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Insurer Reporting Requirements

Every insurer has a Nevada Certificate of Authority
(C of A) number issued by the Division of
Insurance (DOI).

Insurer reporting must include the insurer name
and Nevada Certificate of Authority number.



Insurer Reporting Requirements

Who are insurers? (defined in NRS 616A.270)

e Private carriers (individual underwriting
companies — not groups)

e Self-insured employers (SIE)
e Associations of self-insured employers

Who are NOT insurers?
e Third-party administrators (TPA)

e Private carrier groups (Chartis, CNA, Liberty
Mutual, etc.)

e Insureds, employers, policyholders



Insurer Reporting Requirements

Four things you need to know before you can
report to the Workers’ Compensation Section:

1. What you are (TPA, Private Carrier, SIE, etc.)
2. Who you are (correct name)

3. For which INSURER you are reporting (name &
number as it appears on the Nevada Certificate
of Authority )

4. What to report and when (NRS & NAC)




Insurer Reporting Requirements

Worksheet:

e Are you an insurer?
e What is your name and C of A number?

e Are you a TPA?
e Which insurers do you report for?
e What are their C of A numbers?



Insurer Reporting Requirements

Mandatory reporting for all insurers continues after
C of A is inactive

e SIEs and Associations (NAC 616B.493 & .575)
DIR & DOI retain jurisdiction over all claims
incurred during period of self insurance until all
liabilities have terminated

e PCs must notify DIR/WCS of how claims incurred
will be administered after C of A is inactive




Insurer Reporting Requirements

Exceptions to Mandatory Reporting

e No claims incurred during the period of self-
Insurance or active certificate

e Liabilities for claims incurred during period of
self-insurance or active certificate have been
transferred to another insurer

e All potential liabilities and benefit eligibility
have been exhausted (i.e., claimants
deceased, dependents past eligible age,
claims with no reopening potential, etc.)

Must send a written request with a full explanation
for the exception



Insurer Reporting Requirements
Overview

Ongoing Requirements (as necessary):
e Proof of Coverage
e Claims Indexing
e Multiple Injury Incident or Disease Exposure/Fatality
e Occupational Disease Claims
o Insurer Information Form updates

Annual Requirements:
e Permanent Total Disability (PTD) claims
e Insurer Information Form
e WCS FY Claims Activity Report
e Statements of Inactivity, as applicable 10



TPA Reporting Requirements
Overview (New)

e Ongoing Requirements (as necessary)

— Administrative changes: address, phone, fax,
contacts, etc.

e Annual Requirements
— Claims Handled Report (SB 195, 2009)
— Records Storage Locations Reports

11



Ongoing Requirements
Throughout the Year
(as necessary)
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Proof of Coverage (POC)
NRS 616B.461 & NAC 616B.100-148

=
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Proof of Coverage (POC)

Proof of Coverage: Data relating to WC policy

e Enab
manc

e Enab

es the DIR (WCS) to enforce the
atory coverage provisions of NRS 616

es DIR (WCS) to route C-4s (claims) to the

proper insurer when necessary

e Enables the public to obtain coverage
information via the Coverage Verification Service
(CVS) on the WCS website

14



Proof of Coverage

Who Must Report:

e Private carriers writing Nevada workers’
compensation policies must report POC data

(Associations of self-insured public and private
employers are no longer required to report.)

Data Collection:

e The National Council on Compensation Insurance
(NCCI) is Nevada’'s POC data collection vendor

e All private carriers must submit policy data to
NCCI for it to be deemed received by the DIR
(WCS)

15



Proof of Coverage

Policy Transactions to report:
1. New Policies (and Binders)

2.

3
4
5.
6
/

Policy
. Policy
. Policy

Renewals
Reinstatements

Reissuances

Policy Cancellations
. Policy Nonrenewals
. Endorsements/Policy Changes

16



Proof of Coverage

Deadlines:
Private carriers must report all required
policy transactions within 15 days of
their effective dates

17



Proof of Coverage

Reporting Violations:

e Late Reporting
e Failure to Report
e Incorrect Reporting

Administrative Actions for Reporting Violations:

Per NAC 616D.415(1)(c), a fine and/or order for plan of
corrective action

e Fines may not exceed $375 for initial violation or
$3000 for second or subsequent violations

18



Proof of Coverage

For information on how to report POC data:

National Council on Compensation Insurance

901 Peninsula Corporate Circle

Boca Raton, FL 33487

1-800-NCCI-123  (1-800-622-4123)
WWW.NCCI.COM

19



Claims Indexing
NRS 616B.018




Claims Indexing NRS 616B.018

The Claims Indexing System makes information
concerning claimants of a Nevada insurer available to
other insurers and certain other government entities.

NRS 616B.018 requires:

Submissions of initial claims information and monthly
updates as specified*

e Failure to report/reporting errors may result in
$1000 fine for initial violation and $2000 for
subsequent violation

*WCS strongly encourages electronic submission, but D-38 form
for hardcopy reporting can be found at
http://dirweb.state.nv.us/WCS/WCS.htm under “Workers’
Compensation Forms”

21



Claims Indexing
NRS 616B.018

For information on reporting requirements and
submission formats contact:

Cathleen Fryman, WCS Carson City
E-mail: cfryman@business.nv.gov
Telephone: 775-684-7283

22



Fatality/Multiple Victim Reporting
NAC 616B.018




Fatality/Multiple Victim Reporting
NAC 616B.018

Multiple Victim Reporting:

Insurer must notify DIR/WCS within 30 days of:

e Any industrial accident resulting in injury to two
Or more persons, or

e The exposure to a disease causing agent that

has affected or is expected to affect two or more
persons

No specific form for reporting — a letter/memo to
WCS District Manager referencing NAC 616B.018
is fine.

24



Fatality/Multiple Victim Reporting
NAC 616B.018

Fatality Notification:

Within 48 hours of notification insurer must notify
DIR/WCS:

e Fatal industrial accident or

e Fatal industrial disease incident

Form D-21: Fatality Report must be submitted

25



Fatality Report
Form D-21

Available online at
http://dirweb.state.nv.

us/WCS/wcs.htm
under “Workers'
Compensation Forms”

STATE OF NEVADA
DEPARTMENT OF BUSINESS AND INDUSTEY
Drvision of Industrial Relations

400 West King Street, Suite 400

Carson City, Nevada 89703

1301 N. Green Valley Parkway, Suite 200
Henderson, Nevada 89074

FATAILITY REPORT

(Pursuant to NAC 616B.018)

(Note: The msurer must notify the Administrator within 48 houss after recerving notice of fatality)

To: ADMINISTRATOR, D.IE.

From:

Address:

Date:

Deceased:

Address:

D.O.B.

County:

Date of Accident or onset of Occupational Disease:

ANM.
Time: P

Date of Death:

Marital Status: Name of Spouse:

No. of Dependents:

Name of Dependent:

Name of Dependent;,

Name of Dependent;,

D.OB. Relationship:
D.OB. Relationship:
D.OB. Relationship:

Employer:

Address:

Type of Business:

Deceased Emplovee's Occupation:

Exact Location of Accident (if applicable):

Describe Accident or Occupational Disease:

Reported By

Title
D-21 e rom



Occupational Disease Claims
NRS 617.357

>



Occupational Disease Claims
NRS 617.357

Insurers must submit written report of each claim for:

e Occupational disease of heart, lungs or that is
infectious or relates to cancer as required by
NRS 617.357

Report to DIR/WCS in writing within 30 days after
claim is:

o Accepted or denied

o Appealed (acceptance or denial only)

o Affirmed, modified or reversed on appeal

e Closed or reopened

28



Occupational Disease
Claim Report

Form OD-8

Available online at
www.dirweb.state.nv.u
s/WCS/wcs.htm

under “Workers'
Compensation Forms
and “Insurer
Information”

/4

State of Nevada
Department of Business and Indnstry
Division of Industrial Relations

OCCUPATIONAL DISEASE CLAIM REPORT (NRS 617.357)
Please check one only: [ ] INITIAL REPORT [ | UPDATE REPORT

ALL REPORTS (Complete this section for INITIAT. REPORTS 4ND UPDATES

Date Feport Submitted (to WCS):

Insurer Name:

Insurer Certificate Number: Insurer FEIN:

Employer Name:

Claim Number:

Submitted by:

Individual Name and Title (please print)
Company: Insurer [
Address: TTPA [
City, State, Zip: Other [

Telephone E-mail Address

INITIAL & UPDATE REPORTS (Report within 30 days of acceptance/denial or any changes to the claim)

Date Claim (C-4) Received: Date of Injury:

Date Accepted/Dented:

Claim Disposition: [ ] Accepted [ Denied

Reason for Acceptance Demal:

Statute/Reg. Citation:

Estimated Medical Costs of Claim: §

Description of Nature of Claim:

NATURE OF CLAIM CODE (Select from the TATABC Codes below )

[ 61 ASBESTOSIS, LUNG DISEASE FROM DNHATED ASBESTOS [ ] 73 CONTAGIOUS DISEASE, UNSPECIFIED

[ 62 BLACK LUnG, CEROMIC LUNG DISEASE/COAL []74 Cavcer
[ 63 BYssmosIs, PREUMOCONIOSTS FROM COTTON, FLAY  [] 73 AIDS
[ 64 Smw1cosIs. » OCOMIOSTS FROM DVHALED 511 [179 Hepatrmis C
[] 65 RESPIRATOR [103 AvGnia PECTORIS, CHEST PAIN
[141 MyOCARDIAL INFARCTICN, HEART DISEASE/CONDITIONS
[] 60 DUST DISEASE, ALL OTHER PNEUMOCONICSIS [[100 OT#E=R BE SPECIFIC
Syimptoms/ Exposure Only: (Mo Confirmed Disgnosis) [¥es [¥No

UPDATE EEPOETS ONLY (Report within 30 davs of appeal, closure, reopening, or confirmed diagnosis)

Appeal(s) of Acceptance/Denial:
Date Appeal Filed: .
Appeal []1%  [J2* [13® [JOther Hearing Date:
Decision: [] Affinued [ ] Modified [ ] Reversed [ | F.emanded
Decision Date:
Diagnosis Confirmed: (] YEs  [INo
Did Nature of Claim Change? [] Yes - New Cope# Owo
Additional Information/Explanation (include clarification of activity reported):

Initial Claim Closure Date: |

Date Claim Reopened (if applicable): |

Subsequent Claim Closure Date (if applicable): |




Occupational Disease Claim Report
Form OD-8

First section: “All Reports” must be completed
each time there is reporting (initial and updates)

o All information MUST be legible
e Be sure to use the correct claim number
e Report INSURER Name, Certificate of
Authority # and FEIN
e Employer Name should be specific, e.g.:
Insurer = MGM Resorts International, Employer
= Bellagio
Insurer= Clark County, Employer = UMC

30



Occupational Disease Claim Report
Form OD-8

Second section: “Initial and/or Updated Reports” must
be used to show updates required by statute to be reported

e Complete ALL spaces
v'Include correct dates and update as necessary

v'Reason for Acceptance/Denial: explain WHY the
claim was accepted or denied (e.g., not in course
and scope of employment)

v’ Include estimated medical costs (even if $0) and
update at claim closure as necessary

v Nature of Claim Description and Code: use these to
provide as much detail about the claim as available

(try to avoid using “00 Other” code) 31




Occupational Disease Claim Report
Form OD-8

Third section: “Update Reports Only” must be
completed for each change that occurs:

o If claimant appeals claim denial, “1st Appea
box should be checked and the date entered
next to “"Date Appeal Filed”

e When the results of this appeal are received,
use this same form to report the decision
outcome and the date

e For further appeals (claimant or insurer) of
acceptance or denial, update as required

III

32



Occupational Disease Claim Report

e Reportable Claims:

v Submit initial and updates throughout
year on Form OD-8 within 30 days
of reportable activity

v No need to attach the C-4 claim form

e No Reportable Claims:
v Submit Statement of Inactivity within
5 working days of calendar year-end

33



Occupational Disease
Claim Report
Statement of Inactivity

Available online at
www.dirweb.state.nv.u
s/WCS/wcs.htm

“Insurer Information”

"\'Iillc of Nevada
Department of Business and Indwstry
Division of Industrial Relations
Warkers" Compensation Section

OCCUPATIONAL DISEASE CLAIM REPORT
NRS 617.357

STATEMENT OF INACTIVITY
CALENDAR YEAR ___

Workers' Compensation Insurers
(To be submitted in liew of the Occupational Disease Claim Report Form, OD-5)

SUBMIT WITHIN 5 WORKING DAYS OF THE END OF THE CALENDAR
YEAR WITH NO ACTIVITY

Workers” Compensation Section
1301 North Green Valley Parkway, Suite 200
Henderson, NY 89074
Adtention: Research and Analvsis Unit
Fax: (702) 990-0364
E-mail: WCSEAG@ business ny gov

I certify that there has been no occupational disease claims activity
pursuant to NRS 617.357 during the indicated calendar year for the
workers' compensation insurer named below:

|Insurer Name:
i_ul_z_?ililﬂ Certificate of Authority Number:
| NCCI Carrier Code (Private Carriers):

Federal Employer Identification Number (FEIN):

Name:

Title:

Organization:

Address:

City: . State: Zip:

Telephone: : _Fax

mail Address:

Signature Date




Occupational Disease Claim Report

Administrative Actions for Reporting Violations:

e Per NAC 616D.415(1)(d), a fine and/or order for
nlan of corrective action

e Fines may not exceed $375 for initial violation or
$3000 for second or subsequent violations

35



Annual Requirements
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PERMANENT TOTAL
DISABILITY (PTD) CLAIMS
NRS 616C.453
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Permanent Total Disability (PTD) Claims

Background:

NRS 616C.453* requires DIR to make annual
payments to injured employees (or their dependents):

e Who are permanently and totally disabled (PT)
and

e \Who are not entitled to the annual increase
(2.3%) per NRS 616C.473

*See applicable regulations: NAC 616C.526 - 527

38



Permanent Total Disability Claims

NRS 616C.453 Qualification Criteria:

e The injured employee has been deemed
permanently and totally disabled; and

e The injured employee is receiving PT benefits as of
July 1 of the year in which the annual payment is
to be made (e.g., claim is reportable in 2011 if

injured employee is receiving PT benefits as of
7/01/11); and

e The injured employee is not entitled to the annual
increase in PT benefits pursuant to NRS 616C.473

39




Permanent Total Disability Claims

Every insurer (includes private carriers authorized to
but not currently writing workers’ compensation and
inactive self-insured employers):

e Must complete the proper form and supply the
required information annually, within 30 days of
request

e Must report every PT claim meeting the NRS
616C.453 criteria

e Must provide claimants’ current address

e Or must indicate that they have no qualifying
claims to report

40



Permanent Total Disability Claims

Annuities and Subrogation Agreements:

e PTs for which an annuity was purchased or
for which a subrogation agreement is in place
that would otherwise qualify for this payment
are not exempt and must be reported!

41



Permanent Total Disability Claims

Failure to provide PT claim information may result in
administrative fines pursuant to NAC 616C.527 and
NRS 616D.120

42



Permanent
Total Disability
Claims Form

Available online at
www.dirweb.state.nv.

us/WCS/wcs.htm

under “Insurer
Information”

(updated annually)

=

4.

State of Mavada
Dizpartmeant of Businass and lhdusty
Divizsion of Industrial E=lations
Workers” Compensafon Secoon

PEFMANENT TOTAL DISABILITY CLAIMS — NRS 616C 4583
FESPONSE DUE BY: XXXX

E-MAW.: wcsra@business . m . eov
FAX: (70X 9000364
MAT.: Stste of Mavada
Dhvizien of Industrial Ealations Weodrars™ Compensation Section
Education, Eassarch and Analvsis Unit
1301 W, Gmean Vallay Parkowgy,. Suits 200
Handearmeon, NV 89074

INSURER IDENTIFICATION:

Inzurer Name:
Nevada Certificate of Authorgy Number:

Iz thiz inzurer rezponzible for any PERMANENT TOTAL (PT) dizability claim for which the
injured employee was receiving PT benefitz az of July 1, 2012 and does not gualify for the
annual increaze in PT benefitz parsnant to NRS 616C 4737

NO[O IF NO, completz Szction 24 atthe bottom of this page and submit to the Division of
Industrial Falations at the address, fax number or =mail addrsss above,
YE5 [ IF YES, provids the information listed in 23 below for EACH PT CLAIM

{usea separats form for sach claim) that meets the criteris abova.

EEQUIRED CLAIM INFOEMATION:

{Supplr current infommation for EACH PT claim mesting criteria m #2 abowva):

A Injured Employea Mamea:
E. Injued Employea 55N
C. Injured Employea Strest Addrass:
D. Injued Employea City, Stata, Zip:
E. Clzim Number
F.  Date of Injury:
G Dats Permament Total Statw: Distermined:
H. Monthly PT Fat2 {same az TTD rat<) prios to deductions/offests: ¥
L Iz the injured emplovee currently receiving PT benmefit=? Y or )
I If Mo, provide explanation and partinent dates
{i.z. incarceratad, dagsazad, otcl):
COMPLETED EY:
INamsa: Titla:
Company:
Tal=phons: E-mail:
Bimmatra*: Data:

01T}
612

{*5immature not required if semt by e-mail)




PTD Claims: How to Report

Insurers with no claims to report:

e Complete Question #1, answer "NO” to Question
#2, complete Question #4 at the bottom, and
promptly return the form

Insurers with claims to report:

e Complete Question #1, answer “YES” to
Question #2, complete Question #3 for each
claim. Make copies of the form as needed to
report only one claim per form. Questions #1,
#2, and #4 must be completed on every form




PTD Claims: How to Report

Submit to DIR by response due date:
By e-mail: WCSRA@business.nv.gov
By fax: (702) 990-0364

By mail:  Division of Industrial Relations/WCS
Education, Research & Analysis Unit

1301 N Green Valley Parkway, Ste. 200
Henderson, NV 89074

45



WCS Insurer Information Form




Insurer Information Form

Establishes the official record of current insurer
contact information for WCS regulatory
functions.

Outdated information puts insurers at risk of
failing to meet statutory responsibilities.

47



FY Insurer
Information Form
Page 1

Srare of Nevada
Department of Bonines & Indoziry
Drvizon of Imdnztrial Relatiom
WORKERS COMPENSATION SECTION
FYXX INSURER INFORMATION FORM
{July 1, 205X through June 30, 203X)
Workers” Compenzation Inzurers { Active or Inactive)

ANNUAL DUE DATE: DECEMEER 30, 20XX

(ALED within 30 days of any changss ‘updates during the year)

I

E-mail: worraEbusiness nv. sov
Alail: State of Nevada
Divizion of Industrial Foalations
Workers” Compansation Saction
1301 Morth Gieen Vallay Parkosay Swita 200
Handarzon, IV B0074
Asrention: Research and Analysis
Fax: {TO2) SRD-03454

INSUEER INFOEMATION:

Chack Ons: O Privats Camier O Salf-lnsurad Emplover O Associstion of Self-Insuwrsd Em plovers

Inzurar Mama (As listad on MW Carti ficats of Authority):

Addrazz

City: | State: | Zip:

MW Cortificate of Authority Mo.: FEL:

Diate Cagtifi ad: Diata Dacartified {if applicabl2):
NCCI Camrier Coda (Private Carriars): NCCI Group Code (Privats Carriars):
Dhd thiz carrisr writa WiC bezinsz: in WV in F¥117 YEs [ o O

CURRENT KEVADA CLATMS OFFICE (SyTPAz: (Attach additional page if mecexzary)
{Thiz information will be nzed on our online Coverage Verification Service)

Mame of Admindstrator

Addrazs:

City: | State: | Fip:

Contact Parzon:

Tal=phons =: | C-4/Claims Fax =

E-mail Addrass:

FREVIOUS NEVADA CLAIMS OFFICE (SyTPA= DURING FY11:

Pravipus Administratonz) Effactive Datalz) Drata(z) Thiong

LOCATION OF EE COEDS OTHER THAN CLAIME OFFICE(S ) TPAs:

Location of Flapoods:

Addrazs

City: State: | Tip:
Contact Parzon: Titla:

Talaphoma:

E-mail Addrsss: | Contract Exp Data:




FY Insurer
Information Form
Page 2

Srave of Nevada
Department of Bozines: and Indmiry
Divizien of Induzirial Relatiom
WORKER S COMPENSATION SECTION

CORPORATEMWORKERS' COMPENSATION REGULATORY CONT ACT
(For izzue: relating to home office, leeal, audit finding: and reports, complaintz, efc):

| E-mazil Addres:

[ E-mazil Addrzs

FROOF OF COVERAGEPOLICY REPORTING CONTACT (Private Carriers Only)

(For izzues relating to policy reporting to NCCL, proof of coveraze reporting violations, etc.):
Contact Name

| E-mail Addrzss

Bzt Zp
Fax

INama of Individual Complating Form:

Compsany: | Titla:

ddrosszz:

City: Stats: Zip:

Talsphons: Fax:

E-mail Addgazz:

SiFmatra: | Diats:




Insurer Information Form
General Instructions

ALL INSURERS (ACTIVE AND INACTIVE)
MUST COMPLETE!
Required pursuant to NRS 616B.006

e Use proper form and submit to WCS annually
and within 30 days of any changes

e Contact information on page 2 must be Insurer
contact information — not TPA

50



Insurer Information Form
General Instructions

Form e-mailed with Annual Report Packet and also

available on website
http://dirweb.state.nv.us/WCS/wcs.htm

May submit electronically or by hard copy
E-mail: WCSRA@Dbusiness.nv.gov
Fax: 702 990-0364

Mail: State of Nevada
Division of Industrial Relations

Workers’ Compensation Section

1301 N. Green Valley Parkway, Ste. 200
Henderson, NV 89074

Attention: Research & Analysis

51



WCS Fiscal Year
Claims Activity Report




WCS FY Claims
Activity Report/Insurer
Information Form
Cover Memo Page 1

* Distributed annually
(late summer/early fall)
by e-mail for fiscal year
reporting

BEIAN SANDOVAL TEEEY JOENZIN

Favermor Deraminw
W Cazpct Infarma s DONALD E. JAYSE, CPCT
{7I2) £54903 Adsaionsms]

Fax: TH) 9333344
kit dirreb s ey

CHARLEZ J. VEEEE
Thigf A deicirensine Ofiner

STATE OF NEVADA
DEPARTMENT OF EUSINESS ANDINDUSTEY
DIVISION OF INDUSTRIAL BEEL ATIONS
WOREEERS® COMPENSATION SECTION

1301 Morth. Green. Vallex Farloway,. Snite. 2040
Hend erzon, Nevada 38074

MEMORANDUM
TO: ALL NEVADA WORKERS® COMPENSATION INSTUREERS
{detive or Tractive)
CC: THIRD PARTY ADMINISTEATORS (TPRds)
FROML: Charlaz J. Vema, Chisf Adminiztrative Officar

DATE: Movembar 10, 2011
SUBIECT: WS Workerz" Comp enzation Claim: Activity Beport,
Statemen t of Inactivity and Inzu rer Information Form

Fiscal Year 2011 (July 1, 2010- June 30, 2011)

DUE DATE: December 30, 2011

Provided are the Fiscal Fear 2011 WCE Workers” Compensation Claims 4 ciiviny Report (4 cthay
Repargh, Stafement of In activity and the Tesurer Infermation Forme The Insurer Info rmation
Form AND either the 4 cnity Report or the Storement of Ingcnity muszt be completed and
retumed to the WCS on or before December 30, 2011, If vou ars not the appropriate party to
rez pond to thiz core: pondeanca, pleazs forward to the pers onds) within vour organd zati on 122 ponsi b
fof state raporting.

If thiz comsspondance was racsived via e-mail, fepon form: and instuctions for submitting
alactronically cam be accessed from the links provided in the body of this email. If this
comaspondsnca was r2ceived in hard copy by mail, then voumay rstum the hard copy by mail/ fax or
woumay usaths online slactrom ¢ 1aport forms and submit by email. All forms and instuctions ars
availabls onthe WS Wab site at bftpo//dicwsb state v us ™ WS/ insusss hitm. Forms: may also ba
reguasted via e-mail to woaraEbusines . nv. gov.




WCS FY Claims
Activity Report/Insurer
Information Form
Cover Memo Page 2

Fae=ll L
WEE Wedim' Compemaases Cleimn Acsicin, Rapes
Mzeomina 10, 0L

The following ars rapost form lindes:

Inzurer Information Form
Statemen t of Inactivity

Claims Activity BEeport (el ectromic)

The following are docwm ants providad to aszizt in the complsation of the raports:
Attachment 1 {Definitions)

Attachment 2 {Ganaral Instructi ons

Attachment 3 (Filing Elacirond cally

Attachment 4 (WNRES/NAC

Attachmant 5 {WAC §16E.018

Eead and follow all in structions carefully. Informati on 2 wbmittad must ba compl sta, acourats and
comectly calculated. E e sure to double-check calculations befors entering the fina figure: on the
mpoct. A zero () zhould be enterad in &l fislds whers thers ha: been no activity. If aspacific
amount iz mknown, sntar “UNK" in the fisld Do not leave fieldz blank.

Aninsurerhaving no daims activity during the fiscal vearmust complete and =i gn the Staremernt af
Tractivity inlisu ofthe 4 ativiny R epore Every inzurer, active or ina ot ve, must submit the fesurer
Imformation Form AND sither the 4 cenity Report of the Soaremens af Ina oy

METHODS OF EEPORTING:

Elgctronic Filing:
The WC5 mcommeands slactronic filing. Fead and follow the i nstructi ons { Attachmant 37
for filing thiz rapod by email to: weeraEbusin ecs. BV £0V

Hard Copy Filing -
Ev Fax: (TO2) B 0-0364

Evy Mail to: Stata of MNavada
Divizion of Industrial Falations
Woitkerz' Companzation Saction
1301. Mogh Green Vallay Patkway,. Swite 200
Handerzon, Nevada 80074
Atftantion: Foesearch and Analyziz

Wavads F.evized Btatutes WEE) S16B.008 1) states: “All insurers shall raport to the administrator,
annually or at intervals which the administrator reguires, all accidentsl injuries, oCoupational
dizeas ez, dizpositions of claim: snd payments mada under chapters §16A 10 617, indusive, of RS
of ragulati ons ad optad by the division puruant thersto ™ Additionally, WAC §16E.016 dafinss wha
each inswrer shall report. Nevada Administrative Ceode (INAC) §16A 410 reguires workers
Com pans ation insuwrars o respond to a written reguest of the administrator or hiz designated agant
within 30 davs after receipt of the r2guast or as spacified in the reguest. Failure to refum the
completed forms: az requested by WCE or to comply with any of the statutes and regulations
men ton ed herein thall result in ad miniztratve action purzuant to NAC 61604 15 1)(d).

If vou have any guastions reganding thiz reguest, vou may contact F.ezearch and Analysiz at
{T02) 48 6-2080 o1 by 2-mail at wezra@Ebusines = nv. gov.
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ATTACHMENT #1
Btz ofNevada
Diepantment of Business and Indnstoy
Division of Indnstazl Relations
Warkers” Compensation Seacrion

FISCAL YEAR 20XX
WCS WORKERS' COMPENSATION CLAIMS ACTIVITY REPORT

DEFTNITIONS

Fizcal Year 208X (FYXX): The pariod Julv 1, 2033 through Tuns 30, 2033

LE.: An injured amplovaa,

Medical Only Claim (Activity Bpt.. Part 1. Lines C. H & M): A clasim in which the bensfit
racaived by the injured emploves or his depandants for the duration of the claim do NOT includs
bensfits for a termporarv total disabilite (TTDY). temporare partial dissbilite {TPDY). or paomansnt
total dissbilite (FTD). “hladical Onlv™ claims, howeaver, could have includad a Parmansnt Partial
Dhsabilite Avward.

Lozt Time Claim (Activity Rpt.. Part 1. lines DL I & N): A claim in which the benefits raceivad
bv the injursd smploves or his depandants for the duration of the claim included benefits for a
temporsrye total disabilite, temporsre partial disshilitv or peonanent total dissbilite. (The injurad
amploves was incapacitated from saming full wagss for five or more davs in a 20 devr pariod as a
rzsult of the on the job injurv/dis=asa.)

Hard Copy: Forms and/or reports that ars preparad for submission to the WCS bw fax or mail and
have baen providad bv mail be the WCS or obtained from the WCS Wab site. The electonic format
mav NOT be used as a hard copv format to send by fax or mail The hard copy fommat of the
activity report is a 3-page raport.

Electronic: Forms and/or reports that are prepared for elactronic (br computer/s-mail) submission
to the WCS and have bean providsd by the WC35 bv 2-mail as desoribed m Attachment =3
Instuctions for Filing Elactronicallv. (Report'forms attached to the s-mail report requast ars readv
for elactronic use and submission and mar not be mailsd or faxed] The slsctroniz form of the
activite raport when printed is a 8-page report, and should NOT be sant as a hard copv.

Nevada Certificate of Authority No.: The mumber issusd to an imsurer by the Nevada
Commissioner of Insurancs on the Certificate of Authorite authorizing the msurer to prowvids
coverags inchiding industrial insuranes (wodters” compeansation).

NCCI Carrier Code: Thes five-digit number assignad by MNational Cowmeil on Compansation
Insuranes (NOCT) to 2ach privats carrisr,

NCCI Group Code: The five-digit number assigned bw National Cowmcil on Compansation
Insurance (MCCI) to a private carrisr that idsntifiss the group of affiliated privats carrizrs to which
the carrisr belongs.

TPA — Third-Party Administrator: A person {ofr persons) or manassment company who is hirad
bv an insurar to provide administmtive services for the insurer and administer claims.
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ATTACHMENT #1

FISCAL YEAR 20XX
WCS WORKERS' COMPENSATION CLAIMS ACTIVITY REPFORT

DEFINITIONS, CONT.

Inszurer:

= Self-Inzured Emplover (SIE): Amv smplover who mests the raquiremants st forfh by
Wevada Ravisad Statutes and = cartifisd and issusd a Cartificats of Aunthorite by the Nevada
Commissioner of hsuranca,

" Azpeiation of private or public self-mzured emplovers (AS8N): A nomprofit,
uninecorporatad association composad of five or mors privats or public emplovars that has
been cartifizd by and issued a Cartificats of Authority b the Navada Commissionar of
Insurancs,

®  Private Carrier (PC): Anvindividual insurar (not an SIE or ASSN) anthorizad to provids
industrial insuranes pursuant to chaptars 616A o 617, inelusive, of NES, who has bean
issuad a Cartificats of Authority by the Nevada Commissioner of Insurance. A Carrier
Group is NOT a Privats Carriar.

Active Insurer: An inswrar who holds an active Cartificats of Authority for wodters” compensation
in Wevada at any tims during fiscal vear 20XX. An “active insurar” may not nacsssarily have had
any policy and'or claims activity during the fiscal vear.

Inactive Insurer: Anv insurer who hald a Cartificats of Authority for workers’ compensation in
Navada, which was active prior to fiscal vesr 20XX. howsver was not active at any time during
fiscal vaar 2030X. The mporting by inactive msurars is particularhr important for entitias that ratain
the raspensibility for claims (open or closed), which occumad whils the certificate was activa.
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ATTACHMENT #12
Etate of Mevada
Diepartment of Business and Indnstoy
Drivision of Indnsthal Felations
Workers® Compensafon Secrion

FISCAL YEAR 20XX
WCS WORKERS' COMPENSATION CLAIMS ACTIVITY REPORT

GENEEAL INSTREUCTIONS

THIS REPORT IS TO REFLECT ALL WOREERS™ COMPENSATION CLAIMS ACTIVFITY
OCCURRING ONLY DURING FISCAL FEAR 20XY

NEVADA INSURERS WHO MUST REPORT:

A

A,

B.

Inzurers with ACTIVE Certificates of Authority for workers’ compenszation in Nevada:
The Acoviy Reporr must include all activity occurring during fiscal wear 203X that was
coverad bv the active certificats of autherity and should include payvments mads by axcass (for
salf-insurad smplovers and associations of self-insured amplovears) and reinsurance (for privats
carriers ). Private carrisrs who are licensed o write wodiers” compansation in Mevada but have
not done so in the fiscal vear are considerad to have an active certificats and are raquired to
raport anmally.

Inzurers with INACTIVE Certificates of Authority for workers" compenzation in Nevada:
Any insurer who fommerly held an active cartificate of authority is now considarad nactive if
decartifiad by the Division of Insuraes. Inactive insursrs that ratain the liability for claims
incurrad whils the certificats was active must report claims activity that ocourrad during fiscal
wear 2033 If thers was no claims activity during this fiscal vear, the Smeement of Inacovin
should be complatad. Sza [tem 1. balow.

. FX11 WC5 WORKFRS' COMPENSATION CLAIMS ACTIVITY RFPORT

Complete the inzurer name and identification number(z) on ths last psss of the slactronic
form or on zach paes of the hard copre form.

Monetary amounts must be reported in U.5, dollars, roundead to the nearsst dollar. Do not
enter cents on thiz report (i.e, $159.50 zshould be reported az 51607,

acez muzt be completed: Lzave MO blank spacss on this rapert. Indicats no sctivite for
a lins item with a *0* {zam). If mnabls to report the activity for a line item, anter “TUNK™
(Unknown), DO NOT ENTER FORMULAS, LINKS OR REFERENCES TO OTHER
DOCUMENTS,

. Inzurers with Multiple Claims Admmistrators:

Insursrs utilizing multipls claims administrators may not submit individual rsports per TPA for
MWavada claims. Onbkr one combined report for all claims activite for sach insurer with 2
certificats # will be acceptad. Do mot submit reports for individual policvholdars.
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ATTACHMENT #2

FISCAL YEAR I0XX
WCS WORKERS® COMPENSATION CLAIMS ACTIVITY REPORT

GENERAL INSTRUCTIONS, CONT.

E. Private Carrier Groups:
Privats carrisr proups mavy not combins indtvidnal carrier activite into ons report. Each

undarwriting company holding a Mevada Cartificats of Authorite for workers™ compsensation
must filz an individual deaviy Repore

M. STATEMENT OF INACTIVITY:

A, Insurers with po claims activity m FY11 should submit a Smeemeens of Tnacoviey in lisn of
the deoviy Reporr. Insurers filng the Staeemenr of Insemeny must slso complsts the
Tnswrer Informaton Form. Sza Itam IV, below

B. The Statement of Inacoviy mav be submitted slectronically to the Workars” Compansation
Saection by e-mail (see Attachment #3, Isoructions for Filing Elsctronically) or by hard copw
i -
{522 balow).

IV, INSURER INFORMA TION FORM: (IMPORTANT NOTE: Due to the nature of the
information required on thiz report, it iz NOT recommended that TPAs complete this
report on behalf of insurers.)

A, ALL INSURERS (Active or Inactive) MUST complats this two-pags form b
DECEMBER. AN, 205K,

B. Ussz this form and submit to the WCS within 30 davs of amv changss occurring during the
waar aftar the snmial submission.

C. This fomm mav be submittad slactronically to the Workers® Compansation Section by 2-mail
{s2e Attachment 23, Insouctons for Filing Elecirontcally) or bv hasd copv (s22 below).

V. SUBMISSION OF REPORTS AND/OR FORMS:

A, ELECTRONICALLY by e-mad o wesra@business. nv.gov. Use elactronic forms onlv. Sse
Attachment #3 for diractions.

B. HARD COPY by fax ormail Submithard copy forms only as follows:
1. By FAX: (702) 990-0364, Attention: Ezszarch and Ansbesis

2. By MAIL:
State of Mevada
Division of Industrial Eslations
Workers” Compensation Saction
1300 M. Green Vallew Parkwegy, Suits 200
Handermson, NV 82074
Attention: Bzssarch snd Analvsis
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Information Form
Attachment 3
Filing Electronically

ATTACHMENT #3
Btats of INavada
Dapartmeant of Businsss and Industry
Diivizion of Industrial Felations
Workers” Compensation Section

FISCAL YEAR 20XX
WCS WORKERS® COMPENSATION CLAIMS ACTIVITY REPORT

INSTRUCTIONS FOR FILING FLECTRONICALLY (E-MATL)

The WCS requests the filing of the Fiseal Year 205X WCS Workers' Compensation Insurer
Information Form md etther the Clarms Activity Report or the Statement af Inacrivaty electronicelly
by e-mzil WIS Exeel or compatible program must be used to file the Fiseal Fear WCS Workers'
Compensation Claims Aetivity Report elactronieally. MS Word 2003 or compatible program musthe
usad to fils the Insurer Information Form and the Statermen t of Inacuvity electronically. Follow the
steps below for electronic reporting.

I) THEWCSWILLONLY ACCEPT ELECTRONIC SUBMISSIONS FROM INSURERS
OF. THIED PARTY ADMINISTRATORS WHO USE THE ELECTRONIC FORMS.
These forms czn be aceessad from the links provided i the body of the WCS 2-mail report
request. Inmsurers who recerved the repert request by post may also file electromically by
completing  the electronic filmg forms  availsble on the WCS Web osite =t
http: wwrw dirweb state nv.us WCS meurer him or by requesting the electronic forms by e-
mazil to wesraf@husiness.nv.gov. Requests will be processed in the erder they arerecerved. If
vou do net receive 2 response within 5 working days, plezse resend your request or contact
Besezrch and Analysis at (702) 436-2080.

2} COMPLETE THE ELECTRONIC FORM(S) SUPPLIED BY WCS by entermg the
requirad mformztion into the blank forms.

A) Only enter zlph anumeric valuss m the Activity Beport form. Do not snter formulas,
links or references to other forms. Repbrts submitted with non- slphanumeric values
will be retmmed for correction.

E) DONOT ALTER THE FORMS IN ANY WAY. FORMS THAT HAVE BEEN
ALTERED WILL NOT BE ACCEPTED. Save z copy for futire refersmes.
Insurers filing slectroniczlly must be zble to provide signed hard copiss of reports,
statements and forms upon request.

3} SUBMIT THE COMPLETED ELECTRONIC INSURER INFORMATIONFORMAND
EITHER THE CLAIMS ACTIVITY REPORT OR THE STATEMENT OF
INACTIVITY TO WCS BY E-MAIL ON/OR BEFORE DECEMBER 30, 208X
Complsted reports znd forms zre to be submitted by e-mzil to wesraf@husiness.nv.gov =3
attachments.
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ATTACHMENT #4
Btate of Mevada
Drepartment of Business and Indnstoy
Drivision of Indnsthal Felations
Workers' Compensadion Section

Excerpt from Nevada BEevized Statutes (NES

NES 616E.(H% Eeport: required to be made by inmzurers.

1. Al inswgers shall repodt 1o the admindstrator, snouslly of at intervals which the admindstratos
raquiras, all accidental injuries, sooupational dizeas e, dizpositions of claim: and payments mada
purzeant to chapters §16A to 617, indusive, of WES of repulations adopted by the divizion pursuant
tharato.

1. Each sslfinsured em plover and association of s=lf-insured public of private smployars shall
=it it reserv ez 1o the admindstrator in the manner prescribad in subsaction 1.

{Added to WEE by 1978, 1038; A 1981, 14469, 1993, 712, 1B52; 1995, 531, 2022—{Bnbstitmted in revision for
NES§16337)

Excerpt from Nevada Adminiztrative Code (WAC)

KNAC 616B.707 Conzideration of expenditure: ax expenditure: for claim:; computation and
reporting of value of clinical services. (IXELS 232 880, 61464 4000

1. Ths Divizsion will considsr axpendituras fior the following as expenditurss for claims:

{g) A surEson, assizting swrEson, anesthesiclosist of consulting physici an.

(&) Chargas by 8 hospital.

{c) Treatm ant by a physician of chiropractor.

{d) Haay films= computerized amisl tomography {(CAT) scans, myslograms masnstic resonancs
imaring, and other diasmostic tests and procadures.

{a) Phyzical themapy.

{f) Prezcribed drugs and medications, oyeglassez, dentsl work, prostheses, osthotic devices and
codractive shoes by prascription.

{g) Trarval to obtain medical care of supplies.

{h) Any other accident banafits.

{i) Compsnsation fior a permanent total, temporary totsd, pemmanent partisl of temporary partial
dizability.

{i) Costz of vocational rehabdlitation services for an injured smployas.

(k) Diaath bemafits.

{1} Burial sxpeneas.

1 The Divizion will not considar the following expenditures to be expenditores for claims:

(=) Amounts hald in resarve for any anticipated expense in connaction with a claim.

{bt) Monay paid in excess of the compenzation caloulated pursuant to NES S16C 440 S16C. 475,
E16C. 480 or S16C. 500 or MAC 616C.577 for a temporary total, tsmporsry partisl, permansnt total o
perm anent partial dizsbility of vocationsl rshabilitation maintsn anca.

{c) Lagal expenza:z, incuding, without limitation, court costs, attomey’s fass, cpst: for dapositions,
investigations and hearings.

{d) Paymant of an sward of intarest.

{a) Paymant of claimsz in connaction with the Uninsured Employars” Claim Acooumt.

{f) Adminizstrative expenzs:, induding, withouwt limitation, sxpensza: inourrad for

{1) Copyvine records;
{2) Beviewing any r=port of a physician of chiropractosr containad in a fila relating to a claim; of
{3) Bervices elating to the manasem ent of costs of medical cara.

{g) Costz inowmrad in a claim that iz ultimataly dendad.

3. The wsalue of clinical services fumizhed by an insurer for industris]l injuries of illnesses must be
computad and reposted pigzuant to the schadula of fee: and charge: for accident bonefits adopted
purzieant to subzaction 2 of MRS §16C. 260,

{Addad to NAC by Dep't of Industrial Felations, =ff 7-28-B7; A B-30-91; A by Div. of Industrial
Feelations, 3-28-84; F.112-88, 12-18-88; F118-02, &-7-2005)
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ATTACHMENT #5
Etate of Mevada
Drepartmeant of Business and Indnstoy
Drivision of Industdal Felations
Warkers' Comgensadion Secrion

Excerpt from Nevada Adminizirative Code (INAC)

NAC 616E.016 Report: of claims=. (WES 616A 4000
1. Upon the ragusst of the administrator, sach inswrer shall fils a report with the admimdistrator which
contains the following information:
{g) For claims othar than claims for an occupational dizssss:
{11 The pumber of new claims filad.
{21 The pumber of claims for accident benafits only that wers accapted by the inserer
{31 The pumber of claims for benafits for lost tima that were acosptad by the insurer.
{4) The pumber of compenzabl s fatalitias.
{51 The pumber of claims that weare denied by the insurer,
{b) For claims for an oooupationsl dizsass:
{11 The pumber of new claims filad,
{21 The pumber of claims for accident benafits only that wers accapted by the inserer
{31 The pumber of claims for benefits for lost timea that were acospted by the insurer.
{4} The number of compensshla fatslities.
{51 The pumber of claims that wars deniad by tha insurar,
{c) The number of raguests to r=opan a claim.
{d) The pumbsar of regusests 10 r20pen a claim that were demied by the insurer
{2) The number of claims for accident banafits only that wers rsopened by the insursr.
{f) The number of claims for benafits for lost tims that wera rsopaned by the insurar
{g) The pember of injured employas: who received bansfits for 3 permanant partial dizshility.
(k) The pumber of injursd emploves: who received bansfits for a permanant partial dizshility in a
lemp zum.
{i) The number of injursd employeas who r2ozived bensfits for vocational rshabilitation.
{i) The numbar of injursd smployea: who r2ozived benefits for vocational rshabilitation in a lump
Zm.
{k) The pember of claims closad pursuant to subsaction 1 of WELE 618C.235.
{I) The number of claims closed pursuant to subsaction 2 of RS S18C.2335.
{m) The number of claims opan at the and of the fizcal year
{n) Th= totsl srpenditures for claims reported in parasraphs (&) and (1)
{o) Expendituras on claims for:
{11 A temporary total dizability.
{21 A temporary partial dizability.
{31 A permanent total dizability.
{4) A permament partial dizability.
{5 Ben=fits fior survivoss.
{80 Burisl swpsmzas.
{7 Travel smd per dism swpeansas.
{8 All madical s=rpanea:,
{80 Viocational rshabilitation, incdueding, without limitation, sxpenditiss oo
{I) Viocational sshsebilitation maintensmos.
{I) Th= paymeant of com pene ation in 3 lump suem inlise of vocationsl rehabilitation sandices.
{IT) Program sxpeanzes.
{IV) Administrative supaness,
%) Orher expsnz ez relating to vocoationsl rehabilitation.
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ATTACHMENT &5

State of Nevada
Di=partment of Business and Indnstoy
Division of Indnstha] Ralations
Workers' Compensadon Secrion

NAC 616B.016 Report: of daime. (NRS 6164 400) (Con tinued)

{p) Amounts raooverad:
{1} B¥ subrogation of claims.
{2) From tha:
{I) Subzaguant injury fimd for salf-inswerad emplovars astablizshed pursuant to KE.SE616E.554;
{I[) Subssguent injury find for associ ations of salf~insursd public of privaie smplovars
astahlizhad purnant to NES §16B.573; o
{IIT) Subsaguant injury fimd for private camiers established persuant to NES §16B.584.
{3 From othsr souross.

{g) Any other information regussted by the admindstrator.

2 The information reguired pursuant to subssction 1 must, suospt 2= otherwize regquestad by the
adminiztrator, induwds inform ation conceming any administrative activity duning the previoun: fscal yaar
ralating to:

{g) A claim for sn injery that ocourrsd during that vear; and

{b) Any other claims, reeardless of when the injury ocourred.

3. Azuzad in this zaction:

{g) “Claim for accidsnt benafits only” memm: a dlaim in which the benefits r=oeived by the injursd
emplovas of hiz dependantz for the durstion of the claim did not includa benafits for 3 temporany total
dizability, temporary partisl dizability of psrmanent total dizshility.

{b) “Claim for bemafitz for lost tims" mean: 3 cdlaim in which the benafits received by the injured
emplovas of iz depandants for the duration of the claim incdwdsd bensfits fof 3 temporary total
dizahility, temporary partial dizability of permanent total dizability.

{c) “Vocationsl rehsbilitation maintsnance™ hae the maaning azcribad to it inWNES §16C.575.

{Added o MAC by Div. of Industria Felations by R105-00, 1-18-2001, off 3-1-2001)
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WCS FY Claims Activity Report
General Instructions

All insurers, active and inactive, who maintain
responsibility for claims — old, new, open, closed —
must report

e Insurers with active certificates (C of A)
—All activity in the fiscal year covered by C of A

—Include payments made by excess insurance
(SIEs & Associations) and reinsurance (private
carriers)

—Private carriers with active WC license must
report even if no business has been written

—If no claims activity during fiscal year, use
Statement of Inactivity 63



WCS FY Claims Activity Report
General Instructions

o Insurers with inactive certificates (C of A)
(Insurers who formerly held an active
certificate and have been decertified by DOI
or voluntarily withdrew certificate)

—Must report claims activity while claims
are active

—If no claims activity during fiscal year,
use Statement of Inactivity
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WCS FY Claims Activity Report
General Instructions

Claims Activity Report Completion:
e Complete insurer name and C of A#
—On each page of hard-copy form;
—On last page of electronic form

e Monetary amounts in $US (round to the nearest
dollar, e.g. $159.80 = $160)

o All spaces are required and must be filled
—No activity = “0”
—If unable to report a line item, use "UNK"
e Excessive use of "UNK" is not acceptable

DO NOT USE FORMULAS, LINKS OR REFERENCES TO
OTHER DOCUMENTS 65



WCS FY Claims Activity Report
General Instructions

Report only claims activity occurring during the
fiscal year

e Insurers using multiple claims administrators (TPAS)
must submit one combined report for all claims
activity for that insurer with that C of A number

e Do not submit reports for individual policyholders

e Private Carrier Groups (e.g., St. Paul Travelers, Liberty
Mutual, etc) must submit individual reports for each
private carrier (underwriting company) authorized to
write workers’ compensation in Nevada
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WCS FY Claims Activity Report
General Instructions

Submissions of Reports/Forms:

Electronic (via e-mail) recommended

v" Electronic form is distributed via e-mail with the Annual
Report request — also available on WCS website

v' Complete and submit as an Excel (not .pdf) e-mail
attachment

v Will not be accepted if printed and submitted as a hard
copy or e-mailed as a .pdf file (6 pg form)

Hard Copy (via fax, mail, etc. not recommended)
v" Available on WCS website (different form — 3 pg form)
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INSURER:

NCCI Carrier Code (Private Carriers):

NV Certificate of
Autherity No. :

Insurer FEIN:
PART 1 - CLATMS INFORMATION
Major All activities reported in this report must have occurred in FY11* AMOUNT OF ACTIVITY|
INFY11
W C S FY Categories Specific Areas (except line [/)
A, No. of NEW Claims Filed Reported in FY11 (Accepted, Denied and Pending)
. . Occupational |B. No. of Claims Denied in FY11
C I aims Act Vi t Re o) rt Injury Claims |C. No. of Medical Oaly © Claims Accepted in FY11
y NRS 616 Ip, No. of Lost Time P Claims Accepted in FY11
E. No. of Compenzable Fatalities in FY11
( E I eCt rO n I C- Exce | ) F. No. of NEW Claims FiledReported in FY11 (Accepted, Denizd and Pending)
Occupational |G. No. of Claims Denied in FY11
Disease Claims [H, No. of Medical Only ) Claims Accepted in FY11
NRS617 {1 No. of Lost Time ® Claims Accepted in FY11
J. No. of Compenzable Fatalities in FV11
Pa rt 1 K. No. of Requests for Claim Reopening in FY11 of any claim
Claim L. No. of Claim Reopening Requests Denied in FY11
i i Reopening [N, No. of Medical Only * Reopenings Granted in FY11
C I a I m S I n fo r m a tl O n N._No. of Lost Time ® Reopenings Granted in FY11
PPD Claims 12 No. of All Injured Employess Paid PPDs (Lump Sum and/or installments) in Y11
" |P. No. of s Paid PPDs Min. Lump Sum or LS w/ initial pavment Onlv (of O above)
VocRehab  |Q. No. of Injured Employees Paid Rehabilitation Benefits in FY11 (Any listed in Part 4)
Claims R. No. of Injured Emplovess Paid Rehabilitation in 2 Lump Sum (Buvout) (of Q) above)
5. No. of Claims Closed Purzuant to NRS 616C.233(1) (Medical $300 or more) in FY11
Clozed Claims |T, No. of Claims Closed Pursuant to NRS 616C.235(2) (Medical under $300) in FY11
U. Total Expenditures for All Claims Closed (3 and T above) for the Life of those Claims §
Open Claim: |V, No. of Open Claims as of 6/30/11




WCS FY Claims Activity Report
Part 2 - Compensation Expenditures

PART 2 - COMPENSATION EXPENDITURES

AMOUNT PAID IN

Specific Areas FY1ll

Temporary Total Disability paid on all claims in FY11

Temporary Partial Dizability paid on all claims in FY11

Permanent Total Dizability paid on all claims m FY11

Permanent Partial Disability paid on all claims in FY11

Surviver's Benefits paid on all claims m FY11

Burial Expenses paid on all claims m FY11

Travel and Per Diem paid on all claims m FY11

Intersst Paid Pursuant to MES 816C 335 on all clams in FY 11

Child Support (not reported elsewhere) paid on all claims in FY11

Annuities purchased n FY11 for future benehits for all claims

A EEREEHEREG
L0 L0 L0 LG L0 100 L0 00 100 L0 |0

Other paid in FY11 (Enter total and attach separate list)

TOTAL COMPENSATION EXPENSES PAID IN FY11 3
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WCS FY Claims Activity Report
Part 3 - Medical Expenditures

PART 3 - MEDICAL EXPENDITURES

Major AMOUNT PAID IN
Categories Specific Areas and Corresponding Codes FYll
A, CPT Code=z 00100 through 90607, Category II Codes MO0LE - T023F and Category II1 Codes
General e e e s - I =T -7
00167 - 0261 T paid m FY11 =
E/R Hospital |B.Emergency Dept. Services (DNVOO0100-INWVO0101) { Facility Fees Only) paidin FY11 g
Inpatient C. Inpatient Hospital (INWV00200, DVO0E00, WNWVO0S00, BOVO0SS0, NG00, BWVOOTHD,
Hospital OO0 (Per Diem Only) paid in FY 11 %
Ambulatory | Ambulators Surgical Ctrs. Groups 1-% or usual and customary (Facility Fees Omnly) paid in)
Surg. Ctrs. FY11 g
Home Health |E. Home Health Care (NWVO0130, IVO01 70, MWVERLE0, WNVI01M) patd in FY 11 5
HCPCS F. A0021 - V3364 paid m FY11 g
G. PPD Evaluations (INVO1000, NVOLT002-INVO1006) Dr. report fees paidin FY11 g
H. FCE Testing and Reports (IVI060) paid in FY11 %
I. Back Schoel (INWV271153) paid in FY11 g
J. Pharmaceuticals paid in FY11 2
Miscellaneous |E. No Show Appts (PPD: NWVOL00L; INE: V02000, ECE: NV 1) paid in FY 11 z
L. Trauma Activation Fes (V0130 paid in FY11 =
M. Other paid in FY11 (Enter total and attach separate list) %

TOTAL MEDICAL FXPENSES PAID IN FY11




WCS FY Claims Activity Report
Part 4 - Rehabilitation Expenditures

PART 4 - REHABILITATION EXPENDITURES

AMOUNT PAID IN
Specific Areas FY11
A, Maintenance Pavments (Paid instead of TTD whilz in Fehab) paid in FY11 ]
B. Vocational Eehabilitation Buy Outs (Lump Sum) paid in FY11 (S22 Part 1, Line B.) ]
C. Proeram Expenszes paid in FY11 (Schooline, trainine, suppliss, atc.) ]
D, Adminiztrative Expenszes paid i FY11 (Vendor Expenszes) 5
E. Other paid in FY11 (Enter total and attach separate list) 5
TOTAL REHABILITATION EXPENSES PAID IN FY11 5

/1



WCS FY Claims Activity Report
Part 5 - Recoveries

PART 5 - RECOVERIES

AMOUNT RECOVERED

Specific Areas INFY1l
[EMTEFR FOSITIVE [+] WALUES
DMLY
A. Subrogation Recoveries in FY11 &
B. Subzequent Injury Fund (Pavments raceived in FY11) 5
C. Feimburzements from Exceszs Inzurance (SIE= and Aszzoc: Onlv)in FY11 5
D). Remmbursements from Betnsurance (Private Carniers Only) i FY11 b
E. Beimburzements from Deductiblzs (Private Carriers Only) in FY11 5
F. Other (Enter total and attach separate hst)in FY11 &
TOTAL AMOUNT RECOVERED IN FY11 s
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WCS FY Claims Activity Report
Part 6 - Summary

PART 6 - SUMDMARY

Specific Areas

FY11 TOTALS

Part 2 - Compensation Expenditures

Part 3 - Medical Expenditures

Part 4 - Rehabilitation Expenditures

SUBTOTAL

Minus Part 5 - Recoveries

NET EXPENDITURES

W |un |on | un Jun

FY11=rTulv 1,

ACE N A0

2010 through June 30, 2011

I certify that the information contained in this report is true and correct.

Name (Please Print):

Signature:

Report Completed By: Insurer

Name:

TPA Other

Title:

Organization:

Address:

City:

Telephone:

State: Lip:

FAX:

E-mail Address:

/3



WCS FY
Statement of Inactivity

State of Nevada
Department of Business and Industry
Division of Industrial Relations
WORKERS’ COMPENSATION SECTION

FYOX STATEMENT OF INACTIVITY
(JULY 1, 200X THROUGH JUNE 30, 200X)
Workers’ Compensation Insurers (Active or Inactive)
(Submit in lieu of the FYOX WCS Workers’ CompenseatiClaims Activity Report)

DUE DATE: XXXXXXXXX, 200X

E-mail: WCSRA@business.nv.gov
Mail: State of Nevada
Division of Industrial Relations
Workers’ Compensation Section
1301 North Green Valley Parkway, Suite 200
Henderson, NV 89074
Attention: Research and Analysis
Fax: (702) 990-0364

| certify that there has been no claims activity dung Fiscal Year 200X
for the workers' compensation insurer named below:

Insurer Name:

Nevada Certificate of Authority Number:

NCCI Carrier Code (Private Carriers):.

NCCI Group Code (Private Carriers if applicable):

Federal Employer Identification Number (FEIN):

Please print or type information in box below.

Name:

Title:

INSURER [ ] TPA [ ] OTHER [ ]

Company:

Address:

City: State: Zip:

Telephone: Fax:

E-mail Address:

Signature Date




Statement of Inactivity
General Instructions

Statement of Inactivity

v Insurers with no claims activity in the fiscal year
should submit a Statement of Inactivity
instead of the Activity Report

v Insurers filing a Statement of Inactivity must
also complete the Insurer Information Form

v Statement of Inactivity may be submitted
electronically or by hardcopy
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TPA Reporting
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State of MNevads
Department of Business and hndusty
Dhvision of Industrial Ralations
Workers” Compensaton Secoon
THIRD-PARTY ADMINISTRATORS (TPAs)
FY 2011 CLATMS HANDLED REPORT

EESPONSE DUE BY: XNXX

E-MATL: woira@business. ov. gov
FAX: (T02) o00-0364
MIATL: State of Mevada
Divizion of Industrisl FelationsWorkars” Compensation Section
Education, Fesaarch and Analysis Unit

1301 K. Gre=n Vallay Partkway Sudts 200
Hendorzon, MV B0074

The Adminiztrator of the Divizion of Industrial Relationz (DIR) iz required by NES §161,120(4) to take

I 1 H I into conzideration the number of claimz handled during a specified period when caleulating a benefit
a I I I Is a n e penalty. The DIR haz defined “claimz handled™ to be the zum of claims accepted, denied, and reo pened
in a given fizcal year.
Re O rt Every TPA must zupply the following information to the DIR no hter than XXXX., Failure to provide
thiz information may result in administrative fines pursnant to NAC 6164410 and NAC616D.415,

Thiz form can also be found on the DIR Web =ite at http:'woow, dirweb.statenv, uz WIS wes him,

1. THIED-PARTY ADMINISTRATOR (TPA) IDENTIFICATION:

TPA Name:
Street:

City: | State: | Zip: |
Verza Licenze Number: |
Federal Employver Identification Number: | |

1., TPA CLAIMS HANDLED DATA:

_ \ \ Total Claims
Number of claims: Accepted Dienied Reopened Handled

FYXX G HX-XK3T0

3. COMPLETED BY:

IMama: Titl=:

Company:

Talaphons: E-mail:

SiEnatera®: Drata:
{*3iznaturs not requirad if semt by e-madl)




State of Nevada
Department of Business and Industry
Division of Industrial Relations
Workers™ Compensation Section

THIRD-PARTY ADMINISTRATORS (TPAs)
RECORDS STORAGE LOCATIONS

RESPONSE DUE BY: AUGUST 16, 2010

FAX: (702) 990-0364
MAIL: State of Nevada
Division of Industrial Relations/Workers” Compensation Section
Education, Research and Analysis Unit
1301 N. Green Valley Parkway, Suite 200
Henderson, NV 89074 |

TPA
Record Storage
Locations

The Administrator of the Division of Industrial Relations (DIR) is required by NRS 616B.021 and
616B.024 to ensure proper storage/destruction of records. Every third-party administrator must supply
the following information to the DIR no later than August 16, 2010. Failure to provide this information
may result in administrative fines pursuant to NAC 616A.410 and NAC 616D.415. This form can also be
found on the DIR Web site at http://www.dirweb.state.nv.us/WCS/wes.htm.

1. THIRD-PARTY ADMINISTRATOR (TPA) IDENTIFICATION:

TPA Name:

Street:

City: State: Zip:
Versa License Number

2. STORAGE LOCATIONS OFF-SITE (Add attachment for additional off-site records storage
locations):

Location of Records:
Street Address:

City:

State: Zip:

Contact Person:

Phone:

Storage Contract:  Start Date:

End Date:

3. COMPLETED BY:

Name:

Title:

Company: R
Telephone: e E-mail
Signature*:

Date:

{*Signature not required if sent by e-mail)

(7/10)

{Internal) Date Logged:

e




Contacting WCS/RA

WCS/Research & Analysis Unit

1301 N. Green Valley Parkway, Ste. 200
Henderson, NV 89074

Telephone 702 486-9118

Fax 702 990-0364

E-mail: WCSRA@Dbusiness.nv.gov

Shortcut to website:
http://dirweb.state.nv.us/wcs/era.htm
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