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State Posting Notice Compliance Requirements:

· Must be posted in one or more conspicuous places at each insured location.

· It is recommended to also post the Spanish version if there are employees that only speak Spanish.

· Both versions are contained the above attachment.  Filling in the English version with complete the Spanish version.

· The box at the top of the form is for the Insured’s name and location.  Complete the date and policy number.  Select the Workers’ Compensation Insurance Company from the drop down box near the bottom of the page prior to printing.

· Must be printed on 8.5” x 14” paper.

Montana Department of Labor and Industry Website:


http://www.dli.mt.gov/
_1301836800.pdf
WORKERS® COMPENSATION

INSURANCE COVERAGE

EMPLOYEE NOTICE

Date:

—

Policy Number:

L _

The above-named employer’s workers' compensation insurance coverage is active and in good
standing for the period of to , provided the employer meets all premium and
reporting requirements.

IF YOU ARE INJURED

You should report any on-the-job injury to your supervisor, employer, or insurer as soon as
possible. You must report the accident within 30 days. A sole proprietor, partner, manager of
a manager-managed limited liability company, member of a member-managed limited liability
company, or corporate officer covered under the Montana Workers” Compensation Act must
report an accident to the insurer within 30 days.

Report minor injuries to your employer whether or not you receive medical treatment. After
you report the injury, your employer has 6 days to notify their insurer. You must submit a
written First Report of Injury within 12 months from the date of the accident. You can submit
this form to your employer, insurer, or the Department of Labor and Industry.

All employees sustaining a compensable work related injury or occupational disease, other
than those who are exempted by statute (Section 39-71-401, MCA), are covered for medical
and wage-loss benefits.

You have the right to choose your initial treating physician.
You may continue to receive treatment from your physician unless you receive written
notice of referral to a preferred provider or a managed care organization. After providing
you with a referral notice, the insurance carrier is no longer liable for treatment provided
by your physician unless authorization is obtained to continue treatment.

For specific information about this policy, call or write your employer’s
insurance carrier:

PleaseSelectCarrierfrom dropdownchoices
6404 International Parkway
Plano, Texas 75093
Phone: (800) 527-553

For general information about workers’ compensation, call or write:
Montana Department of Labor and Industrf/, Employment Relations
Division, P.O. Box 8011, Helena, MT 59604-8011, Phone (406) 444-6532.

FAILURE TO POST THIS SIGN OR POSTING AN ALTERED SIGN IN THE
WORKPLACE WILL RESULT IN A $50 FINE AGAINST THE EMPLOYER!

ERD800.(Rev 5/02)






Compensacion de Trabajadores

Cobertura De Seguro

AVISO DEL EMPLEADO

r —I Fecha:

NUmero de la Politica:

L _

La cobertura de compensacion para trabajadores de la antedicha compania esta vigente por el periodo de
al , mientras tanto que la compafiia halla reunido todos los requisitos de reportes y la prima.

SI USTED ES HERIDO

Usted debe informar cualquiera lesion que ocurre en el trabajo a su supervisor, el empleador o el asegurador
tan pronto posible. Usted tiene que reportar el accidente dentro de 30 dias. Un propietario Gnico, el socio, el
director de una comparfiia manejado por el director de obligacion limitada, el miembro de una compafiia
miembro-manejado por obligacion limitada, o oficial corporativo cubierta bajo el Acto de Compensacion de
Trabajadores de Montana debe informar un accidente el asegurador dentro de 30 dias.

Informe las lesiones secundarias (de menor importancia) a su empleador aunque usted no reciba tratamiento
médico. Después que usted informa la lesion, su empleador tiene 6 dias para notificar a su asegurador. Usted
tiene que entregar un escrito “Primer Informe de la Lesion” dentro de 12 meses de la fecha del accidente.
Usted le puede entregar esta forma a su empleador, al asegurador, o al Departamento de Labor e Industria.

Todos los empleados que sostienen una lesion compensable relacionada al trabajo o la enfermedad
profesional, con excepcién de las que sean eximidas por el estatuto (la Seccién 39-71-401, MCA), son
cubierta por médico y por los beneficios de perdida de salario.

Usted tiene el derecho de escoger al médico que le tratara inicialmente. Usted
puede continuar recibiendo el tratamiento de su médico a menos que usted reciba un aviso escrito de
referencia para un proveedor preferido o una organizacién de cuidado manajada. Después de proporcionarle
con un aviso de referencia, el portador del seguro no estara obligado a seguir responsable por el tratamiento
proporcionado por su médico a menos gque se obtenga la autorizacion para continuar el tratamiento.

Para informacion especifica sobre esta poliza, llame o escriba al portador del
seguro de su empleador :

PleaseSelectCarrierfrom dropdownchoices

6404 International Parkway
Plano, Texas 75093
Phone: (800) 527-553

Pare_lti)nformacién general acerca la compensacion de los trabajadores, llame o
escriba:

Montana Department of Labor and Industry, Employment Relations Division, P.O. Box
8011, Helena, MT 59604-8011, Phone (40631444—6532.

iEL FRACASO DE ANUNCIAR ESTE LETRERO O ANUNCIAR UN LETRERO MODIFICADO EN EL
LUGAR DE TRABAJO RESULTA EN UNA MULATA DE $50 CONTRA EL EMPLOEADOR!

ERD800.(Rev 1/05)
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