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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 8687, by
obtaining Workers’ Compensation Insurance coverage through:

PleaseSelectCarrierfrom dropdownchoices

(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 & Indemnizacion por
Accidentes Laborales (Workers” Compensation)

NOTIFICACION A LOS EMPLEADOS

ESTA EMPRESA CONTRATANTE, ,
HA CUMPLIDO CON LAS DISPOSICIONES DEL TITULO 21 DE LOS ESTATUTOS DEL ESTADO
DE VERMONT, ANOTADAS EN LA § 687, ASEGURANDOSE BAJO UNA POLIZA DE SEGURO
CONTRA ACCIDENTES LABORALES EMITIDA POR:
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(COMPANIA DE SEGUROS)

EL EMPLEADO DE ESTA COMPANIA TIENE DERECHO A SER INDEMNIZADO POR EL TIEMPO
PERDIDO, GASTOS MEDICO GENERADOS, INCAPACIDAD SUFRIDA O LA MUERTE, SI ESTOS
FUESEN ATRIBUIBLES A UNA LESION RELACIONADA CON SU TRABAJO.

e LA LESION SUFRIDA TENDRA QUE SER REPORTADA INMEDIATAMENTE A LA COMPANIA
CONTRATANTE POR EL EMPLEADO LESIONADO.

e LA EMPRESA CONTRATANTE TENDRA QUE REMITIR UNA RECLAMACION A NOMBRE DEL
EMPLEADO Y PRESENTAR EL PRIMER REPORTE DE UNA LESION EN EL FORMULARIO
CORRESPONDIENTE (FORMULARIO 1) ANTE EL MINISTERIO DE ASUNTOS LABORALES E
INDUSTRIALES (THE DEPARTMENT OF LABOR AND INDUSTRY), POR CONCEPTO DE
CUALQUIER LESION QUE REQUIERA ATENCION MEDICA O QUE RESULTARA EN LA
PERDIDA DE TIEMPO LABORAL. LA EMPRESA TENDRA QUE REMITIR DICHA
RECLAMACION Y REPORTE DENTRO DE 72 HORAS DESPUES DE HABER RECIBIDO
NOTIFICACION DE LA LESION. LA EMPRESA CONTRATANTE TAMBIEN LE TENDRA QUE
PROPORCIONAR UNA COPIA DEL FINALIZADO FORMULARIO 1 AL EMPLEADO
LESIONADO Y A LA COMPANIA DE SEGUROS.

e SI LA EMPRESA CONTRATANTE NO CUMPLIERA CON LA PRESENTACION DEL PRECITADO
PRIMER REPORTE, EL EMPLEADO PODRA LLENAR Y REMITIR EL FORMULARIO 5
TITULADO NOTIFICACION DE LESION Y RECLAMACION PARA INDEMNIZACION (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 LESION.

e S| DESEA INFORMACION 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 SIRVASE LLAMAR AL (802) 828-2286

FORMULARIO 31 2/03

NOTICE ADVERTENCIA

This is a translation of a document originally drawn up in English. Accordingly, it Esta es la traduccion de un documento originalmente redactado en inglés.

is understood that all legal rights, responsibilities and/or obligations are Consiguientemente, hagase saber que todos los derechos legales,

governed by the original English version of this document. responsabilidades y/u obligaciones expresadas en el mismo se regiran por la
version 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

Trach NhiEEm Phéap L§ Cla Chi Hang va S¢, BOi ThU©ng Cho Céng
Nhan

THONG BAO CHO TfT C+ CONG NHAN

CHN HNG N?Y, i
. fi, TUAN THEO
fil“U LS — CHN /* 21 CNA RO LUT VERMONT, 687, B? NG CACH MUA

Be O HI"'M CHO VIIC B —I THD? NG CHO CONG NHAN QUA:
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(TEN H,NG Be O HI"M)

NHMNG QUY“N L+l CHO VI B —I THD? NG CHO CONG NHAN DO Vu MfT
GI? L?M, TRe TINBINH VIIN, TT N GUY“N HOIC CH « T BYI DO TAI NIN
LIEN QUAN fie N VIIT L? M fi, SON S? NG QUA CONG TY N?Y.

?? M1t Céng Nhan Bi ThUOng Phéi L/&p TUc Béo Cao ThUOng Tich Cho Hang
Cha Anh Ta/C0 Ta Ngay LAp TUc.

?? Hang Lam Phéai Lam HO SO Cho Céng Nhan va Ban Bao Cao ThUOng Tich
fiAu Tién Cla Hang (Form 1) V&i Veen Phong Lao fifng Cho BAt CU Tai N&n
Nao CAn fii BEnh VIiEn Ho¥c Phai Nghl Lam Trong Vong 72 Gi© Sau Khi
Nh/Zn AiU®c B4o C4o Cla Tai Nan Ho¥c BEnh. Hang Lam CUng Phai
Cung CAp MYt Bén Sao clia Form 1 Cho NgU®i Céng Nhan Bl ThUOng Va
Mqt Cho Hang B&ao Hixm.

2?2 N%ou Hang Khéng Lam HO SO Béo Céo fiAu Tién, Cong Nhan C6 Th« Lam
fAOn Thong Béo Tai N&n Va Xin iU®c Boi ThUOng (Form 5) V&i Veen Phong
Lao Aifng Trong Vong Sau Thang K« T@ Ngay Bl ThUONg.

7?2 Tin TUc VS QuySn L®i Cla MYt NgU®i B ThUOng C6 The LAy Téi Vaen
Phong Lao fifng B¢ng Cach Gti SO (802) 828-2286.





DRZAVA VERMONT

Odgovornost |
kompenzacijaradnika

OBAVIJEST ZAPOSLENIM

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

PleaseselectCarrierfrom dropdownchoices

NOSILAC OSIGURANJA

KOMPENZACIJA RADNIKA ZA 1ZGUBLJENO VRIJEME, TROSKOVE LIJECENJA,
INVALIDNOST | SMRT, KOJ SU REZULTAT POVREDA NA RADU STOJ NA RASPOLAGANJU
PUTEM OVE KOMPANIJE.

? POVRIJEDJENI RADNIK MORA ODMAH DA OBAVIJESTI SVOGA
POSLODAV CA 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 | PRVI 1ZVIJESTAJ ZAPOSLENOG - FORMULAR 1 (FIRST REPORT),
ZAJEDNO SA ZAVODOM ZA RAD | INDUSTRIJU ( DEPARTMENT OF LABOR AND
INDUSTRY).

? AKO POSLODAVAC NE ISPUNI PRVI 1ZVJIESTAJ, ZAPOSLENI MOZE [ISPUNITI
OBAVIJEST O POVREDI | ZAHTJEV ZA KOMPENZACIJU (FORMULAR 5), ZAJEDNO
SA UREDOM ZA RAD | 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 | INDUSTRIJU (DEPARTMENT OF LABOR AND INDUSTRY), NA TELEFON:
(802) 828 — 2286.

FORM 31 5/95
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