.

Notice may be given orally or in writing. Where notice is
provided orally, if the employer has designated an individual or
department to whom notice must be given and such designation
has been communicated in writing to the employee, notice to
any other individual or department shall be insufficient under
this section. If the employer has not designated an individual
or department to whom notice must be given, notice must be
provided to a supervisor or manager.

Where notice is provided in writing, notice must be sent to
a supervisor or manager at the employee’s principal location of
employment.

The notice, whether provided orally or in writing, shall
include the time, date, place, person injured and particulars
of such injury. It must be apparent from the content of the
notice that the employee is claiming benefits under the workers
compensation act or has suffered a work-related injury.

BENEFITS. Benefits are paid by the employer’s
insurance carrier or self insurance program. Benefits include
medical treatment, partial wage replacement for lost time and
additional benefits if the injury results in permanent disability.
An employer is required to furnish all necessary medical
treatment and has the right to designate the treating physician.
If the employee seeks treatment from a doctor not authorized by
the employer, the employer or its insurance carrier is only liable
up to $500.00 dollars for the unauthorized medical treatment.

QUE HACER SI UNA LESION
OCURRE EN EL TRABAJO

NOTIFIQUE A SU EMPLEADOR INMEDIATAMENTE.
De acuerdo con el articulo de ley K.S.A. 44-520, un reclamo puede
ser negado si el empleado no notifica a su empleador dentro de
antes de las siguientes fechas: (A) 20 dias a partir de la fecha del
accidente o la fecha de la lesién debido a trauma por movimientos
repetitivos; (B) si el empleado esté trabajando con el empleador
en contra del cual se estan buscando beneficios y dicho empleado
busca tratamiento médico por cualquier lesién por accidente o
trauma repetitiva, 20 dias a partir de la fecha que dicho tratamiento
médico ha sido obtenido; o (C) si el empleado ya no trabaja para el
empleador en contra del cual se estan buscando beneficios, 10 dias
después del tltimo dia de trabajo para dicho empleador.

El aviso puede darse oralmente o por escrito. Donde el aviso
se da oralmente, si el empleador ha designado un individuo o
departamento a quien el aviso se debe dar y tal designacion ha sido
comunicada por escrito al empleado, aviso a cualquier otro individuo
o departamento debera ser insuficiente bajo esta seccién. Si el
empleador no ha designado a un individuo o departamento a quien se
debe dar el aviso, el aviso puede darse a un supervisor o gerente.

Donde el aviso se hace por escrito, el aviso debe ser enviado
a un supervisor o gerente de la oficina principal de empleo del
trabajador.

El aviso, sea que se haga oralmente o por escrito, debe incluir
la hora, fecha, lugar, persona lesionada y detalles de tal lesién. Debe
ser visible a partir del contenido del aviso, que el empleado esta
reclamando beneficios bajo la ley de compensacion del trabajador o
que ha sufrido una lesion relacionada con el trabajo.

BENEFICIOS. Los beneficios son pagados por la compaiiia
aseguradora del empleador o programa de seguro propio. Los
beneficios incluyen tratamiento médico, reemplazo de sueldo parcial
por tiempo perdido y beneficios adicionales si la lesién resulta en
incapacidad permanente. El empleador debe proporcionar todo el
tratamiento médico necesario y tiene el derecho de designar el doctor
para dicho tratamiento. Si el empleado busca tratamiento con un
doctor que no ha sido autorizado por el empleador, el empleador o
su compaiiia aseguradora seran responsables de pagar solamente los
primeros $500.00 ddlares para tratamiento médico no autorizado.

WHERE TO GET HELP WITH YOUR CLAIM (DONDE CONSEGUIR AYUDA CON SU RECLAMO):

ZURICH AMERICAN INSURANCE COMPANY

800-987-3373

Employer’s Insurance Carrier (Compaiiia Aseguradora del Empleador)
1299 ZURICH WAY

SCHAUMBURG. IL 60196-5870

Telephone (Teléfono de la Aseguradora)

Address (Direccion de la Aseguradora)

For questions about Workers Compensation Law, contact (Para preguntas acerca de la Ley de Compensacién del Trabajador):

KANSAS DEPARTMENT OF LABOR
Division of Workers Compensation/Ombudsman

401 SW Topeka Blvd., Suite 2, Topeka, KS 66603-3105

Persons with impaired hearing or speech utilizing a telecommunications device may

KANSAS DEPARTMENT OF LABOR

www.dol.ks.gov

Website: www.dol.ks.gov/workcomp/default.aspx
Email: wc@dol.ks.gov
Phone: (800) 332-0353 or (785) 296-4000

access the above number(s) by using the Kansas Relay Center at (800) 766-3777.

K-WC 40-A (4-13)

POSTING LOCATION: [EASTERN KENTUCK] 521 LANCASTER AVE, ADAMS HOUSE, RICHMOND, KY 40475
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NOTICE
TO
EMPLOYEES

NOTICE
TO
EMPLOYEES

The Commonwealth of Massachusetts

DEPARTMENT OF INDUSTRIAL ACCIDENTS

1 Congress Street, Suite 100, Boston, Massachusetts 02114-2017
617-727-4900 - http://www.state.ma.us/dia

As required by Massachusetts General Law, Chapter 152, Sections 21, 22 & 30, this will give you notice
that I (we) have provided for payment to our injured employees under the above-mentioned chapter by
insuring with:

ZURICH AMERICAN INSURANCE COMPANY
NAME OF INSURANCE COMPANY

1299 ZURICH WAY, SCHAUMBURG, IL 60196-5870
ADDRESS OF INSURANCE COMPANY

WC 009015351-03 7/1/2017 to 7/1/2018
POLICY NUMBER 856 ELKRIDGE LANDING Rp EFFECTIVE DATES
UNITED STATES INS SERVICES INC | INTHICUM, MD_21090 4106944011
NAME OF INSURANCE AGENT ADDRESS PHONE #
521 LANCASTER AVE, ADAMS HOUSE

EASTERN KENTUCKY UNIVERSITY RICHMOND. KY 40475
EMPLOYER ADDRESS

7/1/2017
EMPLOYER’S WORKERS’ COMPENSATION OFFICER (IF ANY) DATE

MEDICAL TREATMENT

The above named insurer is required in cases of personal injuries arising out of and in the course of
employment to furnish adequate and reasonable hospital and medical services in accordance with the
provisions of the Workers’ Compensation Act. A copy of the First Report of Injury must be given to the
injured employee. The employee may select his or her own physician. The reasonable cost of the ser-
vices provided by the treating physician will be paid by the insurer, if the treatment is necessary and
reasonably connected to the work related injury. In cases requiring hospital attention, employees are
hereby notified that the insurer has arranged for such attention at the

NAME OF HOSPITAL ADDRESS

POSTING LOCATION: [EASTERN KENTUCK] 521 LANCASTER AVE, ADAMS HOUSE, RICHMOND, KY 40475

TO BE POSTED BY EMPLOYER



State of Michigan

LICENSING AND REGULATORY AFFAIRS Workers' Compensation Agency

CUSTOMER DRIVEN. BUSINESS MINDED.

Employees -- Know Your Rights!

Remember - It is important to report your injury to your employer.

Medical Care

You are entitled to reasonable and necessary medical care for work-related injuries or diseases. Employers or their
insurance carriers are required by law to provide these services. During the first 28 days of treatment, your employer
has the right to choose the physician. After 28 days you are free to change physicians, but you must notify your
employer of the change. If you receive treatment from a physician of your choice, you shall obtain and promptly
furnish a report to your employer.

If your employer refuses to provide medical care, you should contact Michigan’s Workers' Compensation Agency at
its toll-free telephone number: 1-888-396-5041.

You should not receive a bill from a health care provider for treatment of a covered work-related injury or illness. If
you do receive such a bill, you should contact your employer or the employer's insurance carrier.

Wage Loss Benefits

You are entitled to weekly workers’ compensation benefits if you suffer a wage loss for more than seven consecutive
days. These benefits may be claimed as long as a disability and wage loss continue. Generally, the benefit rate is
80% of your after-tax average weekly wage, subject to a maximum rate.

Vocational Rehabilitation

If you are unable to perform the work that you have done previously, you are entitled to vocational rehabilitation. The
number one goal is your return to work with your employer. If you cannot do this or require assistance in finding a
new job, vocational rehabilitation services can help.

To be completed by the employer

EASTERN KENTUCKY UNIVERSITY

Employer Name

Employer Contact Person and Telephone Number

ZURICH AMERICAN INSURANCE COMPANY

Workers’ Compensation Insurance Carrier Name

If you have questions, please call the
State of Michigan Workers’ Compensation Agency
Toll-free 1-888-396-5041

Additional information is on the agency’s website at www.michigan.gov/wca.

EMPLOYER: PLEASE POST THIS NOTICE FOR YOUR EMPLOYEES TO SEE!

POSTING LOCATION: [EASTERN KENTUCK] 521 LANCASTER AVE, ADAMS HOUSE, RICHMOND, KY 40475

WC-PUB-005 (5/12)



Report any injury to your supervisor as soon as
possible, no matter how minor it may appear. You
may lose the right to workers’ compensation benefits
if you do not make a timely report of the injury to your
employer. The time limit may be as short as 14 days.

Provide your employer with as much information as
possible about your injury.

Get any necessary medical treatment as soon

as possible. If you are not covered by a certified
managed care organization (CMCO), you may treat
with a doctor of your choice. Your employer must
notify you in writing if you are covered by a CMCO.

Medical care for your work injury, as long as it is
reasonable and necessary.

Wage-loss benefits for part of your lost income.

Compensation for permanent damage to or loss of
function of a body part.

The insurer must investigate your claim promptly. If you
have been disabled for more than three calendar-days,
the insurer must begin payment of benefits or send you
a denial of liability within 14 days after your employer
knew you were off work or had lost wages because of
your claimed injury.

If the insurer accepts your claim for wage-loss
benefits and you have been disabled for more than
three calendar-days: The insurer will notify you

and must start paying wage-loss benefits within the
14 days noted above. The insurer must pay benefits
on time. Wage-loss benefits are paid at the same
intervals as your work paychecks.

Cooperate with all requests for information concerning
your claim.

The law allows the workers’ compensation insurer to
obtain medical information related to your work injury
without your authorization, but they must send you
written notification when they request the information.

The insurer cannot obtain other medical records
unless you sign a written authorization.

Get written confirmation from your doctor about any
authorization to be off work. The note should be as
specific as possible.

Vocational rehabilitation services if you cannot return
to your pre-injury job or to your pre-injury employer
due to your work injury.

Benefits to your spouse and/or dependents if you die
as a result of a work injury. -

If the insurer denies your claim for wage-loss
benefits and you have been disabled for more
than three calendar-days: The insurer will send
notice to you within 14 days. The notice must clearly
explain the facts and reasons why they believe your
injury or iliness did not result from your work or why
the claimed wage-loss benefits are not related to your

injury.

If you disagree with the denial, talk with the insurance
claims adjuster who is handling your claim. If you are

not satisfied and still disagree with the denial, call the

Minnesota Department of Labor and Industry’s
Workers’ Compensation Hotline at 1-800-342-5354.

Collecting workers’ compensation benefits you are not entitled to is
theft. If you have reason to suspect someone is committing workers’
compensation fraud, call 1-888-FRAUD MN (1-888-372-8366).

For more information about workers’ compensation
or if you need assistance with a claim, contact:

(651) 284-5032
1-800-DIAL-DLI (1-800-342-5354)
dli.workcomp@state.mn.us
www.dli.mn.gov

Department of Labor and Industry
Workers’ Compensation
443 Lafayette Road N.

St. Paul, MN 55155

ZURICH AMERICAN
INSURANCE COMPANY

800-987-3373

' Phone number

Posting required by law in a conspicuous location wherever the employer is engaged in business.

This material can be provided to you in different formats (Braille, large print or audio) if you call
POSTING LOCATION: [EASTERN KENTUCK] 521 LAN

(657) 284-5005; toll-free at 1-800-DIAL-DLI (1-800-342-5354 ); orvia TTY at (651) 297-4198.
CASTER AVE, ADAMS HOUSE, RICHMOND, KY 40475

April 2012



MISSISSIPPI WORKERS' COMPENSATION

NOTICE OF COVERAGE

L. Please take notice that your Employer is in compliance with the requirements of the
Mississippi Workers' Compensation Law, and MMM XD IEEIDOOODON XDEXHARHINX
XOXAIEXKOHH NN HNIAXNSOIOOODENEIENODDEX [maintains workers' compensation

insurance coverage with the following:]

ZURICH AMERICAN INSURANCE COMPANY

(Name of insurance carrier or self-insurance group)

1299 ZURICH WAY
SCHAUMBURG, IL 60196-5870

800-987-3373
(address & telephone number)

I1. Individual workers' compensation claims will be submitted to and processed by:

ZURICH CLAIMS SERVICES

(Name of third party claims administrator or claims office)
PO BOX 49547
COLORADO SPRINGS, CO 80949-9537

800-987-3373
(address & phone number)

III. ~ This workers' compensation coverage is effective for the following period:
7/1/2017 to 7/1/2018

IV.  Alljobrelated injuries or illnesses should be reported as soon as possible to your immediate
supervisor, or to the person listed below:

(Name of employer contact person)

(Title & Department/Division)

V. Please be advised that any person who willfully makes any false or misleading
statement or representation for the purpose of obtaining or wrongfully withholding
any benefit or payment under the Mississippi Workers' Compensation Law may be
charged with violation of Miss. Code Ann. §71-3-69 (Rev. 2000) and upon
conviction be subjected to the penalties therein provided.

2001 M.W.C.C. Notice of Coverage Form

POSTING LOCATION: [EASTERN KENTUCK] 521 LANCASTER AVE, ADAMS HOUSE, RICHMOND, KY 40475
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