Division of Industrial Relations

WORKERS" COMPENSATION SECTION

C-4 Form Healthcare Provider
Responsibilities and Coverage
Verification Service



Workers’ Compensation Section

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 -
JaiieE G e . '
& i L > Ensuring the timely and
- L accurate delivery of workers'
compensation benefits
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, : : > Ensuring employer
Wor!<ers Compensation Section compliance with the mandatory
US Bank BU||d|ng, Ste 300, 2300 W Sahara AVG, coverage provisions

Las Vegas, NV 89102




Please submit questions in the chat
box, and the Workers’ Compensation
Section (WCS) will answer them there.

You can also email your questions to:

WCSHelp@dir.nv.gov



EMPLOYEE'S CLAIM FOR COMPENSATION/REPORT OF INITIAL TREATMENT
FORM C4
PLEASE TYPE OR PRINT

EMPLOYEE'S CLAIM PROVIDE ALL INFORMATION REQUESTED
First Mame MLL Last Mame Birthdate Sen Claim Mumber {insurars Use Oniy)
Om
o=
Mailimg Address Aae ‘ Height Weight | Social Security Number
City State Fip Telephone
Email Address Primary Lanouaoe Spoken
INSURER | THIRD-PARTY ADMIMISTRATOR Empioyes’s Ocsupation {Job Titke) When Injury or Cccupational Disease
Ogcumed
Emplover's Mame/Comoany Mame | Teleghone

Office Mail Address (Mumber and Sirest)

Last Day of Work After Injury or
Oeeupational Disease

Date of Injury iFapeicabis) | HOUrS In,|ur§‘I (i anﬂmb\le) | Date Employer Motified [Superviser to Whom Injury Reported

Address or Location of Accident lrranohcab#e)

‘What were vou doing at the time of the accident? (if applicable)

Haomr did this injury or occupational disease ocour? (Be spedific and answer in detail. Use additional sheet if necessany)

If you believe that you have an occupational disease, when did you first have knowledge of the disability and its Witneszeas to the Accident (if
relationshio to your emplovment? applicable)
Mature of Imiury or Ocoupational Disease ‘ Part(s} of Body Injured or Affected

CERTIFY THAT THE ABDVE |2 TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE AND THAT | HAVE PROVIDED THEZ INFORMATION IN ORDER TO OETAIN THE BENEFITS OF NEVADA'Z
NDUSTRIAL INZURAN AND OCCUPATIONAL DEZEASES ACTE (NRS 5154 TO 5150, INCLUSIVE, OR CHAFTER 617 OF NR3)L | HEREBY AUTHORIZE ANY FHYSICIAN, CHIROPRACTOR, SURGECN,
FRACTITIONER OR ANY EF FERIOM, AN'Y HOEFITAL, MCLUDING RANE ADMIMIZTRATION OF G0WVERNMENTAL HOZFITAL, ANY MEDICAL ZERVICE OREANIZATION, ANY INSURANCE
COMPANY, DR OTHER INETITUTION OR CRGANIZATION T RELEAZE TO EACH COTHER. ANY MEDICAL OR OTHER INFORMATION HELUDIMNE BENEFITE FAID OF FAYABLE. FERTINENT TO THIZ
NJURY OR DESEASE, EXCEPT INFORMATICH ELATIVE TO DIAGNO3ES, TRE T ANDVOR COUNSELING FOR AIDES, F3YCHOLOGICAL CONDITIONS, ALCOHOL OR CONTROLLED
BUBSTANCES, FOR WHICH | MUET GIVE SPECIFIC AUTHORIZATION. A FHOTOSTAT OF THEE AUTHORIZATION EHALL EE AS VALID AZ

Employes’s Original or

Data Place " Electronic Signature
THIS REPORT MUST BE COMP MAILED WITHIN 3 WORKING DAYS OF TREATMENT

Plac= Mame of Facility
Date Dia0noss and Desariotion of Injury or COotupational Disease 5 ters evidencs that the injured empIOyEE Was Under the Infiusnce of aiconol andior
another controlled substance at the fime of the accldent™
O we O ves i yes. pease expiain)
Hour
Treatment: Have you advisad the patient fo remain off work five days or mora?
O ves Indlcate dates: from to
O Mo o, is the njured employee capable of O run dury  OImodined duty
¥-Ray Findings:

i modified duty, specily any Imitations/resinctions:

From information given by the employes, together with medical evidence, can
di connect this injury or sccupational disease as job incurred?
ez No

Is additional medical care by a physician indicated? [0 Yes [ Mo

Do vou know of anw previous injury or disease contributing to this condition or occunational disease? L Yes LT No (Ewenlain if ves)

Diate Print Health Care Provider's Name certify that the employer's copy of
this form was deliverad to the employer on:
Address INSURER'S LISE OMLY
City State ZIp Provider's Tax |.0. Mumber Telephone
Health Care Provider's Original or Electronic Signature Degree (MD, DO, DC, PA-C, APRN)
Choose (¥ appilcabie +

ORIGINAL — TREATING HEALTHCARE PROVIDER PAGE Z - INSURERITPA  PAGE 3 - EMPLOYER PAGE 4 - EMPLOYEE Form C-4 inev 02025§

What is the C-4 Form?

C-4

Employee’s Claim
for Compensation/
Report of Initial
Treatment




C-4 FORM

Provided by
Healthcare Providers
(HCP) to Injured
Employees when they
Seek Initial Treatment



[ ]
EMPLOYEE'S CLAIM FOR COMPENSATION/REPORT OF INITIAL TREATMENT I h e I nj u re d
FORM C-4

PLEASE TYPE OR PRINT

EMPLOYEE'S CLAIM PROVIDE ALL INFORMATION REQUESTED

First Nﬂ-'ljieOhn LloydMl Cruz La: Blrlhda161/30/1 972 Se Claim Number rsurrs Use Only) E m p I Oye e

Walling Address, Age Reignt Social Secyrly Mumber
7512 Java Sparrow St. | 680-Xx-xxx
“North Las Vegas % Nevada * 89084 Mo h a S
EmallAddress ||l oyd_cruz@gmail.com Primary Language Spoken
INSURER ‘ THIRD-FARTY ADMINISTRATOR | E:m“ Dccupation (Job TRe) When inpury or Occupational Disease

Employer's Mame/Company Name | Telephaone

Viva Marketing
Oiffice Mal Address (Mumbed and Street)
: 7918 Bruce Street. S :
y [] i Lasi of Wwork Afl S I o i Feparied
Wﬁj@?ﬂz W%'mmw fapﬂlcaﬁ:; | %%7”60657'-2“2“ Dcr.umrnmal I::us.eslssrﬂ-u“I B P *Eea wlgﬁzo
Address of Location of Accident (if apphcatde )
What wera you doing at the time of the mamt??mbg]l’uce Street
Hew did this injury or oecupational disease coeur? (Be specific and answes in detal. Use sdditional sheet If necessary)
Walking down the hallway

i you believe that you have an occupational deease, when did you Brst have knowladge of the disability and its Witnesgeas 10 the Accident (il
relationship to your employment? applicable)

Mabure af |

If a worker gets injured | - ——wl—'ﬁ'-""'-—— p— —

B DAYS
A ..

— From the

date of

AN injury
= | — to seek medical

[Crabe

Traatrent]

K-Ray Fing

Fram infor

B've t

Address TNSURERS USE ONLY

Tity State i) Providers Tax LD Number | Telephone

Health Care Provider's Original er Electronic Signature Degree (MD, DO, DS, PAC, APRN) t re a t I I I e I I t .
— Chaca [l applicabis)
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NRS 616C.040 NRS 616C.065

C-4 Submission Insurer/TPA
by HCP Approve or Deny Claim
3 Working Days 30 Days

HEALTHCARE PROVIDER RESPONSIBILITIES

Send C-4 to Correct Insurer/TPA




HEALTHCARE PROVIDER RESPONSIBILITIES

If C-4 ends up with the Incorrect
, Insurer/TPA
i

¢ f
= &

submits C-4 > >

B3

Correct DIR/WCS
Insurer/TPA

NRS 616C.065
Claim Acceptance/Denial
30 Days

Incorrect
Insurer/TPA

Day//s;/Weeks/
Months




HEALTHCARE PROVIDER RESPONSIBILITIES

If the WCS finds Employer without
Workers’ Compensation Coverage

€4 to Incorrect Insurer/TPA If the WCS is unable to find credible Workers'’
~.t Compensation (WC) coverage for the employer
BT (200) mmp [y of the injured employee, the case may be

referred to the Employer Compliance Unit

}")‘3” l
,é?l";;’,‘,, 4. (ECU) for further investigation and compliance
¥ &

§ enforcement.

NRS 616C.065
Claim Acceptance/ Denial

- H giﬁ

w

DIR/WCS/MU DIR/WCS/ECU

MEDICAL UNIT EMPLOYER COMPLIANCE UNIT




EMPLOYEE'S CLAIM FOR COMPENSATION/REPORT OF INITIAL TREATMENT
FORM C-4
PLEASE TYPE OR PRINT
EMPLOYEE'S CLAIM PROVIDE ALL INFORMATION REQUESTED
First Mame ML Last Mame Birthdate

Claim Mumber (Insurar's Usa Oniy)

Social Security Number

Telephone

Email Addrass

Primary Lanoguaoe Spoken

INSURER ‘ THIRD-PARTY ADMIMISTRATOR Empioyee’s Occupation (J0D Tite) When Injury or Cocupational Disease
Dccumed

Emplovar's NMame/Comoany Name | Telephone

Office Mail Address (Number and Street)

Diate of Injury (r apeiicabiey | Hours Injury 1T anclicable)

What were vou doing at the time of the accident? (if apolicabla)

How did this injury or occupational disease occur? (Be specific and answer in detail. Use additional shest if necessany)

If you believe that you have an occupational disease, when did you first have knowledge of the dizability and its
relationshio to your employment?

Witnesses to the Accident (if
applicable)

Mature of Injury or Occupational Dissase Part(s) of Body Injured or Affected

CERTIFY THA
MDUSTRIAL
FRAGTITIONER

COMPANY, OR. O R
RUURY OF DISEAIS DRALAY
SUBSTANCES, FOR WHICH | MUST GIVE BPEC

THIS REPORT MUST BE COMPLETED AND MAILED WITHIN 3 WORKING DAYS OF TREATMENT
Name of Fadility

Dlagnosis and Descriotion of Injury or Occupational Dissase 5 there evidenca that the Injured employes was under the Influsnce of alconol andior
anather controlled substance at the ti f the accident?

N YeE (If yas, plase explaln)

patient to remaln off work flve days or mora?

O ves Indicate dates: from

to
‘T ﬁ0$ Ir@N:aD eot O runay DImodined duty

ed duty, spaciy any imitations/restictions:

¥-Ray Findings:

full

From information given by the employee, together with medical evidence, can
di connect this injury or occupational disease as job incurred?
Yes Mo

Is additional medical care by a physician indicated? [ ves [ Mo

D wosts know of anw nrevious injury or diss ibiuiting to this. jitinn or occunational diseaze? L Yes [ Mo (Fwnlan f ves)

[Print Health Care Provider's Name certify that the employer's copy of
this form was delivered to the employsr an:

INSURER'S USE ONLY

State

Ap Provider's Tax 1.0 Numbssr Telephons

Health Cara Provider's Original or Electronic Signature Degres (MD, DO, DC, PA-C, APRN)

Choose (¥ apgilcatis v
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TWO PARTS OF
THE C-4 FORM




NOT THE HEALTH
INSURANCE COMPANY!

LAIM FOR

EMPLOYER

TO BE COMPLETED BY THE INJURED EMPLOYEE

Injured Employee Section

COMPENSATION/REPORT OF IMITIAL TREATMENT
FORMC4
PLEASE TYPE OR PRINT

EMPLOYE@S CLAIM PROVIDE ALL INFORMATION REQUESTED
First Mame ML Last Mame Birthdate Sex Claim Mumbser {Irsurer's Lise Cni
Tt Lloged oy 7972 | BY
Mailing Addfecs \ \ 7572 y X\\\ A-gejz Height Weight | Social sww Mumber
lava M/M 570"
Chy Hert) \los Usges 5% He\ X = 8057 Telephane
Errl.ail.ﬁ.l:ldne-? A‘ \% ] Primany Lanouage Spoken
/otbre c %/Wa&m \\4
INSURER Z V. Itont THIRD-PARTY AE._MNISTRATOR Employee’s Oocupation (Job Tia) When Injury or Cecupational Disease
Frnericar ot Oecumed
Emplovar's Mame/Comaany Mams W W/ i Teleghons
7% WW
Office Mail Address (Mumber and Street) 79/{ EW gM

Diate of Imjury (¢ sppiicatie; | HoWrs [ngury 7 ancheable) Date Employer Motfied La=st Llay CIfWDﬂi Aner Injury or Supemsw%ﬂhnm Ipjury Heported

02027 am/ pm

&7/09/2;"‘ ccupational Disease

Address or Location of Accident (if apolicable)

7978 Bruwee Strect

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

Hiorwr diid this injury or occcunational disease occwr? (Be specific and answer in detail. Use additional shest if necessary

o and fult

If you believe that you have an occupational disease, when did you first have knowledge of the disability and its Witnesses to the Accident (if

relationshio to your employment?

S and fol?

applicable)

Mature of Imiury or Occupational Disease

Partis} of Eu:t/_WurEd or Affected

nee and back

CERTIFY THAT THE ABCVE |2 TRUE AND CORRECT TO THE BE ST OF MY KNOWLEDGE AND THAT | HAVE PROVIDED THES INFORMATION I ORDER TD JETAIN THE EENEFITS OF NEWADA'S
MOUSTRIAL INSURANCE AND CCCUPATIONAL DISEAZED ACTE (MRS 5184 TO 5180, INCLUSIYE, OR CHAFTER B17 OF NR3L | HEREBY AUTHORIZE ANY PHYR|CIAN, CHIROPRACTOR. SURGEDCHN,
FRACTITIGNER OR ANY OTHER FER3ON, ANY HOEFITAL, INCLUDING VETERANE ADMINIETRATION OR GOWERNMENTAL HOSFITAL, ANY MEDICAL ZERWV] SANIZATION, ANY INSURANCE
COMPANY, OR OTH E-'-. INETITUTICN R SRGANIZATION TS RELEAEE TO EACH OTHER, ANY MEDICAL OR STHER INFORMATION, INCLUDING BEMEFITE Fj i FAYABLE, FERTINENT TS THIS

MUURY OR DESEABE, EXCEFT INFORMATION RELATIVE TO DIAGMOIEE, TREATMENT AMDVIR COUNZELING FOR AIDE -'-“""EI-.-L“E-IE'«.LE.-"ID I"""-\n. #

SUBSTANCES, FOR WHICH | MUET GIVE SPECIFIC AUTHORIZATION. A PHOTOS

Dimta Plana

YL OR CONTROLLED
TAT OF THER AUTHORIZATION SHALL BE AS VALID AS R
Employee's Oniginal or
¥ Flartroinin Sinonst ins

| /



TO BE COMPLETED BY THE INJURED EMPLOYEE

Injured Employee Section

Employee Information

 First and last name

« Date of birth, address, and telephone number
« Email address

Employer Information

* Correct corporate name

* Doing Business As (DBA), if any

« Employer address and telephone number

Accident or Disease
* Date, time, and location of accident
* Describe the incident in specific details




S

Complete the C-4 Form as
soon as the injured
employee is able.

TO BE COMPLETED BY THE INJURED EMPLOYEE

Injured Employee Section



EMPLOYEE'S CLAIM FOR COMPENSATION/REPORT OF INITIAL TREATMENT
FORM C-4
PLEASE TYFE OR PRINT
EMPLOYEE'S CLAIM PROVIDE ALL INFORMATION REQUESTED

First Mame MLL Last Mame Birthdats S Claim Mumber {insurers Lse Oniv)
M
- Lloyd O oL 50 7972| B
Mailimg Addféss Age Height Weight | Social Security Mumber
_ - 7572 Qmm Spassotw 7 52 5707 OSSO wr-rer
o Herth Lo Vegas Honade “* FI0FF Teisenens
Email Address Primary Lanouage Spoken
Make sure the Yk ylpmeitons ;
INSURER ~ THIRD-PARTY ADMINISTRATOR Employee’s Occupation (Job Tile) When Injury or Cccupational Hsease
° ° mericar Watual Twowiek Cecumed
Emplover's Mama/Comoany Mame = Telephone
Injured Ciffice Mail Add {(Mumber and %ﬂﬂ% -” |
Ell ress i Strest]
. : 7978 Bruce Stheet: .
Diate of Injury (¢ appiicabie) Howrs Imjury (T anclicable) Date Employer Notified Last Day of WWork Afer Injury ar Superyisor to Whom Injury Reporied
employee signs e | e | e A A
Address or LocStion of Accident (if apolicable)
7978 Bruce Street

and dates the | ™" i tesiitic

Heomw diid this injury or occunational disease occur? (Be specific and answer in detail. Use additional sheet if necessary

C-4 Fo rm. If you believe that you hawe an occupational disease, when did you first have knowledge of the disability and its Witnesses io the Accident (if

relationshio to your employment? g applicable)
Mature of Injury or Occunational Disease Partis) of Body Injured or Affected
/6/// ﬂ/@//&/’/
SESTIFY THAT THE ABDVE |3 TRUE AND COSSECT 7O THE _—31 OF MO IMOWLEDGE AND THAT | HAVE PROVIDED THIZ INFORMATION N DRDER T DETAN TAE BENSFITE OF NEW J\.:“\.S
MOUSTRIAL INZURAM D = D E ] A TO E180, VE, OFt CHAPTER 617 OF MR} | HERESY AUTH
FRACTITIONER OF ANT ] | TION CR S0WERNMENT,
COMPANY, DR OTHER I ELE

FUURY OR DESEASE :IGE="T IN= AT RELATIVE TO DHIAGNDEES, TREATMENT ANDVOR COUNIELING FOR AIDE, '-"'"II.I-"'LSJIE.'«.L
BUBSTANCES, FOR WHICH | IUET GIVE SPECIFIC AUTHORIZATEON. A FHOTOSTAT OF THES AUTHORIZATION SHALL BE AS VALID AZ e

Employee’s Original or

* Flectronic Sionature

TO BE COMPLETED BY THE INJURED EMPLOYEE

Injured Employee Section




TO BE COMPLETED BY THE TREATING PHYSICIAN

Healthcare Provider Section

THIS REPORT MUST BE COMPLETED AND MAILED WITHIN 3 WORKING DAYS OF TREATMENT

1041 Q&pring Kine Qb Name O Soncentrate Clinic

Date 07/09/2024 Diagniosis and Description af Injury or Oocupational Diseass
T g 10 Al QPsrin on lower back and ((R) kne

Treatment  (Sspeaative ome therapies such as
. D I"‘:‘S fidicate dalas I\'.II 1
Twlenol NSAID, ice B

M.‘u I oy, i e injured employee capable of: YI." duty Clrnedifies by
¥-Ray Findings:

# Il madified duly, specily arny limilalionsresiriclons
o7 From information given by the employes, together with medical evidence, can :\

directly connect this injury or occupational disease as job incuwred? )
Yes ] Mo

Place

| Ielr.- evidence thal the injured amployes was under Ie influence al alcahol andion
ggled subslancs at the time of the accdent?

(il yes, pleass axplain)

Have you advised the palient b remain alf work five days or more?

O Yes
2
Do you know of any previous injury or disease confributing to this condition or occupational disease? L] Yes W No (Explain if yes)

PR 07/09/202% | T & B e Sin v vem dlverecy e tho etaployst o
Addrass 404/ Qﬁ/)ﬂﬂg’ &[ﬂﬁ 05[ INSURER™S USE OMLY
SN L s GV OIS 0654213

Health Care P Signature Degraa (MD, DO, DC, PA-C, APRN
A T = a

Is additional medical care by a physician indicated?

Choose | applicable)

7

ORIGINAL = TREATING HEALTHCARE PROVIDER PAGE 2 - INSURERITPA PAGE 3 - EMPLOYER PAGE 4 - EMPLOYEE Fom C-4 |rew. DEZ3)




What HCPs may sign a C-4 Form?

o MD
* 09 -

+ D¢ : sgm
 APRN

O PA

TO BE COMPLETED BY THE TREATING PHYSICIAN

Healthcare Provider Section




Brief Description of
Rights and Benefits

Must be provided to
the injured employee
at the time of
treatment

(NRS 616C.095)

BRIEF DESCRIPTION OF RIGHTS AND BENEFITS
(Pursuant to NRS 616C.050)

Natice of Injury or Occupational Disease (Incident Report Form C-1): Ifan injury or occupational disease (OD) arises out of and in the
course of employment, you must provide wrnitten notice to your employer as soon as practicable, but no later than 7 days after the accident or
OD. Your employer shall maintain a sufficient supply of the required forms.

Employee’s Claim for Compensation/Report of Initial Treatment (Form C-4): If medical treatment is sought, the Form C-4 is available at
the place of initial treatment. A completed Form C-4 must be filed within 90 days after an accident or OD. The treating physician, chiropractic
physician, physician assistant or advanced practice nurse must, within 3 working days afier treatment, complete and mail to the employer. the
employer's insurer and third-party administrator, the Claim for Compensation.

Medical Treatment: If you require medical treatment for your on-the-job injury or OD, you may be required to select a physician or
chiropractic physician from a list provided by your workers” compensation insurer, if it has contracted with an Organization for Managed Care
{MCO) or Preferred Provider Organization (PPO) or providers of health care. If your employer has not entered into a contract with an MCO or
PPO, you may select a physician or chiropractic physician from the Panel of Physicians and Chiropractic Physicians. Any medical costs related
to your industrial injury or OD will be paid by your insurer.

Temporary Total Disability (TTD): If your doctor has certified that vou are unable to work for a period of at least 5 consecutive days, or §
cumulative days in a 20-day peniod. or places restrictions on you that your employer does not accommodate, you may be entitled to TTD
compensation.

Temporary Partial Disability (TPD): If the wage you receive upon reemployment is less than the compensation for TTD to which you are
entitled, the mnsurer may be required to pay you TPD compensation to make up the difference. TPD can only be paid for a maximum of 24
months.

Permanent Partial Disability { PPD): When your medical condition 1s stable and there is an indication of a PPD as a result of your mjury or
OD, within 30 days, your insurer must arrange for an evaluation by a rating physician or chiropractic physician to determine the degree of your
PPD. The amount of your PPD award depends on the date of injury, the results of the PPD evaluation, your age and wage.

Permanent Total Disability (PTD): If you are medically certified by a treating physician or chiropractic physician as permanently and totally
disabled and have been granted a PTD status by vour insurer, you are entitled to recerve monthly benefits not to exceed 66 2/3% of your
average monthly wage. The amount of your PTD payments is subject to reduction if you previously received a lump-sum PPD award.

Vocational Rehabilitation Services: You may be eligible for vocational rehabilitation services if you are unable to retum to the job due to a
permanent physical impairment or permanent restrictions as a result of your injury or occupational disease.

Transportation and Per Diem Reimbursement: You may be eligible for travel expenses and per diem associated with medical treatment.
Reopening: You may be able to reopen your clamm if your condition worsens after claim closure.

Appeal Process: If you disagree with a written determination issued by the insurer or the insurer does not respond to your request, you may
appeal to the Department of Administration, Hearing Officer, by following the instructions contained in your determination letter. You must

peal the determination within 70 days from the date of the determination letter at 1050 E. William Street. Suite 400, Carson City, Nevada
£9701, or 2200 5. Rancho Dnve, Suite 210, Las Vegas, Mevada 89102, If you disagree with the Heaning Officer decision, you may appeal to the
Department of Administration, Appeals Officer. You must file your appeal within 30 days from the date of the Heanng Officer decision letter
at 1050 E. William Street, Suite 450, Carson City, Nevada 89701, or 2200 5. Rancho Drve, Suite 220, Las Vegas, Nevada 89102, If you
disagree with a decision of an Appeals Officer. you may file a petition for judicial review with the Distriet Court. You must do so within 30
days of the Appeals Officer’s decision. You may be represented by an attorney at your own expense, or you may contact the NAIW for possible
representation.

Nevada Attorney for Injured Workers (NAIW): If vou disagree with a Hearing Officer decision, you may request that NAIW represent you
without charge at an Appeals Officer Hearing. For information regarding denial of benefits, vou may contact the NAIW at: 1000 E. William
Street, Suite 208, Carson City, NV 89701, (775) 684-T535, or 2200 5. Rancho Drive, Suite 230, Las Vegas, NV 89102, (702) 486-2830

To File a Complaint with the Division: If vou wish to file a complaint with the Administrator of the Division of Industrial Relations (DIR),
please contact the Workers” Compensation Section, 1886 East College Phwy. Ste. 100, Carson City, NV 89706, telephone (775) 684-7270, or
3360 West Sahara Avenue, Suite 250, Las Vegas, Nevada 89102, telephone (702) 486-9080.

For Assistance with Workers’ Compensation Issues: Youmay contact the State of Nevada Office for Consumer Health Assistance, 7130
Pollock Drive, Las Vegas, NV 89119, Toll Free 1-888-333-1597, Web site:
https-//adsd nv. eov/Programs CHA/Office_for_Consumer_Health _Assistance (OCHA Y E-mail: chai@ goveha nv.gov

[D-2 (rev. 0224




Healthcare Provider Responsibilities

Within 3 working days, complete and file the C-4
Form with the employer and CORRECT insurer/TPA.

EMPLOYEE'S CLAIM FOR COMPENSATION/REPORT OF INITIAL TREATMENT
FORM C-4

» Use form prescribed
by DIR.

PLEASE TYPE OR PRINT

EMPLOYEE'S CLAIM PROVIDE ALL INFORMATION REQUE!

First Name M LastName | Binthdate ‘Claim Number insurrs sz Grey)
Mailing Address Ace | Height Social Security Number
City State Tio Teleohone
Email Address Primary Language Spoken
- O r I I l S a re INSURER | THIRD-PARTY ADMINISTRATOR ‘ Empioyes’s Docupation (Job Tite) When Injury or Oooupational Disease
‘Occumed

Emplover's NamelCompany Name | Telephone

available on the WCS
website.

Office Mail Address (Number and Strest)

Dtz of Iniury (#azsizasie) | Hours Tnjury 17 sopiesl ‘ Diste Empioyer Notifed | Last Diay of Work After [njary or perviser fo Whom Injury Reported
= e [

am
Address or Location of Accident [if apolicable)

‘What were vou doing at the time of the accident? (if applicable)

How did this injury or oocupational disease occur? (Be specific and answer in detail. Use additional sheet if necessary)

If you befieve that you have an occupaticnal disease, when did you first have knowledge of the disbiity and its Witnesses to the Accident (f
relationshio to your emoloyment? applicsble)

Nature of Injury or Gecupational Disease: Part(s) of Body Injured or Affected

» May NOT modify or
edit state-mandated
forms without the prior

ETRATION OR 501
Al WEDICAL DR GTHER
ID/OR COUNSELING FOR

ZATION Az

Empioyee’s Original or

Date Place. * Electronic Signaturs
THIS REPORT MUST BE COMPLETED AND MAILED WITHIN 3 RK] JAYS OF TREATMENT

Place MName of Fadility

Date DI3gNOSiS 3nd Descnotion of NNy of Docupabional Disease 5 IEre evigence Mal he INjured employee Was UNder e INUSNGE o JIoeol andior
- Lsstance 3t the fim, -
e pieass expialn)

Hour
a rOV a | Of t h e Treatment Have you advisad the pasent Io remaln off work Mve days of more?
O ves inmcate gates: from to
O o im0, is the in employse O tun ey Dmodined duty
X-Ray Findings:

TMOAIMEd Quty. SPECTY any IMIESONG/REINCTonS:

Administrator

From information given by the empioyee, together with medical evidence. can
directly connect this injury or occupational disease as job incurred?
Yes O Mo

Is additional medical care by a physidan indicated? [ Yes [ Ne
Do you know of any previous injury or Gisaase contribufing to this condition or cocupational iseas=? L] Yes L Mo (Exl=n 1 yes)

Date Print Health Care Provider's Name cartfy that the employer's copy of
this form was deliverad to the employer on:
Address TNSURER'S USE ONLY
ity Shate Zio ‘ Providers Tax |D. Humbsr | Telechans
Health Care Provider's Original or Elecironic Signature Degres [MD, DO, DC, PA-C, APRN)
‘Ghaoze (# acaliatie v
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Healthcare Provider Responsibilities

> Exert all efforts to find the
correct insurer or Third-
Party Administrator (TPA).

» Maintain sufficient supply
of appropriate forms.

» Always use the
latest version of this
form (2/25).

EMPLOYEE'S CLAIM FOR COMPENSATION/REPORT OF INITIAL TREATMENT
FORM C-4

PLEASE TYPE OR PRINT

'LOYEE'S CLAIM _ PROVIDE ALL INFORMATION REQUESTED
Frst hame ML CostName | Srnasts Sox | Clam Numer
o
o=
Waing Address == ‘ == WeioHt | Sosil Seoury Nurmber
T = 3 oo
Email Address. Primary Lanouaoe Spoken
THSURER ‘ TRRD-PARTY ‘ T e oy or Osupaoral Dease
e
Frmployar RamerComoany T [T
ffce Niai Address (Number and Strest)

pm

ate of Injury v seencace) | FIors Triary T Sprieatie) ‘Da\z Ployer

“Address or Looation of Accidan (f aoolicable)

What wers you aing 31 e Bme of e oodent? (F aoolcabie]

Fow i tis injury.

in cetal U  necessary)

i have

you
relstionzhis to your smoloyment?

Knowledge of the dissbilty andits Witnesses to the Acodent (f

ppleabls)

Nature of Injury or Occupstiona Dissase.

Paris) of Body njured or Afecied

Fiace ame of Facity
Date 5
araine sl Suosince 3
NG B Ver {7 yee. pacce expan
Four
Treatment % Yo 30HeE e a1 el o Work T G2y of a7
B Yes indicate dates: from o
D 10,5 the e mpioyee O tarary Blmoosa auy
XRay Findings:
rxitd dty. specyany Insionsirestfctons:
From informstion gven by the smpioyes. togeer win medical sudence. can
il connect tis injury or cocupafional Gisease asob ncurm=d?
Yes

15 aditions medical care by a pysisan indicatea? 0 Yes T No.

‘ EroviEers Ta [0 FomEer

5 you knowar Ay T = omiton e e o Eomnives)
Date Frint Haath Care Provdars Name certy e amployer's copy of

this form was defiveredi o the employer on
Adaress TNSURER USE GRLY
= == = sc=—h

Fieslth Gore Provider's Griginal or Elecironc Signsture

Degres (WD, 50,5 AL APAN)

Chos ¢ spplcaie +

ORIGINAL - TREATING HEALTHCARE PROVIDER PAGE 2 - MSURERITPR

PAGEIEMPLOYER  PAGE 4 - EMPLOVEE Famo-é ey a2zs)




Healthcare Provider Responsibilities

Proof of Coverage (POC) Call:

If you have difficulty identifying the correct insurer/TPA, call the WCS
for assistance within the 3 working days.

) (702) 486-9080

Only send the C-4 Form to the WCS if
directed to do so by WCS staff. You will be
provided a reference number and directed
to email the C-4 Form to medunit@dir.nv.gov.

WCS fines HCPs for untimely or incomplete C-4
Form submission to correct insurer/TPA.



mailto:medunit@dir.nv.gov

1.

2.

VERY IMPORTANT

BEFORE YOU SEND THE C-4

FORM TO ANYONE

If possible, ask the injured employee to provide all
EMPLOYER information.

If you cannot identify the correct insurer or TPA, use the
Coverage Verification Service (CVS) on the WCS website:
http://dir.nv.gov/WCS/home/.

Use other resources, such as the Claims and Regulatory Data
System (CARDS), Coverage Verification Service (CVS), the
Division of Insurance Self-Insured and Associations lists,
business license searches, Nevada State Contractors Board, etc.

If unable to locate the insurer or TPA through CARDS, CVS, or

other searches, contact the employer, and document the response.

EMPLOYEE'S CLAIM FOR COMPENSATION/REPORT OF INITIAL TREATMENT
FORM C-4

PLEASE TYPE OR PRINT
EMPLOYEE'S CLAIM PROVIDE ALL INFORMATION REQUESTED

First Name: ML LastName | Birthdate Sex | Ciaim Number (nsurers Usz ooyl

am

OF
Mailing Address Age ‘ Height Weight | Social Security Mumber
City State Zin Teleshone
Email Address Primany Lanouaos Snoken
INSURER ‘ THIRD-PARTY ADMINISTRATOR| | Empioyes's Oocupalion (Job Tiie) When Injury or Occupalional Disease

Occumed
Emplayer's Name/Comaany Name | Telephone
Office Mail Address (Number and Strest)
Diate of Injury (¥ sppiicabie; | OIS Trjry 1 | Tiate Emplayer Notfied | Last Day of Wark ARer Injury or ‘ ipervisor 1o Whom Injury Fepored
om Occupational Disease

am
Address or Location of Accident (if apolicable)

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

How did this injury or occupational disease oocur? (Be speciic and answer in detail. Use additional sheet f necessary)

If you blieve that you have an occupational disease, when did you first have knowledge of the disability and fts Witnesses to the Accident (it
relationshio fo your employment? applicatle)

Place Name of Fadility
Date Diaanasia and Descrition of injury or Oocupationsl Disease.
Haur

Treatment:

X-Ray Findings:

From information given by the employee, togsther with medical evidence, can
{5 irecty connec: thisinjury or ccaupatonal disease as job nur=d?
Yes No

Is additional medical care by a physician indicated? [ ves T No
Do your know of any previous injury or Gis=ase contibing to this condifion or cocunational disease? L] Yes L] Mo (Fxolan 7 yes)

Date Print Health Care Provider's Name certy that the employer's copy of
this form was deliverad to the employer on
Address TNSURER'S USE ONLY
Ty State To | Froviders Tax 10 Number | Telephone
Fealth Care Provider s Original or Elecironic Signature ‘Degres (MD, DO, OC, PAT, APRN]
mclwmj
—EMPLOYER PAGE 4 - Form G4 jrev.0225)

If unable to locate coverage information after following the above steps, call the WCS at (702)
486-9080. If the WCS is unable to locate coverage over the telephone, you will be provided a
reference number and directed to email the C-4 Form and documentation to

medunit@dir.nv.gov for further investigation.



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

A ; ‘

AW

COVERAGE
VERIFICATION
— SERVICE

END OF C-4
TRAINING




Why verify WC coverage?

EMPLOYEE'S CLAIM FOR COMPENSATION/REPORT OF INITIAL TREATMENT
FORM C-4

PLEASE TYPE OR PRINT
CLAIM PROVIDE ALL INFORMATIC
rthdate

EMPI El

L3t Name ‘Claim Number insurers Uss o)
om
DF
Mailing Address Aae ‘ Height Weight | Social Security Number
City State: Zo Teleshone
Email Address ‘ Primary Language Spoken
INSURER THIRD PARTY ADMINIS TRATOR oy upalicn (200 TINE) When INury of Oocupational Dissase
Occurea
Emplayers NamelComoany Name

‘ Telephone

NRS 616C.040 requires
healthcare providers
(HCPs), within 3 days of

Office Mail Address (Number and Sireet)

Uperisor 1o

Repored

Dtz oF Injury 7 sescame) | Fours Tnjury (7 anloable) | Date Employer Notfied | Last Day of Work Afier Trjury o
om coupational Disease

am
‘Adaress or Location of Accigent (if 20olicatle)

What were you Going at the time of The accident? (i aopicanie]

How did this injury or cecupational disease oocur? (Be spechic and answer in detail. Use acdibonal sheet i necessany)

initially evaluating the
injured employee,
complete and file
Employee’s Claim for
Compensation/Report of
Initial Treatment (C-4
Form) and send it to the
correct insurer or TPA.

Witnesses to the Accident (f

relationshio to your

F you believe that you have an occupational disease, when did you first have knowledge of the disabilty and its
employment?

applicable)

Nature of Injury or Cocupational Dissase

Fartis) of Body Injured or Affecied

O ves Inmicate oxtes: from
Owuo

X-Ray Findings-

I moaified auty. specry any iy

From information given by the employes, together with
i connect this injury or ocoupational disease as job incurred?
ves O No

medical svidence, can

170, s the Injured empioyee capable o

Place Name of Facility

Date Diag iy of hal ine injured empioyee Was uNger e Infuence of
her controled substance a the i of the aoigent
o O ves (1yzs. passe expiain)

Hour

Treatment Fiave you adveed the gatent 1o remaln o wark e days o more”

Dy Bmoared aury

tEtons e Ctons:

Is additional medical care by a physidian indicated? [ Yes [ No

Do you know of any pravious injury or dis=asa contributing fo this condition or oocunationl dissase?

O Vs

O o (Explan 7yes)

Haaith Care Provider's Original or Elecironic Signature

Degres (D, 00, OC, PAC, APRN)

‘Chaose i assiicabis +

Date Print Health Care Provider's Name ‘certy that the employer's copy of

this fom was celivered to the smployer on
Adaress, THSURER S USE ONLY.
Ty St ) Froviders Tax |0 Nambar | Teiechans

ORIGINAL - TREATING HEALTHCARE PROVIDER  PAGE 2 - INSURERITPA.

PAGE 3 -EMPLOYER

PAGE 4 - EWPLOYEE

Form C4 rev.02:28)

This training will assist healthcare providers identify the correct TPA and Insurer so they

can send the C-4 form in a timely manner.




What is Coverage Verification?

Coverage Verification 2 |
refers to the process
of verifying a specific
employer’s Workers’
Compensation (WC)
insurer and or Third-
Party Administrator
(TPA) on the injured
employee’s date of
injury/exposure.

ML




What is CVS?

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

Important Changes

CVS stands for Coverage
Verification Service.

There is a link to CVS on
the Workers'

Join our Mailing List

Division of Insurance WC
FAQs

Forms and Worksheets
WCS Contacts

Questions? - Please Use

Compensation Section
(WCS) homepage at bl ket

Public Records Request Form &

https://dir.nv.gov/WCS/ _ ' e
home/. : sasuisony [cotencationll vricaTion e

' carps "7 B [ B

w|--|-ﬁ

MEDICAL PROVIDERS INJURED WORKERS INSURERS [ TPAs EMPLOYERS

Medical Providers Info Page Injured Worker Info Page Insurers Info Page Employers Info Page

CVS is used to search for
an employer’s private
workers’ compensation
Insurer on a given date.

W(CS Treating_Panel of Northern Complaint Formy COLA Info - PTD and Survivors ~ Professional Employer

Physicians and Chiropractors Southern Complaint Formy Benefits (Death) Claims QOrganizations (PEOs)

W(CS Rating Panel Physicians Appeal Rights Time Frames, Posting Requirements,

and Chiropractors, Claim Reopening Standard Audit Requirements, SilverFlume

2022 Medical Fee Schedule Nevada Attorney for Injured Subsequent Injury Accounts Uninsured Employersy

Revised - eff 3/1/22, Workers CARDS Brochure
2022 Medical Fee Schedule - Claims Indexing (D-38)
eff 2/1 - 2/28/22, Brochure,

D-35 Instructions,

D-35 Formy,

Insurers’ Treating Provider

Lists



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

CVS Limitations

Includes only employers with private
Insurers

« Employers that are self-insured,
employers that are part of
associations, or uninsured employers
will not be listed

 In Coverage Date, enter the date of
injury rather than the date of the
search.

* The accuracy of the information
depends on the accuracy of the
information provided by insurers.

* Searches resulting in NO MATCHES do not necessarily indicate
coverage does not exist.



Who has access to CVS?

Injured employees
e HCPs

* Insurers/TPAs

» Attorneys

« General contractors
* Public




Where do we begin our search?

EMPLOYEE'S CLAIM FOR COMPENSATION/REPORT OF INITIAL TREATMENT
FORM C4
PLEASE TYPE OR PRINT

EMPLOYEE'S CLAIM _PROVIDE ALL INFORMA'
First Name ML LastName | Birthdate ‘Claim Number {Insarer's Use Grivi
Mailing Address Age | Heiaht ‘Social Securfty Number
City State Fip Telephone
Ermail Address | Primary Language Spoken

INSURER | THIRD-PARTY ADMINIS TRATOR Empiayee's Dooupalion (Jab Tibe] When Injury or Cooupalional Diesase
Occumad

Employar's Name/Comoany Name | Telephone

Office Mail Address (Number and Strest)

Diate of Injury (Fssicatis; | Fours njury 7 | Diate Employer Mothed |Las( Tiay of Work After Trjury o pervisor o Whom Injury Feporied

am
Address or Location of Accident (if applicable)

What were vou doing at the time of the accident? (if apolicable)}

How did this injury or occupational disease ocour? (Be spacific and answer in detail. Use additional sheet if necessary)

If you believe that you have an occupational disesse, when did you first have knowledge of the disability and its Witnesses to the Accident (if
relationship to your employment? applicable)

Start with the |—o—— =

CESTIFY THAT THE AND CORRECT 0 THE BEST OF MY KNOWLED D THAT | HAVE PROVIDED THE IN
INDUSTRIAL INSURANCE AND OCCUPATICNAL DISEASES ACTS (NRE 5154 TO 5150, INGLUSIVE, OF CHAFT

ERACTITIONER CF 4 FERION, ANY HOSEITAL S DM TRATION 67 o EHMMEATAL L ¥ b ZATION, ANT INDURS
CONMPANY, GR OTHER INSTITUTION Gt T 70 SELEACS 75 SAEh TR AMY MEDIEAL Bm 5 THER INF ST IS IELIDNE SENERTS FAID Bm FATABLE, SERTIENT T8 Tai
SCALY D BISEATE ENCERT INSOSAATIoN SELATIVE T DAEMSS 3, TOEATINENT AHRNOA Lot TELAIG FOm MBS F2YCHOLOGICAL CONDITIONS, ALCOHOL O CONTROLLED
SUSSTANCES, FOR WHICH | MUST GIVE SFS

TO OETAM THE BENESITE OF NEV:
A FHYBIOIAN, GHIROPRAGTOR,

1C AUTHORIZATION. A & O THS AUTHORZATION SHALL B AS VALD
Employee's Orgmal or
Date Flace * Electronic
THIS REPORT G DAYS OF TREATMI
| ] Date Diagnoss and Descriotion of Knjury of Occupational Disease s tere evidence that he Injured employee was Under Me IMuence of alconol andior
anather contralled sustance at ihe tie of ine aceident?
[0 we O ves (f yes, pizase expiain)
Hour
Treatment Have you advised the pasent 1o remain o work e Gays or more?
O ves Indicate dates: from _ to

O uo oo, s the injured empioyee capatie o O rnawy  Dmoamea auy

X-Ray Findings:
f MDOITEd ATy, SPECTY AN IMIGIONS/TREMCIONS:

From information given by the empioyee, together with medical evidence. can
directly connact this injury or occupational disease as job incurrad?
es B No

Is additionsl medical care by & physician indicated? [ ves O Mo
Do woul know of any previcus injury or dissase contributing o this condtion o oocunational dsease? L1 Yes L1 No [Explan f ves)

Date Frint Health Care Provider's Name certify that the employer's copy of
this form was deliverad to the employer on-
Fddress NSURER'S USE ONLY
Tity Stae T | Froviders Tax | D Number | Telephone
Health Care Provider's Original or Elecironic Signature Degres (M, DO, DT, PA-C, APRN)
‘Choose (¥ appiicable v

ORIGINAL - TREATING HEALTHCARE PROVIDER PAGE 2- INSURERITRPA  PAGE 3-EMPLOYER  PAGE 4 - EMPLOYEE FOrm G- irev.0225)




Steps for Obtaining Insurance Information

Step 1 Ask the injured employee to
verify the employer name, address
and telephone number.

Step 2 Use CVS on the WCS website |
http://dir.nv.gov/WCS/home/.



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

Coverage Verification Service

Impartant Changes

Join our Mailing List

dir.nv.gov/IWCS/home/ ..o

FAQS

Forms and Worksheets
WCS Contacts

Questions? - Please Use
WCSHelp

WCS Training
Public Records Policy &
Public Records Request Form 4

CLAIMS AND WORKERS' COVERAGE INJURED NS
REGULATORY |B|COMPENSATION|S| VERIFICATION WORKERS TREA
DATA SYSTEM NEVADA LAW SEMCE BROMIDERIISES

MEDICAL PROVIDERS INJURED WORKERS INSURERS / TRAs EMPL

Medical Providers Info Page Injured Warker Info Bage Insurers Info Page Employers Info Page




CVS Notice and Disclaimer Page

Nevada Division Of Industrial Relations

Accept the terms of use to begin your
search

Purpose — No Scripting or Automatic R

The purpose of this website and Workers Compensation Caverage Verification is to assist you in determining whether an employer
has workers compensation insurance in the state. Workers Compensation Coverage Verification will provide the name of the insurer
that wrote a workers compensation policy for & specific employer on a specific date. Please note that Workers Compensation
Coverage Verffication is being provided to you for your personal, non-commercial use only, solely to verify an employer’s workers
compensation insurance coverage. Workers Compensation Coverage Verification may not be used in any other manner or for any
other purpase, except as identified herein. Scripted queries and automatic retrieval(s) is/are expressly prohibited.

Limitation of Available Information:

If an employer query does not produce any result(s) this may not mean that the employer does not have insurance or is cperating in
violation of state law. Coverage information may not be available or complete for all employers due to limitations with the policy
information. Emplayer queries should be specific. Open ended queries may not return any results. In the event of excessive queries,
you may be prehibited from accessing the information provided under Workers Compensation Coverage Verification. You may not
disable or otherwise werk around any restrictions and limitations that may be a part of Workers Compensation Coverage
Verification, such as reCAPTCHA. Any attempt to do so is prohibited and will result in you being unable to access Workers
Compensation Coverage Verification. Scripted queries and automatic ref 's) is/are expressly prohibited. By clicking "Accept’,
below, you affirm that you have read and understand the notices and disclaimers on this page.

This site is protected by reCAPTCHA and the Google Privacy Policy and Terms of Service apply.

PRIVACY POLICY

+/ ACCEPT




Date of Injury & Employer Information

Employer FEIN Address

State * LESS Is Coverage Date *
Nevada MORE 03/03/2021 |

] (® Contains () Starts With

Employer Name *

Q, CH

L 4

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. See "Seif-Insured Search Tools" below.

Self-Insured Search Tools

. | Self-Insured
ual Self-Insured Employers using the Self-Insured Employer look-up tool
ion of Insurance Self-Insured Employer List Sea rch Too Is

ual employers/members of a Self-Insured Association using the Association Member look-up tool
Mevada Division of Insurance Associations of Self-Insured Employers List

Other Useful Links

Nevada Division of Industrial Relations, Workers' Compensation Section II H I f I L. k
Nevada Business Search - Silverflume e p u In s

Mevada State Contractors Board License Search




Policy Information

Employer FEIN } ‘
State * Coverage Date ™
Nevada - 01/30/2024) II ‘ % | _f\.“
Emp Name * c . st With e p
West Sahara hll ® Contains (O Starts Wit "ps

FLETCHER JONES LAS VEGAS INC FLETCHER JONES WEST SAHARA LTD LLC DBA FLE
7300 W SAHARA AVE, LAS VEGAS, NV, 89117-2756
Policy Number: 9021001002

WEST SAHARA COMMUNITY ASSN
2724 TIDEWATER CT, LAS VEGAS, NV, 89117-2447
Policy Number: A1520588423

WEST SAHARA COMMUNITY ASSN
8966 SPANISH RIDGE AVE # 100, LAS VEGAS, NV, 89148-1302
Policy Number: A1520588423

WEST SAHARA JEWELERS
23550 S RAINBOW BLVD STE E3, LAS VEGAS, NV, 89146-5178
Policy Number: 1871869

4545 WEST SAHARA AVELLC

4545 W SAHARA AVE, LAS VEGAS, NV, 89102-3761 c I ic k o n Co rrect e m 0

Policy Number: 53WECAAZH2Y




Policy/TPA Information

% Nevada Division Of Industrial Relations

4545 WEST SAHARA AVE LLC

nsurance Coverage Provider Policy Number Coverage Date
TWIN CITY FIRE INS CO w (] 53WECAAZH2Y 07/09/2024
CLICK HERE FOR CLAIM PROCESSING INFORMATION. CIICk for TPA Info . I

1 Employer Location(s)

Q, Filter by name or address

4545 WEST SAHARA AVELLC

4545 W SAHARA AVE
LAS VEGAS, NV, 89102-3761

. ] - N




TPA Information/CARDS

e A P R
CAHDS Nevada Workers' Compensation Section

Claims Office / Third Party Administrators

Do Not Mail C-4 Forms to a PO Box Address

SEQUOIA INSURANCE
COMPANY

Address:

4730 S Fort Apache Road #250
Las Vegas, Nevada 89147

Phone Number:

(702) 688-5020

C-4 Claims Fax Number:
(702) 405-8080

AMTRUST NORTH
AMERICA

Address:

4730 S Fort Apache Road #250
Las Vegas, Nevada 89147

Phone Number:

(702) 688-5019

C-4 Claims Fax Number:
(702) 405-8080

Always scroll down for additional

TPA information.

Must contact each TPA listed to
identify correct TPA

AMTRUST NORTH
AMERICA

Address:

PO Box 89404
Cleveland, Ohio 44101

Phone Number:
(702) 688-5020

C-4 Claims Fax Number:
(702) 405-8080




Steps for Obtaining

Insurance Information

*|If unable to locate the insurer/TPA on CVS, follow step 3.
If insurer/TPA is found on CVS, skip to step 4.

Step 3 Go to the Division of Insurance (DOI)
website at http://doi.nv.gov/. Hover on the
“Quick Links” tab to click “Self-Insured
Workers’ Compensation”. Select either “Self-
Insured Employer List” or “Association List.”



http://doi.nv.gov/

elf-Insured Employer Lookup:

Nevada Division of Insurance

http://doi.nv.gov/

Jv.gov/Self-Insured/.

Department of Business and Industry

Nevada Division of Insurance
SR — -

Consumers Health Insurance Rates. Licensing Insurers Captive Insurers

Quick Links

Self-Insured
Workers®
Compensation

Self-insured News .

File a Complaint

About Us

Contact Us

Before you can' make the s

decision, start with the rig

State of Nevada

information about h%

-
Check out: NV Insurance 101

Verify a License COVID-19 Educator Resources Bail ACA

COVID-19 Update: Offices Now Open

The Division of Insurance offices in Carson City and Las Vegas are now open to the public by
appointment only. If you need to meet with Division’s staff in person you must first make an

appointment before visiting the office.

Carson City —

To request an appointment to see a staff member in Carson City please call (775) 687-0700 and select

option 4 when prompted.
Las Vegas — Nevada State Business Center

To request an appointment to see a staff member in Las Vegas please call (702) 486-4009.

Please note visitors are currently no longer required to wear a mask when entering the Nevada State

News

OCTOBER 3, 2022 - Nevada
Consumers Encouraged to View
and Compare Health Insurance
Plans and Rates for Plan Year
2023

READ MORE

MARCH 3, 2022 - Special Open
Enrollment Period for Nevada
Salvasen Health and Triada

Consumers




Self-Insured Employer Lookup: Nevada Division of Insurance

Self-Insured Workers' Compensation

Forms The Self-Insured Workers’ Compensation Section is responsible for the certification and

regulation of self-insured employers and associations of self-insured emplovers pursuant to

Applications - Self-Insured ) i
Employers Chapters 616B.300 through 616B.446 of the Nevada Revised Statutes. The Division of

Insurance regulates these entities to ensure financial solvency and viability. There are two

S e types of programs for self-insured workers’ compensation, as follows:

Frequently Asked Questions
(FAQs) Self-Insured Employers

Contact Information : . sy 5
Emplovers must meet a tangible net worth requirement of $2.5 million in order to qualify and

remain qualified as a self-insured employer in Nevada. See the links on the left for

=

Cwuhwran“q information regarding application and statutory requirements for certification
insured employer. To verify coverage, see the Self-Insured Employer List
LEARN MORE ’




Self-Insured Employer Lookup: Nevada Division of Insurance

Department of Business and Industry

Q, MGM Grand Las Vegas

Nevada Division of Insurance
Self-Insured Employer List

Use Ctrl F
cofA Employer '
142274 ::::::::L;Emm to fl n d

VP - Insurance & Benefits
kihirou , Sui
it employer

T02-341-2419

Doing Business As Affinity Gaming Effective Date: 01-JUL-21

!
Association Name DaA Date 1B
Subschary Flamingo Paradse Gaming, LLC Siver Sevens Hatel and Casno 3-JANAT N
Subsadiary Plantation Irvesiments, LLC Rai City Casing 1-JAN-17
Subsafiary Primadonnn Company, LLC (The) Wheskoy Pate's Hobel and Casing 3-JAN-1T
Subsidiary Primadonna Company, LLC (The) Priram Valloy Resort and Casing 1-JAN-17
Subsidiary Primadannn Company, LLC (The) Buffalo Bill's Resort and Casing 3-JAN-17
Third Pamy Administrator — Sienmas Nevads Administraons 3-JAN-17

cof A Employer
122007 ARCBEST CORPORATION (FKA ARKANSAS BEST CORPORATION)
Lynetie Woodie
Manager, Loss Prevention & Administration
P.O. Box 10048
Fort Smith AR 72917-0048




Self-Insured Association Member Lookup: Nevada Division of Insurance

Self-Insured Workers' Compensation

Forms The Self-Insured Workers’ Compensation Section is responsible for the certification and

e regulation of self-insured employers and associations of self-insured employers pursuant to
Applications - Self-Insured

Employers Chapters 616B.300 through 616B.446 of the Nevada Revised Statutes. The Division of
Insurance regulates these entities to ensure financial solvency and viability. There are two

Mandatory Reporting types of programs for self-insured workers’ compensation, as follows:

Frequently Asked Questions
(FAQs) Self-Insured Emplovers

Contact Information ; : L :
Emplovers must meet a tangible net worth requirement of $2.5 million in order to qualify and

remain qualified as a self-insured employer in Nevada. See the links on the left for

C”ﬂv’hwrancgz‘q information regarding application and statutory requirements for certification as a self- Tl
. insured employer. To verify coverage, see the Self-Insured Employer List 1
LEARN MORE r' )
Self-Insured Groups
File a Complaint
There are currently eight self-insured groups in Nevada representing a variety of occupational
LEARN MORE :
‘ groups. Employers may choose to become a member of one of these groups to comply with

their statutory obligation to maintain workers’ compensation coverage. See the Association
i

Verify S Licenss | List for a list of self-insured groups and their administrators. For information regarding the
formation of a new group, please contact Maurice Fuller at mfuller@doi.nv.gov or (775) 687-

LEARN_ECIRE 0742,

¥ f el L
DeLL s




Self-Insured Association Member Lookup: Nevada Division of Insurance

Q, Empire Construction

State of Nevada

Department of Business and Industry - Division of Insurance
Associations of Self-Insured Employers

As of October 17, 2022

BUILDERS ASSOCIATION OF WESTERN NEVADA SELF-INSURED GROUP
Certification Date: 04-15-1993 — 749 Employers

Association Administrator

Pro Group Management

575 5 Saliman Rd - Carson City NV 89701-5000
T75-887-24B80

Use Control F

to find
employer

Third-Party Administrator
Associated Risk Management Inc

Po Box 4930 - Carson City NV 89702
T775-883-4440

Count Employer Name Effective Date
1  203LLC 02-JUL-18
Z 360 Works LLC 20-MAY-19
3 A & K Plastering 16-MAR-04
4 A & M Heating & Cooling dba Fire N Ice Heating & Air Conditioning T4-MAY-13
4 A Duran Construction Company LLC 04-JAN-O7
& A Home to Envy LLC 04-DEC-18
7 A+ Construction Inc. 26-0CT-18
& A1 Fence and Gate Repair LLC 12-JUN-17




‘But whatif | —— ?
can't find it .

. in CVS? y




Business Name Lookup: Clark County Business License Search

RELATED PAGES

Apply for a Business License
Appointment Services

Renew Your Business Online




Business Name Lookup: Clark County Business License Search

LASVEGASNEVADA Residents Visitors Business Government Pay News Contact Q Search

Check Status of Business License

Search License Data

The information presented on this website is prepared as an informational service only and should not be relied upon as an official record of action on a business license. For official records and
action taken upon applications, please contact the city of Las Vegas Business License Division at (702) 229-6281.

Search Tips and Examples  Business Category Codes
Basic Search You may select any co bination from this section

® Advanced Search Business Name

Download Business License Data * Partial match - see search tips:

Address

License/Permit Category

Plus you may include any combination from this section
Search licenses/permits by date

License/Permit Status

DL e e ———— |

e Bl b ]




Business Name Lookup: Nevada Contractors Board

—— http://www.nvcontractorsboard.com/

state contractors board
Measure up...use licensed contractors. \\

[ Home ][ License Searches ndas & Minutes H Applying for a License H Online License Renewal ]

bgency Information

Home
nformacion En Espanol
Welcome to the Nevada State Contractors Board!
icense Searches When visiting our offices in-person, please note the NSCB is adhering to the most current direction from the Centers
for Disease Control (CDC). Thank you for your continued understanding and cooperation!

ontact Us / Feedback

CONSUMER LINKS LICENSING & CUSTOMER SERVICE CONTACT:
) L E-mail: CustomerService@nsch.state.nv.us
Verify a Contractor's License Call: (702} 486-1100 (So. NV); (775} 688-1141 (No. NV)

» Complaint Forms Contact Us / Provide Feedback Form
+ Residential Recovery Fund

Brochures & Guides INVESTIGATIONS CONTACT:
E-mail: Investigations@nsch.state.nv.us
icensing & Contractor Info APPLICANT LINKS Call:  (702) 486-1180 (So. NV); (775) 688-1150 (No. NV)

» NEW Online Contractor’s BOND SUBMITTALS:
hesidential Recovery Fund License Application E-mail: Bonds@nsch.state.nv.us

call:  (702) 486-1100 (So. NV); {775) 688-1141 (Ne. NV)

onsumer Information

nvestigations

: Information

felated Links e

Slated Hn « \Veterans Assistance Program ~ SUBMITTING DOCUMENTS:
« PBusiness Assistance Program

SCB MNews & Updates

CONTRACTOR LINKS HARD Documents can be hand-delivered or placed in the

: - COPY: secured "Drop Box” located outside the main entrance of
onstruction Education . .

* Online License Renewal both offices between the hours of 7:00 a.m. and 4:00

» License Forms p.m., Monday through Friday.



http://www.nvcontractorsboard.com/

Business Entity Search: SilverFlume

REGISTER | LOGIN Search nvsilverflume.gov oM & Select Language ¥

SilverFlume HOME | DASHBOARD DOCUMENTS FAQ CHECKOUT

NEVADA'S BUSINESS PORTAL
3
i

] . -u\
P
. g ] i
S

NEW BUSINESS EXISTING BUSINESS OTHER BUSINESS
SERVICES

New Business Checklist Renew a State Business License Uniform Commercial Code
Start Your Business File Annual or Amended List Notary

Get a State Business License Certificat Standing Trademarks/Service Marks
Reserve aName Cancel, Dissolve, Terminate Manage Online Trust Account

Reinstatements & Revivals Copy Requests
I

Renew Local Licen: I Apostille & Certificate Verification

Make a Tax Paymer More>

More >

QUICK LINKS ADDITIONAL RESOURCES

Youtube Tutorials \ Business Entity Search Regulatory and Licensing Boards
Erequently Asked Questions 5 9 Business Resource Center Cities and Countjes

Nevada Secretary of State Divisions ] Bulk Data Download Department of Taxation




DBA Search: Clark County Fictitious Names

Cla rk COU nty Clerk's Oﬂ—'ice SEARCH ¥ ORDER STATUS TRACKING  HELP
RECORD SEARCH SYSTEM

Home -~ FFM - Search Type FFN By Name

FFN Name Search

FFN Name ‘

Date Range Last 6 Years

From Date 12/20/2018
To Date 12/20/2024

Document Types Select DocTypes...

Document Type Groups




Employer Phone Number Search: 411.com

Y-

S11COM ...4../1.

BUSINESS SEARCH .

Illiﬂﬂﬁ-
1-725-724-4459 Q - .ml'mmmm Wl
.---IIH.-mnﬂn_n

Lookup phone numbers & find out more about who is calling you.  —— s

PEOPLE SEARCH REVERSE PHONE REVERSE ADDRESS




Other Resources: Better Business Bureau, Google Search, Etc.

EEBAccrEd\(ano; Events Business Login

Better Business Bureau® & Resources for Businesses @ My BBB

Find a Better
Business

The BBB helps people find businesses they &
can trust.

Google

Google Search I'm Feeling Lucky

Services for Businesses: + BBB Accreditation 1@ Trust Hub for Businesses B List Your Business for Free

" 5 ways Gemini can help during the Holidays

Find BBB® Accredited Businesses You Can Trust Get a Quote

i m i Water Restoration
File a Complaint Start a Review e fupta e

DELL e ——— -~




Steps for Obtaining

Insurance Information

Step 4 ALWAYS verify coverage with the correct
insurer/TPA before sending the C-4 Form.

Step 5 If unable to locate the insurer/TPA through CVS or Self-
Insured Workers’ Compensation, contact the employer and
document the response.

Step 6 If unable to locate coverage information after
following the above steps, call the WCS at (702) 486-9080. If
the WCS is unable to locate coverage over the telephone,
you will be provided a reference number and directed to
email Form C-4 and documentation for further investigation.




Federal Government Claims

Federal government workers’ compensation
claims:

U.S. Department of Labor
(DOL)

Office of Workers' Compensation Programs (OWCP)
PO Box 8311
London, KY 40742-8300

1-866-335-8319
http://www.dol.gov/owcp/



http://www.dol.gov/owcp/

Medical Unit Contacts

Proof of Coverage (POC)

Call (702) 486-9080

ONLY if directed by WCS staff,
email C-4 Forms to
medunit@dir.nv.gov.



mailto:medunit@dir.nv.gov

I Welcome to Workers' Compensation What's Hotl /RB

FNOTICE* Emergency
Regulation Regarding Lump
Surn Payments of Permanent

Egﬂéf#gmggm Partial Disability Awards -
effective 12/5/2022 &

Wcs **NEW** FY20 & FY21 Claims

RATI N G PAN E L Activity Reports &
OF PHYSICIANS Hearings / Workshops /
AND CHIROPRACTORS Meetings

WCS Mevada Revised Statutes
- elick here to access the updated application - WCS Nevada Revised Statutes

(NRS)

WCS Nevada Administrative

Code (NAC)

WCS Rating Panel of Physicians and Chiropractors Application

Current Newsletter &

Impertant Changes

ttps.//dir.nv.gov/WCS/Home

FAGS

Forms and Worksheets
WS Contacts

Questions? - Please Use
WCSHelp

WCS Training

Public Records Palicy s

Public Records Request Form &

CLAIMS AND WORKERS' COVERAGE

Please submit unanswere
questions to

FA

[/

[ ]
WCSHe IrNV.QOV
Medical Providers Info Page Injured Worker Info Page Insurers Info Page Employers Info Page [ J [ J [ ]
]

WCS Treating Panel of Marthern Complaint Formg COLA Info - PTD and Survivars  Professional Employer

cians and Chiropractors Southern Complaint Formy, Benefits (Death) Clzims Organizations (PEOs)
WCS Rating Panel Physicians Appeal Rights Time Fran Y Posting Requirementsy



https://dir.nv.gov/WCS/Home/
mailto:WCSHelp@dir.nv.gov

Thank you for attending
today’s training. Please
check out the WCS website
for additional training
material.
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