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ELDON E COFFMAN, CHAIRMAN
PAT WEST HUMPHREY, COMMISSIONER
MICHAEL K. WILSON, COMMISSIONER

JULIE BENAFIELD BOWMAN
CHIEF EXECUTIVE OFFICER

DAVID GREENBAUM
CHIEF ADMINISTRATIVE LAW JUDGE

State of Arkmrsas

WORKERS’ COMPENSATION COMMISSION

4th & Spring Streets
RO. Box 950
Litlle Rock, Arkansas 72203-0950
Telephone 501-682-3930 / 1-800-622-4472
Arkansas Relay System TDD 1-800-285-1131

August 19, 19858

Tonya Springer

Secretary of State Office
Room 01 Capitcl Building
State Capitol Grounds
Little Rock, Ar 72201

Dear Ms. Springer:

FORT SMITH DIVISION

616 GAARISON - ACOM 207
FORT SMITH, AR 72407
TELEPHONE 501-783-7870
TO4.l FREE 1-B00-354-2711

SPAINGDALE DIVISION

244 SOUTH 4Dth
SPRINGTIALE, AR 72762-3845
TELEPHONE 5(1-751-2790
TOLL FREE 3-800-B52-5375

To comply with the porticons of the Administrative Procedure Act
that affect the Workers'’' Compensation Commission, enclcsed are two

copies each of:

--Revised Forms 2, 4, C and N;
--Transmittal Sheet;
--Financial Impact Statement for this regulation.

If there are any questions, please contact me at once.

Sincerely,

M

Richard Lucy, Information Officer







DEPARTMENT Arkansas Workers’ Compengation Commission

DIVISION Administrative

PERSON COMPLETING THIS STATEMENT Stephen Williamg, Fiscal Qfficer
TELEPHONE NUMBER: 501-582-3930 FAX NUMBER: 501-582-1791

FINANCIAL IMPACT STATEMENT

To comply with Act 884 of 1895, please complete the following Financial Impact
Statement and file with the questicnnaire and proposed rules.

SHORT TITLE QOF THEESE FORMS C_(Claim), N (Notige), 2 (Intent), 4 (Closurs)

1. Does this proposed, amended, or repealed rule or regulation have a finan-
cial impact? Yes _x No
2. If you believe that the development of a financial impact statement is so

speculative as to be cost prohibited, please explain. Costs will be minimal. They
are small for this Commission, and costs to the public should be comparable. In
addition, companies affected are being allowed to use existing supplies, so ob-
jections to converting the new versions of the forms should be almost nil.

3. If the purpeose of this rule or regulation is to implement a federal rule
or regulation, please give the incrsmental cost for implementing the regulation.
Not applicable.

1998-99 Fiscal Year 1599-2000 Fiscal ¥Yesar
General Revenue General Revenue
Federal Funds Federal Funds
Cash Funds Cash Funds
Special Revenue Special Revenue
Other Other
4. What is the total estimated cost by Fiscal Year to any party subject to the
proposed, amended, or repealed rule or regulation?
1898-99 Fiscal ¥Year 1999-2000 Fiscal ¥Year
580; $10 per side for 4 2-sidead forms; 50 except for printing
this is cost to prepare Master Copies; new suppliss as neaded
in addition, existing supplies can be
usad
5. What is the total estimated cost by Fiscal Year to the agency to implement
this regulation?
1998-99 Fiscal Year 1999-2000 Fiscal Yeax
$80 to prepare new Master Copies, Ongoing reprint costs
then usual budgeted costs of paper, for supplies as needed
printing and distribution, but no as in former years

new costs
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516 GARRISON - ROOM 207
FQAT SMITH, AR 72907
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ELDON F. COFFMAN, CHAIRMAN
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State of Arkmmsas TOLL FREE 1.800-852-5375

WORKERS’ COMPENSATION COMMISSION

4th & Spring Streets o

F.O. Box 950 T

Little Rack, Arkansas 72203-0850 I
Telephone 501-682-3830 / 1-800-622-4472 '
Arkansas Relay System TDD 1-B00-285-1131

August 1, 1998 ;
S

TO: Workers’ Compensation Insurance Carriers, “
Self-Insured Employers, |

Third-Party Administrators

RE: WCC Forms C, N, 2, and 4

To comply with Arkansas Code Annotated § 11-9-106(b), additiomal
language is required "on all forms prescribed by the commission for
...employees claiming benefits and for...employers responding to
guch...claims..."

The required language is found in ACA § 11-9-106(a) (1) . It has been
added to Form € (Claim for Compensation), Form N (Notice to Employ-
er/Notice to Employee), Form 2 (Employer’s Intent) and Form 4
(Closing Report).

Included here are samples of all four forms. Be sure this notice is
distributed to all who need to be aware of the statute-mandated
language.

You may continue to use you existing supplies of these forms if the
correct language is added to them with a gummed label or other de-
vice that accurately reflects the law for fraud in workers' compen-
sation matters.

Arrange with a printer of your choice to have the updated language
added to future supplies of these forms.

If you have gquestions, contact the Workers’ Compensation Commission
Legal Advisor Division or the WCC Support Services Division.






ARKANSAS WORKERS' COMPENSATION COMMISSION
4th & Spring Sireets, P.O. Box 950
Little Rock, Arkansas 72203-0950
CLAIM FOR COMPENSATION
1-800-622-4472 (Little Rock Office)

Form AR-C
Auihon‘tS:r T1 -8-205, 702 1-800-852-5376 (Springdale Office)
Revised 8/1/1938 1-800-354-2711 (Fort Smith Office)

A.C.A. 11-83-106(=z)(1): Any person or entity who willfully and knowingly makes any material false statement or representation,
or who willfully and knowingly cmits or conceals any material information, or who willfully and knowingly emplays any device,
scheme or artifice, for the purpose of obtalning any banefit or payment, or for the purpose of defeating or wrongfully increas-
ing or wrongfully decreasing any claim for berefit or payment or oblaining or avoiding workers' compansation coverage er
avolding payment of the proper Insurance premiurn, or whe alds and abets for any of sald purposes, under this chapter shall
be guilty of a Class D felony. Fifty percent (50%) of any criminal fine imposed and collected under this subdivision or subdivi-
EMPLOYEE INFORMAT]ON sion a2} of this section shall be paid and allocated in accordance with applicable law, fo the Death and Permanent Total

(Please Print in In k) Disability Trust Fund administered by the Waorkers’' Compensation Commission.

0501
, as7o
Employee’s Last Name First Name Middz | Social Security Number Deie ol Home Phone No.
Street Address or P.O, Box City State Zip Code
EMPLOYER INFORMATION (Please Print)
Qas01
0870 B
Employers Name (given name under which doing business) Employer’s Telephone No.
Employer s Street Address/P.O. Box Employer's City State Zip Code
ACCIDENT INFORMATION (Please Print)
Employers Workers’ Compensation Insurance Carrier (if known) Place of Accident (City, State) Date of Accident

Brieily describe the cause of injury and the part of body injured:

CLAIM INFORMATION (Please Print)

If this claim is for initial benefits (no benefits, either medical or indemnity, have been received), what compensation

benefits are you claiming?

—__ Tempomrry Total Disahility Permanent Partial Disability
Aftormay Feas Medical Expenses Other (Explain}:

If this claim is for additional benefits, what specific benefits are you claiming?

Additional Temporary Total Additional Permanent Partial Additional Madical Expenses

Rehabilitation Attorney Fees Other (Explain}:

If employee is deceased and claim is for death benefits, list name and address of all persons claiming death benefits:

Permanent Total Disability Rehabilitation

List any person or entity (with address and phone number} which has paid any benefits under a groug :
or loss of income policy for the injury you are reporting on this form:

limited to coples of medical

| hereby autharize any hospital, physician, psychotherapist or practitioner of the healing ars to furnish the bearer any information, includin
vilege. A photostatic copy of

records, concerning my past, present ar future physical, mental or emational condition. | hereby waive my physician and psychotherapist
this authorization shall be as eflective and valid as the criginal.

Date Signature

I claimant is represented by an attorney, that legal representative must sign below pursuant to Ark

Name and Address of Attorney Signature




WCC Form C
(Claim for Compensation)

Arkansas Code Annotated 11-9-702 allows employees or their dependents to file claims for compensa-
tion and sets time limits for those filings.

This isthe WCC's prescribed form for this action. Itis filed directly with the WCC, usually by claimants or
their atiorneys.

Care must be taken on Form C:

1. Type or print in ink. Do not use pencil.

2. Information must be complete,

3. Employer's business name is needed, not the name of the foreman ar supervisor.

4. Date of injury is essential. If specific date is unavailable, as in the case of diseases, list date employee
knew of the condition.

5. Address of employer must be exactto avoid the WCC’s contacting a wrong employer with the same or
similar name. .

6. Employee’s signature at bottom is important It is the only part of Form C that is to be written.

Questions on a specific Form C go to the Legal Advisor Division. General information is available
from the Support Services Division.

Equal Employment Oppaortunity Statement
This Commission does notdiscriminate on the basis of race, color, national origin, sex, religion, age, or disability in employment or the provision
of services. ’

I



ARKANSAS WORKERS’ COMPENSATION COMMISSION

WCC FORM N
EMPLOYEE INFOMTION (Please Print in Ink)
Employee’s Last Name First Name \iiddie Sacial Security Number Home Phone N_°'
Street Address or P.O. Box City State Zip Code
EMPLOYER INFORMATION (Please Print)
Employer’s Name Supervisor’s Name

Employer’s Street Address or P.O. Box Employer’s City State Zip Code

ACCIDENT INFORMATION (Flease Print)
Date Time

Place of Accident

Date of Accident

Time of Accident

Employer Notified of Accident

What part of your body was injured?

Briefly discuss the cause of injury;

WITNESS

Name and address of witness(es), if any:

Date

Signature

1 hereby authorize any hospital, physician, psychotherapist or practitioner of the healing arts to furnish the bearer any informati
limited to copies of medical records, concerning my past, present or future physical, mental or emotional condition. I hergby*
psychotherapist patient privilege. A phatostatic copy of this authorization shall be as effective and valid as the origin
indicates that I have been provided with my rights regarding change of physician.

(Sec additional informati




Form AR-N ARKANSAS WORKERS’ COMPENSATION COMMISSION

WCC FORMN
Revised B\1\1998 EMPLOYEE’S NOTICE OF INJURY

NOTICE OF INJURY, NOTICE TO EMPLOYEE

A.C.A. § 11-9-701. Notice of injury or death.

ta){ly  Unless an injury either renders the employee physically or mentally unable to do so, or is made known to the employer immediately after it
oceurs, the employee shall report the injury to the employer on a form preseribed or approved by the Workers” Compensation Commission
and to 2 person or at a place specified by the employer, and the employer shall not be responsible for disability, medical, or other benefits prior
to receipt of the employee’s report of injury.
i2» Al reporting procedures specified by the employer must be reasonable and shall afford each employee reasonable notice of the reporting
requirements,
(3t The foregoing shall not apply when an employee requires emergency medical treatment outside the employer’s normal business hours; how-
ever, in that event, the employee shall cause a report of the injury to be made to the employer on the employer’s next regular business day.
ibyty  Failure to give the notice shall not bar any clajm:
tA1 If the employer had knowledge of the injury or death;
1By If the employee had no knowledge that the condition or disease arose out of and in the course of the employment; or
1C) If the commission excuses the failure on the grounds that for some satisfactory reason the notice could not be given.
121 Objection to failure to give notice must be made at or before the first hearing on the claim.

CHOICE\CHANGE OF PHYSICIAN

A.C.A. § 11-9-508. Medical services and supplies.

i .. . the injured empleyee shall have direct access to any optometric or ophthalmologic medical service provider who agrees to provide ser-
vices under the rules, terms, and conditions regarding services performed by the managed care entity initially chosen by the employer for the
treatment and management of eye injuries or conditions.

A.C.A. § 11-9-514, Change of physician.

EXCEPT FOR EMERGENCY TREATMENT, if your employer or its insurance company has contracted with a certified Managed Care Organization
{MCQ) or is certified as an Internal Managed Care System (IMCS) you must follow these ruies:

1. Your emplover has the right to select your initial primary care physician. The employer may select the initial primary care physician from

ameng those associated with certified managed care entities.

You may request a change of physician. You should initially request a change of physician from the insurance carrier, employer, or self-insured

employer. Within five business days of your initial request for a change of physician, the insurance carrier, employer, or self-insured employ-

er should notify you of its decision t grant or deny the change of physician.

3. You may petition the Commission one (1) time only for a change of physician who must also either be associated with a centified MCO or
IMCS or who is your regular treating physician. (Your “Regular Treating Physician™ is one who maintains your medical records and with
whom you have a history of regular treatment before the onset of your compensable injury.) The health care provider to whom you change
must agree to refer you to a certified managed care entity for any specijalized treatment, including physical therapy, and to comply with all the
rules, terms, and conditions regarding services performed by the managed care entity initially chosen by your employer.

+. Treatment or services by any physician other than ones selected according to the foregoing, except emergency treatment, shall be at
the employee’s expense.

-

If the employer or insurance carrier is NOT in an MCO or IMCS arrangement, change-of-physician laws are ditferent. Except for emergency treat-
ment, after you receive this Notice, any unauthorized medical expense incurred shall not be the responsibility of your employer unless you have
followed these rules:

1. If your employer chooses the Initial Treating Physician, you have the right to ask, one time only, the WCC to approve a change. If the WCC

approves a change, the WCC shall determine the second physician and not be bound by recommendations of you, the employer, or the insur-

ance company.

However, if the desired change is to a chiropractic physician, optometrist, or podiatrist, you may make the change after giving written advance

notification to your employer or the employer’s insurance company.

3 If you selected the first physician, the WCC will not approve a change unless there is a compelling reason or circumstance justifying the
change.

13

A.C.A. § 11-9-106(a){1). Penalties for misrepresentation. Any person or entity who willfully and knowingly makes any material false statement or
representation, or who willfully and knowingly omits or conceals any material information, or who willfully and knowingly employs any device, scheme
or artifice, for the purpose of obtaining any benefit or payment or for the purpose of defeating or wrongfully increasing or wrongiully decreasing any
claim for benefit or payment or obtaining or avoiding workers” compensation coverage or avoiding payment of the proper insurance premium, or who
aids and abets for any of said purposes, under this chapter shall be guilty of a Class D felony. Fifty percent (30%) of any criminal fine imposed and col-
lected under this subdivision or subdivision a(2) of this section shall be paid and allocated, in accordance with applicable law, to the Death and
Permanent Total Disability Trust Fund administered by the Workers” Compensation Commission.




ARKANSAS WORKERS’ COMPENSATION COMMISSION
4th & Spring Streets, P.O. Box 950

putborty ROA 12-6-503 Little Rock, Arkansas 72203-0950
and AGA 11-5-810 EMPLOYER’'S REPORT OF INITIAL PAYMENT OF
Revised 8/1/1938 COMPENSATION OR INTENTION TO CONTROVERT

A.C.A. 11-3-106(a)(1): Any person or entity who willfully and knowingly makes any material false statement or representation,
|:| Initial Filing ar who willfully and knowingly omits or conceals any materiat infarmation, or who willfutly and knowingly employs any device,

scheme or artifice, for the purpose of oblaining any benefit or payment, or for the purpose of defeating or wrongfully increas-
ing or wrongfully decreasing any claim for benefit or payment or obtaining er avoiding workers' compensation coverage or
avoiding payment of the proper insurance premium, or who atds and abets for any of sald purposes, under this chapter shall
ba guilty of a Class D fefany. Fifty percent {50%) of any criminal fine imposed and collected under this subdivision or subdivi-

I:' Amended Filing slon a(2) of this section shall be paid and allocated in accordance with applicable law, to the Death and Permanent Total
. Disability Trust Fund administered by the Workers' Compensation Commission.
AR
AWCC File Na. Carrier Clairmn No. Employee Name {Last, First, Ml) Employee SS Number
Employer Name Fed. Employer [.D. No. City State | Zip Code
i NAIC or Self-nsured . ] .
Carrier Or Self-Insured Name Fed. Employer L.D. No. Claims Office Location {Clty, State)

COMPENSATION (ii not applicable, skip to next section)

First Date Indemnity Triggered
{Disability Date)

Date of Injury City, State of Injury Dates Covered by First Check | Body Part Injured

Check condition applicable:
— Medical Only Claim (nho indemnity due}
Date of First Comnp. Check Average Weekly Wage Weekly Comp. Rate ___PPD Only Case

CONTROVERSION SECTION

DATE OF INJURY OR DEATH:
REASCN FOR CONTROVERTING CLAIM:

DEATH CASE DATA

List alt Dependents below: If no Dependents, check here:
Atfach Death Cerlificate and Birth Certificates for Dependent Chifdren
NAME OF DEPENDENT DATE OF BIRTH RELATIONSHIP TC DECEASED WEEKLY BENEFIT AMOUNT

{If more space is needed, attach supplemental sheet)

CERTIFICATION

| certify that the foregoing is a complete and accurate report according to the records of the insurer pertaining’ i, con-
troversion and beneficiary information. | further certify that a copy of this report or equivalent information he
employee or his beneficiaries.

Signature Printed or Typewritten Name ’ Title

Name and Address of Attorney Signature




WCC Form 2
(Employer’s Intent)

Aformto accepta case and repori payment or to controvert. WCC Form 2 also is used to amend positions
taken earlier.

Help With WCC Form 2:

1. Thefirst paymentto the employee is due by the 15th day after the employer knows ofthe injury or death
(Arkansas Code Annotated 11-9-802).

2. The WCC is notified "upon making the first payment” (ACA 11-9-810).

3. A controversion notice is due on or before the 15th day following notice of the death or alieged injury
(ACA 11-9-803).

4. Therefore, WCC Form 2 is required in all cases by the 15th day from (a) the day of disability or (b) the
day the employer is aware of the aileged incident, whichever date is later.

Be sure to include on WCC Form 2:
5. A mark in either the Initial Filing Box or Amended Filing Box.

6. The WCC File Number (obtained from WCC Form A-110) and your company’s file number for this case.

Be sure to bear in mind:
7. Form 2 is NOT interchangeable with the required written response to the 15-day letter for Form C.,

8. lf respondents need additional time for investigation, an extension request must be sent in before the
Form 2 deadline. Using Form 2 to say the respondentis investigating or needs more time is invalid. if anything
is written in the Controversion Section ("We are investigating”}, the WCC will consider the case controverted.

9. Ifacase is opened atthe WCC oenForm 1 or Form C, a WCC Form 2 is required, evenif the case, upon
investigation, turns out to be a medical-only claim.




ARKANSAS WORKERS' COMPENSATION COMMISSION

: 4th & Spring Streets, PO. Box 950
Form AR-4 Little Rock, Arkansas 72203-0950
Autharity: ACA 11-9-810 REPORT OF COMPENSATION PAID/SUSPENSION
Revised 8/1/1398 OF PAYMENTS

A.C.A, 11-9-106{a)(1): Any person or entity who willfully and knowingly makes any material false statement or representation,

D Ilpdate Repnrt or who williully and knowingly omits or conceals any material information, or who willfully and knowingly employs any device,

scheme or artifice, for the purpose of obtaining any benefit er payment, or for the purpose of defeating or wrengfully increas-

D . ing or wrongfully decreasing any claim for benefit or payment er abiaining or avolding workers' compensation coverage or

Report of Payment Suspension avoiding payment of the proper insurance premium, or who aids and abets for any of said purposes, under this chapter shall

be guilty of a Class D felony. Fifty percent (50%) of any criminal fine irnposed and coflected under this subdivision or subdivi-

I::I Glosing.nepert sion a{2) of this section shall be paid and allocated in accordance with applicable law, to the Death and Permanent Total
Disability Trust Fund administered by the Workers' Compensation Commission,

AWCC File No. Carrier Claim No. Emplovee Name (Last, First, MI) Employee S8 Number
Employer Name Fed. Employer |.D, No. City State | Zip Code
Carrier Or Seli-Insured Name F'iﬁf%;;ﬁiﬁfﬁfrﬁi Claims Office Address

DISABILITY INFORMATION: Check here if this report is for Medical Only Case and skip to Compensation Section:

Date of tmjury Last Day Employee Warked Date Employee Able to RTW Return to Work Date

Did Employee work between date of injury and last day of disability? If so, give dates below:

COMPENSATION INFORMATION:

COMPENSATION PAYMENTS MADE: {9} Defense Attorney Fees 3

(1) TTD Weeks Days % (10) Other {(Compensation Related)

(2) TPD Weeks Days (11) Hospital Expenses

(3) PPD Weeks Days (12) Medical Expenses

(4) Weeks PTD (13) Drugs, Medicine

(5) Weeks for Death {14) Funeral Expenses

" (8) Lump Sum Settlement {15) Rehabilitation

(7) Joint Petition {16) Cther (Expense Related)

(8) Claimant Attorney Fees (1-16) GRAND TOTAL
SUSPENSION OF PAYMENTS OF COMPENSATION

Date of Suspension of Compensation: / / Reason for Suspension:

Compensation paid through / / {date).
CERTIFICATION

. | certify that the foregoing is a complete and accurate report according to the records of the insurer pertainir
pensation and suspensions of payment information. 1 further certify that a copy of this report or equivalent information h
vided 1o the employee or his beneficiaries.

Signature Printed or Typewritten Name Title Date




Form 4
(End of Payment)

A Final Report is due within 30 days of the last compensation payment (Arkansas Code Annotated
11-9-810[b][1]).

Every Form 4 must have the WCC File Number. Those without the number will be returned to
respondents. Also, respondents must listthe Carrier NAIC and the Federal Employer ldentification numbers.

Form 4 is for all end-of-payment reports, i.e.:
1. The suspension of benefits; reason for suspension must be given.

2. The closing of a medical-only case that was accidentally opened by the respondent on Form 1 orbya
claimant on Form C. A check mark on the medical-only line right before the Disability Section is necessary.

3. The Final Report of a compensable case, detailing all payments. Forms 1, 2, and 3 are required for
these cases.

4. Maximum liability being reached in cases involving death or permanent and iotal disability (both the
Payments Section and the Suspension of Benefits Section are to be completed).




