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Why Wor ker s
Compensation?

i No-Fault

i Benefits to Employees

i Protection for Employers
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Employer Posting Requirements
(Form D-1) Pursuant to NRS 616A.490 & NAC 616A.460
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Brief Description of Your Rights and Benefits If You Are Injured on the

Job or have an Occupational Disease
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Must be posted in
proper size
Most Current poster

Provided by
Insurer/TPA

The bottom section
must be filled out
completely



Employer Posting
Reqguirements

NOTICE TO EMPLOYEES

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

F O r m D 2 2 : For the purpose of workers' compensation, an employee may elect to report the amount he receives

as tips for the purpose of the calculation of compensation by submitting to his employer an
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
Notice to Employees st et

- 3 22 Upon receipt of such notice the employer shall:
T I p I n fo r m at I O n (@) 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 Emplovee's Declaration
of Election to Report Tips;
N AC 6 1 6 A 4 7 O Submit the copy to its workers’ compensation insurer upon request, or if the employer is
A self-insured or an association of self-insured public or private employers, retain the copy for
his records; and
If he is not self-insured, pay the insurer the premiums for the reported tips at the same rate

as he pays on regular wages.

An employee who elects to report his tips is not eligible to receive increased compensation based

on those tips until 3 months after his emplover receives the Employee's Declaration of Election to

Report Tips. For the purpose of workers' compensation, tips may be reported pursuant to 26
U.5.C. §6053(a) or on form D-23. The form for reporting tips D-23 can be obtained from your
personnel office.

If the forms are not available, contact your employer or the Internal Revenue Service.




Other Employer Requirements

Information to Employees
Policies/Procedures
Who is Employer/Insurer
Where to go for treatment = /Managed Care

Organization _ (MCO)/ Preferred Provider
Organization _ (PPO)

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

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




Notice Of Injury Or Occupational
Disease (Form C-1) - NRS 616C.015

Incident Report

Completed within 7 days of
accident by injured employee
and signed by both employee
and employer

Furnished to employee by
employer

Furnished to employer by
Insurer

Employer to maintain
sufficient supply of blank
forms

Completed forms retained by
employer for 3 years

"NOTICE OF INJURY OR OCCUPATIONAL DISEASE"
(Incident Report)
Pursuant to NRS 616C.015

Mame of Emplover

T T
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Whar ks the namre of the injury or occupational diease! List any hosdy pares invohved:

Briefly describe accident or drcumstances of necuparional disease:
(Muote: if yous are ¢laiming a0 oocupatioeal discse, indicare the date on which emploves fiest becase sware of cormetion between condition and enployment)

Mames of wimnesses:

Has the emplopee 1 yes, when ddate and time}
rerumed o work!

Mame and address of meating physician, if applicable or known

Mames of achers volved

MY EMPLOYER/INSURER MAY HAVE MADE ARRANGEMENTS TO IMBECT ME TO A HEALTH CARE PROVIDER FOR MEINCAL
TREATMENT OF MY INDUSTRIAL INJURY OR OCCUPATIONAL DISEASE. 1 HAVE BEEN NOTIFIED OF THESE ARRANGEMENTE.

Supervisor® s Signature Dhare Signature of Injured or Disabled Employee Dare

T CLAIM FOR COMPENSATION, SEE REVERSE SIDE, SECTION ENTITLED, CLAIM FOR
COMPENSATION (FORM C4).

For assistance with Workers' Compensation Issues you may contact the Office of the Governor Consumer Health
Assistance Toll Free: 1-888-333-1597 Web site: hitp:4/goveha state.nv.us  E-mail cha@goveha state. nv.us

Employee should sign, date and retain a copy.
Original to Emplover, Copy to Emplovee




Employee’s Claim For
Compensation/Report Of Initial
Treatment - Form C-4

NRS 616C.040
Completed by employee and medical provider
Employee has 90 days to seek treatment
Medical provider has 3 working days
to complete, and
mail to employer and CORRECT ©  Insurer/Third

Party Administrator .- . (TPA)

Furnished by medical-provider( - Wor ker s 0
Compensation Section - . website)

Medical provider to maintain sufficient supply
Physician/Chiropractor fined - per violation (Max
$1000)




— PROVIDE ALL INFORMATION HEG‘.I.IESTED
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Last Day of Work Afler injury | Supervisor 1o Whom Injury Reported
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T you belleve that you Fave an occupational disease, when did you first have knowledge of the disabll Winesses 1o S Accident [
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Empl oy er o8 iRepor it Of n

Or Occupational Disease 1 Form C-3

TO AVOID PENALTY, THIS REPORT MUST BE EMPLOYER'S REPORT OF INDUSTRIAL INJURY
COMPLETED AND MAILED TO THE INSURER WITHIN OR OCCUPATIONAL DISEASE
n & WORKING DAYS OF RECEIPT OF THE C-4 FORM

Furnished to employer by
Insurer/Third Party
Administrator (TPA)
Completed by employer in
Its entirety

Upon receipt of Form C = =-4,

employer has 6 working

| — - e
days to complete and mail TR R S
to Insurer/TPA e e

EMPLOYER
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Employer Compliance Unit

Employer Compliance Investigations
Cancellation/Lapse Investigations
Uninsured Claim Investigations

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

Employee Election for Compensation
(Form D -16)

Empl oyeedos Cl aim for-17Co0



Employer Compliance Unit l

If Coverage Lapse/No Coverage
Issue Administrative Fines
Premium Penalties

Order to pay missed premiums from
uncovered period

Order Closure of Business



Worker Misclassification

Employer Misclassification of workers is a growing
problem.

Worker Misclassification occurs-when employers

mi sclassify their employee
contractorso I.n order to
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
Ni ndependent contractorso

S
e |



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

Ni ndependent enterprise exemp
be nNnin the same trade, busi ne
occupati ono. . as the person or

contract, and 2) The person or business with whom you

contract must be an independent enterprise.

Ot her wi se, WwWorkerso compensat
required.

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



Workers’ Compensation
Myths and Realties

Family and/or part ~ -time employees do not require coverage
WC coverage is required

The subs that | hire shoul d ha h e |

Y
about workerso compensation Insura

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.

e
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Note: If an employee of a subcontractor or an independent contractor has a
work -related injury and the employer has not secured industrial insurance,
the principal contractor will be responsible for the actual cost of the claim,
plus administrative fees.




Uninsured Employer
Consequences

Empl oyers who fall to secure &
compensation policy for their employees will be charged
with an administrative fine up to $15,000.

Employers will pay a premium penalty for the time the
employer was uninsured.

Employer and will be held financially-responsible for all
costs relating to an uninsured claim.

Possible criminal prosecution from the Attorney
General 6s Offi ce

.




WCS Website

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

Rate Change

Effective January 1, 2019
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COVERAGE
VERIFICATION
SERVICE

INJURED
WORKERS
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MEDICAL UNIT

© Current Rating Panel &
© Current Treating Panelg
© 2019 Medical Fee Schedule g

© D-35 Formg

INJURED WORKERS

© Northern Complaint Form g
© Southemn Complaint Form g
© Appeal Rights

© Claim Reopening

© The Pulse Medical Unit

Newsletters

WORKERS'
COMPENSATION
NEVADA LAW

< ’*\‘

g/

eedback

Search All Sites

= PRINT

Search This Site
ADA Assistance

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

Adopted Amendment of NAC
616C.502 and Repeal of NAC
616C.498 (LCB File No. R127-17)4

© Forms and Worksheets
© WCS Contacts

© Questions? - Please Use WCSHelp

INSURERS / TPAS

© Time Framesy,

EMPLOYERS

© Employee Leasing Company

© Standard Audit Requirementsg ~ (PEQ)

© Subsequent Injury Accounts
© CARDS Brochure g

© Posting Requirements &
© SilverFlume

© Claims Indexing (D-38) Brochure® Uninsured Employers

&

Employer Coverage
Requirements

Post Requirements

Employer Information
Page

Subsequent Injury Info

Join WCS Email List

Helpful Newsletter

Coverage Verification



Coverage Verification
Service

% Nevada Division Of Industrial Relations

Employer

12/23 |

Employer Name * (® contains () Starts With
) a

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 relizbility 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 Divison of Insurance - Self-Insured

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




Contacting WCS

400 West King Street 3360 West Sahara Avenue
Suite 400 Suite 250

Carson City, NV 89703 Las Vegas, Nevada 89102

Phone (775) 684 -7270 Phone (702) 486 -9080

Fax (775) 687 -6305 ) 486 -8712

Email: WCSHelp@dir.nv.gov



