Responsibilities and
Coverage Verification
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EMPLOYEE'S CLAIM FOR COMPENSATION/REPORT OF INITIAL TREATMENT
FORM C-4
PLEASE TYPE OR PRINT
EMPLOYEE'S CLAIM = PROVIDE ALL INFORMATION REQUESTED
Birthdate Claim Mumbar (insurer's Use Only)

Age ‘ Height Sooial Security Number

City Zp

Mailing Address State Zip ‘ Primary Language Spoken

INSURER THIRD-PARTY ADMINISTRATOR ‘ Employee’s Occupation (Job Titke) When Inury or Occupalional
Disease Decuffed

Employer's Mame/Company Mame | Talephone

Office Mail Address (Mumber and Street)

Date of Injury (¢ appicasie) | Howrs Injury (if applicable) i Last Day of Work After Injury | Supervisor to Whom Injury Reported
or Occupational Disease

pm

am
Address or Location of Accident (if applicabla)

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

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

If you believe that you have an occupational disease, when did you first have knowledge of the disability and its Witnesses to the Accident (i
relationship to your employmeni? applicabla)

Mature of Injury or Occupational Diseass Pari(s] of Body Injured or Affected

| CERTIFY THAT THE ABOVE IS TH.LIE INDDJHECT TO THE BEST OF MY KNOWLEDGE AND THAT | HAVE PROVIDED THIS INFORMATION IN ORDER TO OBTAIN THE BENEFITS OF NEVADA'S
INDUSTRIAL INSURANCE AN AL DESEASES ACTS (NRS E16A TO 160, INCLUSIVE OR CHAPTER £17 OF NRS). | HEREBY AUTHORIZE ANY FH'I"SIEI.I\N CHIROPRACTOR.

SURGEON, PRACTITIONER, EHDTHER PERSDN ANY HOSPITAL, INCLUDING VETERAMS ADMIMESTRATION OR GOVERNMENTAL HOSPITAL, ANY MEDICA] ORGANLZATION, ANY
INSURANCE COMPANY, DR OTHER INSTITUTION OR ORGANIZATION TO RELEASE TO EACH OTHER, ANY MEDICAL OR OTHER INFmeI\J:LIJDlNG EENEFITSPAIDDR PAYABLE,
FERTINENT TO THIS INJURY OR DISEASE, EXCEPT INFORMATION RELATIVE TO DMAGNOSS, TREATMENT ANDUOR COUMSELIMG FOR DS, PSYCHOLOGICAL COMDITIONS, ALCOHOL OR
CONTROLLED SUBSTANCES, FOR WHICH | MUST GIVE SPECIFIC AUTHORIZATION. A FHOTOSTAT OF THIS AUTHORIZATION SHALL BE AS VALID A% THE ORIGINAL.

Place s Signature
THIS REPORT MUST BE COMPLETED AND MAILED WITHI WORKING DAYS OF TREATMENT

Dimgnosis and Description of Injury or Ocoupational Dissase Is there evidence thal the injured employes was under the influence of aleshol
andlor anolher controlled substance al the time of the accident?
O Mo O Yes {if yes, please sxplain)

Have you advised the palient bo remain ofl work five days or more?

O Yes Indicate dabes: from ]

TR Er O Mo 11 fa, i the injuned smplayes capable af: 0 full duty 0 modified dity
-Ray ings:
It modified duty, specily any limitationsiresrictions:

lemmnﬁ!nhymewe Ingethes wilh medical evidencs, & you dractly
conmect this injury or as job O Yes O Mo

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

Do you know of any previous injury or diseasa contributing to this condition or occupational diseasa? O Yes O Mo (Explain if yes)

Print Doctor's Name | certify that the employer's copy of
this form was mailed to the employer on:

INSURER'S USE OMNLY

State Zip ‘ Provider's Tax 1.D. Number Telephane

Doctor's Signature Degree

ORIGINAL — TREATING PHYSICIAN OR CHIROPRACTOR PAGE 2 ~ INSURERITPA PAGE 3 - EMPLOYER PAGE 4 - EMPLOYEE Figm G4 fraw, 10607 )




C-4 to Correct.Insurer/Third-Party
Administrator (TPA)

NRS 616C.040

C-4 Submission Transit Time
by Medical : | 2-3 Days
Provider

3 Working Days / -
@Qz

or deny claim
30 DAYS 4




C-4 Incorrect
Submission by Days Insurer/
Provider TPA

L

Days/Weeks
Months

Correct h DIR/WCS
Insurer/TPA

4

NRS 616C.065
Claim Acceptance

or Denial
30 Days

www.fppt.info



HCP Reimbursement by
Correct Insurer/TPA

(Per Med Fee)

Billing Submission ‘

By Medical Provider

Transit Time

Insurer/TPA

Pay or deny medical bill

fppt.com



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 M. Last Name Birthdate Sex Claim Number (Insurer's Use Only)
Oom OF
Home Address Age Height Weight Social Security Number

City Zip Telephone

Mailing Address i State Zip Primary Language Spoken

INSURER THIRD-PARTY ADMINISTRATOR Employee's Occupation (Job Title) When Injury or Occupational
Disease Occurred

Employer's Name/Company Name Telephone

Office Mail Address (Number and Street)

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

am pm
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 answer in detail. Use additional sheet if necessary)

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
relationship to your employment? applicable)

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

| CERTIFY THAT THE ABOWE IS TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE AND THAT | HAVE PROVIDED THIS INFORMATION IN ORDER TO OBTAIN THE BENEFITS OF NEVADA'S
INDUSTRIAL INSURANCE AND OCCUPATIONAL DISEASES ACTS (NRS 616A TO 616D, INCLUSIVE OR CHAPTER 817 OF NRS). | HEREBY AUTHORIZE ANY PHYSICIAN, CHIROPRACTOR,
SURGEON, PRACTITIONER, OR OTHER PERSON, ANY HOSPITAL, INCLUDING VETERANS ADMINISTRATION OR GOVERNMENTAL HOSPITAL, ANY MEDICAL SERVICE ORGANIZATION, ANY
INSURANCE COMPANY, OR OTHER INSTITUTION OR ORGANIZATION TO RELEASE TO EACH OTHER, ANY MEDICAL OR OTHER INFORMATION, INCLUDING BENEFITS PAID OR PAYFAEILE
PERTINENT TO THIS INJURY OR DISEASE, EXCEPT INFORMATION RELATIVE TO DIAGNOSIS, TREATMENT AND/OR COUNSELING FOR AIDS, PSYCHOLOGICAL CONDITIONS, ALCOHOL OR
CONTROLLED SUBSTAMNCES, FOR WHICH | MUST GIVE SPECIFIC AUTHORIZATION. A PHOTOSTAT OF THIS AUTHORIZATION SHALL BE AS WALID AS THE ORIGINAL.

Date Place Emplozee‘s Signalure




C-4 Form - Employee’s Section

General Section
* Full name
~iw  * Correct address and telephone number
=y Employer Section

.
3

\“&. - Correct corporate name
%« Correct "Doing Business As” (DBAS)
« Correct address and telephone number

Accident or Disease
 Date and time ,
. Address or location of accident =~/



Emergency/Sitiations

Employe
C-4 Forr
Make r

fppt.com



RN ERASA T S

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

Notice of Injury or Occupational Diseaze (Incident Report Form C-1): If an mjury or occnpational disease (0D arizas out of and m the
course of employment, vou must provide wrttten notics to vour employer as soon 25 practicabls, but no later than 7 days after the zccident or
OD. Your emplover shall maintam a mfficient supply of the required forms.

Claim for Compenzation (Form C-4): If medical treatment 1= sought, the form C-4 is available at the place of initial freatment. A completed
"Claim for Compenzation” (Form C-4) et be filed within 50 days after an accidant or OD. The treztinz physician or chiropractor mest,
within 3 worldng days after freatment, complete and mail teo the employer, the employer's msurer and third-party administrator, the Claim for
Compenzation.

R-Ig:hmletnl.uf Ifvou require mediczl treatment for your on-the-jol myury or OD), vou may be required to salact a physician or

from a list provided by your workers' compensation imsurar, if it has contracted with an Organization for Managed Care (MCO) or
Preferred Provider Organization (PPO) or provaders of health care. If vour employer has not enterad into 2 contract with an MCO or FPO, vou
may select a physician or chiropractor from the Panel of Physicians and Chircpracters. Any mediecal costs ralated to your industrial injury or
0D will be paid by your msurer.

Temporary Total Dizability (TTD): If your doctor has carhifiad that you are unzble to work for a peniod of at lsast 5 conzeentive dave, or 3
cumulative dzve i 2 20-day period, or places restrictions on you that your emplover does not accommodats, vou may be entitled to TTD
compensation.

Temporary Partial Disability (TPD): If the wage you receive upon reasmployment iz less than the compensation for TTD to which you are
entrtled. the msurer may be raquired o pay vou TPD compenzation to maka up the differance. TPD can cnly be paid for 2 maumum of 24
months,

Permanent Partial Dizability (PPD): Whan your medical condition is stable and thers is an indication of 2 PPD as a result of your mjury or
0D, withm 30 davs, vour insurer must arrangs for an svaluation by a rating phveician or chiropractor to determune the degres of vour PPD. The
amoumt of vour PPD award depends on the date of mjury, the resuliz of the PPD evaluation and your age and wage.

Permanent Total Dizability (PTD): If vou are medically cartifiad by a treating phyzician or chiropractor as permanently and totally disablad
and have besn granted a PTD =tatus by your insurer, you are entitled o receive monthly benafits not to exceed 66 2/3% of your average
menthly wage The amount of your FTD payments iz subject to reduchon if vou previously recerved 2 FPD award.

Voecational Behabilitation Services: You may be eligible for vocational rehabilitation services if you are uabla to return to the job dus to a
permanent physical mpairment or permanent restrnichons as a result of your mpury or oceupational dizeaze.

Tranzportation and Per Diem Reimbursement: You may be elizibla for travel axpensaz and per diam associated with medical treatment.
Reopening: You may be zble to recpen vour claim if your condition worzens after claim closure.

Appeal Procesz: If you dizagree with 2 written daterrmination 1zzued by the maurer or the insurer does not respond to your request, you may
appeal to the Department of Adminiztration, Hearing Officer, by following the instructions contained in your determination letter. Voun must
appeal the deternumzation within 70 days from the date of the determmation letter at 1050 E. William Street, Swte 400, Carson City, Nevada
85701, or 2200 5. Eancho Drrve, Suite 210, Las Vegas, Wevada BS102. If vou dizagree with the Hearing Officer dacizion, you may appeal tothe
Deparllnent of Administration, Appeals Officer. You must fils vour appsal withm 30 days from the date of the Hearing Officar decizion
letter at 1030 E. William Street, Suite 430, Carson City, Nevada 39701, or 2200 8. Rancho Drive, Suita 220, Las Vegas, Nevada 89102 If yvou
disagree with a dacizion of an Appeals Officar, you may file a petition for judicial review with the District Conrt. You must do zo within 30
davs of the Appeal Officer’s decizion. You may be raprezentad by an attorney at your ovwn expenss or you may contact the MATW for poszible
representation.

Nevada Attorney for Injured Workers (NAIW): If vou dizagree with a hearimz officer decizion, you may request that WATW represent vou
without charge zt an Appeals Officer Heanng. For mformation regarding demal of benefits, vou may contzct the NATW at: 1000 E. William
Ztraat, Suite 208, Carson City, NV 89701, (773) 684-T333, or 2200 5. Rancho Driva, Suite 230, Las Vegas, NV 89102, (702) 486-2830

To File a Complaint with the Divizion: If you wish to file a complaint with the Administrator of the Division of Industrial Relations (DIR),
please contact the Warkers” Compansation Section, 400 West Kimg Street, Smte 400, Carzon City, Mevada 8%703, telephona (775) 684-7270, or
3360 Wast Bzhara Avemue, Surte 230, Laz Vegasz, Mavada 89102, telephones (702) 4845 -SE0.

For Asziztance with Workers' Compenzation [szues: Youmay contact the State of Nevada Office for Consumer Hazlth Assistance, 3353 E.
Washinpton Avenus, Bwmite 4800, Laz Vepas, Mevada 82101, Toll Frae 1-E8R-333-13%97, Web =xte: -/ dhbs v mo E-mail-

D-2 (zev. 01/20)

ppt.com




C-4 Form
Medical Provider’s Section

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

Date Diagnosis and Description of Injury or Occupational Disease Is there evidence that the injured employee was under the influence of alcohol
and/or another controlled substance at the time of the accident?
O No O Yes (if yes, please explain)

Hour

Treatment: Have you advised the patient to remain off work five days or more?

0 Yes Indicate dates: from to

— [0 No If no, is the injured employee capable of: [ full duty [ modified dut
X-Ray Findings: : Py P Y Y

If modified duty, specify any limitations/restrictions:

From information given by the employee, together with medical evidence, can you directly
connect this injury or occupational disease as job incurred? [0 Yes [0 No

Is additional medical care by a physician indicated? [0 Yes [ No

Do you know of any previous injury or disease contributing to this condition or occupational disease? [1 Yes [ No (Explain 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 i Provider's Tax |.D. Number Telephone

Doctor's Signature Degree

ORIGINAL — TREATING PHYSICIAN OR CHIROPRACTOR PAGE 2 - INSURER/TPA PAGE 3 - EMPLOYER PAGE 4 - EMPLOYEE Form C-4 (rev.10/07)




C-4 Form Submission
HCPs’' Responsibilities

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

Use form prescribed by Division of Industrial
Relations (DIR)

»(C-4s are available on the WCS website
dir.nv.gov/WCS/forms and worksheets
Maintain sufficient supply of appropriate forms
Fines for untimely or incomplete form submission

12



i
vl



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

fppt.com



msured par._; of ana‘soaatlon or uninsured
- Enter date of i |nJury, not date of search

- Accuracy of available information dependent
on accuracy of information provided by
carriers

** Searches resulting in NO MATCHES on CVS

do not necessarily indicate coverage does not
exist; search Other Helpful Links on CVS

webpage

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

Nv £0¥ Agencies Jobs

department of Business & Industry

rlal Rel tlons (DIR) enHANCED BY Google

(O search This Site O Search All Sites
ADA Assistance Q PRINT

What's Hot!
© Hearings / Workshops / Meetings
Current Newsletter
Training
Important Changes
Join our Mailing List

WCS Treating Panel
Application/Instructions & Key Info

O 00000

PTD & Survivors' Benefits COLAs
Information

FY21 Maximum Compensation -
Effective 7/1/2020

o000 00 New Actuarial Annuity Table

Adopted. effective 7/1/2020

Forms and Worksheets
WCS Contacts
Questions? - Please Use WCSHelp

0000 O O

Public Records Policy

COVERAGE P ER WORKERS’ INSURER AND CLAIMS AND
VERIFICATION RKERS COMPENSATION PA REPORTING REGULATORY
SERVICE NEVADA LAW DATA SYSTEM

CARDS



dir.nv.gov/WCS/Home/

Nevada Division Of Industrial Relations

Accept the terms of use to begin your
search

Purpose — No Scripting or Automatic Retrieval:

The purpose of this website and Workers Compensation Coverage 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 a specific employer on a specific date. Please note that Workers Compensation
Coverage Verification is being provided to you for your perscnal, 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 purpose, except as identified herein. Scripted queries and automatic retrieval(s) is/are expressly prohibited.

Limitation of Available Information:

fan employer query does not produce any result(s) this may not mean that the employer does not have insurance or is operating in
violation of state law. Coverage information may not be available or complete for all employers due to limitations with the policy
information. Emplaoyer queries should be specific. Open ended queries may not return any results. In the event of excessive queries,
you may be prohibited from a ing the information provided under Waorkers Compensation Coverage Verification. You may not
disable or otherwise work around any restrictions and limitations that may be a part of Warkers Compensation Coverage
Verification, such as reCAPTCHA. Any attempt to do so is prohibited and will resuft in you being unable o access Workers
Compensation Coverage Verification. Scripted queries and automatic retrieval(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

ul

 ACCEPT

fppt.com



Date of Injury

W8 \cvada Division Of Industrial Relations

COVERAGE
VERIFICATION

Employer

State* Coverage Date *

Nevada 07/17/2020 |

Employer Name* @® contains () Starts With

Insert date of injury
Q SEARCH CLEAR & employer name

L4

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 Division of Industrial Relations, Workers' Compensation Section

Nevada Business Search - Silverflume

Look up individual employers/members of a self-insured association using the Assaciation Member look-up tool

U ]



Employer FEIN
State * Coverage Date *
Nevada - 07/17/2020 ()
Employer Name *
) Contains Starts With
West Sahara @ O
Q SEARCH CLEAR
Results do not imply coverage for the employer in this state. Make a selection to verify coverage. Q Filter DY name

4545 WEST SAHARA AVE LLC
Policy Number: 53WECAA2H2Y

SAHARA WEST URGENT CARE & WELLNESS LLC
Policy Number: UB8L5812741942G

AUTONATION BUICK GMC WEST SAHARA
Policy Number: C66924427

WEST SAHARA LLC
Policy Number: QWC1096690

Click on correct emplover . I

FLETCHER JONES LAS VEGAS INC. FLETCHER JONES WEST SAHARA LTD LLC DBA FLETCHER JONES
Policy Number: 90210010500191

IDC WEST SAHARA INC
Policy Number: EIG204174206




WEST SAHARALLC

Insurance Coverage Provider

SEQUOIA INSURANCE CO

CLICK HERE FOR CLAIM PROCESSING INFORMATION.

Click for TPA Info I I

QWC1096690

Coverage Date

07/17/2020

10 Employer Location(s)

Q, Filter by name or address

WEST SAHARA LLC

8175 W SAHARA AVE
LAS VEGAS, NV 89117-1936

DEELEE INC

3081 N RAINBOW BLVD
LAS VEGAS, NV 89108-4577

DEE LEE INC

600 E SAHARA AVESTE1
LAS VEGAS, NV 89104-2967

DEE LEE INC

6175 SPRING MOUNTAIN RD STE 200
LAS VEGAS, NV 89146-8845

MARIE CALLENDERS DBA

3081 N RAINBOW BLVD
LAS VEGAS, NV 89108-4577

MARIE CALLENDERS DBA

600 E SAHARA AVESTE1
LAS VEGAS, NV 89104-2967

MARIE CALLENDERS DBA

6175 SPRING MOUNTAIN RD STE 200
LAS VEGAS, NV 89146-8845

MARIE CALLENDER'S DEA

600 E SAHARA AVE
LAS VEGAS, NV 89104-2967

MARIE CALLENDER'S DBA

8175 W SAHARA AVE
LAS VEGAS, NV 89117-1936

MC CATERING LLC

| @ TRACK POLICY
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cARDs 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

AMTRUST NORTH
AMERICA

Address:

PO Box 89404
Cleveland, Ohio 44101

Phone Number:
(702) 688-5020

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

*Always scroll down for additional TPA information.
*Must contact each TPA listed to identify correct TPA




Steps For Obtaining Insurance
Information (Continued)

. Step 3 Go to the Division of Insurance

L@ =& (DOI) website at http://doi.nv.gov/. Select
“Quick link...” on the top right to locate and
click on “Self-insured Workers'
Compensation.”



http://doi.nv.gov/

% Nevada Division Of Industrial Relations

Employer

State* Coverage Date *

Nevada 07/17/2020 ]

Contains Starts With
Employer Name * @ o

Q_ SEARCH CLEAR

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 Division of Industrial Relations, Workers' Compensation Section

Nevada Business Search - Silverflume

Look up individual employers/members of a self-insured association using the Association Member look-up tool

LM L i



Consumers Health Insurance Rates Healthcare Reform Licensing Insurers Captive Insurers

.

Self-Insured Employer Lookup

Lookup By @ AutoComplete |  Name Search

Employer Name:

MGM GRAND LAS VEGAS|

Can't find the Employer you are looking for? Try using the Name Search

Find Employer Go to Association Member Lookup

News & Notices



http://di.nv.gov/ins/f?p=112:17

Consumers Health Insurance Rates Healthcare Reform Licensing Insurers

T

Self-Insured Employer Association Member Lookup

Lookup By (o] AutoComplete Name Search ' Doing Business as Name ®

Employer Name:  Start typing

Can't find the Company you are looking for? Try using the Name Search

Captive Insurers

News & Notices

Go to Employer Lookup


http://di.nv.gov/ins/f?p=112:15

| kedar enter

Previc:us” MNext |

[—|
Department af Business and Indnstry

Nevada Division of Insurance {
Self-Insured Emplover List box will appear

Association Mame pae  type in employer
Third Party Administrator MEVADA ALTERNATIVE SOLUTIONS INC 11-3EP-1 name

Ctl F Key Dialog

CofA Employer
198 CEDAR ENTERPRISE II
Kia Summers

Humamn Resources Representative \\
1328 Dublin RoadSuite 300 TPA

Columbus OH 43215
§14-737-7808

Information

Association Hame Date
Third Party Administrator SIERRA MEVADA ADMIMISTRATORS INC 11-5EP-13

Subsidiary WENDY'S OF LAS VEGAS, INC. 01-JAMN-24

CofA Employer
130134 CHURCHILL COUNTY SCHOOL DISTRICT
Phyllys Dowd
Director of Business Services
520 S MAINE ST
FALLOM W\ 88408-3807

TTS-428-7220

Association Hame Date

Third Party Administrator NELSOM DAVISON ADMIMISTRATORS INC 01-JUL-15

CofA Employer
163 CITY OF HENDERSOM
Mary Sexton
‘Workers' Compensation Analyst
240 Water StreetPO Box 85050, MSC137
Henderson MW 23008-5050




‘1

Employer

State* Coverage Date *

Nevada 07/17/2020 ]

Employer Name™ ® contains () Starts With

Q_ SEARCH CLEAR

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 Division of Industrial Relations, Workers' Compensation Section

Nevada Business Search - Silverflume

Look up individual employers/members of a self-insured association using the Association Member look-up tool

D ]



Home Page - CARDS e National Council on... % Home Page Nv dirstaging.nv.gov p SilverFlume Nevada... =' Mail Goodwill

Page 32 of 64

Ctrl F Key Dialog
box will appear.

Type in employer Effective Date

State of Nevada name.

Department of Business and Industry - Division of Insurance
Assaociations of Self-Insured Employers
As of July 17, 2020

488 Global Gaming Group, Inc 01-AUG-08
489 Global Industry Products Corp 01-JUN-09
480 Global Mining Products 15-APR-08
491 Gobinder S. Chopra MD, Chtd 21-FEB-04
o | Ventures Ltd. dba AMPM Carson City 20-AUG-11
Scroll up to see g Places Corp dba Going Places 31-MAR-09
TPA information en Dollar, Inc. dba Rounders Grilling and Gaming 21-SEP-01
445 Goldy LLC dba Sophia's Las Vegas 28-0CT-16

496 Gone Vertical Construction LLC 28-MAR-17
497 Good Blends LLC 01-JUN-14
498 Goodwill of Southern Nevada, Inc. 01-JUN-04

499 Goodwin-Huett Enterprises Inc. dba Goodi's Fresh Squeezed Lemonade 15-MAR-04
500 Grace Community Church of Reno 01-AUG-02
501 Grand Canyon Construction Inc. dba Grand Canyon Development Partners 01-JAN-17
502 Great Basin Physical Therapy & Performance 14-MAY-11
503 Great Basin Water Network, Inc. 01-FEB-19
504 Green 320 LLC dba Pro Gun Vegas 17-JAN-19
505 Green Day Lawn Care LLC 15-MAY-19
506 Green Quality Service 26-SEP-11
507 Green Thumb Lawn Service 01-JAN-09
508 Green Valley OB GYN LP 01-JAN-04
509 Green Valley Range LLC 01-JUL-14
510 Green Valley Security 01-JAN-03



http://di.nv.gov/ins/f?p=112:15

J Versa:Regulation 5.0 ‘

R e
ot A S e
¥ ey U ,\,3'. 5 ;_ -
/ @ http://doi.nv.gov/uploadedFiles/doinvgoy/_public Q v 0 ﬂdir.rw.gov @NCC] Login
STATE OF NEVADA

(775) 887-2480

Association Administrator:
Progroup Management, Inc.
575 South Saliman Rd. - Carson City NV 89701

Third-Party Administrator:
Associated Risk Management
PO Box 49301 - Carson City NV 89702

Department of Business Industry
DIVISION OF INSURANCE

Associations of Self-Insured Employers

NEVADA RETAIL NETWORK SELF-INSURED GROUP

Certification Date: 12/8/1995

TPA
I riormation

(775) 883-4440 Effective
Date

24-7 Home Health Care, Inc. dba Avalon Private Duty Home Care 6/11/2012
360 Exteriors LLC 6/3/2010
4 Seasons Total Home Care dba 4 Seasons Carpet Care 2/1/2015
47'sEnterprises LLC dba 1)'s BBQ Burger & Brew 1/1/2011
AA Enterprises Inc. dha Azteca Grill & Bakery 11/1/2008
53XLLC 3/1/2016

Find
goodwil v

Previous Next

fppt.com




SilverFlume

NEVADA'S BUSINESS PORTAL

NEW BUSINESS

HOME

REGISTER | LOGIN

DASHBOARD

Search nvsilverflume gov

DOCUMENTS

EXISTING

OTHER BUSINESS

BUSINESS SERVICES :
New Business Checklist Uniform Commercial Code ,-'
: Renew a State Business
Start Your Business Notary !
Get a State Business License License Trademarks/Service Marks ‘
Reserve a Name Hile Annsalor Amended List Manage Online Trust Account ¥
: :
Cancel, Dissolve, Terminate CopvRaguests
Reinstatements & Revivals Apostille & Certificate
H o)
Renew Local Licens~ Verification
Make a Tax Paymen*
More>
More >
T S ARy N A, e A
QUICK LINKS ADDITIONAL RESOURCES
Frequently Asked Questions Business Entity Search Regulatory and Licensing Boards
Nevada Secretary of State Divisions Business Resource Center Cities and Counties :
2 i i 1 . ¥ L) . ovm
P



https://www.nvsilverflume.gov/home

SilverFlume

NEVADA'S BUSINESS PORTAL

NEVADA BUSINESS SEARCH

* Includes Trademarks, Trade Names, Service Marks, Reserved Names & Business Licenses

| WOULD LIKE TO SEARCH BY:

® Starts With Contains Exact Match All Words

Name: | pe|TA AIRLINES II

BUSINESS ENTITY SEARCH CRITERIA MARKS SEARCH CRITERIA

Entity Number: Mark Number:

NV Business |D Number: Classification: — Select

Officer Name: Goods and Services:

Registered Agent Name: Applicant Name:

ADVANCED SEARCH OPTIONS

o Al Show Only Business Entity Information Show Only Mark Information

TYPE: | _ Select

Status: Select -

Search Clear
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ENTITY INFORMATION

lume BUSINESSINFORMATION
PORTA

ENTITY INFORMATION

Entity Name: C2468-1977

DELTAAIR LINES, INC. Entity Number:

Active

Entity Type: Foreign Corporation (80) Entity Status:

Formation Date:  06/07/1977 NV Business ID:  NV19771003708
Termination Date: Perpetual Annual Report Due Date:  6/30/2020
Domicile Name: Jurisdiction: Delaware

REGISTERED AGENT INFORMATION

Name of Individual or Legal Entity: CORPORATION SERVICE COMPANY Status:  Active
CRA Agent Entity Type: Registered Agent Type: Commercial Registered Agent
NV Business ID:  NV19961229808 Office or Position:

Jurisdiction: DELAWARE

Street Address: 112 NORTH CURRY STREET. Carson City. NV, 89703, USA Email Address: SOP@CSCGLOBAL.COM

Mailing Address:

Individual with Authority to Act: GECRGE MASSIH III Contact Phone Number:

Fictitious Website or Domain Name:
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People Phone Business Address

B (702) 914-9555

MCImetro Access Transmission Services Landline in Las Vegas, NV
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702 =r. MCImetro Access Transmission Services - (702) 914-9555

Las Vegas, NV
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http://nvsos.gov/
https://www.nvsilverflume.gov/home
http://www.nvsbcontratpr.com/
https://dsconline.cityofhenderson.com/energov_prod/selfservice#/search
http://www3.lasvegasnevada.gov/Bus-license/Search.asp
https://www.cityofnorthlasvegas.com/departments/community_development_and_compliance/business_license/BLLicStat.aspx
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https://aca.accela.com/ONE/
http://portal.cityofsparks.us/business_licenses/active
http://www.pahrumpnv.org/pahrump-nevada/departments/pahrump-business-license/
http://dashboard.reno.gov/RenoBusinessLicenses/rdPage.aspx?rdReport=SearchPage
http://gisgate.co.clark.nv.us/ziploc/
http://www.clarkcountynv.gov/clerk/services/pages/fictitiousfirmnames.aspx
http://www.washoecounty.us/clerks/dba_name_search.php
http://www.411.com/
http://www.google.com/

Steps For Obtaining Insurance Information

Step 4 verify coverage with correct
TPA/insurer before sending C-4

Step 5 If unable to locate TPA thru CVS or self-insured
systems, contact employer. Document employer
response

Step 6 If unable to locate coverage information after
following above steps, call WCS Las Vegas at (702) 486-
9080. If WCS unable to locate coverage over the
telephone, you will be given a reference # and be
directed to forward copy of Form C-4 and documentation
to Las Vegas office for further investigation

37



<, TR e :
TR NS LR i
. R 07 PRRENS SN - L
SR\ T ’i~ . ST A
O oy N W

e, S

Federal Government Claims

All federal government workers’ comp claims, contact:

U.S. Department of Labor (DOL)
Office of Workers' Compensation Programs (OWCP)
P O Box 8300
London, KY 40/42-8300
(415) 241-3300
http://www.dol.gov/owcp/
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http://www.dol.gov/owcp/

# Medical Unit (MU) Contacts .

C-4 Forms Las Vegas Office Only

*Proof of Coverage (POC) calls
(702) 486-9080

If requested by WCS staff only, email C-4
Forms
medunit@dir.nv.gov
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Questions?



Workers' Comp

Employers

Insurers

Medical Providers

Insurer-TPA Reporting

Injured Workers

Subsequent Injury

Hearings

Important Changes

MNewsletter Archives

Training

Forms and Worksheets

N ¥ S . WA

Complete the class evaluation online at
http://dir.nv.gov/WCS/Training/

O TRAINING

= 2020 Training Schedule
= Training Registration Form

Delving into the D-35

= 35 Training Presentation
= QOctober 28, 2020 D-35 Packet
= Body Part Code
= [D-35 Error Fax Cover Sheet

COLAs for Permanent Total Disability & Survivors’ Benefits Training Material

= COLAs for Permanent Total Disability & Survivors’ Benefits Training Material
= PTD Verification Form Draft
= Survivors Verification Form Draft
= 2019 COLA Leqgislation- Notice to Insurers and TPAs (11/19)

Senate Bill 381 (20192) Implementation Training
= = Senate Bill 381

Training Documents

= VWCS Basic Orientation Training Presentation 2020
= VWCS Basic Orientation Training Packet

= WCS Fall Newsletter

= C-4 and Coverage Verification Training Presentation
= Medical Billing Presentation

= WCS Employer Compliance Presentation

= Training Brochure

2020 Training Surveys

= -4 Forms: Health Care Provider (HCP) Responsibilities andCoverage Verification
= Medical Billing



