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State of Nevada
Division of Industrial Relations

In this training, participants will learn about:

Mission Statement of the Workers’ Compensation Section
What is Workers’ Compensation?

Workers’ Compensation forms

Employer responsibilities

Different units of the Workers’ Compensation Section
Worker Misclassification, Myths and Realities etc.

More employer resources
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Impartially serve the interests of Nevada
employers and employees by providing assistance,
information, and a fair and consistent regulatory

structure focused on:

> Ensuring the timely and accurate delivery

of workers’ compensation benefits

> Ensuring employer compliance with the

mandatory coverage provisions




What is Workers’ Compensation?

* No-Fault insurance program
 Provide benefits to injured workers
* Protection for Employers

 Government-mandated program
for employers who has one or
more employees

“Exclusive Remedy”



What is Workers’ Compensation?

« WC benefits are effective
immediately

» Mandatory Workers’
Compensation Insurance
Coverage with Approved
Carrier, be Self-Insured or join
Self-Insured groups.

* Admin fine for uninsured
employers

« Pay penalties and/or closed



The World of Workers’ Compensation

Employer

Insurance / I \
Company/ Injured
Third Party _W@S Wjorker
Administrator

Healthcare
Provider

The injured worker shall not pay any amount related to his injury.
The healthcare provider may not charge the injured worker.




WORKERS’
COMPENSATION

FORMS



D-1 Form

Brief Description of Employee’s
Rights and Benefits
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D-22 Form

Election by Employee to
Report Tips



Notice to Employees re

(Form D-22) Pursuant to NAC 616A.470

Notice to Employees
Tip Information

: Tips

=

=)

If the

NOTICE TO EMPLOYEES

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

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 comp ion by to his employer
an Employee’s Declaration of Election of Report Tips (form D-23). The employee 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 employer shall:

(a)  Make a copy of each report which the employee has filed with the employer 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 employer is
self-insured or an association of self-insured public or private employers, retain the copy
for his records; and

(c)  Ifheis 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 Employee's Declaration of Election to
Report Tips. For the purpose of workers' compensation, tips may be reported pursuant to 26
U.S.C. §6053(a) or on form D-23. The form for reporting tips D-23 can be obtained from your

personnel office.

forms are not available, contact your employer or the Internal Revenue Service.
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C-1 Form

Notice of Injury or
Occupational Disease



"NOTICE OF INJURY OR OCCUPATIONAL DISEASE" 1 "
otice of Injury

Pursuant to NRS 616C.015

e — or Occupational
P ot A St et e et D I S e aS e (C_ 1 F or m)

of Accident Time of Accident ace where a red (if applicable]

NRS 616C.015

became aware

S ; Used to report a work injury
B s | | Furnished to employee by
= | ] employer
Completed within 7 days of
<4 accident by injured employee
and signed by both employee

DER FOR MEDICAL
NOTIFIED OF THES RRANGEMEN

Supervisor* Date Signature of Injured or Disabled Employ

TO FILE A CLAIM FOR COMPE TION, SEE REVERSE SIDE, SE ON ENTITLED, CLATM FOR an d e I I l p I Oye r

COMPENSATION (FORM

Employee should sign, date and retain a copy.

Original to Empioyer, Copy to Employee




"NOTICE OF [N:nlﬁ% noégggg;:m& DISEASE" N Otl C e Of I nJ u ry
or Occupational
Disease (c-1 Form)

Time of Accident ce wh ted iif applicablel

NRS 616C.015

became aware <

Name of Employer

scribe accident o

Insurer/TPA should supply
R . forms to employer
Pe— - -- ] Employer to maintain
sufficient supply of blank
A forms

| Completed forms retained by
T[Oll\l SEE REVERSE SID.E SE l I\IIENT[TI;ED. (:.]_AU:-I lFl'flR e m p | Oye r fo r 3 ye arS
Use latest version 2/2020

Employee should sign, date and retain a cops

Original to Empioyer, Copy to Employee




C-4 Form

Employee’s Claim for
Compensation Form



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

PLEASE TYPE OR PRINT
EMPLOYEE'S CLAIM PROVIDE ALL INFORMATION REQUESTE|

First Name M. LastName | Birthdate Sex | Claim Number (insr o
oM
OF
i Y i

Mailing Address i State Zip Primary Language Spoken

Occumed
Employer's Name/Company Name Telephone

Office Mail Address (Number and Street)

Date of Injury (i spshcasie) | Hours Injury (if applicable) | Date Employer Notified | Last Day of Work After Injury or Supervisor to Whom Injury Re/3
Occupational Disease
Al pm

Cily Zip Telephor

m
Address or Location of Accident (if applicable)
What were you doing at the time of the accident? (if applicable).

How did this injury or occupational disease occur? (Be specific and rer in detail. Use additional sheet if necessal

If you believe that you have an occupational disease, when did you first have knowiedge of the disability and its, Wilnesses to the Accident (i
relationship to your employment? applicable)

Nature of Injury or Occupational Disease
¥ HAT THE ST OF MY
A ; i N
P X

Emplayee’s Original or
* Electronic Signature
THIS REPORT MUST BE COMPLETED AND MAILED WITHIN 3 WORKING DAYS OF TREATMENT
Mame of Facillly

Treatment:

X-Ray Findings:
If modified duty, specify any imitations/restrictions:

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

| care by a physician indicated? [ Yes [ No
Do you know of any previous injury or disease contribuling to this condition or occupational disease? L Yes L1 No (E

nployer's copy of
to the employer on

y

iih Care Provider's Original or Electronic Signature

ORIGINAL - TREATING HEALTHCARE PROVIDER PAGE 2 - INSURER/TPA PAGE 3-EMPLOYER  PAGE 4 - EMPLOYEE

Employee’s Claim for
Compensation/ Report of
Initial Treatment (c-4 Form)

NRS 616C.040

Documents the initial medical
treatment of the injured worker
Upper portion to be completed
by employee and lower portion
by the medical provider

Injured worker has 90 days to
seek medical treatment

Don'’t forget to get the injured
: worker’'s signature!



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

PLEASE TYPE OR PRINT
EMPLOYEE'S CLAIM PROVIDE ALL INFORMATION REQUESTE|

First Name M. LastName | Birthdate Sex | Claim Number (nsur o
oM
OF

Mailing Address i State Zip Primary Language Spoken

Occumed
Employer's Name/Company Name Telephone

Office Mail Address (Number and Street)

Date of Injury (i spshcasie) | Hours Injury (if applicable) | Date Employer Notified | Last Day of Work After Injury or Supervisor to Whom Injury Reported
Occupational Disease
Al pm

Cily Zip Telephor

m
Address or Location of Accident (if applicable)
What were you doing at the time of the accident? (if applicable).

How did this injury or occupational disease occur? (Be specific and rer in detail. Use additional sheet if necessal

If you believe that you have an occupational disease, when did you first have knowiedge of the disability and its, Wilnesses to the Accident (i
relationship to your employment? applicable)

Nature of Injury or Occupational Disease (s} of Body Injured or Affected
N X t ER
X

€ A

TREATMENT AND

OF THS AUTHROZA
Employee's Original or
* Electronic Signature

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

Place Name of Facility

Diagnosis and Descriphon of Injury or Occupatonal Disease ax

Treatment:

X-Ray Findings:
If modified duty, specify any imitations/restrictions:

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

| care by a physician indicated? [ Yes [ No

nplayer's copy of
1o the employer on:
y

ith Care Provider's Original or Elecironic Signature Degree (MD, DO, DG, PAC, APRN)

ORIGINAL - TREATING HEALTHCARE PROVIDER PAGE 2 - INSURER/TPA PAGE 3-EMPLOYER  PAGE 4 - EMPLOYEE

Employee’s Claim for
Compensation/ Report of
Initial Treatment (c-4 Form)

NRS 616C.040

Medical provider has 3 working

days to complete, and mail to

the CORRECT Insurer/Third

Party Administrator (TPA) and to
, the employer

Medical provider to maintain

sufficient supply



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

PLEASE TYPE OR PRINT
EMPLOYEE'S CLAIM PROVIDE ALL INFORMATION REQUESTE|

First Name M. LastName | Birthdate Sex | Claim Number (nsur o
oM
OF

Mailing Address i State Zip Primary Language Spoken

Occumed
Employer's Name/Company Name Telephone

Office Mail Address (Number and Street)

Date of Injury (i spshcasie) | Hours Injury (if applicable) | Date Employer Notified | Last Day of Work After Injury or Supervisor to Whom Injury Reported
Occupational Disease
Al pm

Cily Zip Telephor

m
Address or Location of Accident (if applicable)
What were you doing at the time of the accident? (if applicable).

How did this injury or occupational disease occur? (Be specific and rer in detail. Use additional sheet if necessal

If you believe that you have an occupational disease, when did you first have knowiedge of the disability and its, Wilnesses to the Accident (i
relationship to your employment? applicable)

Nature of Injury or Occupational Disease (s} of Body Injured or Affected

€ A

TREATMENT AND

OF THS AUTHROZA
Employee's Original or
* Electronic Signature

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

Place Name of Facility

Diagnosis and Descriphon of Injury or Occupatonal Disease ax

Treatment:

X-Ray Findings:
If modified duty, specify any imitations/restrictions:

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

| care by a physician indicated? [ Yes [ No

nplayer's copy of
1o the employer on:

y

ith Care Provider's Original or Elecironic Signature Degree (MD, DO, DG, PAC, APRN)

ORIGINAL - TREATING HEALTHCARE PROVIDER PAGE 2 - INSURER/TPA PAGE 3-EMPLOYER  PAGE 4 - EMPLOYEE

Employee’s Claim for
Compensation/ Report of
Initial Treatment (Form c-4)

NRS 616C.040 (7)

The Administrator may impose an
administrative fine of not more than
$1,000 for each violation of subsection 1
on a treating physician, chiropractic
physician, physician assistant or

: advanced practice registered nurse for
not sending the C-4 Form in a timely
manner
Use latest version (8/2023)
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C-3 Form

Employer’s Report of
Industrial Injury or
Occupational Disease



TO AVOID PENALTY, THIS REPORT MUST BE Please EMPLOYER'S REPORT OF INDUSTRIAL INJURY ,
COMPLETED AND MALED T0 THE INSURER WITHIM T Print OR OCCUPATIONAL DISEASE
6 WORKING DAYS OF RECEIPT OF THE C-4 F ype or Frin

_
I . .
Occupational Disease

(C-3 Form)
RS 616C.045

Completed by employer upon

receipt of a C-4 Form

Completed and signed by

employer or designee in its entirety
Employer has 6 working days to

S e ,m,.m,";m”” - . complete Form C-3 and mail to

tac ? 55 eamings will include overtime, bonuses, and other remuneration, but
ot s imiammament i:r:-u:m:i b aplogen mm—u:m by you for less than 12 weeks, proide geoss earmings from the daie: of hire o the date of njuy

T s e e Insurer/TPA
Hmki;,-i:;hmn:e@: H.ra-us.-rsw%: !m Hluhs.nv. gov/P y MaX flne Of $1’OOO per Occurrence
Use latest version (2/2020)

EMPLOYER

EMPLOYEE

ACCIDENT OR
DISEASE

T empioyoe reten
accident? [If applicabi availabic Hrecessary?
e [ No

w
3
@
a
o
o
>
o
=]
3
Z

IMPORTANT
LOST TIME INFO

ORIGINAL - EMPLOYER PAGE 2 - INSURER/TPA PAGE 3 - EMPLOYEE
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D-8 Form

Employer’s Wage
Verification Form



EMPLOYER'S WAGE VERIFICATION FORM
(Pursuant to NRS 616€.045(2)(d))
Employer(s) please provide the wage information for the em ployee named below by completing and filing this form. The form must be completed within six (€} ‘working"
days of 1) recelving a claim for compensation when the C-4 form indicates the injured employee is expected to be off work for five (5) days or more and/or 2) when

, requested by the insurer/TPA, Complete all questions, enter N/A for any fiekds that do not apply. Information from this form can be supported with payrell records, The
y supporting documentation must include specific and sufficient notes and/or explanations to ensure the calculations can be verified, attach supporting documentation, as
applicable.

Employer Name: Date Completed

- L -
Injured Employee Name sasysrarmes Social Security #
L |caime Date of Injury Date of Hire

O date of injury, employee's wagewas  § per [_JHour [_Jpay [ Jweek [Jmonth  ate wage became effective

[ was the employee hired to work &0 hours perweek? [ Jves [_No  Ifno, #of hours per week #of days per week

oy periodendson [ Jounday [ Jmonday [ Jruesday [“lwednesday  [Jmhurssay  [“Jrriday [ Jsaturday

Employee is paid [ weerty [ Joiweeky [ Jsemimonthly [ |monthly [other

scheduled dayls)off [ Jsunday [ |monday [ Jruesday [Tlwednesday [ Jmursday [ Jriday [ Jsaturday [ Jother
Explain "Other”

Date employee last worked AFTER injury cccurred Date returned to work

2. Regular Wages

[The payroll period will be used to determine the Average Monthly Wage (AMW), mark only the option that applies:
[ 12:week payroll verification.

[ Jessthan 12-week payrol information. Payroll period starts the date of hire and ends the date of injury.
. Clother:

Payroll period beginning date Payroll period ending date:
[Number of days contained in the payroll period

buring the payroll period entered above, did the injured employee receive supplemental wages (per NAC 616€.423) NOT included in gross pay? | ves [t

[Clsickpay [ Juacation [ Joliday [Jovertime  [Jrips [Jeommission [“Jeonuses  [Jrermination
[Jother Type:

Frovide payroll information for payrall period entered in Section 3.

Payroll Period Gross Salary Additional Payrol| Period Gross Salary
Beginning | Ending | (Excluding Tips) Wages Beginning | Ending | (Excluding Tips)

?

Completed by employer to calculate
the injured worker’'s benefit

Must be completed if injured worker is
off work for 5 days or more per the C-

4 F O r m uias the employee absent during the wage period reported for one of the following reasons, per NAC 616C.4387 | _|ves [ [no
1. Certified illness or disability. 4. In milltary service other than training duty conducted on weekends.
F u rn i S h e d b e m I O e r to th e 2. Institutionalized ina hospital, or other institution 5. Absent because of officially sanctined strike.
y p y 3. Enrolled as full-time student, not employed on days of attendance. 6. Leave approved under the Family and Medical Leave Act.
(17 ves, below provide details by reason):

Insurer/Third Party Administrator
(TPA) within 6 working days of receipt _—

Print Name: Signature:

of the C-4 form. Ny g

Insure Third Party Administrator;

5. Gross Earnings and other Remuneration

6. Absences

D-8(Rev. 11/23)




Employer Responsibilities

Provide information
to ALL employees:

Policies/Procedures in reporting a work injury,
including the forms required in the State of
Nevada

Complete name of the Employer or DBA and
complete office address and telephone number
Name of WC Insurer and contact information,
TPA if they have one.

Where to go for medical treatment

Managed Care Organization (MCO) if available
Provide Notice of Injury or Occupational Disease
(C-1 Form)

Accommodation process (If light duty is available)



More Employer Responsibilities

Provide a safe work environment
Contract with a registered Nevada Workers Comp

insurance company. Know your TPA if there is one.
Fill out Employers Report of Industrial Injury or

Occupational Disease (C-3 Form) within 6 days
after the receipt of a C-4 Form and submit to
insurer/TPA

Report orally to NV OSHA any accidents resulting
in fatality or fatalities within 8 hours of incident
Report orally within 24 hours to NVOSHA any
accidents resulting in inpatient hospitalization,
amputation of a body part or loss of an eye

To report an incident to NVOSHA, call (702) 486-
9020 (Southern Nevada) or (775) 688-3700
(Northern Nevada)



More Employer Information

Insurers have 30 days after accident
notification (or 30 working days after
claim receipt for occupational disease):

* Accept the claim & notify claimant or
claimant’s rep of acceptance

* Begin payment on the claim

* Or deny the claim and notify claimant or
claimant’s rep and DIR of denial

* Insurer’s notification must be
documented with a certificate of mailing.




More Employer Information

What type of Workers’ Compensation benefits
are employees entitled to? These benefits may
include (among others):

e Medical treatment

e Lost time compensation (Temporary Total
Disability/Temporary Partial Disability)

e Permanent Partial Disability (PPD)

e Permanent Total Disability (PTD)

e Vocational Rehabilitation

e Dependent’s benefits in the event of death

e Other claims-related benefits or expenses (e.g.,
mileage)




More Employer Information

Must an injured worker accept the offer of a
light duty job?

An injured worker who rejects a light duty offer
made in accordance with NRS 616C.475 and NAC
616C.583 risks the discontinuation of temporary
total disability compensation.

Are undocumented alien workers covered under
Nevada’s workers’ comp statutes?

Yes. According to NRS 616A.105, “employee and
worker are used interchangeably ... and

mean every person in the service of an employer ...
whether lawfully or unlawfully employed” including
“aliens.” However, undocumented alien workers are
not eligible for vocational rehabilitation.




The State of Nevada Workers’ Compensation
Regulatory and Enforcement Team

State of Nevada

Nevada Department of

Business and Industry

Division of Industrial Relations (DIR)

Workers’ Compensation Section
: Enforcement Unit
Madl_(zal (Employer
N Compliance)

OSHA

SCATS | MECH

— MINE — LEGAL

Audit Unit

Education,

Research and
Analysis Unit

Insurance
— Compliance
Unit




Workers’ Compensation Section

Medical Unit

The MU assists in:

>
>
>

Y VY

Insurance coverage verification
D-35 processing

Maintenance of the Treating and
Rating panels of WC physicians
Medical bill appeal

Investigate C-4 Violations

HCP, insurer, TPA, employers
and injured employee
complaints




Workers’ Compensation Section

Enforcement Unit

The Enforcement Unit (also known as ECU -
Employer Compliance Unit):

> Responsible for ensuring that employers comply
with the mandatory coverage provisions.

> Conduct employer site visits and the employer

must provide evidence of coverage in compliance
with NRS 616A.495.

> Ifan employer fails to provide or maintain
coverage for workers’ compensation, then an
order to cease business operations will be issued
in accordance with NRS 616D.110.

> Uninsured Employer Investigations




Workers’ Compensation Section

Audit Unit

The Audit Unit conducts:

» Audit of each Workers’ Comp insurer at least every
five years

» Investigation of complaints filed by injured
workers against employers, healthcare providers,
insurers and third-party administrators (TPA)

» Address injured workers’ questions and concerns
via email, phone calls and walk ins

» Reviews and make recommendations on all TPA
applications




Workers’ Compensation Section

Education, Research and Analysis Unit

The E,R&A Unit is responsible for:

» Educational Outreach (Website, Emails,

Educational Conference)

Claims Indexing (D-38)

Debt Collection (Fines and Penalties)

Data Collection and Compilation (Annual

Claims Activity Report, OD-8s)

» CARDS Management and Support

» Special Projects (DIR’s regulations and
research)

YV VV




Workers’ Compensation Section

Insurer Compliance Unit

Insurer Compliance Unit conducts:

» Investigations of complaints that could result in a
Benefit Penalty

» Investigation of compliance with HO/AO decisions

» Uninsured Claims Administration

» Subsequent Injury Account - Reimbursement
requests

» Cost of Living Adjustment (COLA)
Reimbursements




Uninsured Employer Consequences

Employers who fail to secure an

: v ‘ !
workers’ compensation policy for

employees will be charged with an admlnlstratl
fine up to $15,000.

Employers will be
all costs relating to
Possﬁle crimi

General’s Office.



WORKER MISCLASSIFICATION

» Employer Misclassification of workers is a
growing problem.

» Worker Misclassification occurs when
employers misclassify their employees as
“independent contractors” in order to eliminate
the employer/employee relationship.

» A 1099 or contract does not always eliminate
the employer/employee relationship

» Employers must examine their employment
relationships before deeming their employees
as “independent contractors”




WORKER MISCLASSIFICATION

NRS 616B.603 pertains to Independent Enterprises and should be
considered to determine if you could be deemed an employer under this
provision.

In order to not be deemed the employer under the “independent enterprise
exemption,”

1) You must not be “in the same trade, business, profession or
occupation” as the person or business with whom you contract, and

2) The person or business with whom you contract must be an
independent enterprise. Otherwise, workers’ compensation coverage is
required.

Incorrectly deeming employees as independent contractors can lead to
serious consequences.




WORKERS' COMPENSATION
Myths and Realities

Myth: Family and/or part-time
employees do not require coverage
Reality: WC coverage is required




WORKERS' COMPENSATION
Myths and Realities

Myth: The subcontractors that | hire should
have their own coverage, so | won't worry about
workers’ compensation insurance.

Reality: If you are a licensed contractor, you
should know that you may be determined to be
the employer of independent contractors,
subcontractors and their employees for
purposes of providing workers compensation
insurance coverage.




I Welcome to Workers' Compensation

NOW ACCEPTING

NEW
APPLICATIONS FOR THE

WCS
RATING P

OF PHYSI
AND CHIROP

NEL
ANS
CTORS

- elick here to access the updated application -

WCS Rating Panel of Physicians and Chiropractors Application

EMPLOYER INSURER AND
COMPLIANCE [iTpA REPORTING

"
et
o]

What's Hotl

Lump
PErmane

COVERAGE
RIFICATIO
SERVICE

Ty -



https://www.slidescarnival.com/extra-free-resources-icons-and-maps/?utm_source=template

}

1886 College Parkway,
Suite 100
Carson City, NV 89706
Phone (775) 684-7270
Fax (775) 687-3073

\ oudf
CONTACTING WCS
3360 West Sahara Avenue
Suite 250
Las Vegas, Nevada 89102

Phone (702) 486-9080
Fax (702) 486-8712

»,,J.,lg_mkaiI?WCSHelp@dir.nv.gov



Thank you for visiting
our website. Please
check out our website o
for upcoming Workers' =
Comp-related training ey
video.
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