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Compensation Section



Why Workers’ Compensation?

/No-FauIt h

« Benefits to Employees

« Protection for Employers

(“Exclusive Remedy” 1

Mandatory: workers’ compensation
insurance coverage with approved carrier
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Nevada Workers’ Compensation

Current Environment

[Self—Insu red Employers (SIE) }

Larger Hotels/Casinos
City of Henderson/Las Vegas
Target Corp, & others

[Self—Insured Associations (SIA) }

Builders Association of Western Nevada
Nevada Casino Network
Nevada Retail Network, & others




Nevada Workers’ Compensation

Current Environment

{Private Carriers (PC)

|

[Third Party Administrators (TPA) ]

See Division of Insurance (DOI)

Web page for

list of licensed TPAs (www.doi.s

rate.nv.us)



Business Climate

K

Division of Insurance (DOI) Approved Carriers (as of
January 1, 2016)

*384 Private Carriers
107 Self-Insured Employers

g Associations
Approx. 34 Active Third-party Administrators

(TPA's)

*Approximately 235 private carriers with active
policies in Nevada in 2016




Nevada Statutes & Regulations

Nevada Revised Statutes Nevada Administrative Codes

Chapter 616 Chapter 616
Industrial Insurance Act Industrial Insurance Act
& &

Chapter 617 Chapter 617
Occupational Diseases Act Occupational Diseases Act

http://dir.nv.gov/WCS/Nevada_Law/



s Legisiature Passes a Bill...

Esf

PUb|IC Workshop }

Proposed Regulation }

— e~  Public Hearmgs}
B “ ,I — —
|i | B5R Legislative Counsel Bureau }
I- N ———

1=
mmm&Permanent Regulatlonj

ﬂIF‘ 7

~ Legislature web5|te www.leg.state.nv.us




Workers’ Compensation Section

CHIEF ADMINISTRATIVE OFFICER

CHARLES J. VERRE
HENDERSON
SOUTHERN DISTRICT MANAGER OF PROGRAMS MANAGER

INSURER/EMPLOYER/TPA OVERSIGHT

SUHAIR (SUSAN) SAYEGH DOC(';IF({:(\,;\ILIC-:I[.II:\YMS
HENDERSON
EDUCATION RESEARCH AND NORTHERN DISTRICT MANAGER OF
ANALYSIS UNIT MANAGER INSURER/EMPLOYER/TPA OVERSIGHT
Vacant DEBBIE ATKINSON

HENDERSON CARSON CITY



WCS Mission Statement

Impartially serve the interests of Nevada
employers and employees by providing
assistance, information, and a fair and
consistent regulatory structure focused on:

e Ensuring the timely and accurate delivery of
workers’ compensation benefits

e Ensuring employer compliance with the
mandatory coverage provisions




Employer Requirements

I\
"

-4
]
. .

a _ M
Provide Workers’” Compensation

Insurance Coverage

{Safe Workplace - OSHA Mandated}

10



Employer Requirements

(Provide Information To Employees W

J

» Posting Requirements
 General Information

{Follow Reporting Requirements }

* Notice of Injury or Occupational Disease
(Form C-1)

« Employers Report of Industrial Injury or
Occupational Disease (Form C-3)

« Employer’s Wage Verification (Form D-8) *



Other Employer Requirements

Proof of Coverage (POC) on request 1
(NRS 616A.495)

Less than 1 year on-site - within 24 hours

Policy with Division of Insurance
approved PC or be Self-Insured
employer or belong to SI
Association.
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Employer Posting Requirements

(Form D-1) Pursuant to NRS 616A.400, 616A.490 & NAC 616A.460

 Must be posted in proper size (8 2" X 17”)
* Most Current poster (10/07)
* Provided by Insurer/TPA

 The bottom section must be filled out completely
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ORI

Employer Posting Requi

Form D-22

Notice to
Employees

Tip Information
(NAC 616A.470)

®
3
®
=
7

NOTICE TO EMPLOYEES

Pursuant to: NRS 616B.227 Election by employee to report his tips; effect; regulation.

[55]

For the purpose of workers' compensation, an employee may elect to report the amount he receives
as tips for the purpose of the calculation of compensation by submitting to his employer an
Emplovee’s Declaration of Election of Report Tips (form D-23). The emplovee must make his
election separately for each pay period before the end of the next pay period. The declaration may

not be amended.

Upon receipt of such notice the emplover shall:

{a)  Make a copy of each report which the employee has filed with the emplover to report the
amount of his tips to the United States Internal Revenue Service or Employee's Declaration
of Election to Report Tips:

(b)  Submit the copy to its workers’ compensation insurer upon request, or if the emplover is
self-insured or an association of self-insured public or private employers, retain the copy for
his records; and

(c)  Ifhe is not self-insured, pay the insurer the premiums for the reported tips at the same rate

as he pays on regular wages.

An employee who elects to report his tips is not eligible to receive increased compensation based
on those tips until 3 months after his employer receives the Emplovee's Declaration of Election to
Report Tips. For the purpose of workers' compensation, tips may be reported pursuant to 26
U.5.C. §6053(a) or on form D-23. The form for reporting tips D-23 can be obtained from your

personnel office.

If the forms are not available, contact vour emplover or the Internal Revenue Service.
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Notice Of Injury Or Occupational Disease

(Form C-1) NRS 616C.015

"NOTICE OF INJURY OR OCCUPATIONAL DISEASE"

® Incident Report Gncidens Repes

Pursuant to NRS 616C.015

Name of Employer

® Completed within 7 days of — —
accident by injured employee and

Date of Accident Time of Accident Place where accident occurred (if applicable)
What is the nature of the injury or occupational disease? List any body parts involved:

employer

Briefly describe accident or circumstances of occupational disease:
(Note: if you are claiming an accupatkmal disease, indicate the date on which employee first became aware of connection beraren condition and emphoyment)

® Furnished to employee by
employer

Names of withesses:

Did the employee YES 1f yes, when (date and time)! Has the employee  ___ YES 1 yes, when (date and time?
leave work because reumed owork!  ___ NO
of the injury or — NO

occupational disease?

® Furnished to employer by Insurer [ —n [ [

Did the accident happen — YES
in the normal course

® Employer to maintain sufficient im0

Was anyone YES Names of others involved

supply of blank forms — —m

MY EMPLOYER/INSURER MAY HAVE MADE ARRANGEMENTS TO DIRECT ME TO A HEALTH CARE PROVIDER FOR MEDICAL
TREATMENT OF MY INDUSTRIAL INJURY OR OCCUPATIONAL DISEASE. | HAVE BEEN NOTIFIED OF THESE ARRANGEMENTS,

® Completed forms retained by

TO FILE A CLAIM FOR COMPENSATION, SEE REVERSE SIDE, SECTION ENTITLED, CLAIM FOR

e m p | Oye r fo r 3 ye a rS COMPENSATION (FORM C4).

[F or assistance with Workers’ Compensation Issues you may contact the Office of the Governor Consumer Health l

Toll Free: 1-888-333-1597 Web site: http://govcha.state.nv.us _E-mail cha@govcha.state.nv.us

Employee should sign, date and retain a copy.
Original to Empl Copy to Empl Cl e




Form C-4

Employee’s Claim
for
ompensation/Initi
al Report for
Compensation

EMPLOYEE'S CLAIM FOR COMPENSATION/REPORT OF INITIAL TREATMENT
FORM C-4
PLEASE TYPE OR PRINT

st Name 1 Last Name B8 Sex Cl ber (insurer's Use Only)
OMOF
Home Address Age Heght Weight Socal Security Number

City

Mailing Address

| INSURER

Employer's Name/Company Name

Office Mail Address (Number and Street)

Date of Injury o apstcase) | Hours ingury (f appicable) | Date Employer Notified Last Day of Work After Injury
or Occupational Disease

Supervisor 1o Whom Inyury Reported

am
Address or Location of Accident (# apphcable)

What were you doing at the time of the accident? (if applcable)

How did this injury of OCCupaBional disease occLr? (Be specitc and answer in detall Use additional sheel Il necessary)

I you believe that you have an occupational disease. when did you first have knowledge of the disabilty and its Witnesses 1o the Acadent (il
relationship 10 your employment? applicable)

Nature of Inpury or Ocoupational Disease Part(s) of Body Injured or Affected

1 CERTIFY THAT THE ABOVE 1S TRUE AND CORRE MAT | HAVE PROVIDED THIS INFORMATION IN ORDER TO OBTAIN THE BENEF 118 OF NEVADA'S
INDUSTRIAL INSURANCE AND OCC ¥ NRS). | HEREHY AUTHORIZE ANY PHYSICIAN, CHIROPRACTOR
SURCEON, PRACTITIC MENTAL HOSPITAL, ANY MEDICAL SERVICE ORGANIZA TION, ANY
INSURANCE COMPAN JOING BENEFITS PAID OR PAY ARLE
PERTINENT TO T NTIONS, ALCOMOL OR
CONTROLLED SUBSTANCE

THIS REPORT ST BE COMPLETED AND MAILED WITHIN 3 WORKING DAYS OF TREATMENT
Place Name of Facilty
Date Dagross anc Descrosen of inpry o Ocoupatonal Daease Is Mere evidence that e ingured employee was Under the Nfluence of alcohol
ancior another controlied substance al the me of e accident?
No [1 Yes (f yes, please explain)
Hour
Treatment Have you Sdvised the patient 10 reman off wor five days of more?
1 Yes Indicate dates: from 0
XRay F 1 No 1o, is e injured employee capable of: (1 full duty [ modified duty

i modified cuty. specify any mitations/restrictions.

From information grven by the empioyee 100efher wilh MmediCal evwdence. Can you drecly
connedt this injury o occupstionsl Sisease as pbincumed? [ Yes O No

Is additional medical care by a physician indicated? O Yes O No

Do you know of any previous injury or Gisease Coniributing 10 this CONdiion Of occupational disease? L[ Yes L1 NoO (Lxplain if yes)

Date Print Doctor’'s Name | certify that the employer’s copy of

this form was mailed to the employer on:
Address INSURER'S USE ONLY
City State Zp I Provider's Tax LD Number | Telephone
Doctor’s Signature Degree

ORIGINAL - TREATING PHYSICIAN OR CHIROPRACTOR PAGE 2 - INSURER/TPA PAGE 3 - EMPLOYER PAGE 4 - EMPLOYEE

Form C-4 frev. 1007)
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Employee’s Claim For Compensation/Report Of

Initial Treatment (Form C-4) NRS 616C.040

{Completed by employee and medical provider }

{Employee has 90 days to seek treatment J
| N

Medical provider has 3 working days:
« to complete, and
« mail to employer and CORRECT Insurer/TPA

17



Employee’s Claim For Compensation/Report Of

Initial Treatment (Form C-4) NRS 616C.040

[Furnished by medical provider }

/Medical provider to maintain sufficient
supply of forms. Physician/Chiropractor
~may be fined up to $1000- per violation




Employer’'s Report Of Industrial Injury Or

Occupational Disease - (Form C-3) NRS 616C.045

AVOID PENAL 0 EMPLOYER'S REPORT OF INDUSTRIAL INJURY
ETED AN HE INSURER OR OCCUPATIONAL DISEASE
o
w
. . 5 Difee Wil Address Location ...  Gilerent (rom maing eddress Tekephone
=
e e I I l e a
ro V I t O p O y r y E Cay State Zip INSURER | THIRD-PARTY ADMINISTRATOR
Firet Name ML LastMame | Sosal Secuily Brindate Fge ||7nmuyungunge ‘Spaken
I||Surer/| PA & must be g [T
w Sex [ Male CFemale |Marital Status O Single O Mamied [ Divorcad O Widowed
>
3 Cy State Zip Was the employee paid for the day of injury? Horw long hias this person been employed by you
[ i appicatie) COYes [ No in Nevada?
E Dapanment in which regulary employed:

- -
I | I which sl was employee hired? |Emm:mmmqmm}mnmmalum
Col I I e e el I l O e r II l I S Telephons T e Tured Erployes 3 Corporale GReer? .- S0l propnior? . pener] Wias employes in yous employ when Inured or disabied
| O Yes O Mo O Yes O Ko O Yes O Ho by occupabonal disease (VD)7 O Yes ONo
t . t

‘Date af Injury (f applicate) [murqu (Hours: Minute AMIPM) (f webcstie) | Dale EMployer notified of injury of QD | Supervisar 1o whom injury of OID fepanied

Aidress or localion of sc0en] [AIS0 provide cily, counly, stal=] (I applicabie) RCCIGenT O EMpIYEr s (FEMISes? ¥ appteatio)
O Yes O No

VNI W T EMEIOyEe GOIg When [T SCCHEnt CCCLITEd (IAaIg HUCK, Walang down s, €IC17 (I SpPecable]

T G101 IJary O GECUPEIOnG dIS2ase GEEur? NG Bine: EMpIayEe DE0an wark. B2 SPecile Bnd Gnever In DEtal. U2 Goomanal STl W Neozasary.

ACCIDENT OR
DISEASE

® Upon receipt of Form C-4,

Specity machine, loal, substance, or bt most casely eonnecter with the aeident o Vit ey mors RN one
;wp:;:me} Sbiect ety persan injured in s
Becident? (i applcable)
Fart of body injured or aflecsd WTalal, give date of death | VWiness
L w
employer has 6 working days } r—————= oo
w
@ W employes refurn o next scheduled s aier | Vil you Tave Tght dufy woek
[=] sccident? (if applicable) aailable i
. x O Yes O No O Yes O No
O [ Tvalidty of cim & doubied, siaie reason Tocation ol Inial Treaiment
O compilete and malil to E
ianieraopaciar
S | Treatina physi rama EmerencyRoom [1 Yes [1 No | Hospitslizea D1 Yes [ No
2 Fiow many days per week d0s3 Tast day wapes were eamed
= ™ employes work? From Oam Opm  Te Oam O pm
I N Sl J re r/ I PA S ST M T W T E 8 RO | et crplres g g sy e I
Dale employse was hired Last day of weork aher injury or disabilty Dale of relum io woek Number of work days lasl
2
B Z[ was the emplopee nived 1o I not, for how many hours aweek | Did e empi any e during e st 12
gy | ork 40 hours per week? T Yes 01 No was the employee hred? mors? O Yes O No O Do nat know
. 12 = | For e purmase of calculstion of the average monthty wege. indicate the emplayee’s prass eamings by pay period for 12 weeks prio 1o the date of njury or disabaly. 1
O | ihe injueed emgloyee is exaeced ba be ol wark § days of more, afach wage veriicalion forms {D-3). Gioss eamings vl indude overlime, bonuses, and dther
& remuneration, but will not include reimburzement for sxpensss. |f the emplayes was employed by you for less ian 12 weeks, provide gross amings Irom the dabe of hine
S 5| tohe date of inuey o disabitty
9 Pay pesiod [SUN [ TUE CITHUR [SAT

endgon: O MON CIWED O FRI

Emloyes [1WEEKLY C1MONTHLY C1OTHER | On the date of injury or disability
impaid:  CIBMAKLY 0 SEMIMONTHLY the employes's wape was: §

For assistance with Workers' Compensation Issues you may contact the Office of the Governor Consumer Health

per O Hr O Day 0Wk O Ma

Employer

Assistance Toll Free: 1-888-333-1597 Web site: hitp://govcha.state.nv.us  E-mail cha@goveha.state.nv.us

Fonm C-3 {rev.11/05)

T = Eroesi o | EMOYers Sgnaise s THE Dale
the: best of my knowledge. | fiher atinm the wage Iormation provided i rue and camect as faken from the
payreil records of the emplayee in questcn. | alsa understand that providing falsa i s walatian of
Fievada law.
Deamed Wage "Account o, Ciass Code
Claimis: 01 Accepled 0 Denied O Delerred 03 Pary
Claims Examiners Signatre Date. Slalus Clerk Dale

ORIGINAL - EMPLOYER

PAGE 2 - INSURER/TPA

PAGE 3 - EMPLOYEE
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Employees

Know Employer/Insurer

Correct name of employer/corporate

insured name
Correct phone number/address of employer

Correct treatment location
Correct Insurer/Third Party Administrator (TPA)

Forms

Notice of Injury or Occupational Disease (C-1)
Employee’s Claim for Compensation/Report of
Initial Treatment (Form C-4)

Employers Report of Industrial Injury or
Occupational Disease (Form C-3)

20



Injured Employees Web Page

. .:j"‘j'
+

«

Industrial Relations (DIR) ¢

A D A Americans with Disabilities Act

FUa
State of Mevada Department of Business & Industry N v Agencies Jobs About Nevads

Injured Workers

. C ,
- sy glll [Njured Employees’ Web Page
Insurers Brief Description of Rights and Benefits

Injured Workers FACQ
Time Frames for Claim Filing

“ocational Rehabilitation

Reopening your Claim N AIW
Abbreviations & Acronyms
Related Agency Links

Injured Workers Uninsured Employers Claim Account N eva d a Atto r n ey fo r

= Form D-16

Medical Providers

Insurer-TPA Reporting

Subsequent Injury = Form D-17 .

. njured Workers
Hearings Subsequent Injury Information

= Subseguent Injury Accounts
Important Changes = Subsequent Injury File procedures

=  Subsequent Injury Suggested Summang
Complaint Forms

= Northern Complaint Form WCS Complaint forms On
[ Hewis e website
Forms and Worksheets Based On Iocation Of
Insurer or TPA

Mewsletier Archives

Related Agency Links
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R Nevada Attorney General
:@.:8):) Workers’ Compensation Fraud Unit

The Workers' Compensation Fraud Unit is responsible
for the investigation of allegations related to claimant,
employer, and provider fraud on behalf of the state
and self-insured employers. This unit is also generally
responsible for the investigation of any fraud related
to the administration of workers' compensation.

Fraud Hotline 800-266-8688
http://ag.nv.gov/About/Criminal Justice/Workers Comp/

22


http://ag.nv.gov/About/Criminal_Justice/Workers_Comp/

Nevada Attorney For Injured Workers
NAIW

NRS 616A.435-465 empowers the Nevada
Attorney For Injured Workers to represent without
fee, a claimant before the appeals officer, the
administrator, district court, or supreme court.
Upon request by an injured worker, NAIW may be
appointed by an Appeals Officer or the
Administrator of the Division of Industrial
Relations.

2200 S Rancho Dr., Suite 230 1000 E. William St., Suite 208
Las Vegas, Nevada 89102 Carson City, Nevada 89701
PH (702)486-2830 PH (775)684-7555
FAX (702)486-2844 FAX (775)684-7575

Email: naiw@naiw.com 23

http://naiw.nv.gov/



Insurer Requirements

(Certified by Division of Insurance }

N

/State-wide toll free number/accept
collect calls

/In—state office operated by the

insurer or third-party administrator
* Persons authorized to act for the insurer
 Process claims information

24



Insurer Requirements

N

(May have files outside Nevada, providing...

S

All records accessible in NV for electronic
paperless systems

Open claims-reproduce & available within
24 hrs

« To the employee

« To the employer

 Division of Industrial Relations

Closed claims-reproduce & available within
14 days

25



Insurer Requirements

(Employer Support }

\
S

Adequate Services to employer and
employees:
« For Controlling Losses/Risk Management
* On Prevention of Injuries/Diseases

Forms/Posters/Reports - Usage

Managed Care Organization (MCO)/Preferred

Provider Organization (PPO)/Claims Processing
Information

26



Insurer Requirements

ﬁroof of Coverage (POC) to Division of Industriah
Relations via National Council on Compensation

Insurance (NCCI)

 Private Carriers Only

15 Days to Report Policy Activity (NRS 616B.461)
-New Policies/Renewals
-Cancellations/Nonrenewals
-Changes/Endorsements

» Insurers Notify Division of Industrial Relations of
Lack of Coverage

27



Claim Administration NRS 616C.065

Within 30 days of receipt of C-4

» Accept claim & commence payment
» Deny claim & notify claimant or claimant’s
rep of denial & appeal rights
-USPS certificate of mailing

28



Claim Administration NRS 616C.065

/Unreasonable delays or refusals to pay
within 30 days shall cause:

/Claim Acceptance Letter to Injured
Employee
Late Payment of benefit

» Penalty assessment up to 3X that
amount

o/

\




Claim Administration NRS 616C.091

/Insurer must notify DIR of claim denial

\

: : i
Denial to Injured Employee or
dependents must include appeal rights

~

/
Copy of denial notice to treating health
care provider

[Copy of C-4 to DIR

30



Claim Administration

Department of Administrative Hearing Division J

® Hearing Officer (HO) / Appeals Officer (AO)
Compliance

® HO (NRS 616C.315)
® AO (NRS 616C.345)
® Stay (NRS 616C.345 and 616C.375)

31



Claim Administration

® Claim Closure
® NRS 616C.235 and NAC 616C.112
® Notice of appeal rights (70-day deadline)

® No later than 6 months and less than $300
medical

® Written notice explaining claim closure
® 12 months or sooner and less than $300 medical

® Written notice of closure

32



Claim Administration

® Claim Closure NRS 616C.235

® Notice of claim closure must be mailed to
claimant and claimant’s attorney, if
applicable

®* Notice must describe the effects of closing
the claim & time limit for claimant to
request dispute resolution per NRS
616C.315 (Hearing Officer)

33



Vocational Rehabilitation Objective

To return the ipjured employee to gainful
employment dccording tp NRS 616C.530




Priorities - NRS 616C.530

\

Return to pre-accident position

Return to pre-accident employer

A

7\

Position with another employer utilizing
_pre-existing skills

4

Provide training while working in another )
vocation

@@@@@

{Provide formal training/education

35



Employer Compliance Unit

* Employer Compliance Investigations
® Cancellation/Lapse Investigations
®* Uninsured Claim Investigations

® The uninsured injured worker may
choose: Assign to Uninsured Claims
Account

®* Employee Election for Compensation
(Form D-16)

* Employee’s Claim for Compensation (D-
17)

36



Employer Compliance Unit

If Coverage Lapse/No Coverage

Issue Administrative Fines
Premium Penalties

Order to pay missed premiums from
uncovered period

Order Closure of Business




Insurer/TPA Audit

Selection Process - Random within 5 years
NRS 616B.003
[ c - - S 2
Statutory authority to audit the following:

Self-Insured Employers
Associations of Self-Insured Employers
Private Carriers

38



Insurer/TPA Audit

Gwvestigate Complaints From: \
» Injured Employees
« Attorneys
« Employers
e Governor’s Office
« |Legislators
« Health Care Providers

39



Benefit Penalty

Violator refused to pay or unreasonably delayed

the appropriate relief required by a Hearing Officer

(HO), Appeals Officer (AQ), District Court and
DIR/WCS

Potential Violators
— Insurers
— Health Care Providers
— Employers
— Third-Party Administrators

40



Benefit Penalty Unit

[Investigate Benefit Penalty Requests J

« Complaints from outside sources
« Hearing and Appeals Officer Reviews
« Internal Referrals

[3x Penalty is also handled by the BP Unitj
e NRS 616C.065(4)

41



Subsequent Injury

® Helps injured Nevada employees retain or
acquire employment.

®* An incentive for employers to hire or retain
individuals that are physically challenged.

Three Accounts:
® Self-Insured Employers (NRS 616B.557)
® Self-Insured Associations (NRS 616B.578)

® Private Carriers (NRS 616B.587) §\

42



Reviews

Standards of Care
(Occupational
Medicine Practice

4 Guidelines)

Revises Medical
Fee Schedule

Audits Permanent ( Medical Enforces

Partial Disability

14

(PPD) evaluation S Unit medically

% related workers
compensation
laws

reports for quality
assurance

Maintains Panels of Treating and
Rating Physicians and
Chiropractors

Monitors raters’ successful
completion of Nevada Impairment
Rating Skills Assessment Test




Health Care Providers & Medical Compliance

[Panel of Treating Physicians & Chiropractors 1

.

Treatment
« Emergency
« Scheduled follow-up

Reporting/Billing
Employee’s Claim for Compensation/Report of

Initial Treatment (Form C-4)

» Insurer (Deadline: 3 working days to get the C-4
to the correct insurer/TPA)
« Employer (Deadline: 3 working days)
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Education, Research And Analysis Unit

® Education and Training
® Internal
® External - Orientation, Forum or Outreach Programs

® Employees

® Employers \i

® Insurers/TPAs N é I~
® Medical Providers W

® Anyone wishing workers’ comp training

® Research and Analysis
® Evaluate/Research, Analyze, & Report

45



New WCS Website

http://dir.nv.gov/WCS/home/

gov )
| State of Nevada Depariment of Business & Industry NV Agencies Jobs About Nevada

Industrial Relations (DIR) ¢

A D A Americans with Disabilities Act

(O WELCOME TO WORKERS' COMPENSATION What's Hot!

© Hearings / Workshops / Meetings

estims amut Mkasl ‘msatim? © Current Newsletter
@ Click Here! © Training

© |mportant Changes

© Join our Mailing List

© Past Newsletters

© Forms and Worksheets

© WCS Contacts

© Questions? - Please Use WCSHelp

COVERAGE INJURED EMPLOYER WORKERS' INSURER AND RELATED
VERIFICATION COMPLIANCE COMPENSATION TPA REPORTING AGENCY LINKS
SERVICE NEVADA LAW

MEDICAL UNIT INJURED WORKERS INSURERS | TPAS EMPLOYERS
© Current Rating Panel © Northern Complaint Form © Time Frames © Employee Leasing Company
© Current Treating Panel © Southern Complaint Form © Standard Audit Requirements (PEO)

© 2016 Medical Fee Schedule € Appeal Rights © Subsequent Injury Accounts © Posting Requirements

© D-35 Form © Claim Reopening © Uninsured Employers © siiverFlume

© The Pulse Medical Unit © Nevada Attorney for Injured

Newsletters Workers

All Forms

Join WCS Mailing List

Important Changes

Newsletters

Brochures

Links to:



mailto:http://dir.nv.gov/WCS/home/

Coverage Verification Service

Nevada Division of Industrial Relations

Employers’ Workers' Compensation Insurance Coverage Verification

Coverage/Injury/Illness Date I:I Default = Today's Date

Employer Name‘ | © contains O Starts With
OR

Federal Employer Identification Number I:I

’ Search ” Reset ]

Limitation of Information
The information provided on this web page is a segment of policy information reported to the Nevada Division of Industrial
Relations, Workers' Compensation Section by private workers' compensation insurance carriers. Reporting delays, inaccuracies
and omissions may affect the reliability of the coverage information provided. Self-insured employers and associations of self-
insured employers are not included in the data.
Other Helpful Links

Nevada Divison of Insurance - Self-Insured

Doing Business as ... "My Nevada" State Portal Business Licenses.




Contacting WCS

400 West King Street
Suite 400

Carson City, NV 89703

Phone (775) 684-7270
Fax (775) 687-6305

Email: WCSHelp@business.nv.gov
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