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State Posting Notice Compliance Requirements:

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

· Poster must be posted in the languages of all employees.  English & Spanish are provided here. 
· Both versions are contained in the attachment above.  Fill in the English version and it will transfer to the Spanish version and then print to Posting Notice.
· Additional languages are available through the website below.

Vermont Department of Labor Website:


http://www.labor.vermont.gov/
_1301837840.pdf


VERMONT
DEPARTMENT OF LABOR


Employer’s Liability and Workers’ Compensation


NOTICE TO EMPLOYEES


This employer, __________________________________________ , has complied
with the provisions of Title 21 of the Vermont Statutes, Annotated §687, by
obtaining Workers’ Compensation Insurance coverage through:


________________________________________________________________________________
                                                 (Insurance Carrier)


Workers’ Compensation benefits for lost time, medical expenses, disability or
death because of a work-related injury are available through the above named
company.


• An injured employee MUST immediately notify his/her employer of
an injury.


• The employer MUST file an Employee Claim and Employer’s First Report
of Injury (Form 1) with the Vermont Department of Labor within 72 hours
of the notice of an injury that requires medical attention or results in time
lost from work.  The employer must also provide a copy of the Form 1 to
the injured worker and to the insurance carrier.


• If the employer fails to file a First Report, an employee may file a
Notice of Injury and Claim for Compensation (Form 5) with the Vermont
Department of Labor within six months of the date of injury.


• Information concerning injured worker rights and benefits is
available on the department’s Workers’ Compensation website at
http://www.labor.vermont.gov or by calling (802) 828-2286.


Equal Opportunity is the Law
The State of Vermont is an Equal Opportunity/Affirmative Action Employer.  Applications from women, individuals with disabilities, and
people from diverse cultural backgrounds are encouraged.  Auxiliary aids and services are available upon request to individuals with
disabilities.  711 (TTY/Relay Service) or 802-828-4203 TDD (Vermont Department of Labor).
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ESTADO DE VERMONT 


Responsabilidades de la Empresa Contratante & Indemnización por 
Accidentes Laborales (Workers’ Compensation) 


  


NOTIFICACIÓN A LOS EMPLEADOS 


ESTA EMPRESA CONTRATANTE,  ,  
HA CUMPLIDO CON LAS DISPOSICIONES DEL TÍTULO 21 DE LOS ESTATUTOS DEL ESTADO 
DE VERMONT, ANOTADAS EN LA § 687, ASEGURÁNDOSE BAJO UNA PÓLIZA DE SEGURO 
CONTRA ACCIDENTES LABORALES EMITIDA POR: 
 
  


(COMPAÑÍA DE SEGUROS) 


EL EMPLEADO DE ESTA COMPAÑÍA TIENE DERECHO A SER INDEMNIZADO POR EL TIEMPO 
PERDIDO, GASTOS MÉDICO GENERADOS, INCAPACIDAD SUFRIDA O LA MUERTE, SI ÉSTOS 
FUESEN ATRIBUIBLES A UNA LESIÓN RELACIONADA CON SU TRABAJO. 


 
• LA LESIÓN SUFRIDA TENDRÁ QUE SER REPORTADA INMEDIATAMENTE A LA COMPAÑÍA 


CONTRATANTE  POR EL EMPLEADO LESIONADO. 
 
• LA EMPRESA CONTRATANTE TENDRÁ QUE REMITIR UNA RECLAMACIÓN A NOMBRE DEL 


EMPLEADO Y PRESENTAR EL PRIMER REPORTE DE UNA LESIÓN EN EL FORMULARIO 
CORRESPONDIENTE (FORMULARIO 1) ANTE EL MINISTERIO DE ASUNTOS LABORALES E 
INDUSTRIALES (THE DEPARTMENT OF LABOR AND INDUSTRY), POR CONCEPTO DE 
CUALQUIER LESIÓN QUE REQUIERA ATENCIÓN MÉDICA O QUE RESULTARA EN LA 
PÉRDIDA DE TIEMPO LABORAL. LA EMPRESA TENDRÁ QUE REMITIR DICHA 
RECLAMACIÓN Y REPORTE DENTRO DE 72 HORAS DESPUÉS DE HABER RECIBIDO 
NOTIFICACIÓN DE LA LESIÓN. LA EMPRESA CONTRATANTE TAMBIÉN LE TENDRÁ QUE 
PROPORCIONAR UNA COPIA DEL FINALIZADO FORMULARIO 1 AL EMPLEADO 
LESIONADO Y A LA COMPAÑÍA DE SEGUROS. 


 
• SI LA EMPRESA CONTRATANTE NO CUMPLIERA CON LA PRESENTACIÓN DEL PRECITADO 


PRIMER REPORTE, EL EMPLEADO PODRÁ LLENAR Y REMITIR EL FORMULARIO 5 
TITULADO NOTIFICACIÓN DE LESIÓN Y RECLAMACIÓN PARA INDEMNIZACIÓN (NOTICE OF 
INJURY AND CLAIM FOR COMPENSATION—FORM 5) ANTE EL MINISTERIO DE ASUNTOS 
LABORALES E INDUSTRIALES DENTRO DE SEIS MESES, CONTADOS A PARTIR DE LA 
FECHA DE LA LESIÓN. 


 
• SI DESEA INFORMACIÓN REFERENTE A LOS DERECHOS Y BENEFICIOS DEL EMPLEADO 


LESIONADO VISITE EL WEB SITE DE SEGURO CONTRA ACCIDENTES LABORALES 
http://www.state.vt.us/labind/wcindex.htm O SÍRVASE LLAMAR AL (802) 828-2286 


FORMULARIO 31 2/03 


NOTICE 
This is a translation of a document originally drawn up in English. Accordingly, it 
is understood that all legal rights, responsibilities and/or obligations are 
governed by the original English version of this document.  
 


ADVERTENCIA 
Ésta es la traducción de un documento originalmente redactado en inglés. 
Consiguientemente, hágase saber que todos los derechos legales, 
responsabilidades y/u obligaciones expresadas en el mismo se regirán por la 
versión original del documento redactada en inglés. 


 


WC 9247a (2-03) UNIFORM  



http://www.state.vt.us/labind/wcindex.htm





STATE OF VERMONT 
TI”U BANG VERMONT 


 
Trách NhiŒ m Pháp Lš Cûa Chû Hãng và S¿ BÒi ThÜ©ng Cho Công 


Nhân 
 
 


THÔNG BÁO CHO TƒT C• CÔNG NHÂN 
 


CHÑ H‚NG N? Y, 
___________________________________________________, ñ‚ TUÂN THEO 
ñI“U L� S – CHÑ ñ“ 21 CÑA ñ�O LU�T VERMONT,  687, B? NG CÁCH MUA 
B•O HI”M CHO VI�C B — I THÐ? NG CHO CÔNG NHÂN QUA: 
________________________________________________________________
________ 


(TÊN H‚NG B•O HI”M) 
 


NH�NG QUY“N L÷I CHO VI�C B — I THÐ? NG CHO CÔNG NHÂN DO Vµ MƒT 
GI?  L? M, TR• TI“N B�NH VI�N, T�T N GUY“N HO�C CH •T BŸI DO TAI N�N 
LIÊN QUAN ñ•N VI�C L? M ñ‚ SðN S? NG QUA CÔNG TY N? Y. 
 
? ? M¶t Công Nhân BÎ ThÜÖng Phäi LÆp TÙc Báo Cáo ThÜÖng Tích Cho Hãng 


Cûa Anh Ta/Cô Ta Ngay LÆp TÙc. 
 
? ? Hãng Làm Phäi Làm HÒ SÖ Cho Công Nhân và Bän Báo Cáo ThÜÖng Tích 


ñÀu Tiên Cûa Hãng (Form 1) V§i Væn Phòng Lao ñ¶ng Cho BÃt CÙ Tai Nån 
Nào CÀn ñi BŒ nh ViŒ n Ho¥c Phäi NghÌ Làm Trong Vòng 72 Gi© Sau Khi 
NhÆn ñÜ®c Báo Cáo Cûa Tai Nån Ho¥c BŒ nh.  Hãng Làm CÛng Phäi 
Cung CÃp M¶t Bän Sao cûa Form 1 Cho NgÜ©i Công Nhân BÎ ThÜÖng Và 
M¶t Cho Hãng Bäo Hi‹m. 


 
? ? N‰ u Hãng Không Làm HÒ SÖ Báo Cáo ñÀu Tiên, Công Nhân Có Th‹ Làm 


ñÖn Thông Báo Tai Nån Và Xin ñÜ®c Bòi ThÜ©ng (Form 5) V§i Væn Phòng 
Lao ñ¶ng Trong Vòng Sáu Tháng K‹ TØ Ngày BÎ ThÜÖng. 


 
? ? Tin TÙc VŠ QuyŠn L®i Cûa M¶t NgÜ©i BÎ ThÜÖng Có Th‹ LÃy Tåi Væn 


Phòng Lao ñ¶ng B¢ng Cách G†i SÓ (802) 828-2286. 







DRZAVA VERMONT 
                             
                            Odgovornost i 


                              kompenzacija radnika 
------------------------------------------------------------------------ 


 
OBAVIJEST ZAPOSLENIM 


 
 
POSLODAVAC, _______________________________JE POSTUPIO U SKLADU SA ODREDBOM 
BROJ 21, VERMONTSKOG STATUTA, § 687, TAKO STO JE UVEO OSIGURANJE ZA 
KOMPENZACIJU RADNIKA, PREKO: 
 
 
------------------------------------------------------------------------------------------------------------ 


NOSILAC OSIGURANJA 
 
 
 


KOMPENZACIJA RADNIKA ZA IZGUBLJENO VRIJEME, TROSKOVE LIJECENJA, 
INVALIDNOST I SMRT, KOJI SU REZULTAT POVREDA NA RADU STOJI NA RASPOLAGANJU 
PUTEM OVE KOMPANIJE. 
 
 
? POVRIJEDJENI RADNIK MORA ODMAH DA OBAVIJESTI SVOGA   
               POSLODAVCA O POVREDI. 
 
? POSLODAVAC  MORA ZA SVAKU POVREDU KOJA ZAHTIJEVA ZDRAVSTVENU 


INTERVENCIJU ILI IMA ZA POSLJEDICU GUBITAK  VREMENA NA RADNOM MJESTU, 
U ROKU OD 72 SATA OD PRIMANJA   OBAVIJESTI O NESRECI ILI BOLESI, ISPUNITI 
ZAHTJEV I PRVI IZVJESTAJ  ZAPOSLENOG – FORMULAR 1 (FIRST REPORT), 
ZAJEDNO SA ZAVODOM ZA RAD I INDUSTRIJU ( DEPARTMENT OF LABOR AND 
INDUSTRY).  


 
? AKO POSLODAVAC NE ISPUNI PRVI IZVJESTAJ, ZAPOSLENI MOZE ISPUNITI 


OBAVIJEST O POVREDI I ZAHTJEV ZA KOMPENZACIJU  (FORMULAR 5), ZAJEDNO 
SA UREDOM ZA RAD I INDUSTRIJU (DEPARTMENT OF LABOR AND INDUSTRY), U 
ROKU OD SEST MJESECI OD DATUMA POVREDE. 


 
 
? INFORMACIJE O PRAVIMA POVRIJEDJENIH RADNIKA SE MOGU DOBITI OD ZAVODA 


ZA RAD I INDUSTRIJU (DEPARTMENT OF LABOR AND INDUSTRY), NA TELEFON: 
(802) 828 – 2286.   


 
 
                                                                                                                                 FORM 31             5/95 
 
 





		Vermont Posting Notice in Spanish.pdf

		NOTICE

		ADVERTENCIA





		Text1: 

		Insurance Carrier: [Please Select Carrier from dropdown choices]






