WORKERS' COMPENSATION COVERAGE

This coverage extends to all employees injured while working for a member entity. The
coverage is also extended to police and fire reserves.

Volunteers are excluded from coverage pursuant to Section 3352(i) of the Labor Code
unless the entity agrees to provide coverage pursuant the YCPARMIA policy on
pages K-15.
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DEDUCTIBLE SELECTED AND COVERAGE AMOUNTS

WORKERS' COMPENSATION

DEDUCTIBLE SELECTED PER OCCURRENCE
YCPARMIA -0
City of Davis - $1,000
City of Winters - $1,000
City of Woodland - $1,000
County of Yolo - $1,000
Esparto Unified School District - $1,000
City of West Sacramento - $1,000
Yolo Emergency Communications Agency - $1,000
Yolo-Solano Air Quality Management District - $1,000
In-Home Supportive Services Public Authority - $1,000
Capay Valley Fire Protection District - $1,000
Yolo County LAFCO - $1,000
Davis Cemetery District - $1,000
Madison Fire District - $1,000
Yolo County Habitat Conservation JPA - $1,000
Winters Cemetery District - $1,000
Dunnigan Fire Protection District - $1,000
Cottonwood Cemetery District - $1,000
Clarksburg Fire Protection District - $1,000
Winters Fire Protection District - $1,000
Madison Community Service District - $1,000
Sacramento-Yolo Port District - $1,000

SELF INSURANCE FUND
Difference between entity deductible selected and excess insurance deductible
of $500,000 (YCPARMIA SIR)

EXCESS INSURANCE
Excess Workersd Compensation
CSAC-EIA - $4,500,000
in excess of $500,000 per occurrence (YCPARMIA retention)

Reinsured Layer i $45,000,000
in excess of CSAC-EIA $5,000,000 pooled retention

Excess Insurance Layer - Statutory
In excess of $50,000,000

Rev. 1/3/91, 10/94, 8/00, 6/01, 1/02, 8/02, 7/04, 9/04, C-3
7/06, 9/06, 12/07, 4/08, 9/08, 11/08, 11/11
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YOLO COUNTY PUBLIC AGENCY
RISK MANAGEMENT INSURANCE AUTHORITY

CENTRAL POOL WORKERS' COMPENSATION COVERAGE

A. COVERAGE AGREEMENT

The Yolo County Public Agency Risk Management Insurance Authority, hereinafter
called the Authority, effective July 1, 1994, will pay, per occurrence:

All compensation and other benefits that each agency shall become

legally obligated to pay on account of bodily injury by accident or disease

to any participating agencyds empl oyee,
his or her empl oyment which exceeds t
required by the Workersé Compenigaati on L
any other State having jurisdiction.

All claims administration costs not included in the contract claims administrator's fee,
i.e., "allocated costs," shall be paid. The Authority's pro rata share of "defense,
settlement and supplementary payment" costs, as defined in the excess workers'
compensation insurance policy, shall also be included.

Except where otherwise indicated, terms and conditions appearing in the excess
workers' compensation policy will apply to this coverage.

The protection afforded by the Authority is self-insurance, and under no circumstances
is it to be construed as any form of insurance.

B. EXCLUSIONS
Coverage shall not apply:

1) Under workers' compensation to any employee not subject to the
Workers' Compensation Law of any state.

2) Under employer's liability to any employee not injured in the scope of
employment.

3) Under workers' compensation or employer's liability to the job training
program employees unless such employees are directly employed by or
performing duties on behalf of a participating entity.

4) For defense or indemnification for any civil claim or civil lawsuit in any
court brought by an employee against his/her employer.

Revised 8/17/94 C-5



5) To any exclusions described in the excess policy in effect at the time of
the occurrence.

C. ENTITIES COVERED

Authority coverage shall apply to those entities identified in the excess workers'
compensation insurance policy.

D. LIMITS
The Authority will pay all covered losses excess of each participating agency's
deductible (if any), the total amount (deductible plus Authority payment) of which shall

not exceed $500,000. Losses in excess of $500,000 will be paid by the excess
insurance policy.

E. POLICY
The excess policy, in effect at the time of the occurrence, will be the prevailing

document. That policy is maintained in the YCPARMIA office and is available to the
entity upon written request.

F. FINES, PENALTIES, AND FEES

Any fines, penal ties, or ot her statutorily o
failure to properly process or handle a claim will be the sole responsibility of the entity
and be billed to the entity by YCPARMIA.

Rev. 1/4/92, 8/17/94, 7/04 C-6



INSTRUCTIONS FOR REPORTING WORKERS' COMPENSATION CLAIMS

Workers' compensation claims are adjusted by York Insurance Services Group, Inc.
An employer® report of employee® industrial injury should be sent to York Insurance
Services Group, Inc., with a copy to the Risk Manager, at the addresses listed below as
soon as possible, but in no event longer than 5 days following the injury.

York Insurance Services Group Inc.
P.O. Box 619058
Roseville, CA 9566062

Risk Manager
YCPARMIA

77 W. Lincoln Avenue
Woodland, CA 95695

Detailed instructions for completion of Employer's Report of Employee's Industrial Injury
can be found on page C-8 and the Employeebs Claim
Benefits on page C-11.

Employee's industrial injuries are those injuries or illnesses that result from the
employee's occupation and involve time off from work and/or seeing a doctor. Lost time
cases (injuries necessitating time off from employment) should be given high priority. If
these cases are to be properly managed, it is vital that York be notified as soon as
possible.

Remember that after 30 days from the date the injury is reported, an injured employee
has a right to be treated by the physician of his/her choice. However, if an employee
has notified his employer in writing prior to the date of injury that he or she has a
personal physician, the employee shall have the right to be treated by such physician
from the date of injury. This also includes osteopaths, chiropractors, psychologists,
dentists, optometrists and podiatrists.

Do not prohibit or resist treatment by any of the above listed practitioners - let York
manage each case. It is the responsibility of York to make the decision whether or not
an employee's injury is covered under the workers' compensation laws of the State of
California.

Periodically, the risk manager will arrange meetings with York and member agencies to
advise them of the status of selected claims.

Any questions regarding Workers' Compensation claims should be directed to Jeffrey
Tonks, Risk Manager, (530) 666-4456.

Rev. 1/4/91, 6/5/91,10/94, 8/00, 4/04, 7/04 C-7
8/05, 10/09
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EMPLOYER'S REPORT OF OCCUPATIONAL INJURY OR ILLNESS
FORM 5020 (Rev. 7) 2002

This form must be completed within five days of supervisor knowledge of the event. The numbered items below
correspond with the information requested in the numbered boxes on the Form 5020.

1. Fill in the name of employer and Department

1A. Leave blank

2. Fill in the mailing address of employer

2A. Fill in the telephone number of the employer

3. Fill in the address of the department of the employee

3A. Fill in the Department code

4, Fill in appropriate nature

5. Leave blank

6. Check appropriate box

7. Fill in date as given by employee or supervisor

8. Fill in time as given by employee or supervisor

9. Fill in time employee began work on day of injury if known

10. Fill in date of death if applicable

11. Check appropriate box if unable to work at least one day after injury if known

12. Fill in date last worked prior to or including date of injury if known

13. Fill in first date employee returned to work after injury if known

14. Check box if applicable

15 Check "yes" if employee was paid as if worked full day on date of injury. If employee charged sick leave or
docked for balance of day of injury, check "no" if known

16. Check yes if employee receiving full salary benefits if caused by job

17. Fill in date employer first had knowledge of injury/illness

18. Fill in date employee was provided with Claim Form (DWC-1)

19. Fill in part of body and diagnosis

20. Fill in street address of location where injury or illness occurred

20A. Fill in County

21. Check applicable box

22. Fill in specific location of accident

23. Check appropriate box

24, Fill in any known equipment, materials or chemicals employee was using at time of injury

25. Fill in description of work activity performed at time of injury, dumping trash, mopping floors

26. Fill in brief description as given by employee of how accident occurred

27. Fill in name and address of physician seen by employee if known

27A. Fill in physician telephone number if known

28. Fill in hospital name and address if fAyeso is marked

28A. Fill in hospital telephone number if known

29. Check appropriate box

30. Fill in employee complete name

31. Fill in employee SSN#

32. Fill in employee date of birth

33. Fill in employee mailing address

33A. Fill in employee home telephone number

34. Check applicable box

35. Fill in employee regular job title (Rd. Wkr Il - Wrong Road Worker Il - Correct)

36. Fill in employee date of hire

37. Fill in each line with accurate information requested

37A. Check applicable status at time of injury

37B. Leave blank

38. Fill in gross wages and period, i.e. weekly, monthly, annual
39. Fill in if appropriate if known

Fill out bottom portion of form. The "completed by", "signature”, etc. portion.
If any questions cannot be answered, please put "unknown" or N/A in the appropriate space.
Keep in mind that by completing this form you are not admitting liability but simply complying with the law. Send the

original and one copy of the forms to York Insurance Services Group Inc. Send one copy to YCPARMIA and keep
the number of copies for your file that is required by your entity's claim processing procedure.

7/04, 10/09 C-8



Flale of California Mail two copies 10: pO_Box 619062, Roseville, CA 95661-9062 ; o OSHA CASE NO.
; s P.O. Box 5372, Walnut Creek, CA 94596 Tel (925) 933-2992 FAX (925) 933-2094
ggghg:f_:})ﬁ ffmé’én e P.O. Box 819058, Roseville, CA 95661-9058 . Tel (916) 783-0100 ‘FAX (916) 783-0335 1
P.O. Box 481749, Redding, CA 96049-1749 Tel (530) 223-2574 FAX (530) 223-2679 ]
P.O. Box 7245, Stockton, CA 95267 Tel (209) 956-2119 FAX (208) 956-2838 3 |- FatAaLTY [
Any person who makes or causes to be made nny California law requires employers to reporl within five days of knowledge every occupational injury or iliness which results in lost ime beyond the
y false or material date of the incidont OR requires medical treatment beyond first aid. if an employee subsequently dies as a result of previously reported injury or
matedal represemallan for the purpose o! obtalnlng iliness, the smployer must file within five days of an ded report indicating death. In addition, every serious injury, liiness, or death
or~ ‘ng or must be reported | by telep or ph to the nearest office of the California Division of Occupational Safety and Health.
p: 3 is guilty of a felony.
.4 NAME 1a. Policy Number
Please do not use
— this column
E|2. MAILING ADDRESS: (Number, Street, Cily, Zip) 2a. Phone Number
M CASE NUMBER
P
L|3. LOCATION it different from Mailing Address (Number, Street, City and Zip) 3a. Location Code
0 OWNERSHIP
¥
E 4, NATURE OF BUSINESS; e.g.. Painting contracior, wholesale grocer, sawmill, holel, etc. 5. State unemployment insurance acct. no
R
6. TYPE OF EMPLOYER: D D D D l:' D INDUSTRY
Private State County City School Districl Other Gov't, Specify:
7. DATE OF INJURY / ONSET OF ILLNESS | 8. TIME INJURY/ILLNESS OCCURRED 9. TIME EMPLDYEE BEGAN WORK 10. IF EMPLOYEE DIED, DATE OF DEATH
(mm/ddlyy) AM PM M PM OCCUPATION
11. UNABLE TO WORK FOR AT LEAST ONE | 12. DATE LAST WORKED (mm/dd/yy) 13. DATE RETURNED TO WORK (mm/dd/yy) 14. IF STILL OFF WORK, CHECK THIS BOX:
FULL DAY AFTER DATE OF INJURY?
Yes Ne
15. PAID FULL DAYS WAGES FOR DATE OF | 16. SALARY BEING CONTINUED? 17. DATE OF EMPLOYER'S KNOWLEDGE/NOTICE OF 18. DATE E;ﬂPLDYEE WAS PROVIDED CLAIM FORM SEX
INJURY OR LAST INJURY/ILLNESS (mm/dd/yy) {{mm/dd/yy
oavworkeo? [Jyes [Jpo | [Jves  [wo :
| 18, SPECIFIC INJURY/ILLNESS AND PART OF BODY AFFECTED, MEDICAL DIAGNOSIS if available, e.g.. Second degree burns on right arm, tendonilis on left elbow, lead poisoning AGE
N .
J
1| 20 LOCATION WHERE EVENT OR EXPOSURE OCCURRED (Number, Street, City, Zip) 20a. COUNTY 21. ON EMPLOYER'S PREMISES? DAILY HOURS
v [Jw [
Y Yes No
22. DEPARTMENT WHERE EVENT OR EXPOSURE OCCURRED, e.qg.. Shipping depariment, machine shop. 23. Diher Workers injured or ill in this eveni? L e, e o]
D D DAYS PER WEEK
Yes No
24, EQUIPMENT, MATERIALS AND CHEMICALS THE EMPLOYEE WAS USING WHEN EVENT OR EXPOSURE OCCURRED, e.g.. Acetylene, welding forch farm tractor, scattold
0
R
WEEKLY HOURS
25. SPECIFIC ACTIVITY THE EMPLOYEE WAS PERFORMING WHEN EVENT OR EXPOSURE OCCURRED, e.g.. Welding seams of metal forms, loading boxes onto truck.
| WEEKLY WAGE
L 26. HOW INJURY/ALLNESS OCCURRED. DESCRIBE SEQUENCE OF EVENTS. SPECIFY OBJECT OR EXPOSURE WHICH DIRECTLY PRODUCED THE INJURY ILLNESS, e.o.. Worker slepped back 1o inspect work and slipped on
L scrap matetial_ As he fell. he brushed against Iresh weld, and burned right hand. USE SEPARATE SHEET IF NECESSARY
N
COUNTY
E
S
S
27. Name and Address af Physician (Number, Street, Cily, Zip) 27a. Phone Number fr & NATURE OF INJURY
8 D D % o ity 5 Zaz.Phnne}lumqu i s 2 ‘.
28. Hospitalized as an inpatiemt overnight?  L_I No Yes” 1f yes then, name and address of hospital {Number, Street, City, Zip) ke TS PART OF BODY
A 2 28. Emy!ny:u Ineai:d m emergency mnm?
ATTENTION This form contains information relating to employee health and must be used in a manner that protects the i iality of employ to the extent ible while SOURCE
the information is being used for occupational safety and health purposes. See CCR Title 8 14300.29 (b)(6)-(10) & 14300.35(b)(2)(E)2.
Note: Shaded boxes indi idential employee information as listed in CCR Titie 8 14300.35(b)(2)(E)2".
30. EMPLOYEE NAME £ :31. SOCIAL SECURITY NUMBER 32, DATE DF BIRTH {mm/dd/yy),
; SEEE ; 2 EVENT
E 33. HOME ADDRESS (Number, Stree, City,Zip) P 33a. PHONE NUMBER .
e ok SECONDARY SOURCE
M 5 K
P J :
|| 34. SEX 35. GCCUPATION (Regular job litie, NO initials, abbrevialions or numbers) 36. DATE OF HIRE (mm/dd/yy)
0 I:] Male D Female (7 bt
Y| 37. EMPLOYEE USUALLY WORKS 37a. EMPLOYMENT STATUS 37b. UNDER WHAT CLASS CODE OF YOUR
E POLICY WHERE WAGES ASSIGNED
E __ hours per day, ___ days per week, ____iolal weekly hours [ regutar, full-time [ part-time
O temporary [J seasonat EXTENT OF INJURY
38 GROSS WAGES/SALARY 39. DTHER PAYMENTS NOT REPORTED AS WAGES/SALARY (e.g. lips, meals, overtime, bonuses, etc.)?
X N PER D Yes D No
Cow dy (type or print) Signature & Title Date (mm/ddyy)
« Conlfidential inforifdfign may be disclosed only to the employee, former employee, or their al representative (CCR Title B 14300.35), to others for the purpose of processing a workers'
compensation or other insurance claim; and under certain circumstances 1o a public health or law enforcement agency or lo a consultant hired by the employer (CCR Title 8 14300,30). CCR Title 8 14300.40
requires provision upon requesl to certain state and federal workplace safety agencies.
_J

FILING OF THIS FORTT 15 K0T AR ANK

ISSI0E OF LIARKTY

caar eane o

7/04, 10/09 C-9



State of California Mail two copies 10:  p 0, Box 619062, Rosaevilla, CA 95661-9062 OSHA CASE NO.
. P.O. Box 5372, Walnut Creek, CA 345396 Tel (925) 933-2992 FAX (825) 933-2994
e R R RILINESS P.O. Box 619058, Roseville, CA 95661-9058 . Tel (916) 783-0100 ‘FAX (916) 783-0335 - -
P.O. Box 491749, Redding, CA 96049-1749 Tel (530) 223-2574 FAX (530) 223-2679
P.O. Box 7248, Stockton, CA 95267 Tel (209) 956-2119 FAX (209) 956-2838 3 FATALITY D
Any person who makes or causes to be made any Cal ia law requi ployers to report within five days of knowledge every occupational injury or iliness which results in lost time beyond the
gly false or or |date of the incident OR requires medical treatment beyond first aid. If an employee subsequently dies as a result of previously reported injury or
P for the of g |lliness, the employer must file within five days of knowledge an amended report indicating death. In addltion, every serious injury, liiness, or death
or ying workers P or must be rep by or to the nearest office of the California Division of O i Safety and Health.
payments is guilty of a felony.
1. FIRM NAME & 1a. Policy Number -
Yolo County -- Sheriff-Coroner Plazse o1 o
E (2. MAILING ADDRESS: (Number, Street, City, Zip) 2a. Phone Number
i ) CASE NUMBER
P 41793 Gibson Rd., Woodland, CA 95776 668-5280
L[ 3. LOCATION if different from Mailing Address (Number, Street. Cily and Zip) 3a. Location Code
0 OWNERSHIP
Y ame
4. NATURE OF BUSINESS; e.qg.. Painting contractor. wholesale grocer, sawmill, holel, etc. 5. State unemployment insurance acct, no
E
" -_Gavernment Services
P [ e L [ oy [ [
Private State County City School District Other Gov't, Specity:
7. DATE OF INJURY / ONSET OF ILLNESS| 8. TIME INJURY/ILLNESS OCCURRED. 9; T§156M6LOYEE BEGAN WORK 10. IF EMPLOYEE DIED, DATE OF DEATH (mm/dd/yy)
(mm/ddlyy) 7/1/200 AN D i s A S GCCUPATION
11. UNABLE TO WORK FOR AT LEAST ONE | 12. DATE LAST WORKED (mm/dd/yy) 13. DATE RETURNED TO WORK (mm/dd/yy) 14. IF STILL OFF WORK, CHECK THIS BOX:
FULL DAY AFTER DATE OF INJURY?
Yes No
15. PAID FULL DAYS WAGES FOR DATE OF | 16. SALARY BEING CONTINUED? 17. DATE OF EMPLOYER'S KNOWLEDGE/MNOTICE OF 18. DATE EMPLOYEE WAS PROVIDED CLAIM FORM SEX
INJURY OR LAST INJURYALLNESS (mm/ddfyy) lmm/ddlﬁ?
R WORKED? [Jyes (o | CJves [lwo 7/1/20b4 /1/2004
| | 18- SPECIFIC INJURY/ILLNESS AND PART OF BODY AFFECTED, MEDICAL DIAGNOSIS if available, e.g.. Second degree burns on right arm, tendonitis on left elbow, lead poisoning AGE
3 . Sprained Left Knee .
LJ| 20. LOGATION WHERE EVENT OR EXPOSURE OCCURRED (Number, Streel, City, Zip) 20a. COUNTY 21. ON EMPLOYER'S PREMISES? DAILY HOURS
R .
; 41793 Gibson Rd. Woodland, CA 95776 Yolo X.. [.

22. DEPARTMENT WHERE EVENT OR EXPOSURE OCCURRED, e.g.. Shipping department, machine shop. 23. Other Workers injured or ill in this event?
D D DAYS PER WEEK
Yes No

Sheriff

24. EQUIPMENT, MATERIALS AND CHEMICALS THE EMPLOYEE WAS USING WHEN EVENT OR EXPOSURE OCCURRED, e.g.. Acetylene, welding torch. farm tractor, scatfold

0
R

Rug WEEKLY HOURS

25. SPECIFIC ACTIVITY THE EMPLOYEE WAS PERFORMING WHEN EVENT OR EXPOSURE OCCURRED, e.g.. Welding seams of metal forms, loading boxes onfo truck.

Walking and tripped on raised spot in rug
I WEEKLY WA
L 26. HOW INJURY/ILLNESS OCCURRED. DESCRIBE SEQUENCE OF EVENTS, SPECIFY OBJECT OR EXPOSURE WHICH DIRECTLY PRODUCED THE INJURY ILLNESS, e.g.. Workes stepped back to inspect work and slipped on
L scrap maletial. As he fell. he brushed against tresh weld. and burned right hand. USE SEPARATE SHEET IF NECESSARY
N . . .
E Was walking from the office to a meeting. The employee’s foot caught on a raised part of CONTY
: the rug causing the employee to fall and twist his knee

NATURE OF INJURY

27a, Phone Number.

666-0100

28a. Phone Number -

27. Name and Address of Physician (Numbsr, str_eﬁl. City, Zip)
. Fairchild Ct. Woodland, CA

3 - No I:' Yes ' 1t yes then, name and address of haspital {Number, Slm:‘!,plly, Zip)

Dr. Jones -

v
PAAT OF BODY

28. Hospitalized as an inpatient avernig| e
: 28. Employes treated in emergency room?

= i mi

ATTENTION This form contains information relating to employee health and must be used in a manner that protects the confidentiality of employees to the extent possible while SOURCE
the information is being used for occupational safety and health purposes. See CCR Title 8 14300.29 (b)(6)-(10) & 14300.35(b)(2)(E)2.
Note: Shaded boxes indicate confidential employee information as listed in CCR Title 8 14300.35(b)(2)(E)2".

30. EMPLOYEE NAME 5 31. SOCIAL SECURITY NUMBER 32. DATE OF BIRTH (mm/dd/yy)

 WILLIAM SMITH 000-00-0000 01-01-1940 FT

33s. PHONE NUMBER

33. HOME ADDRESS (Number, Streel, City,Zip)
SECONDARY SOURCE

37a. EMPLOYMENT STATUS 37b. UNDER WHAT CLASS CODE DF YOUR

37. EMPLOYEE USUALLY WORKS
POLICY WHERE WAGES ASSIGNED

E

'1!' 123 First St Woaodland, CA 95695 _665‘-0000

L| 34- SEX 35. OCCUPATION (Regular job title, NO initidls. abbrevialions or numbers) 35. DATE nF_ I!lli_E’(mwm)

3 D Mala &&mh Sheriff 0 1/01 71970
E

E

Bhuurs per day, S days per week, 1 O total weekly hours gular, full-time ] part-time
f EXTENT OF INJURY

emporary [ seasonat
39. DTHER PAYMENTS NOT REPORTED AS WAGES/SALARY (e.g. lips, meats, overtime, bonuses, elc.)?

$ _4_999_ PER _ Yes D Ne
Dale {mm/ddryy) )

month—
Completed By (typs of print) sw%
Tane Doe and. M secretary 7/4/2004

(CCR Title 8 14300.35), to others for the purpose of processing a workers’

38. GRDSS WAGES/SALARY

ﬁ

« Confidential information may be disclosed only to the loyee, former employ or their p: repr
ion or other i claim; and under certain gifcumstances to a public health or la nioﬁemen( agency ortoa hired by the loyer (CCR Title 8 14300.30). CCR Title 8 14300.40
requires provision upon request to certain state and fedefal workplace safety agencies. 6—
FILING OF THIS FORM IS NOT AN ADMISSIOH OF LIABILITY

ENRPL? 5070 tim ™ " june 2pp°

7/04, 10/09 C-10



EMPLOYEEGS CLAI M FOR WORKERSS6 COMPENSAT
DWC FORM 1 (REV. 1/94)

INSTRUCTIONS

Within 24 hours of being notified of an injury/iliness that involves lost time and/or treatment at a medical facility, the
injured employee needs to be provided with the AEmMpl oyee
completion.

NOTE OF CAUTION: If an injured employee requests this form, you are required to provide it to the employee even if
the injury did not involve lost time or treatment at a medical facility.

If the Employeebs Claim for Workersd6 Compensation Benefit
24 hours, it must be mailed within 24 hours to the injured employee at home, in the hospital, or where the employee
is most I|likely to receive it. I f the form is mailed, ind

1. The supervisor must complete lines 9, 10, 11, 12, 14 and 15, and put his/her initials at the end of line 12
PRIOR to handing/mailing the employee the form.

2. The goldenrod copy of the Employeebés Claim form is to
retrieved at a later date.

3. The remaining four copies are to be kepttoget her and given to the employee
I njured Workerso.

4. The injured employee should complete |ines 1 through
copies to the designated departmental employee. However, the employee is not required to complete
and return this form.

5. Upon receiving t he AEmpl oyee Claim For mo back from
representative must complete lines 13, 16, 17, and 18. Additionally, at the end of line 16, the departmental
designated representative must include the date he/she signed the form.

6. Do not hold up sendi ng t he Empl YokeanddoYSCPARMIA T you hateonot received the
Empl oyeeds Claim form back. Send t he e&enpd ofyemrrd,s Wietplo
filled in as possible, to York and YCPARMIA within 5 days of notice of injury.

7. Distribute to the injured employee the completed pink and green copies.

8. Distribute the completed canary copy to York.

9. Distribute a photocopy of the form to YCPARMIA.

10. The original (white) form must be retained by the department.

Failure to provide this form within 24 hours of knowledge of an injury or within 24 hours of a request of the form could
result in a $100 or $5,000 (respectfully) fine. As noted on the bottom of the form, receipt and signature of this form,
by the supervisor, does not constitute liability in any form.

7/04, 10/09 C-11
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