WORKERS’ COMPENSATION DEPARTMENT

P: 315-376-5356 | F: 315-376-5445

Cassandra Moser

< : @ l l NT ! Administrator

cassandramoser(@lewiscounty.ny.gov
NEW YORK

TO: Lewis County Volunteer Fire Departments
SUBJECT: Workers’ Compensation Forms
DATE: September 1, 2022

Included with this memo are Workers’ Compensation Forms. When a Volunteer
Firefighter is injured please make sure fill out the appropriate forms and submit them to
Lewis County Self-Insurance Plan, Attn: Cassandra Moser, 7660 N, State St., Lowville NY
13367 as soon as possible. You may also email (cassandramoser@lewiscounty.ny.gov), fax
(315) 376-5445, or drop off the completed forms.

For any incident, please make sure to submit the VF-3 Form - Volunteer Firefighter’s
Claim For Benefits (this form is filled out by the firefighter and signed by both the firefighter
and the Fire Chief); the Fire Chief’s Accident Investigation Report (this form should be filled
out by the Fire Chief and also reviewed with staff to reduce future incidents).

Itisincredibly important to review safety on a regular basis with employees to ensure
they are paying attention to their surroundings and using precaution to prevent injuries. It
takes leadership to improve safety because it doesn’t happen by accident.

There are also fillable versions of most of the forms, if you are interested in those,
please contact Cassandra Moser to request them.

7660 North State Street e Lowville, NY 13367 @ 315-377-2000 e lewiscounty.org

Lewis County is an equal opportunity provider and employer. Complaints of discrimination should be made known to the Lewis County Board of Legislators.
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. 4{,‘5){0"‘ Workers' VOLUNTEER FIREFIGHTER'S SEE REVERSE

orramtii™: | Compensation CLAIM FOR BENEFITS FOR FILING
Board INSTRUCTIONS
Does this claim involve disease or malfunction of the heart or of one or more coronary arteries? {Check one} D Yes D No
W.C.B. CASE NO. (if known, CARRIER CASE NO. (If known) CARRIER CODE NO. DATE OF INJURY SOCIAL SECURITY NO.
_Flrst Name Mlddle. Initial Last Name Address (Give Mumber and Sfreel, City, State, Zip Code) - Apl. E:

1. VOLUNTEER FIREFIGHTER

2. FIRECOMPANY

3. POLITICAL SUBDIVISION
LIABLE FOR BENEFITS

| 4. (a) Marital Status ) Gender [ |M [JF [JX (c) Date of Birth (d) Tel. No.
INFORMATION, 5. Describe in detail your duties in reguiar employment o

RE\%:—:(\R | 6. Yaur work week at time of injury was (check one) [:] 5 days D 6 days [:] 7 days [___] Other

| 7.Employer's name and address _ B I

8. (a) Were you injured in the line of duty in the jurisdiction of your own ambulance district or political subdivision? [|Yes []No
INJURY {b) If you wera injured in the line of duty involving assistance call from anather iocality, give name of other ambulance district or |
political subdivision

9. Address where injury oceurred
PLACE AND County

TIME 10. Date of injury at o'clock M

11. State full nature and cause of injury

NEA‘;_IEJE?EI_AO'}I:D 12. Has injury resulted in amputation? ] Yes [ |No " Ifyes, describe

INJURY . — _ —
13. On what date did you stop work because of this injury? -

14, Have you returned to work? [ ]Yes [|No I yes, give date
15. (a) Does injury keep you from work? [ ] Yes [ ]No (b} Have you done any work during your disability? [ ]Yes [ |No

| 18. (a) Did you receive medical care? | | Yes [ No (-b) Are you now receiving medical care? [ ]Yes [ |No
17. (&) Are you now in need of medical care? Yes No b} Name and address of atlending doctor ‘
MEDICAL (&) Are y [Jves [] b} g o ,
CARE — - |
18. If you were treated in a hospital, give name and address - - |
[
— A — = ) — |
19, Have you received volunteer firefighters' benefits payments for the injury reported above? D Yes D No [
VOLUNTEER , | 20. Are you now receiving volunteer firefighters’ benefits payments? [Jyes {jNo
[ FI R::A%';L_ESRS 21. Do you claim further volunteer firefighters' benefits payments? D Yes D No If yes, explain

- 4‘ 22. Have you given Notice to Liable Political Subdivision of Volunteer Firefighter Injury or Death (Form VF-1) to the political subdivision !

liable for the payment of your volunteer firefighter benefits? D Yes [:| No If yes, was such Notice delivered personally?
NOTICE ' [(OJYes [[No orsentby Registersd Mail? [ JYes [ ]No if yes, to whom was Notice delivered/sent
Date

| Ylame of UiThcer and Poliiical S ubdivision
ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD PRESENTS, GAUSES TO BE PRESENTED, OR PREPARES WITH KNOWLEDGE OR BELIEF THAT IT WILL
BE PRESENTED TO, OR BY AN INSURER, CR SELF INSURER, ANY INFORMATION CONTAINING ANY FALSE MATERIAL STATEMENT OR CONGEALS ANY MATERIAL FACT
'SHALL BE GUILTY OF A CRIME AND SUBJECT TO SUBSTANTIAL FINES AND IMPRISONMENT,

| certify that copy of this was filed with . o

Name of Officer tle of Officer
. on ——
Polltical Subdivision ar Ambulance Service Liable for Benefits
Dated Signed by or
Volunteer Firefigiiter
Signed
# person an [heir befall, or in case of deaili, by any one or mor® ol IF:eIf Aepen(eni=, or PErson on therr behal, - “Helationship Telephione Ho.

VF-3 (6-22)



THIS CLAIM SHOULD BE FILED WITH THE CHAIR, WORKERS' COMPENSATION BOARD, AS SOON AS
POSSIBLE AFTER INJURY IS INCURRED. DO NOT DELAY FILING THIS CLAIM.

WHAT EVERY VOLUNTEER FIREFIGHTER SHOULD KNOW IN CASE OF INJURY IN LINE OF DUTY
A, The law requires every county, city, town, village or ambulance district to:
1. Provide Volunteer Firefighters’ Benefits in case of accident or injury in the line of duty,
2, Post a notice of compliance:(a) Giving the name of the insurance carrier, if the community is insured, or {b) Stating that the community is seff-insured,
{Look for this notice at your ambulance company headquarters. Advise the Workers' Compensation Board if it is not posted in a conspicuous place.

Note: Ambulance Services unaffiliated with a political subdivision are not required to provide coverage under the VAWBL. However, If coverage is
provided, a notice of compliance must be posted.)

B. What You Must Do

1. You must give written notice of injury on Form VF-1 or this Form VF-3 by personal delivery or registered mail WITHIN NINETY DAYS after injury to the
designated officer of the palitical subdivision liable for benefits as follows:
If the political subdivision liable for benefils is a Then deliver to

a. County a. Clerk of Board of Supervisors

b. City b. Compfroller or Chief Financiat Officer
c. Town . €. Town Clerk

d. Village __d. Village Clerk

e. Fire District e. Secretary

The home county, city, town, village or fire district is liable for the payment of benefits, regardiess of whether service was rendered for the home area or for
another area under contract or in response to a call for assistance.

2. Form VF-1 Is only a notice of injury or death and not a claim for benefits. |n order to claim benefits, you must file this Form VF-3 na later than two
years after injury with: {a) Chair, Workers' Gompensation Board (see address below) and {b) The same officer to whom a notice of injury was sent (item B1
above). If you file Form VF-3 WITHIN NINETY DAYS, it serves as both a notice of injury and a claim for benefits, and you do not need to file Form
VF-1.

3. You should secure medical attention promptly (see item 2 below regarding choice of doctor).

4. Attend the hearing on your case if you are notified to appear before the Workers' Compensation Board.

5. Go back to work as soon as you are able.

C. Your Rights

1. As a volunteer firefighter, you are entitled to benefits if you suffer injury in the line of duty.

2. Generally, you are entitied to be treated by a doctor of your choice, provided they are authorized by the Board. if the poliical subdivision is involved in a preferred
provider organization (PPO) arrangement, you must obtain initial treatment from the certified preferred provider organization which has been designated to provide
health care services for volunteer firefighters' injuries.

. You are entitled to be paid for drugs, crutches or any apparatus such as bels, if they are prescribed by your doctor; also for carfares and other necessary expenses
going to and from your doctor's office or hospital. You are to secure a bill or receipt for such expenses and present it to the clerk of the county’s board of supsrvisors,
comptroller or chief financial officer of the ¢ity, clerk of the town or village, sacretary of the fire district which is liable for providing volunteer firefighters’ benefits, or its
insurance carrier for payment. If payment is refused, the bill or receipt should be sent to the Workers' Compensation Board with a statement of fact that payment has
been refused.

4. You are entitled to benefits from the first day of disability if your injury keeps you from work, compels you to work at lower wages, or leaves you with impaired eyesight

or hearing, serious facial scars, or any permanent injury or stifiness of a finger, hand, toe, foot, teg or arm.

5. You are enfitled to an opportunity to be heard on your claim before the Workers' Compensation Board.

6. You are entitled to the repair or replacement of prosthetic devices which are damaged as a result of services performed in the fine of duty as a volunteer firefighter.
Prosthetic devices include an artificial limb, artificial eye, eyeglasses, contact lens, hearing aid, denture or dental appliance or any surgical appliance required to be
worn or used by the volunteer firefighter, but does not include arficles considered to be ordinary wearing apparel.

o«

| Notification Pursuant to the New York Personal Privacy Protection Law (Public Officers Law Article 6+4) and the Federal Privacy Act of 1874 (5 U.S.C. Sec. 552a).
The Workers' Compensation Board's (“Board”) authority to request personal information from claimants is derived from Sectlons 20 and 142 of the Workers' '
Compensation Law, This information is collected lo assist the Board in processing clalms in an efficient manner and to help it maintain accurate claim records.
| The Board is strongly committed 1o protecting the confidentiality of all personal information that it collects. Such information will be disclosed within the agency
only to Board personnel and agents in furtherance of their official duties. Personal information will be disclosed outside the agency only in accordance with applicable state
| and federal law.
The Board's Director of Operations, located at 328 State Street, Schenectady, NY 12305, is primarily respansible for the maintenance of agency records :
containing personal claimant information.
Failure to provide the information requested on this form will not result in the denial of your clalm, but may delay the processing of your claim. The voluntary
telease of your social security number enables the Board to ensure that information Is assoclated with, and quick action is taken on, your claim.

|HIPAA NOTICE - In order to adjudicate a workers' compensation claim, WCL13-a(4)(a} and 12 NYCRR 325-1.3 require health care providers to regularly file medical
|reports of treatment with the Board and the carrier or employer. Pursuant to 45 CFR 164.512 these legally required medical reports are exempt from HIPAA's restrictions
Jon disclosure of heaith information.

Claims should be sent directly to the Workers' Compensation Board at the address listed below:
NYS Workers' Compensation Board

Centralized Mailing

PO Box 5205

Binghamton, NY 13902-5205

Customer Service Toll-Free Line: 877-632-4996

[F YOU HAVE QUESTIONS OR NEED ADVICE ABOUT | SI TIENE PREGUNTAS © NECESITA CONSEJO SOBRE SU |
YOUR CLAIM, YOU MAY CALL OR VISIT THE NEAREST | RECLAMACION, PUEDE LLAMAR O VISITAR LA OFICINA DE LA
OFFICE OF THE WORKERS' COMPENSATIONBOARD. | JUNTA DE GOMPENSACION MAS CERCANA A USTED.

BE SURE TO NOTIFY THE APPROPRIATE OFFICE OF THE WORKERS'
VF-3 Reverse (6-22) COMPENSATION BOARD OF ANY CHANGE IN YOUR ADDRESS. www.wcb.ny.gov




Fire Chief’s Accident Investigation Report
(Completed by Chief of Injured Firefighter)

Volunteer Fire Department Address
Name of Injured Firefighter Position How long in position?
Date of Accident Time of Accident Nature of Injury

Injury Resulted in: QO Injury O Fatality O Property Damage (specify)

Medical Treatment Will Employee Lose time
ONone OFirst Aid OEMT/Paramedic O Doctor/Clinic = O Hospital |from work? YES or NO

What was the injured firefighter doing at the time of accident?

How did the accident occur (brief description)?

What environmental factors (unsafe conditions) contributed to the accident? (see next page for examples)

What behavioral factors (unsafe acts) contributed to the accident? (see next page for examples)

What corrective actions can be taken to prevent recurrence? (see next page for examples)

What corrective action has been taken to prevent recurrence?

Name of Witnesses:

Fire Chief Date Reviewed by: Date




