STATE OF NEW YORK - WORKERS' COMPENSATION BOARD
ESTADO DE NUEVA YORK - JUNTA DE COMPENSACION OBRERA

NOTICE OF COMPLIANCE

TO EMPLOYEES
IMPORTANT INFORMATION FOR EMPLOYEES WHO ARE
INJURED OR SUFFER AN OCCUPATIONAL DISEASE WHILE
WORKING.

1. By posting this notice and information concerning your rights as
an injured worker, your employer is in compliance with the
Workers' Compensation Law.

2. If you do not notify your employer within 30 days of the date of
your injury your claim may be disallowed, so do so
immediately.

3. You are entitled to obtain any necessary medical treatment and
should do so immediately.

4. You may choose any doctor, podiatrist, chiropractor or
psychologist referred by a medical doctor that accepts NY
State Workers' Compensation patients and is Board
authorized. However, if your employer is involved in a certified
preferred provider organization (PPO) you must first be treated
by a provider chosen by your employer and your employer
must give you a written statement of your rights concerning
further medical care.

5. You should tell your doctor to file copies of medical reports
concerning your claim with the Workers' Compensation Board
and with your employer's insurance company, which is
indicated at the bottom of this form.

6. You may be entitled to lost time benefits if your work-related
injury keeps you from work for more than seven days, compels
you to work at lower wages or results in permanent disability to
any part of your body. You may be entitled to rehabilitation
services if you need help returning to work.

7. You should not pay any medical providers directly. They should
send their bills to your employer's insurance carrier. If there is a
dispute, the provider must wait until the Board makes a
decision before it attempts to collect payment from you. If you
do not pursue your claim or the Board rules that your injury is
not work-related, you may be responsible for the payment of
the bills.

8. You are entitled to be represented by an attorney or licensed
representative, but it is not required. If you do hire a
representative do not pay him/her directly. Any fee will be set
by the Board and will be deducted from your award.

9. If you have difficulty in obtaining a claim form or need help in
filling it out, or if you have any other questions or problems
about a job-related injury, contact any office of the Workers'
Compensation Board.

NYS Workers' Compensation Board
Centralized Mailing
PO Box 5205
Binghamton, NY 13902-5205

Customer Service Line: 877-632-4996
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2.

.Para el

AVISO DE CUMPLIMIENTO

A EMPLEADOS
INFORMACION IMPORTANTE PARA EMPLEADOS QUE
SEAN LESIONADOS O SUFRAN UNA ENFERMEDAD
OCUPACIONAL MIENTRAS TRABAJAN.

Su patrono esta cumpliendo la Ley de Compensacion Obrera
cuando despliega este comunicado concerniente a sus derechos
como trabajador lesionado.

Si usted no notifica a su patrono dentro del término de 30 dias
de haber sufrido su lesidbn su reclamacion podria ser
desestimada, por eso notifique inmediatamente.

.Usted tiene derecho a recibir cualquier tratamiento médico

necesario relacionado con su
inmediatamente.

tratamiento de cualquier lesion o enfermedad
relacionada con el trabajo, usted puede escoger cualquier
médico, podiatra, quiropractico 6 psicologo (si es referido por un
médico autorizado) que esté autorizado y acepte pacientes de la
Junta de Compensacion Obrera. Sin embargo, si su patrono
esta autorizado a participar en una organizacion certificada de
proveedores preferidos (PPO), usted debera obtener tratamiento
inicial para cualquier lesion o enfermedad relacionada con el
trabajo de la correspondiente entidad. Patronos que participen
en cualquiera de estos programas establecidos por ley estan
obligados a proveer a sus empleados notificacion escrita
explicando sus derechos y obligaciones bajo el programa a que
esté acogido.

lesion y debe gestionarlo

. Usted debera requerir de su Médico que radique copias de los

informes médicos de su caso en la Junta de Compensacion
Obrera y en la compaiia de seguros de su patrono, que se
indica al final de esta forma.

. Usted tiene derecho a compensacion si su lesion relacionada

con el trabajo le impide trabajar por mas de siete dias, le obliga
a trabajar a sueldo mas bajo 6 resulta en incapacidad
permanente de cualquier parte de su cuerpo. Usted puede tener
derecho a servicios de rehabilitacion si necesita ayuda para
regresar al trabajo.

7.No pague a ningun proveedor meédico directamente por

8.

tratamiento de su lesion o enfermedad relacionada con el
trabajo. Ellos deben enviar sus facturas al asegurador de su
patrono. Si el caso es cuestionado, el proveedor debera esperar
hasta que la Junta decida el caso, antes de iniciar gestion de
cobro alguna contra usted. Si usted no tramita su caso 6 la
Junta falla que su lesion o enfermedad no esta relacionada con
el trabajo, usted podria ser responsable del pago de las facturas.
No es obligatorio el estar representado en ninguno de los
procedimientos de la Junta, pero es un derecho que usted tiene,
el estar representado por abogado 6 por representante
licenciado si usted asi lo desea. Si es representado, no pague al
abogado 6 al representante licenciado. Cuando la Junta decida
su caso, los honorarios seran determinados por la Junta y
descontados de sus beneficios.

. Si tiene dificultad en conseguir un formulario de reclamacién o

necesita ayuda para llenarlo 6 tiene dudas sobre cualquier
situacion relacionada con una lesion o enfermedad
comuniquese con la oficina mas cercana de la Junta.

CHAIR/PRESIDENTE
Workers' Compensation Board

Workers' Compensation benefits, when due, will be paid by (Los beneficios de Compensacion Obrera, cuando debidos, seran pagados por):

Insurance Company of the West
PO Box 509039
San Diego, CA 92150-9039

Policy in Force from

Name of employer (Nombre del patrono)

Clover Health Services, LLC
THIS NOTICE MUST BE POSTED
CONSPICUOUSLY IN AND ABOUT THE
EMPLOYER'S PLACE OR PLACES OF
BUSINESS.

Failure by an employer to post this notice in and about

Workers' Compensation Board
Prescribed of by Chairman

www.wcb.ny.gov
State New York

C-105 (9-17)

the employer's place or places of business may result in a
$250 penalty for each violation.




TO EMPLOYEES

State of Connecticut Workers’ Compensation Commission Revised 10-01-2021

The Workers’ Compensation Act (Connecticut General Statutes Chapter 568) requires your employer,

Clover Health Services, LLC

to provide benefits to you in case of injury or occupational disease in the course of employment.

Section 31-294b of the Workers’ Compensation Act states “Any employee who has sustained an injury
in the course of his employment shall immediately report the injury to his employer, or some person
representing his employer. If the employee fails to report the injury immediately, the administrative
law judge may reduce the award of compensation proportionately to any prejudice that he finds the
employer has sustained by reason of the failure, provided the burden of proof with respect to such
prejudice shall rest upon the employer.”

An injury report by the employee is NOT an official written notice of claim for workers’ compensation
benefits; the Workers’ Compensation Commission’s Form 30C is necessary to satisfy this requirement.

NOTE: You must comply with P. A. 17-141 (see next box, below) when filing a compensation claim.

The INSURANCE COMPANY or SELF-INSURANCE ADMINISTRATOR is:

Name [nsurance Company Of The West

Address 15025 Innovation Drive Telephone 858-350-2400

San Diego State CA Zip Code 92128

City/Town

Approved Medical Care Plan | | Yes | | No

The State of Connecticut Workers’ Compensation Commission office for this workplace is located at:

Main Headquarters - 21 Oak Street, 4th Floor 860-493-1500

Address Telephone

Hartford CT 06106

City/Town State Zip Code

Public Act 17-141 allows an employer the option to designate and post — “in the workplace location
where other labor law posters required by the Labor Department are prominently displayed” and on
the Workers’ Compensation Commission’s website [wcc.state.ct.us] — a location where employees
must file claims for compensation.

If your employer has listed a location below, you MUST file your compensation claim there.
When filing your claim, you are also required — by law — to send it by certified mail.

If blank below, ask your employer where to file your claim.

Employer Name

Address Telephone

City/Town State Zip Code

THIS NOTICE MUST BE IN TYPE OF NOT LESS THAN TEN Any questions as to your rights under the
POINT BOLD-FACE AND POSTED IN A CONSPICUOUS law or the obligations of the employer or
PLACE IN EACH PLACE OF EMPLOYMENT. FAILURE TO
POST THIS NOTICE WILL SUBJECT THE EMPLOYER TO .
STATUTORY PENALTY (Section 31-279 C.G.S.). to the employer, the insurance company, or

the Workers’ Compensation Commission

Date Posted: November 1, 2026 (1-800-223-9675).

insurance company should be addressed




=== pennsylvania REMEMBER: IT IS IMPORTANT TO TELL YOUR
ol SO s ey EMPLOYER ABOUT YOUR INJURY

The name, address and telephone number of your employer’s workers’ compensation insurance company, third-party
administrator (TPA), or person handling workers’ compensation claims for your company, are shown below.

Employer Name: Clover Health Services, LLC Date Posted: 11/01/2026
IF INSURED: IF SOMEONE OTHER THAN INSURER IS
(Complete all applicable spaces) HANDLING CLAIMS:

(Complete all applicable spaces)

Name of Insurance Company: Name of TPA (Claims administrator):
Insurance Company Of The West
Address: 15025 Innovation Drive Address:

San Diego, CA 92128
858-350-2400

Telephone Number: Telephone Number:

Insurer Code: 2370

IF SELF-INSURED IF SOMEONE OTHER THAN SELF-INSURER IS
(Complete all applicable spaces) HANDLING CLAIMS:
(Complete all applicable spaces)

Name of person handling claims at Name of TPA (Claims administrator):
the self-insured:

Address: Address:
Telephone Number: Telephone Number:
Insurer Code:

Any individual filing misleading or incomplete information knowingly and with the intent to defraud is in violation of Section 1102 of
the Pennsylvania Workers’ Compensation Act, 77 P.S. §1039.2, and may also be subject to criminal and civil penalties under 18 Pa.
C.S.A. §4117 (relating to insurance fraud).

Employer Information Claims Information Services Hearing Impaired Email
Services toll-free inside PA: 800.482.2383 PA Relay 7-1-1 ra-li-bwc-helpline@pa.gov
717.772.3702 local & outside PA: 717.772.4447

Auxiliary aids and services are available upon request to individuals with disabilities.

Equal Opportunity Employer/Program
LIBC-500 REV 09-22



POSTING NOTICE Form 16-NJ A

The law requires every insured employer to post and maintain notices
naming the company insuring its compensation liability “in a
conspicuous place or places in and about the employer’s place of
business.” The form of notice is prescribed by the Commissioner of
Banking and Insurance and shall be clearly printed on a minimum of
90+# index or on standard stock copy paper, 8 1/2" by 11” in size. The
company insuring its compensation liability may, upon request, send the
notice electronically to the employer. The content and arrangement of
items must be consistent with the layout shown below. In accordance
with 3:2-1 a duplicate filing must be made before the form is placed in
use.

NOTICE

The undersigned employer hereby gives notice that the
payment of compensation to employees and their dependents
has been secured in accordance with the provisions of the
Employer’s Liability Insurance Law, Title 34, Chapter 15, Article
5, Revised Statutes New Jersey, by insuring with the

(Insurance Company Of The West ) Insurance Company
for the period
Beginning 11/01/2026 Ending 11/01/2027

Employer Clover Health Services, LLC

In accordance with the above cited law, notice of compliance
must be posted and maintained conspicuously in and about the
employer’s workplaces.

Form 16 NJ A

© Compensation Rating and Inspection Bureau



AVISO Form 17 NJ

El empleador abajo firmante, notifica que el pago de
compensaciéon a empleados y sus dependientes ha sido
asegurado de acuerdo con las disposiciones de la ley de seguros
de responsabilidad del empleador, Titulo 34, Capitulo 15, Articulo
5, Estatutos Revisados del estado New Jersey, asegurandolos
con el

(Insurance Company Of The West ) Compaiiia de Seguros
por el periodo

Comenzando 11/01/2026 ...........................................................

FINalizando ...

=3 T L= T o

De acuerdo con la ley citada anteriormente, aviso de cumplimiento
deben publicarse y mantenerse de manera visible en y alrededor los
lugares de trabajo del empleador.

Form 17 NJ

© Compensation Rating and Inspection Bureau





