Volunteer Injury
Report Check List and
Insurance Paperwork

The Winchester Fire and Rescue Department volunteers are covered by
Hartford Insurance, through Chesterfield Insurers, Inc.

DO NOT CALL Nurse Triage (This is for City Employees Only)

DO NOT CALL the insurance company. If the injury happens
during normal business hours please complete the attached insurance
information and bring it to the Fire and Rescue Administration Office.
If the injury happens after normal business hours or on a weekend
make sure that information is passed on to the duty officer and that the
paperwork is turned into the Fire and Rescue Administration Office.
*Please make sure that the paperwork is completed and legible.

Page one (1) and page three (3) of the insurance material requires an
officer’s signature.

Page four (4) of the insurance information must be completed by the
attending physician.

Volunteer must sign the panel of physicians and go to one of the
designated physicians or go to the ER if it is after hours.

Make sure that the volunteer knows that all paperwork from the
ER/physician must be turned into Fire and Rescue Administration for
processing.



HARTFORD FIRE INSURANCE COMPANY

HARTFORD LIFE INSURANCE COMPANY
HARTFORD LIFE AND ACCIDENT INSURANCE COMPANY

The
HARTFORD

NOTICE OF CLAIM - FOR VOLUNTEER FIREFIGHTER ACCIDENT MEDICAL AND DISABILITY BENEFITS

A claim is being filed for: (Choo
Egisability Benefits

Medical Benefits

e one or both of the following)

Forward Questions/Claims to: Chesterfield Insurers, Inc.

Claim Instructions:

The Policyholder should: Complete Sections | and IlI
The Claimant should: Complete Sections II-A, Il B (if filing a disability claim), lll, IV-A and V
The Attending Physician should: Complete Section |\V-B

P. O. Box 34220, Richmond, VA 23234
Phone (804) 271-9426 Fax (804) 271-9108

Section | - Policyholder Information - To be completed by Fire Commanding Officer

Pollcyholder Name

fu of Wipchesder Are € Rescue

Policy Number

14-vP-qo5110

Polrcl{holder Address

A3 €. Piccacully StSuite 330 L

Vinchesia? VA 420!

Commanding Officers Phone Number

(1O (plpB- 31T

Claimant (Injured Party) Name

Claimant Date of Birth

Claimant Social Security Number

Claimant Gender

[ ]Male [ ]Female

Claimant Insured Person Status @(/olun’(eer

[ ] Other

[ | Paid FireFighter

Claimant Address (Street, City, State and Zip Code)

Claimant Phone Number

it

Date of Accident

mm/dd/yyyy

Time of Accident

[JAam [ ]PMm

hh:mm

Place of Accident

Complete description of Accident

Indicate injured body part(s)

Have you had this condition previously?

I:] Yes D No

Date Sickness first commenced

Nature of Sickness (if applicable)

Note - Please also include a copy of the Incident Report (if available)

Policyholder Certification Signature Required:

| hereby certify the Claimant is a member of the group insured under the above Policy and the Injury/Sickness was
sustained under adequate supervision while participating in an official Covered Activity.

Title of Commanding Officer

Signature of Commanding Officer

Date

LC-7527-2
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rm
The
HARTFORD
Section Il-A Claimant Information - To be completed by Claimant if filing a medical claim

If filing a claim for Medical Benefits:
« Submit itemized medical bills to: Chesterfield Insurers, Inc. P. O. Box 34220, Richmond, VA 23234
Phone (804) 271-9426 Fax (804)271-9108
« Sign the Claimant Certification statement listed below

Claimant Certification Signature Required:

| certify the Injury and/or Sickness information provided by the Policyholder in Section | to be true and accurate to
the best of my knowledge.

Signature of Claimant Date

Section II-B Claimant Information - To be completed by Claimant if filing a disability claim

Normal Occupation (regular job) Normal Occupation Work Hours

Name of Normal Occupation Employer Contact Phone Number
)

Address of Normal Occupation Employer Contact Fax Number
()

Contact Name for Normal Occupation Employer Exact duties unable to perform - Normal occupation

Date last worked Normal Occupation Employer | Date returned to work - Normal Occupation Employer

[ ]Full Duty [ ] Light Duty

Verification of Earnings - You must submit proof of earnings.
Attach payroll summary showing pay and hours worked for the 12 months prior to disability. Your claim will be
delayed if you do not submit complete proof of hours worked and your earnings prior to disability.

Attending Physician's Phone Number

o
Attending Physician's Address Attending Physician's Fax Number
2 =)

Were you treated in the emergency room? [ | Yes [ ]No If so, name of hospital and date.

Attending Physician's Name

Date

Do you have disability (loss of wages) or sick pay coverage through? (Check all that apply)

[ ] Your Normal Employer [ ]Worker's Compensation  [__|Other

Attach a copy of check or letter advising of payment amount

| understand that if | perform work of any kind during any period the Hartford has approved my disability claim, | must
report all details to The Hartford immediately.

Claimant Certification Signature Required:

| certify the above information and the Injury and/or Sickness information provided by the Policyholder in Section |
to be true and accurate to the best of my knowledge.

Signature of Claimant Date J

LC-7527-2 Page 2 of 5 Chesterfield Insurers, Inc. 03/2011



Section Il - Fraud Warning Statement
Piease read the statement that applies to your state of residence and sign the bottom of the page.

For residents of all states EXCEPT California, Colorado, Florida, Kentucky, Maine, New Jersey, New York,
Oregon, Pennsylvania, Puerto Rico, Tennessee, Virginia and Washington: Any person who knowingly presents a
false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance
is guilty of a crime and may be subject to fines and confinement in prison.

For Residents of California: For your protection, California law requires the following to appear on this form: Any person who
knowingly presents false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and
confinement in state prison.

For residents of Colorado: It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an
insurance company for the purpose of defrauding or attempting to defraud the company. Penalties may include imprisonment,
fines, denial of insurance, and civil damages. Any insurance company or agent of an insurance company who knowingly
provides false, incomplete, or misleading facts or information to a policyholder or claimant for the purpose of defrauding or

attempting to defraud the policyholder or claimant with regard to a settlement award payable from insurance proceeds shall be
reported to the Colorado Division of Insurance within the Department of Regulatory Agencies.

For residents of Florida: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a
statement of claim or an application containing any false, incomplete, or misleading information is guilty of a felony of the third
degree.

For residents of Kentucky: Any person who knowingly and with intent to defraud any insurance company or other person
files a statement of claim or an application for insurance containing any materially false information or conceals, for the
purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime.

For residents of Maine, Tennessee, Virginia and Washington: It is a crime to knowingly provide false, incomplete or
misleading information to an insurance company for the purpose of defrauding the company. Penalties may include
imprisonment, fines and denial of insurance benefits.

For residents of New Jersey: Any person who knowingly files a statement of claim containing any false or misleading
information is subject to criminal and civil penalties. Any person who includes any false or misleading information on an
application for insurance policy is subject to criminal and civil penalties.

For residents of New York: Any person who knowingly and with intent to defraud any insurance company or other person
files an application for insurance or statement of claim containing any materially false information, or conceals for the
purpose of misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which isa
crime, and shall also be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for
each such violation.

For residents of Oregon: Any person who knowingly and with intent to defraud any insurance company or other person
files an application for insurance or statement of claim containing any materially false information or conceals for the
purpose of misleading, information concerning any fact material thereto that the insurer relied upon is subject to a denial
and/or reduction in insurance benefit and may be subject to any civil penalties available.

For residents of Pennsylvania: Any person who knowingly and with intent to defraud any insurance company or other
person files an application for insurance or statement of claim containing any materially false information or conceals for the
purpose of misleading, information concerning any fact material hereto commits a fraudulent insurance act, which is a crime
and subjects such person to criminal and civil penalties.

For residents of Puerto Rico: Any person who knowingly and with the intention of defrauding presents false information in
an insurance application, or presents, helps, or causes the presentation of a fraudulent claim for the payment of a loss or
any other benefit, or presents more than one claim for the same damage or loss, shall incur a felony and, upon conviction,
shall be sanctioned for each violation with the penalty of a fine of not less than five thousand dollars ($5,000) and not more
than ten thousand dollars ($10,000), or a fixed term of imprisonment for three (3) years, or both penalties. Should
aggravating circumstances are present, the penalty thus established may be increased to a maximum of five (5) years,

if extenuating circumstances are present, it may be reduced to a minimum of two (2) years.

Signature of Policyholder Official (Commanding Officer) Date

Signature of Claimant Date
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SEecuon Iv - Atienaing Fnysician s SIatement 1or MeaICal ana ISRty Dervices
(The patient is responsible for the completion of this form without expense to Company)

Section IV-A To be completed by the Claimant

Name of patient Sacial Security Number Date of Birth

Address of patient (Street, City, State or Province & Zip Code or Postal Code)

City

Name o{f)Folicyholder Policy Number

Winchesker fire € Resau¢. W-VP-q05170

I'herdby authorize release of information on this form by the below named physician for the purpose of claim processing.

Signed (Patient) Date

Section IV-B To be completed by the Physician

Claimant Name Social Security Number Date of Birth

Diagnosis and Concurrent Conditions (ICD-9 code) (If fracture or dislocation, describe nature and location.)

Is treatmentdueto [ |Sickness DAccident

When did symptoms first appear or accident happen? Date:

When did patient first consult you for this condition? Date:

Has patient ever had same or similar condition? [ |Yes DNO If "Yes," state when and describe. Date

Nature of surgical procedure, if any, (describe fully) performed CPT Code

Is patient still under your care for this condition? [ | Yes [:l No Date:
Did you refer patient to another physician? |:| Yes [:] No
If "Yes", Name, address, telephone number.

How long was or will patient be continuously
unable to work at Normal Occupation*? From Thru

How long was or will patient be able to perform From Thru

some but not all duties of his Normal Occupation*?

‘LIMITATION [ standing [ |Climbing [ |Bending [ | Use of Hands [ ] sitting

(lf thereis a
limitation, check | | Walking [ |Stooping [ |Lifing [ | Psychological [ | Other(State which)

To your knowledge does patient have other health Insurance or health plan coverages? DYes DN°
If "Yes", identify.

Attending Physician's Name: (Please print or type.) Telephone Number

A,

License Number FaxNumber
( )

Street address (Street, City, State & Zip Code)

SS#orE.LN.# Degree Specialty

Signature Date Signed

LC-7527-2 Page 4 of 5 Chesterfield Insurers, Inc.

03/2011



Section V AUTHORIZATION TO OBTAINAND DISCLOSE INFORMATION

Completion of this form will allow us to obtain additional information necessary to process your claim.

To: Any health care provider, employer,benefit plan, insurer, financial institution, consumer reporting agency,
educational institution, or Federal, State, or Local Government Agency, including the Social Security Administration
and Veterans Administration. | authorize you to disclose to The Hartford' a complete copy of any and all of the
following personal or privileged information, records or documents relative to:

Insured's Name (Please prinf) Date of Birth Last 5 digits of Social Security Number

Any and all medical information or records, including x-ray films, medical histories, physical, mental or diagnostic
examinations, and treatment notes, and including information regarding HIV/AIDS, communicable diseases, alcohol
or drug abuse, and mental health, as such information may be related to my claim for benefits; work information and
history, including job duties, earnings and personnel records, and client lists, information on any insurance coverage
and claims filed, including all records and information related to such coverage and claims; credit information, including
credit reports and credit applications; other financial information, including pension benefits, bank records; business
transactions billing, invoices, and payment records; academic transcripts; and information concerning Social Security
benefits, including, monthly benefit amounts, monthly payment amounts, entitlement dates, and information from my
Master Beneficiary Record. The information obtained by use of this Authorization will be used for the purpose of
evaluating and administering my claim for benefits under my benefit plan. Such information shall be referred to herein
collectively as “My Information.” | understand | have the right to revoke this Authorization for future disclosures,
except to the extent action has been taken in reliance upon this Authorization. | must revoke this Authorization in
writing directly to The Hartford.

| ALSOUNDERSTAND that once My Information has been disclosed to The Hartford, as permitted under this

Authorization, it may be re-disclosed by The Hartford as permitted by law or my further authorization. | authorize

The Hartford to use or disclose My Information (i) to my employer for functions related to accommodating my

disability; (ii) to the administrator or other service providers of my benefit plan for plan-related functions; (iii) to any claim
system used for claims processing or insurance broker to carry out functions related to my benefit plan or claim; (iv)

to any health care professional who has treated or evaluated me or who may do so; (v) to other persons or entities perform-
ing business or legal services related to my claim, vi) to my employer's workers' compensation insurance carrier or
administrator; (vii) as may be lawfully required; or (viii) as may be necessary to prevent or detect perpetration of a

fraud.

| understand that information disclosed pursuant to this Authorization may be subject to re-disclosure by the recipient.

| understand that | have the right to revoke this Authorization for future disclosures The Hartford may make unless
The Hartford has taken action in reliance upon this Authorization. | must revoke this Authorization in writing directly
to The Hartford. | understand that my medical treatment or payment for medical benefits cannot be conditioned on
my allowing The Hartford to re-disclose My Information. The authorizations set forth herein expire two years from
the date listed below or upon my revocation, if earlier, but will not exceed the term of my coverage under the policy
or benefit plan, except as may be necessary to prevent or detect perpetration of a fraud. | understand that | am
entitled to receive a copy of this Authorization upon request. A photocopy or facsimile of this Authorization shall be
as valid as the original. If there is a conflict between a prior request for restriction on the disclosure of My Information
and this Authorization, this Authorization will control.

Signature of Insured or Guardian Date Relationship to Insured (if signed by Guardian

! The Hartford® is The Hartford Financial Services Group, Inc., and its subsidiaries, including issuing companies
Hartford Fire Insurance Company, Hartford Life Insurance Company, Hartford Life and Accident Insurance Company,
and its administrative services company Hartford-Comprehensive Employee Benefit Service Company, and any of
their parents, affiliates, subsidiaries and/or third-party contractors. Also as used herein, The Hartford provides
insurance or claim administration services benefit plan(s).
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CITY OF WINCHESTER

WORKERS' COMPENSATION PANEL OF PHYSICIANS

Rev. 10-2010

William J. Bender, M.D. Ambherst Family Practice
Harry Nelson Gustin, III, M.D. 1867 Amherst Street
Jefferson Livermon, M.D. Winchester, Virginia 22601
Patricia Houser, M.D.

Kevin Culbert, DO Occupational Health Services
John Giangola, MD Urgent Care Center
Gregory Maclssac, MD 607 East Jubal Early Drive
George Moomau, MD Winchester, Virginia 22601
Jo Ellen Jones, MD

Sheris Kaiser, MD Berryville Medical Assoc.
Christine Aiello, MD 115 S. Church Street

Berryville, Virginia 22611

540-667-8724
Hours of Operation
M-F 7am-6pm
Sat 9am-2pm

540-536-2200
M-F 8am-4:00pm

540-536-2232
Hours of Operation
M-F 8am-8pm
Sat&Sun9am-6pm

540-955-4811

Hours of Operation

M-F 8:30am-5pm

THE CITY HAS AN AGGRESSIVE LIGHT DUTY/RETURN TO WORK POLICY

FOR ALL WORKERS’ COMPENSATION ACCIDENTS

THE CLOSEST HOSPITAL MAY BE USED IN AN EMERGENCY SITUATION. ONCE THE
EMERGENCY TREATMENT IS COMPLETED A PANEL PHYSICIAN MUST BE CHOSEN

FOR FOLLOW UP CARE

I agree to select a doctor from the above panel.

I decline to select a doctor from the above panel. I understand that I will have to
pay for medical treatment and doctor bills, and that I will be denied workers'
compensation for any absence based on disability that is not certified by an

approved doctor.

Signature of Employee Date

Signature of Employer Date
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