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TO BE POSTED BY EMPLOYER POLICY NUMBER 20 WE AH0845

NOTICE TO EMPLOYEES

RE: ARIZONA WORKERS' COMPENSATION LAW
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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:
TWIN CITY FIRE INSURANCE COMPANY
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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 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 20 WE AH0845

AVISO A LOS EMPLEADOS

= RE: LEY DE COMPENSACION PARA LOS TRABAJADORES DE ARIZONA

==-==-

--

A todos los empleados se les notifica por este medio que este patron ha cumplido con las provisicnes de la
Ley de Compensacion para los Trabajadores de Arizona (Titulo 23, Capitulo 6, Estatutos Enmendados de
Arizona) tal como han sido enmendados, y con todas las regias y ordenanzas de La Cornision Industrial de
Arizona hechas en cumplimiento de esta, y ha asegurado el pago de compensacion a los empleados
garantizando el pago de dicha compensacion por medio de:

800-327-3636

Ademas, a todos los empleados se les notifica por este medio que en caso de que especificadamente 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 escogido aceptar la compensacion bajo estos terminos; tambien
bajo estos terminos los empleados tienen el derecho de rechazar la misma por medio de una notificacion por
escrito antes de que sufran alguna lesion, todos los formularios 0 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.
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WORK EXPOSURE TO BODILY FLUIDS

NOTICE TO EMPLOYEES

Re: Human Immunodeficiency Virus (HIV),
Acquired Immune Deficiency Syndrome (AIDS) & Hepatitis C
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Employees are notified that a claim may be made for a condition, infection, disease, or
disability involving or related to the Human Immunodeficiency Virus (HIV), Acquired Immune
Deficiency Syndrome (AIDS), or Hepatitis C within the provisions of the Arizona Workers'
Compensation Law, and the rules of The Industrial Commission of Arizona. Such a claim shall
include the occurrence of a significant exposure at work, which generally means contact of an
employee's ruptured or broken skin or mucous membrane with a person's blood, semen,
vaginal fluid, surgical fluid(s) or any other fluid(s) containing blood. AN EMPLOYEE
MUST CONSULT A PHYSICIAN TO SUPPORT A CLAIM. Claims cannot arise
from sexual activity or illegal drug use.

Certain classes of employees may more easily establish a claim related to HIV, AIDS, or
Hepatitis C if they meet the following requirements:

1. The employee's regular course of employment involves handling or exposure to
blood, semen, vaginal fluid, surgical fluid(s) or any other fluid(s) containing blood. Included in
this category are health care providers, forensic laboratory workers, fire fighters, law
enforcement officers, emergency medical technicians, paramedics and correctional officers.
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2. NO LATER THAN TEN (10) CALENDAR DAYS after a possible significant
exposure which arises out of and in the course of employment, the employee reports in writing
to the employer the details of the exposure as provided by Commission rules. Reporting forms
are available at the office of this employer or from the Industrial Commission of Arizona, 800
W. Washington, Phoenix, Arizona 85007, (602) 542-4661 or 2675 E. Broadway, Tucson,
Arizona 85716, (520) 628-5181. If an employee chooses not to complete the reporting form,
that employee may be at risk of losing a prima facie claim.

3. NO LATER THAN TEN (10) CALENDAR DAYS after the possible significant
exposure the employee has blood drawn, and NO LATER THAN THIRTY (30)
CALENDAR DAYS the blood is tested for HIV OR HEPATITIS C by antibody testing
and the test results are negative.

4. NO LATER THAN EIGHTEEN (18) MONTHS after the date of the possible
Significant exposure at work, the employee is retested and the results of the test are HIV
positive or the employee has been diagnosed as positive for the presence of HIV, or NO
LATER THAN SEVEN (7) MONTHS after the date of the possible significant exposure
at work, the employee is retested and the results of the test are positive for the presence of
Hepatitis C or the employee has been diagnosed as positive for the presence of Hepatitis C.

KEEP POSTED IN CONSPICUOUS PLACE
NEXT TO WORKERS' COMPENSATION NOTICE TO EMPLOYEES

THIS NOTICE IS APPROVED BY THE INDUSTRIAL
COMMISSION OF ARIZONA FOR CARRIER USE

leA FORM 04-615-01

Form we 88 02 04 B Printed in U.S.A.
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EXPOSICION A FLUIDOS CORPORALES EN EL TRABAJO
AVISO A LOS EMPLEADOS

Re: EI Virus de la Inmunodeficiencia Humana (VIH),
Sfndrome de la Inmundeficiencia Adquirida (SIDA) y Hepatitis C

Se les notifica a los empleados que se puede hacer una reclarnacion por una condicion,
inteccion, enfermedad 0 incapacidad relacionada con 0 derivada del Virus de
Inmunodeficiencia Humana (VIH), Sfndrome de Inmunodeficiencia Adquirida (SIDA), 0

Hepatitis C bajo 10 provisto por la Ley de Cornpensacion para los Trabajadores de Arizona y
las reglas de La Cornision Industrial de Arizona. Tal reclarnacion debe inclufr el suceso de
una exposicion importante en el trabajo, la que por 10 general significa contacto de alguna
ruptura de la piel 0 mucosa del empleado con la sangre, semen, fluido vaginal, fluido(s)
quirurqicots) 0 cualquier otro fluido de una persona que contenga sangre. EL EMPLEADO
DEBE CONSUL TAR A UN MEDICO PARA CONFIRMAR SU RECLAMACION.
Las reclamaciones no pueden resultar de actividad sexual 0 uso ilfcito de drogas.

Ciertas clases de empleados pueden establecer mas facilmente una reclamacion
relacionada con el VIH, SIDA 0 Hepatitis C si reunen los requisitos siguientes:

1. EI curso regular del empleo del empleado requiere el manejo de 0 la exposicion a
sangre, semen, fluido vaginal, fluido(s) quirurqicots) 0 cualquier otro fluido que contenga
sangre. lncluidos en esta categorfa son los proveedores de cuidados de la salud,
trabajadores de laboratorios forenses, bomberos, agentes policiales, tecnicos medicos de
emergencia, pararnedicos y agentes correccionales.

2. NO MAS DE DIEZ (10) DIAS DE CALENDARIO despues de una possible
exposicion importante que resulta de y en el curso de su trabajo, el empleado reporta a su
patron por escrito los detalles de la exposicion como 10 proveen las reglas de la Comision
Las formas de reporte estan disponibles en la oficina de este patron 0 de la Cornision
Industrial de Arizona, 800 W. Washington, Phoenix, Arizona 85007, (602) 542-4661 02675 E.
Broadway, Tucson, Arizona 85716, (520) 628-5181. Si un empleado elige no lIenar la forma
de reporte, ese empleado corre el riesgo de perder una reclarnacion de prima facie.

3. NO MAS DE DIEZ (10) DIAS DE CALENDARIO despues de una posible
exposcion importante el empleado va a que Ie saquen sangre, y NO MAS DE TREINT A
(30) DIAS DE CALENDARIO la sangre es analizada para VIH 0 HEPATITIS C por
medio de analisis de anticuerpos y el analisis resulta negativo.

4. NO MAS DE DIECIOCHO (18) MESES despues de la fecha de la posible
exposicion importante en el trabajo, el empleado es examinado nuevemente y los resultados
del analisis son positives por VIH 0 el empleado ha side diagnosticado como positive por la
presencia de VIH, 0 NO MAS DE SIETE (7) MESES despues de la fecha de la posible
exposicion importante en el trabajo, el empleado es examinado nuevamente y los resultados
del analisis son positives por la presencia de Hepatitis C 0 el empleado ha side diagnosticado
como positive par la presencia de Hepatitis C.

MANTENER FIJO EN UN LUGAR SOBRESALIENTE JUNTO AL AVISO A
LOS EMPLADOS SOBRE COMPENSACION PARA TRABAJADORES

ESTE AVISO HA SIDO APROBADO POR LA COMISION INDUSTRIAL
DE ARIZONA PARA USO DE LAS ASEGURADORAS

Este documento es una traduccion del texto original escrito en ingles. Esta traduccion no es oficial y no es vinculante para este estado 0 para
una subdivision politica de este estado.

This document is a translation from original text written in English. This translation is unofficial and is not binding on this state or a political
subdivision of this state.

leA FORM 04-615-01

Form we 88 02 05 B Printed in U.S.A.
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WORK EXPOSURE TO METHICILLIN-RESISTANT STAPHYLOCOCCUS
AU REUS (MRSA), SPINAL MENINGITIS, OR TUBERCULOSIS (TB)

Notice to Employees

Employees are notified that a claim may be made for a condition, infection, disease or
disability involving or related to MRSA, spinal meningitis, or TB within the provisions of the Arizona
Workers' Compensation Law. (A.R.S. § 23-1043.04) Such a claim shall include the occurrence of
a significant exposure at work, which is defined to mean an exposure in the course of
employment to aerosolized MRSA, spinal meningitis or TB bacteria. Significant exposure also
includes exposure in the course of employment to MRSA through bodily fluids or skin.

Certain classes of employees (as defined below) may more easily establish a claim related to
MRSA, spinal meningitis or TB by meeting the following requirements:

1. The employee's regular course of employment involves handling or exposure to
MRSA, spinal meningitis or TB. For purposes of establishing a claim under this
section, "employee" is limited to firefighters, law enforcement officers, correction
officers, probation officers, emergency medical technicians and paramedics who are
not employed by a health care institution;

2. No later than thirty (30) calendar days after a possible significant exposure, the
employee reports in writing to the employer the details of the exposure;

= 3. A diagnosis is made within the following time-frames:
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a. For a claim involving MRSA, the employee must be diagnosed with MRSA
within fifteen (15) days after the employee reports pursuant to Item No. 2
above;

b. For a claim involving spinal meningitis, the employee must be diagnosed
with spinal meningitis within two (2) to eighteen (18) days of the possible
significant exposure; and

c. For a claim involving TB, the employee is diagnosed with TB within twelve (12)
weeks of the possible significant exposure.

Expenses for post-exposure evaluation and follow-up, including reasonably required
prophylactic treatment for MRSA, spinal meningitis, and TB is considered a medical benefit
under the Arizona Workers' Compensation Act for any significant exposure that arises out of
and in the course of employment if the employee files a claim for the significant exposure
or the employee reports in writing the details of the exposure. Providing post-exposure
evaluation and follow-up, including prophylactic treatment, does not, however, constitute
acceptance of a claim for a condition, infection, disease or disability involving or related to a
Significant exposure.

Employers must post this notice in a conspicuous place next to the Workers' Compensation Notice to Employees.

Form we 88 02 06 A Printed in U.S.A.
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ARKANSAS WORKERS' COMPENSATION
Form AR-P COMMISSION

324 Spring Street, Little Rock, AR 72201 PArk. Code. Ann. Mail: P.O. Box 950, Little Rock, AR 72203-0950
§11-9-403,407

Little Rock Office - 1-800-622-4472 / 501-682-3930AWCC Rule 7

Updated: Springdale Office - 1-800-852-5376/479-751-2790
06-16-14
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WORKERS' COMPENSATION I.NSTRUCTIONS 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. .
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,TWIN CITY FIRE INSURANCE COMPANY

NORTHBELT II - 785 GREENS PKWY, STE 210
HOUSTON, TX 77067-4409
800-327-3636

IN CASE OF JOB-RELATED INJURIES OR OCCUPATIONAL DISEASES
The Employer Shall:

1. Provide all necessary 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
15th day after the employer has notice of the injury or death, except in those cases where liability has been denied by the employer.

3. 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. All reporting
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.

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 to give 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: When 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.

Form we 88 03 02 J Printed in U.S.A. p



AWCC Form P
(Posting Notice)

A posting notice is mentioned in Ark. Code Ann. §11-9-403, Ark. Code Ann. §11-9-407 and AWCC Rule 7.
AWCC Form P satisfies all requirements.

Form P:

1. Is to be on display in a conspicuous place;

2. Tells employers what to do when an employee is injured;

3. Instructs employees to notify the employer immediately (or no later than the close of the next business
day) when injured;

4. Lists the claims office that will be handling the insurance aspects of the case;

5. Gives the claims office telephone number;

6. Announces the expiration date of the insurance policy; and

7. Provides telephone numbers for Arkansas Workers' Compensation Commission legal advisors if either
party needs assistance.

Employers without Form P may lose the use of Form N as a defense in litigation. Employees disobeying
instructions on Form P may delay their benefits or jeopardize the awarding of any benefits in a contested case.

The AWCC furnishes samples, not supplies, of Form P. Carriers are to send their insureds an adequate
number. and self-insureds must arrange with a printer for the supply they need. Carriers and employers may enlarge
Form P for posting purposes. .

Information about Form P is available from the Support Services Division (1-800-622-4472 or
501-682-3930).

Ark. Code Ann. §11-9-106(a): "Any person or entity who willfully and knowingly makes any material false statement or

representation. who willfully and knowingly omits or conceals any material information, or who willfully and knowingly

employs any device, scheme, or artifice for the purpose of: obtaining any be~efit or payment; defeating or wrongfully

increasing or wrongfully decreasing any claim for benefit or payment; or obtaining or avoiding workers' compensation

coverage or avoiding payment of the proper insurance premium, or who aids and abets for any of said purposes, under

this chapter shall be guilty of a Class D felony. Fifty percent (50%) of any criminal fine imposed and collected

under...this section shall be paid and allocated in accordance with applicable law to the Death and Permanent Total

Disability Trust Fund adrninisteted by the Workers' Compensation Commission."

Form WC 88 03 02 J Printed in U.S.A. p
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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:
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1. GET MEDICAL ASSISTANCE. By law, your employer mustpay for all necessary medical services required
to cure or relieve the effects of the injury or illness. \/\/here 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 notifi'es 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:
Web site:

Chicago: 312/814-6611
Collinsville: 618/346-3450

Springfield: 217/785-7087
TDD (Deaf): 312/814-2959

Peoria: 309/671-3019
Rockford: 815/987-7292

866/352-3033
www.iwcc.il.gov

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

Party handling workers'
comoensation claims TWIN CITY FIRE INSURANCE COMPANY
Business address 4245 MERIDIAN PKWY

AURORA, IL 60504
Business phone 800-327-3636
Effective date 01/01/15 Termination date 01/01/16
Policy number 20 WE AH0845 Employer's FEIN 620548913

ICPN 10/11 Prmted by the authonty of the State of IIImOis.

Form WC 881200 H Printed in U.S.A.
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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:

BETHEL UNIVERSITY is: SEE ATTACHED ENDORSEME
(name of insurance carrier or administrator)(name of company)

SEE ATTACHED ENDORSEME

(name of carrier/administrator)

4245 MERIDIAN PKWY
(mailing address)

AURORA, IL 60504
(city, state, zip)

800-327-3636
(telephone number)

(contact person)

==iiiiiiiiOii

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

iiiiiiiiOii-

-

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 Workers' Compensation Board 09/19/05
Form we 88 13 03 A Printed in U.S.A.
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MISSISSIPPI WORKERS' COMPENSATION

NOTICE OF COVERAGE

I. Please take notice that your Employer is in compliance with the requirements of the Mississippi Workers'

Compensation Law, and maintains workers' compensation insurance coverage with the following:

TWIN CITY FIRE INSURANCE COMPANY
(Name, of insurance carrier or self-insurance group)

ONE HARTFORD PLAZA, HARTFORD, CONNECTICUT 06155
(877) 853-2582

(address & telephone number)

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

TWIN CITY FIRE INSURANCE COMPANY

(Name of third party claims administrator or claims office)

200 COLONIAL CENTER PKWY, STE 500
LAKE MARY, FL 32746

800-327-3636
(address & telephone number)

III. This workers' compensation coverage is effective for the following period:

--=..;01=.../:.....:O:..::1:..!..1-=1=5 -'-- to 0110 1/16

IV. All job related 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 tot he penalties therein provided.

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

Form we 88 23 00 B Printed in U.S.A.
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Workers' Compensation

If you are injured on the job, you should:
1. Notify your employer at once. You can't receive benefits unleqs your employer knows you're injured.

2. Tell the doctor your employer sends you to that you're covered by Workers' Compo

3. Notify the Workers' Compo Provider below or the S.C. Workers' Compo Commission at (803) 737-5700 if
you experience undue delays orproblems with your claim.

Workers' Compensation:
1. Pays 100% of your medical bills and some other expenses.

2. Compensates you for 66 2/3% of your salary, limited to the maximum wage set by law, if you are unable
to work for more than seven (7) calendar days.

We are operating under and subject to the
S.C. Workers' Compensation Act

In case of accidental injury OJ death to an employee, the injured employee, or someone acting in his or her behalf,
must give immediate notice to the employer or general authorized agent. Failure to give such immediate notice
may be the cause of serious delay in the payment of compensation to the injured employee or his or her
dependents and may result in failure to receive any compensation benefits under the law.

S.C. Workers' Compensation Commission
1333 Main Street

Columbia, S.C. 29201
(803) 737-5700

www.wcc.sc.gov

Form WC 88 39 02 D Printed in U.S.A.
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acting on the employee's behalf, must notify the employer of an injury or
occupationaldisease not later than the 30th day after the date on which the
injury occurs or the date the employee knew or should have known of an
occupational disease, unless the Texas Department of Insurance, Division

~ of Worker's Compensation (Division) de termines that good cause existed= for failure to provide timely notice. Your employer is required to provide you== with coverage information, in writing, when you are hired or whenever the
= employer becomes, or ceases to be, covered by workers' compensation
- Insurance.

EMPLOYEE ASSISTANCE: The Division provides free information= about how to file a workers' compensation claim. Division staff will answer
:: any questions you may have about workers' compe nsation and process any

requests for dispute resolution of a claim. You can obtain this assistance by= contacting your local Division field office or by calling 1-800-252-7031. The
-___ Office of Injured Employee Counsel (OIEC) al so provides free assistance to

injured employees and will explain your rights and responsibilities under the
::: Workers' Compensation Act. You can obtaih OIEC's assistance by

contacting an OIEC customer service representative in your local Division
field office or by calling 1-866-EZE-OIEC (1-866-393-6432).
SAFETY VIOLATIONS HOTLINE: The Division has a 24-hour toll-
free telephone number for reporting unsafe conditions in the workplace that
may violate occupational health and safety laws. Employers are prohibited
by law from suspending, terminating, or, discriminating against any
employee because he or she in good faith reports an alleged occupational
health or safety violation. Contact the Divisi on at 1-800-452-9595.

----
----

NOTICE TO EMPLOYEES
CONCERNING WORKERS'

COMPENSATION IN TEXAS
COVERAGE: BETHEL UNIVERSITY

[Name of employer]

HARTFORD UNDERWRITERS INSURANCE COMPANY
[Name of commercial insurance company]

,-l
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injury or occupational disease. This coverage is effective from
01/01/15 Any injuries or occupational diseases

[Effective date of workers' compensation insurance policy]

which occur on or after that date will be handled by
HARTFORD UNDERWRITERS INSURANCE COMPANY . An employee or a person

[Name of commercial insurance company]

Notice 6 (01/13) TEXAS DEPARTMENT OF INSURANCE, DIVISION OF WORKERS' COMPENSATION
Form we 88 42 01 G Printed in U.S.A.
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AVI SO A LOS EMPLEADOS SOBRE
LA

COMPENSACION PARA
TRABAUADORES

EN TEXAS
COBERTURA: BETHEL UNIVERSITY

[Name of employer]

tiene cobertura deseguros de cornpensacion para trabajadores con
HARTFORD UNDERWRITERS INSIIRANCE COMPANY para protegerle en caso de una

[Name of commercial insurance company]

lesion 0 enfermedad ocupacional relacionada con el traba]o. Esta
cobertu ra esta vigente desde

01/01/15 Cualquier lesiono enfermedad
[Effective date of workers' compensation insurance policy]

ocupacional que ocurra en 0 despues de esta fecha serarnanejada
por HARTFORD UNDERWRITERS INSURANCE COMPANY Un empleado 0 una

[Name of commercial insurance company]

persona que actus en nombre del empleado, debe notificar al empleador
sobre una lesion 0 una enfermedad ocu pacional a no mas tardar de
treinta (30) dias, a partir de la fecha en que ocurrio la lesion 0 en la fecha
en la que el empleado se entero 0 deberia de haberse enterado de la
enfermedad ocupacional, al menos que el Departamento de Seguros de
Texas, Division de Cornpensacion para Tra bajadores (Texas Department
of Insurance, Division of Workers' Compen sation - TDI-DWC, por su
nombre y siglas en inqles) (DivisiOn) determine que existio una buena
causa para que no se haya notificado al empleador dentro del tiempo
serialado. Su empleador tiene la obliqacion de proporcionarle a usted
informacion por escrito sobre la cobertura cuando usted es contratado 0
cuando su empleador adquiere 0 deja de tener una cobertura de segura
de cornpensacion para trabajadores.

Continuacion en Pagina 2
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EMPLEADOR CON COBERTURA
EI Reglamento 110.101 (e)(1) de Compensaci6n para Trabajadores de
Texas requiere que los empleadores que cuentan con una cobertura de
compensaci6n para trabajadores mediante una compafila de seguros

.comercial notifiquen a sus empleados qu e ellos cuentan con una
cobertura de seguro de compensacion pa ra trabajadores e informen a
sus empleados sobre el numero de la linea telef6nica gratuita del
Departamento de Seguros de Texas, Division de Compensaci6n para
Trabajadores para obtener informaci6n adicional sobre sus derechos de
compensaci6n para trabajadores.
Avisos en inqles, espario: y cualquier otro idioma cornun para la
poblaci6n de los trabajadores del empleador deben ser puestos a la vista

, y:
1. Mostrarse en un lugar prominente de la oficina de personal del

empleador, si es que lahay;
2. Ubicar este aviso en el area de trabajo de tal manera que los

empleados 10 vean regularmente;
3. EI titulo debs ser impreso en tamafo 26, en letra negrita de punto, el

tema debe ser impreso en tarnario 18, en letra negrita de punto, y el
texto, por 10 menos en tamario 16 en letra negrita de punto normal; y

4. Contener las palabras exactas segun 10 senalado en el
Reglamento 110.101 (e)(1).

EI aviso que Se muestra al reverse de esta pag ina cumple con los
requisitos que se han serialado en la parte de arriba. EI negarse a
mostrar 0 proporcionar esta informaci6n I sequn 10 requerido en el
reglamento es una falta a la ley y a los reglamentos de la Divisi6n. EI
infractor podrla estar sujeto a sancion es administrativas.
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ASISTENCIA AL EMPLEADO: La Division proporciona informacion
gratuita sobre como presentar una reclarnacion de compensacion para
trabajadores. EI personal de la Division contestara cualquier pregunta
que usted pueda tener sobre la cornpensacion para trabajadores y
procesara cualquier solicitud de resolucionde disputas relacionada con una
reclarnacion. Usted puede obtener este tipo de asistencia cornunicandose
con su oficina local de la Division 0 IIaman do al telefono 1-800-252-7031. La
Oficina de Asesoria Publica para el Empleado Lesionado (Office of Injured
Employee Counsel - OIEC, por su nombre y siglas en inqles) tambien
ofrece asistencia gratuita a los empleados lesionados y ellos Ie explicaran
cuales son susderechos y responsabilidades bajo la Ley de Cornpensacion
para Trabajadores. Usted puede obtener la asistencia de OIEC
cornunicandose con un representante de servicio al cliente de OIEC en su
oficina local de la Division 0 IIamando aI1-866-EZE-OIEC (1-866-393-6432).
LINEA DIRECTA PARA REPORTAR VIOLACIONES DE
SEGURIDAD: La Division cuenta con una linea gratuita telefonica que
esta en servicio las 24 horas del dla para reportar condiciones inseguras en
el area de traba]o que podrian violar las leyes ocupacionales .de salud y
seguridad. La ley prohibe que los empleadores suspendan, despidan 0
discriminen en contra de cualquier empleado porque elo ella de buena fe
reporta una alegada violacion ocupacional de salud 0 seguridad.
Comunfquese con la Division al tetefono 1-800-452-9595.
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