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FutureCo

Welcome,

We are pleased, on behalf of CBIA, to provide you with a copy of this
FutureComp “Claim Kit”. Included, you will find step by step instructions for
entering and reporting a claim, contact information for your dedicated
Service Team, as well as a brief explanation regarding medical case
management and other pertinent information to assist with the recovery of
your employees.

At FutureComp, we look forward to working together with you to effectively
manage your workers’ compensation needs.

Page 4



SECTION II

FUTURECOMP SERVICE TEAM

Page 5



cbia

& Workers' Comp
Program

CBIA WORKERS' COMPENSATION SERVICE TEAM
Call Toll Free 855-874-0123 and follow the system prompt

Todd R. Johnson, Administrator
President, FutureComp
Direct Line: 781-376-2682 / Cell: 508-572-0040
Email: Todd.Johnson@usi.com

CLAIMS & MEDICAL CASE MANAGEMENT TEAM

Kevin McKenzie, Senior Claims Adjuster Joanne Glenn, Claims Specialist Il
Direct Line: 603-665-6031 / Fax: 978-781-2263 Direct Line: 860-652-1059 / Fax: 610-537-2374
Email: Kevin.McKenzie @usi.com Email: Joanne.Glenn@usi.com

Steve Grahn, Vice-President Claims Manager
Ext: 413-750-4250 / Fax: 413-739-9330
Email: Steve.Grahn@usi.com

Margery Thompson RN-BC, BSN, CCM Kimberly A Ferris RN CCM

Nurse Case Manager Vice President of Medical Case Management-
Direct Line. 207-239-3329 / Fax: 610-362-8689 Ext: 413-750-4213 | Fax: 610-537-2729

Email: Margery.Thompson@usi.com Email: Kimberly.Ferris@usi.com

Loss Run Requests - Email: FutureComp-WCSupport@usi.com

Sonja Cruz Hilary Lyons

Technical Services Associate — Team Lead Technical Services Associate

Direct Line: 413-750-4321 / Fax: 413-739-9330 Direct Line: 413-750-4278 / Fax: 413-739-9330
Email: Sonja.Cruz@usi.com Email: Hilary.Lyons@usi.com

Sarah Depergola Francesca Cust

Vice-President & MIS Systems Reporting Technical Services Associate

Direct Line: 413-750-4273 / Fax: 413-739-9330 Direct Line: 413-750-4260 / Fax: 413-739-9330
Email: Sarah.Depergola@usi.com Email: Francesca.Cust@usi.com

Loss CONTROL & TRAINING

Rob Bolduc Daniel McCarthy CPEA

Loss Control Consultant Loss Control — Vice President/Team Leader

Direct Line: 860-652-1076 / Fax: 855-874-1288 Cell: 508-570-1449

Email: Rob.Bolduc@usi.com Email: Daniel.McCarthy@usi.com
MARKETING

Ryan Foye, Vice President, FutureComp
Direct Line: 781-376-2622 / Cell: 603-315-4872
Email: Ryan.Foye@usi.com

UNDERWRITING

Beatrice Mills, Underwriter Kelly Grahn, CIC, CISR, Underwriting Manager
Direct Line: 860-652-1046 Direct Line: 781-939-2004
Email: Beatrice.Mills@usi.com Email: Kelly.Grahn@usi.com

95 Glastonbury Boulevard, Suite-406, Glastonbury, CT 06033
FAX: (855) 874-1288
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Reporting and First Report of Injury

There are a couple of different methods to report claims for FutureComp. The preferred method would

be to input claims directly into the FutureComp Claims System. You also do have the ability to e-mail or
fax an injury report to us.

=  Entering Claims via the FutureComp Claims System
o Instructions on how to file a claim are location on pages 12-18

o If you require a username and password, please contact:
Sarah Depergola
Vice-President & MIS Systems Reporting FutureComp
Tel: 413-750-4273 / Fax: 413-739-9330
Email: Sarah.Depergola@usi.com

Sonja Cruz
Technical Services Associate — Team Lead
Tel: 413-750-4321 / Fax: 413-739-9330
Email: Sonja.Cruz@usi.com

Hilary Lyons
Technical Services Associate
Direct Line: 413-750-4278 / Fax: 413-739-9330
Email: Hilary.Lyons@usi.com

Francesca Cust
Technical Services Associate
Direct Line: 413-750-4260 / Fax: 413-739-9330
Email: Francesca.Cust@usi.com

If submitting a claim via-email or fax (first report of injury can be found on pages 9-11), please send the
information to:

Joanne Glenn
Claims Specialist Il
Tel: 860-652-1095 / Fax: 610-537-2374
Email: Joanne.Glenn@usi.com

Kevin McKenzie
Senior Claims Adjuster
Tel: 603-665-6031 / Fax: 978-781-2263
Email: Kevin.McKenzie@usi.com

*Do not submit First Reports of Injury to the State of Connecticut
FutureComp will file these electronically for you
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When to File

File this form upon receipt of notice of any injury alleged to have occurred in the
course of employment. This form is not an admission of liability. It must be filed
even if you believe the employee is not injured or that the employee is not
entitled to benefits.

Where to File

E-mail or fax to:

Joanne Glenn, Claims Specialist Il
Fax: 610-537-2374
Email: Joanne.Glenn@usi.com

Kevin McKenzie, Senior Claims Adjuster
Fax: 978-781-2263
Email: Kevin.McKenzie@usi.com
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Employer’s First Report of Occupational Injury or lliness

File pursuant to C.G.S. § 31-316 for injuries that result in INCAPACITY FOR ONE DAY OR MORE. Please TYPE or PRINT IN INK.

Employer (Name, Address & Zip)

Send this form to: Workers’ Compensation Commission, 21 Oak Street, Hartford, CT 06106-8011

Phone #

State of Connecticut
Workers’ Compensation Commission

Rev. 3-17-2006

Carrier / Administrator Claim #

Date filed in Chairman’s Office

(for WCC use only)

OSHA Log Case # Report Purpose Code

Jurisdiction

Jurisdiction Claim #

Employer’s Location Address (if different)

SIC Code FEIN

Carrier (Name, Address & Zip)

Phone #

Claims Administrator (Name, Address & Zip)

Policy / Self-Insured #

Employee: Last Name First Name

Policy Period (MM/DD/YY)

O check, if Seff-nsured | oo

Middle Name Date Hired (Mm/DD/YY)

Address (incl. Zip)

Phone #

Phone #

Phone #

TO:

State of Hire
e

Occupation / Job Title

D Male

Rate of Pay $

D Female

Date of Birth (MM/DD/YY)

Date of Injury / lliness (MM/DD/YY)

Social Security #

Town of Injury / lliness

Time Employee Began Work
O am

O pm.

Did Injury / lliness occur
on Employer’s Premises?

D Yes D No

Time of Occurrence O cannot be determined

O am
3 pm.

Type of Injury / lliness

Date Employer Notified (vM/DD/YY)

Part of Body Affected

D Hour D Day D Week D Bi-Weekly @ Other

Physician / Health Care Provider (Name, Address & Zip)

NCCI Class Code
per

Hospital (Name, Address & Zip)

Date Disability Began (MM/DD/YY)

Type of Injury / lliness Code

Date Last Worked (MM/DD/YY)

Part of Body Affected Code

Date Return(ed) to Work (MM/DD/YY)

Were Safeguards or Safety
Equipment provided?

D Yes D No

D Yes D No

i 2
If provided, were they used? Initial Treatment

If Fatal, Date of Death (MM/DD/YY)

All equipment, materials, and/or chemicals employee
was using when accident or illness exposure occurred:

Specific activity and/or work process employee was
engaged in when accident or illness exposure occurred:

Contact Name

How Injury / lliness Occurred — Describe the sequence
of events, including any objects or substances that
directly injured the employee or made the employee ill:

[ No Medical Treatment

D Minor — by Employer

[ Minor — by Clinic / Hospital

Date Administrator Notified (MM/DD/YY)

D Emergency Care
D Hospitalized More Than 24 Hours

D Future Major Medical — Lost Time
Anticipated

Date Prepared (MM/DD/YY)

Preparer’s Name & Title

Phone #

Cause of Injury Code

Phone #
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Accessing the Claims System from the Web

Copy and paste the web address to your browser and press Enter:

https://www.futurecompclaims.com
Then, click “Report a Claim” on the top right.

You will see the below screens:
[ Future Comp Claims x  +

() htips;//www.futurecompelaims.com a A » Gl o s

FutureCompr R Repotscam

Third-Party Administration Servicessford
Programs

Welcome to FutureComp

A Premier Full-Service Third-Party Administrator of Workers’ Compensation, Injured on Duty, Heart and Hypertension, Disability and Liability Programs

We Look Forward to Exceeding Your Expectations and Servicing All Your Program Needs

Connecticut | Maine | Massachusetts | New Hampshire | New Jersey | New York | Pennsylvania | Rhode Island | Vermont

FutureComp®

[ Future Comp Claims X @ futurecompenterprisejw-filehan: X =

[B1 https/futurecompenterprise jw-filehandler.com/Login.aspx A * 4N

FileHandler

enterprise

Version 4.1.00.06 Build 1

Please log in to continue
User ID nm
Password
Remove other sessions for this user ID.
Login | SSOLloglin

Forgot Password?

?
e st pomerdty | W o]
:
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How to Report a Claim

Step 1
= Select File

Add Claim

= LOB(Line of Business)> Dropdown- Workers compensation/Injured on Duty
= _ Complete all drop downs

)FileHandlert‘nrt‘rpl Leslie Giroux (Adjuster) # [

Home Clam > Fle >  Tools »  User >  Reports »

NEW CLAIM WIZARD - STEP 1

Claim Information

LoB Workers' Compensation ¥ FindTier Y
Tierl FutureComp Demo v
Insured Demo Hospital v
Tier3 Medical Offices Building v
Tier4 Physician's Billing h
Tier5 Nia v
Tier6 Nia ¥

Next ™ Cancel %

Step 2

e Complete fields, RED * are mandatory.
D FileHandler enterprise LeslieGrouc(Aduster) # B> & Z B 0 wo© 1 ([ <

Home  Clam >  File >  Tools »  User >  Reports »

NEW CLAIM WIZARD - STEP 2 (WORKERS' COMPENSATION) I il 4
Claim Information s s @ 7 ; : fﬂ
Claim Category Reserved b M o2 13 115 16 17
Handler * Petry, Kristina z 1818w oM @ o

Auto Assigned % 27 28 B

Bill To Client * FutureComp Demo ¥
Client Contact ~

Tier Claim Num

* = NoDiaries Due &

Received Date 02/06/2024 10:20 am

*
Loss Date = Open Image Tasks (1)

Reported Date *
Claim Type * py: = Priority Diaries Due (1)
Lost Time? * Mo - i= Claims Accessed (1) 2

Claimant Information = NoUnread Messages £

Employee Num Find  Search Q Home Phone = No User Distribution Reports

First Name * i Work Phone

LastName * Other Phone

Address 1 * Gender * Unknown v

Address 2 Marital Status Unknown v

*
City * DOB

State * . HireDate *
Zip *

SS# *

Facts

Loss Causation * P

Nature of Injury * = .
Body Part * -

Treatment Code -

Benefit State * -

Accident Location

Accident City

Injury Site State =
Injury Site Zip

Wage Period -
g Weekly Wage 0.00

Loss Condition Code -
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Home Claim » Fia »

Click “Finish”
When you reach screen titled “ Claim Detail” you have completed New Claim Entry. This
screen will include claim number.

Leshie Giros

FTC-0000104, Sunsbine N SITOAES, Mathieu

Dy Claim Detai

& Comespondence
B centacs

& Pames

I subrogaton
A Lingation

$ Payables

I Reports

(=R

CLAIM DETAIL

Edit Claim Detad #  Reassign Ter  Snap Shot @

Claim & *
Claimant
Insured

Lowest Tier *
Handlar

Otk Claim #
Emgloyer Claim #
Clien claim #
Client Contact
Bill b cliant *

Loss causation

Accident location
Claim type

Claim Status

Benefit stata *

List i

0OSHA

Second Handler

SIC Code

S Code Description
NAICS Code

NAICS Code Description
Denial Date

Sunshine, Susie
Dema Hospital
MNia

Petry, Kristina

FutuComp Dema

e, Scrape-injured By Hand

ool, l: Bt Pormred

istory @ Mew FlashForm

Received date *
Reported date *
Loss date *

Date emitared
Status

Closed date
Clesure mathod
Recpened date
Stata juris &
Catastrophe flag
Catasirophe #

In hearing
Jurisdiction Branch
Pharmacy Eligible
Sant 1o MyMakrizx
Mymatixx Status Code

Void Claim Days Openi 0

e’ Campenaation

Resarved

No

Alcwed

Mymatrixx Termination Date

Disability Date
Sattlement Date
Terminaticn Date

Sult Date
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FileHandler “How To”

Search for Claim
® Goto “Claim” then “Search”

v @ futurecompenterprise jw-filehz: X +

&« > 2% futurecompenterprise jw-filehandler.com/Home.aspx#

@ DIA login DIA Fee Schedule E Medicare Fee Sched.. @) FileHandler €Y Fidelity NetBenefits.. @ Adobe Acrobat

h ’ FileHa JAterprise Leslie Giroux (Adjuster)

Home Claim > File » Tools »

Diary Audit

Image Task Audit Claim Status Open v Loss Cause

T Branch Omni Underwriting Managers, LL ~  Policy #

Legacy Claim # Handler v VIN
State Jurisdiction # LOB + Notes
Loss Date Range To Claim Type v
Received Date Range To

Party Information
First Name Party Status + | Phone
Last Name DOB
SSN In Lit ~ | In Subro v

Other
Level 1= FutureComp Demo TiarlE o Retrieve| 2500 rows v || goo0p Q |[ Reset 2 |[ clear &

Tips for Navigation: Search by entering any of the below information, start with first name-last name
or claim number if known.

v @ futurecompenterprisejv x  +
<« c 23 futurecompenterprisejw-filehandler.com/Home.aspx
@ Dlalogin (@) DIA Fee Schedule I Medicare Fee Sched... @) FileHandler @) Fidelity NetBenefits.. @ Adobe Acrobat

7Fi]e}{andlerc‘nrﬂrprfse. Leslie Giroux (Adjuster) # & R [

Home Claim » File > Tools » User » Reports >

CLAIM SEARCH

Claim Information

Claim # pen or Reopened +| LossCause
Client Claim # Branch Omni Underwriting Managers, LL ~| Poliey #
Legacy Claim # Handler ~| VIN

State Jurisdiction # LOB ~ | Notes

Loss Date Range To Claim Type ~

Received Date Range To

Party Information

First Name Party Status +| Phone
Last Name DOB

ssN InLit + In Subro v
Other
Level Tier Filter ¥ Retrieve| 5010WS ¥ || Search Q || Reset & || Clear &
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Reviewing Notes
e Go to “Claim Detail” then “Notes”

v @ furccompenterprisejw-filche X+ - X

<« c futurecompenterprise jw-filehandler.com/Home.aspx# ¥ [n] a a

@ Dt login (@) DIA FeeSchedule [ Medicare Fee Sched... @) FileHandler @) Fidelity NetBenefits.. @ Adobe Acrobat [ Al Bookmarks

D FileHandler enterprise LeslieGioux(Adjustey # =2 & @ B B8

Home  Claim >  File >  Tools »  User >  Reports >

7223492, Marshall * < April 2024 >
Sun Mon Tue Wed Tha Fi  Sat

1@ 3 4 5 6

CLAIM NOTES nom o ow s s o

7223492 - Dana Marshall % 23 3
< | Giroux, Leslie v

- Diary

- Reserve Update
Insert + | Edit # Move 4| Copy @1 | Email & | Report & | Show/Hide Search @

- Poliey .

- User defined Party Handler Note Type Note Date + Note Text

Diaries Due (6)

L o Fiids Marshall, Dana  Sutter RN.CCM, Jane  Nurse Case Management ~ 04/01/2024 1239 PM  Contact provider Requested update re MRI results and NOV from MD office EMail rec'd from providerp...

O o hea iy Fontaine, Heather OFAC Search Completed  04/01/202411:23 AM  OFAC search was completed on 04-01-2024 and NO OFAC MATCH found for payee: Dana Marshall No Image Tasks &
o ey Marshall, Dana  Sutter RN CCM, Jane  Nurse Case Management ~ 03/25/2024 1:18PM  Contact providerCall to provider office re NOV date; cervical MRI scheduling, (auth'd per URJNOV pen = Reserve Approvals Pending (1)
- Employer Cruz, Sonje OFAC Search Completed  03/25/20249:56 AM  OFAC search was completed on 03-25-2024 and NO OFAC MATCH found for payee: Dana Marshall

Priority Diaries Due (208)
- Maintenance Log Marshall, Dana  Simpson, Tricia Facts Summary 03/23/20242:09PM  CLAIM REVIEW - 63 year old Unit Supervisor. On the date of Injury, he was exiting the men's room .

= i= Claims Accessed (4) 0

- 180 ClaimSearch Depergola, Sarah OFAC Search Completed  03/22/20247:37 AM  OFAC search was completed on 03-22-2024 and NO GFAC MATGH found for payee: OMNI UNDERWRITING MANAGER
= Elp e Feinstein, Sandra OFAC Search Completed  03/18/20249:33 AM  OFAC search was completed on 03-182024 and NO OFAC MATCH found for payee: Dana Marshall LAl
S Marshall, Dana__Fitzgerald, RN, Debra___ Utilization Review 03/12/2024 10:49 AM__MRI approval faxed to provider. Confirmation received. From: RightFax E-mail Gateway = No User Distibinion Reports
= EmEy Note Date 04/01/2024
- ODG Analysis Note Text Contact provider

Requested update re MRI results and NOV from MD office

et

- Lefters per Janelle

MRI done 3/16/24
- Attachments A Appt on 4/10/24 to review the MR results
- First Report Correspondence

Per 3/16/24 cervical MRI; Impression
- Messaging

Multilevel degenerative changes as detailed above with multilevel moderate-to-severe
- E ¥ foraminal stenosis acress C3-C4, C4-C5, C5-C6 and C6-C7. Associated multilevel mild-

to-moderate spinal canal stenosis, most prominent at C5-C6 and C6-CT.
B contacts ~

02 ooine v T

Tips for navigation:
e Move slide bar on right up and down to review entered notes
e Type in key words in “Text Contains” box, then “Search”
e Use slide bar under “Note Type”, check box of note type then “Search”

v futurecompenterprise ju-fieha: X - x
P 2]
<« c futurecom penterprise jw-filehandler.com/Home. aspi# %) O 1 0 @
@ DlAlogin (@ DIA Fee Schedule E Medicare Fee Sched. @) FileHandler @) Fidelity NetBenefits.. @ Adobe Acrobat [0 Al Bookmarks
)Fileﬂandlel enterprise Leslie Giroux (Adjuster) # B B @ f B woow® | _ o}
Home  Claim » File > Tools >  User > Reports »
7223492, Marshall ¥ < April 2024 >
Sun Mon Tue Wed Thu Fri Sat
1@ s & 5 s
B Claim Detail Displaying 50 of 210 rows 7 8 o w11 o2 13

- Notes CLAIM NOTES N ;w3 M B B 2

- Diary

7223492 - Dana Marshall % 29 320

~
- Reserve Update %> | Giroux, Leslie v

Insert # | Edit & Move v | Copy €1 | Emal & | Report &  Show/Hide Search B

- Policy :

s Party Handler Note Type Note Date + Note Text

Diaries Due (6)

- EmEEE Marshall, Dana  Sutter RNCCM, Jane  Nurse Case Management ~ 04/01/202412:39 PM  Contact provider Requested update re MRI results and NOV from MD office EMail recd from providerp...

- Speckithnding Fontaine, Heather OFAC Search Completed  04/01/2024 11:23 AM  OFAC search was completed on 04-01-2024 and NO OFAC MATCH found for payee: Dana Marshall Nolmage Tasks o
- Accident Facts Marshall, Dana  Sutter RN CCM, Jane  Nurse Case Management ~ 03/26/2024 1:18PM  Contact providerCall to provider office re NOV date; cervical MRI scheduling, (authid per URINOV pen o
- Employer Cruz, Sonja OFAC Search Completed  03/25/2024 956 AM  OFAC search was completed on 03-25-2024 and NO OFAC MATCH found for payee: Dana Marshall
Priority Diaries Due (208)
- Maintenance Log Marshall, Dana  Simpson, Tricia Facts Summary 03/23/2024208PM  CLAIM REVIEW - 63 year old Unit Supervisor. On the date of injury, he was exiting the men's room a
- 12 Claims Accessed (4)
IS0 ClaimSearch Depergola, Sarah OFAC Search Completed  03/22/2024737 AM  OFAC search was completed on 03-22-2024 and NO OFAC MATCH found for payee: OMNI UNDERWRITING MANAGER
- No Unread Me 2
R Feinstein, Sandra OFAC Search Completed  03/18/2024933 AM  OFAC search was completed on 03-18-2024 and NO OFAC MATCH found for payee: Dana Marshall 0 Unread Messages &
¢ lerts Marshall, Dana _ Fitzgerald, RN, Debra___ Utilization Review 03/12/2024 10:49 AM__ MRl approval faxed to provider. Confirmation received. From: RightFax E-mail Gateway = No User Distiution Reports
ey Note Date 04/01/2024
- 0DG Analysis Note Text Contact provider
Requested update re MR results and NOV from MD office
(e EMail rec'd from provider
B i % per Janelle
MRI done 3/16/24
& parties v Appt on 4/10/24 to review the MRI results
B ceier V Correspondence
Y Per 3/16/24 cervical MRI; Impression
& Litigation M Multilevel degenerative changes as detailed above with multilevel moderate-to-severe
foraminal stenosis across C3-C4, C4-CS5, C5-C6 and C6-C7. Associated multilevel mild-
$ Payabl
ayables ~

to-moderate spinal canal stenosis, most prominent at C5-C6 and C6-CT.
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Review Attachments
e Go to “Correspondence” then “Attachments”

v o ompenterpriseju-fileh: X+ - X
< 3 futurecompenterprise jw-filehandler.com/Home.aspx# W O oe :
@ o DIA Fee Schedule 0 Medicare Fee Sched... @) FileHandler @} Fidelity NetBenefits.. @ Adobe Acrobat [ All Bookmarks

LesiieGiroux (Adjuster) # B> & @ B 8 wo« © 1 ([IIIEGEE <

Tools > User > Reports »
7223499 2 < April 2024 >
. Sun Mon Tue Wed Thu Fri Sst
1@ 3 4 5 6
B clar 7 - Displaying 50 of 213 rows 7 8 % 10 oM 1221

Correspandence o ATTACHMENTS 21 2 23 24 25 2 27

- Letters " 28 29 30
- Attachments | Giroux, Leslie v
e Move & | Copy € Assign Tasks & || Download Attachments & | Merge || Email &1 || Hide Split |Moveto Folder| || Show/Hide Search @
e R D
= [ O Name Extension  Folder Size Date + Pages Category Image Type Description Read Doc#
= i= Diaries Due (6) &
= Email v |LJ S MarshalMRireport.pdf pdf v 547467  04/01/2024 2 Managed Care v ~ I Cervical MRI 3/16/24 with comp: FN@
~ " - No Image Tasks '
B Contacts v [0 % Invoice#_FTC-0004687_Combined.pdf pdf v | 45796 03/22/2024 General v | Time and Expense Invoice ~ | [ Invoice # : FTC-0004687 (Sumn | No
i Parties v [0 % Marshall IME ltrdoex docx v| 102604 03/12/2024 2 General v | |IME LTR EMAILED 3/12/24 No = Reserve Approvals Pending (1)
M subrogation ~ [0 % Marshall 801-870.pdf pdf v| 4636226  03/12/2024 70 General v ~ | | MEDIC No 1= Priority Diaries Due (208)
#, Litigation ~ [0 % marshall 601-800.pdf pdf v| 10998992 03/12/2024 200 General v v| [MEDIC No e e
$ Payables v L% Marchall 201400 nrlf it v| 134R1880_n2/12/9004 200 Ganaia v v [mEnic NA i
ald,| 41/2 || T L2 0MNABHE el B | - Search wilal = No Unread Messages &2
lshl Reports ~ 7 m
= No User Distribution Reports
NCM/UR X 3/25/24, 2:24 PM Marshall, Dana (MRN: 00336622) DOB: 11/20/1958
@ silling v

MRI Cervical Spine (Neuro) Without Contrast
Performed: 3/16/2024 at 7:25 AM

{ Accession Number: E43178939
Reason For Exam Exam Images
* Cervical radiculopathy, prior C-spine surgery (Link Unavailable) Show images for MRI Cervical Spine
E - All Patient Images o
. vl ,

Tips for navigating Attachments:

o Move slide bar on right up and down to review entered notes

o Type in key words in “Description” box, then “Search”

o Use slide bar under “Type”, check box of note type then “Search”

v @ futurecompenterpriseji-fish: X+ - X
< € 25 futurecompenterprise,jw-filehandler.com/Home.aspx# pe [n} o a
@ DiAlagin (@ DIA Fee Schedule g Medicare Fee Sched.. @) FileHandler @Y Fidelity NetBenefits.. @ Adobe Acrobat [ All Bookmarks

D FileHandler enterprise Leslie Giroux (Adjuster) # B B @ B B wiwm © | _ Q

Home  Claim > File > Tools »  User >  Reports >

7223492, Marshall * < April 2024 >
Sun Mon Tue Wed Thu Fri Sat

1 @ 3 4 5 &

< D g 50 of 213 rows 7 8 9 10 1M 12 13

HMENTS nowon oo o

- Diary

72 Dana Marshall ®oE
- Reserve Update =) Kdded From o Z | Giroux, Leslie v
- Polic) i
! igned v) Trpe O il Attachment e,
- User defined [ Time and Expense Invoice
Diaries Due (6) 7

- Custom Fields Description
- Special handling Merge File Type Filter 7 2010k b bttt
- Accident Facts Category v Apply Filter ¥ || Clear Filter & = Reserve Approvals Pending (1)
- Employer =

Upload Attachments & = Save Move @ | Copy = [PREEE AssignTasks #  Download Attachments & | Merge | Email &  HideSplit Moveto Folder v | Show/Hide Search & e e D 2
- Maintenance Log

cl A d(4)
- S [0 Name Extension Folder Size Date + Pages Category Image Type Description Read Doc# i
- Claim Additional ] % MarshallMRIreport.pdf paf v 547467  04/01/2024 2 Managed Care v v [ Cervical MRI 3/16/24 with comp: SN
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Case Management is a collective process of assessment, planning, facilitation, care coordination,
evaluation and advocacy for options and services to meet an individual’s and family’s
comprehensive health needs through communication and available resources to promote patient
safety, quality of care, and cost-effective outcomes.” (Case Management Society of America.

MEDICAL CASE MANAGEMENT

What is a case manager? 2017)

The nurse works collaboratively with all stakeholders to provide clinical expertise, effective
communication and problem solving to help establish the best plan of care and provide clinical

oversight to help injured employees return to work as quickly and safely as possible.

The underlying premise of FutureComp case management is that when an individual reaches the
optimum level of wellness and functional capability, everyone benefits: the individual being
served, their support system, the health care delivery system and the reimbursement sources or

payers.

The goals of Medical Case Management are:

Assist the employee to achieve an optimal level of wellness and function by facilitating
timely and appropriate health services.

Facilitate early return-to-work through transitional/light duty return-to-work programs.
Assure appropriateness of treatment.

Assure appropriate duration of treatment.

Through communication and consultation with claim adjusters facilitate appropriate
expenditure of claims and timely claim determinations.

Channel injured workers to their approved Preferred Provider Network providers when
appropriate.

To assure that the injured worker receives quality, cost effective medical care.
Enhance employee productivity, satisfaction and retention.

Medical Case Management consists of the following steps:
Information gathering

Assessment/Problem identification

Rehabilitation plan development/Goal setting
Rehabilitation plan implementation

Ongoing and timely reporting

Rehabilitation plan follow through and outcome assessment
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Wage Statement Form

When to File

File this form as soon as you know that the injured employee will be absent one
or more days from work. This form is used to calculate the injured employee’s
average weekly compensation.

Where to File

E-mail or fax to:

Joanne Glenn, Claims Specialist Il
Fax: 610-537-2374
Email: Joanne.Glenn@usi.com

Kevin McKenzie, Senior Claims Adjuster
Fax: 978-781-2263
Email: Kevin.McKenzie@usi.com
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WAGE STATEMENT

CLAIM NO.:
EMPLOYER NAME AND ADDRESS: EMPLOYEE NAME:
JOB TITLE:
DATE OF INJURY: SOCIAL SECURITY NO.:
DATE OF DISABILITY: DATE OF HIRE:
RETURN TO WORK DATE (if any) DATE OF THIS STATEMENT

Indicate below gross wages, including overtime, for 52 calendar weeks prior to the accident. If employee worked less than 52 weeks,
give wages from date he/she entered employment. If employee worked less than 2 calendar weeks, provide weekly earnings of a

similar worker in the same class of employment who has worked for one year or more.

Year: Gross Year: Gross Year: Gross
Wook [ weoknang | ApeiriPast | Wk | weokenang | Apurtied | Wesk [ e enang | AP
Month | Day Overtime Month | Day Overtime Month | Day Overtime
1 19 37
2 20 38
3 21 39
4 22 40
5 23 41
6 24 42
7 24 43
8 26 44
9 27 45
10 28 46
11 29 47
12 30 48
13 31 49
14 32 50
15 33 51
16 34 52
17 35
18 36 TOTAL
Was this employee given free rent, lodging, If yes, state weekly value thereof and describe $
board, tips, bonus or other allowance in addition
to the above earnings
[ ]Yes [ 1No

| CERTIFY THAT THE ABOVE IS A TRUE COPY OF THE PAYROLL RECORD OF THE ABOVE NAMES EMPLOYEE OR AN EMPLOYEE IN THE

SAME CLASS OF EMPLOYMENT

Name of Fellow Employee Employer Preparer’s Signature

Preparer’s Title
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State of Connecticut

Filing Status and Exemption Form

When to File

File this form as soon as you know that the injured employee will be absent one
or more days from work. This form is used with the Wage Statement Form to
calculate the injured employee’s compensation.

Where to File

E-mail or fax to:

Joanne Glenn, Claims Specialist Il
Fax: 610-537-2374
Email: Joanne.Glenn@usi.com

Kevin McKenzie, Senior Claims Adjuster
Fax: 978-781-2263
Email: Kevin.McKenzie@usi.com
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State of Connecticut

Workers’ Compensation Commission
Please TYPE or PRINT IN INK

Rev. 7-13-2009

WCC File #

Filing Status and Exemption

This form must be executed in every case of compensable disability for injuries occurring
ON OR AFTER October 1, 1991, and must be completed in its entirety.

Date filed in District

EMPLOYEE
Name Date of Birth (required)
Address
City/Town State Zip Code
(for WCC use only)
FILING STATUS AND EXEMPTIONS — In order to determine your weekly benefit rate, as per DATE OF INJURY:

Sec. 31-310 C.G.S.,we need the following information:

1. Select your Federal tax filing status based upon your ACTUAL filing status as of the date of injury, listed at right:

(Must match your tax return, as if you were filing with the IRS on the date of your injury.)

U single ) Head of Household U Married filing jointly U Married filing separately
2. Number of exemptions (including yourself) as of the date of injury listed at right =
3. FICA withheld for the above-named employee? ............c..c.coceeerennnne LYES L NO — If NO, insurer must manually calculate weekly benefit rate.

4. Check all appropriate boxes:

| Employee 65 years of age or older (| Employee legally blind d Spouse 65 years of age or older (| Spouse legally blind
5. List name (yourself first), date of birth, and relationship to you for all exemptions included in question #2, above:

Name Date of Birth Relationship
SELF

CONCURRENT EMPLOYMENT — To be certain you receive all the benefits to which you are entitled, provide the following information
if you were working for more than one employer on the date of injury indicated above:

Name of Employer Address Date of Hire

NOTE: Wage information for each concurrent employer must be supplied by the claimant.

SIGNATURE OF INJURED WORKER OR REPRESENTATIVE

| hereby attest that the above information is correct to the best of my knowledge.

Employee’s Signature Date
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STATE OF CONNECTICUT
WORKERS’ COMPENSATION COMMISSION

AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS
BY A HOSPITAL/PROVIDER
FOR THE PURPOSE OF ADMINISTERING A
CONNECTICUT WORKERS’ COMPENSATION CLAIM FOR BENEFITS

PATIENT NAME: DATE OF BIRTH:
(PLEASE PRINT NAME) (REQUIRED)

BODY PART(S):

I, the undersigned, authorize:

(HOSPITAL/PROVIDER)

to disclose, in writing, protected health information [PHI] to:

(PERSON OR ENTITY TO WHOM INFORMATION IS TO BE DISCLOSED)

and its attorneys and/or representatives. The PHI to be disclosed is relevant medical records and reports relating to
my medical treatment/consultation/examination and/or diagnostic procedures performed at the above-named
medical facility and which pertain to an injury/occupational disease for which I am claiming benefits under the
Connecticut Workers” Compensation Act. I understand the information disclosed based on this authorization may
include mental health treatment records and information regarding HIV/AIDS status, treatment or testing.
INFORMATION RELATING TO TREATMENT FOR ALCOHOL AND DRUG ABUSE WILL NOT BE
RELEASED WITHOUT MY SPECIFIC CONSENT in accordance with state and federal law." I understand
I have the right to inspect or copy the PHI to be disclosed as permitted under federal HIPAA law and state law.

I UNDERSTAND THAT I HAVE THE RIGHT TO REFUSE TO SIGN THIS AUTHORIZATION.

I UNDERSTAND THAT I HAVE THE RIGHT TO REVOKE THIS AUTHORIZATION. In order to revoke
this authorization I may, at any time, send written notification to the above-named HOSPITAL/PROVIDER.
I understand that my revocation of this authorization is ineffective to the extent that the above-named
HOSPITAL/PROVIDER has relied on this authorization to disclose PHI relating to me.

I UNDERSTAND THAT PHI DISCLOSED PURSUANT TO THIS AUTHORIZATION MAY BE
REDISCLOSED BY THE PERSON OR ENTITY I HAVE IDENTIFIED ABOVE AND MAY NO
LONGER BE PROTECTED FROM DISCLOSURE TO OTHERS BY FEDERAL OR STATE LAW.
I understand that the above-named HOSPITAL/PROVIDER may not condition my treatment on whether I provide
authorization for the requested use or disclosure.

I UNDERSTAND THAT I HAVE THE RIGHT TO DETERMINE A DATE OR EVENT AT WHICH TIME
THIS AUTHORIZATION EXPIRES. I am identifying the expiration date of this authorization to be
COMPLETION OF WORKERS’ COMPENSATION LITIGATION AS EVIDENCED BY A STIPULATION OR
FINDING AND AWARD/DISMISSAL, OR IN THE EVENT OF APPELLATE REVIEW, A FINAL
DETERMINATION BY THE HIGHEST APPELLATE AUTHORITY TO WHOM AN APPEAL IS MADE.

I further understand that federal HIPAA law does not require me to provide an authorization in this form as the
purpose of this authorization relates to a Workers’ Compensation matter. However, I understand that as a practical
matter, my authorization in this form may facilitate the processing and administration of my claim for Workers’
Compensation benefits.

My signature below indicates that I have read and understand this Authorization and its terms.

Signature of Patient Date

! Any consent to release information pertaining to treatment for drug and alcohol abuse must conform to the requirements of state law and the
federal regulations, e.g., Part 2 of Title 42 of the Code of Federal Regulations.
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Mileage Worksheet for Medical Treatment — Examination — Physical Therapy — Laboratory Test

[Section 31-312 C.G.S.]

Rev. 3-17-2006

Employee Name

Date of Injury

Employer Name

(Please TYPE or PRINT IN INK)

Claim #

DATE:
Month / Day / Year

FROM:
City / Town , State

TO:
City/ Town, State

REASON FOR VISIT — NAME OF PHYSICIAN

or Other Health Care Provider

ROUND-TRIP
MILEAGE:

DATE SUBMITTED

TOTAL MILEAGE =
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Workers’ Compensation — Employee Medical & Work Status Form

i . i Give a copy to employee at time of visit M File a copy in medical file
To Be Completed by Attendlng PhySIclanIOfflce Fax a copy to carrier, TPA, employer, or designee within one business day of visit

Rev. 9-26-2011

Employee Name: Date of Birth: / /
(last) (first) (middle)

Employer Name: Department/Division:

Employer Address/Location:

Initial or Follow-Up Visit (circle one) Payer/Managed Care Plan Name: Claim#:
Date of Injury/lliness: / / Date of this visit: / / [ Employee will be seen in this office for
Employee’s job (as stated by employee): follow-up on / /

WORK STATUS - Having evaluated/treated this employee today, in my opinion:

J Employee may continue regular work duty. [ There is no change from prior visit.

O Employee may return to his/her regular work on / / without restriction.

O Employee can return to work on / / with the following functional capabilities: In an 8-hour workday, employee may:

1-2 hours 2-4 hours 4-6 hours 6-8 hours None

Stand Q Q a a a
Walk a a a (] (]
Sit a a a (] (]
Bend/Squat a Q Q Q a
Climb a a a (] (]
Reach a Q a a a
Twist a a a (] (]
Crawl a Q a a a
Drive Q Q Q a a
Foot/Feet Q Q a a a
Hand(s) a a a [ (]

[ Patient is able to lift [ Patient is unable to lift greater than  pounds.

Patient may use [ RIGHT [ LEFT [ BOTH foot/feet for repetitive movement as in operating foot controls.
Patient may use [ RIGHT [ LEFT [ BOTH hands for repetitive [ single grasping [ fine manipulation [ pushing and pulling.

The restrictions noted above are in effect until / /

] Employee is Temporarily Totally Disabled until / / or pending recheck here on / /

O Employee is on medication that will restrict his/her ability to work safely. Explain:

I HAVE DISCUSSED THIS PATIENT'S WORK RESTRICTIONS TELEPHONICALLY TODAY WITH HIS/HER EMPLOYER’S REPRESENTATIVE, OR HAVE
COMPLETED THE EMPLOYER’S WORK STATUS FORM IN LIEU OF COMPLETING THE RESTRICTION PORTION OF THIS FORM. RELEASE TO REGULAR
DUTY WITHOUT RESTRICTIONS AND/OR TOTAL DISABILITY MUST BE DOCUMENTED USING THIS FORM OR THE EMPLOYER’S STANDARD FORM.

DIAGNOSIS: TREATMENT PLAN:
Provider Name (print): Provider Address:
Provider Signature: Date: / /
| have received a copy of this document—Employee Signature: Date: / /
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® | S o
Workers’ Compensation Temporary Prescription ID Card | myMatrfxx'

An Express Scripts Company

)) To the Injured Worker:
On your first visit, please give this notice to any / \
pharmacy listed on the back side to speed up the 1D#:

processing of your approved workers’ compensation Your 85N s your temporary 11> number, present to the pharmacy at the time
preseription is filled You will receive a new ID number shortly,

prescriptions,

Questions or need assistance locating a participating retail LG 2 M/M/DD/YYY<’
network pharmacy? Call the Patient Care Contact Center at
800.945.5951. Group #: ___NXBA
Atencion Trabajador Lesionado: .
Employee Date of Birth: / /

En su primera visita, por favor entregue esta notificacion a
cualquier farmacia enumerada al reverso para acelerar el

procesamiento de sus recetas aprobadas de compensacién
para trabajadores {segtin |as pautas establecidas por su

empleador). (
Thank you for using a participating retail network
Si tiene cualquier duda o necesita ayuda para localizar una pharmacy. Even though there is no direct cost to you, it’s

farmacia de venta al por menor participante de la red, por important that we all do our part to help control the
rising cost of healthcare.

favor llame al Centro de Contacto para Atencion a Clientes

de Express Scripts, al 800.945.5951. Please see other side for a list of participating retail
network pharmacies.

N /

)) WL OGETE S ‘ ) )/ To the Supervisor: Please fill in the

mvmatr[xx' an Expre.ss Scripts company LlulL T information requested for the injured worker.
workers’ compensation prescription program. Please

follow the steps below to submit a claim. Standard first fill
shall not exceed a 15-day supply or a cost of $300. (Note: Employee Information

the limit on post exposure praphylaxis is $3,000}. This form

is valid for up to 30 days from date of injury {DOI).

Limitations may vary. For assistance, call Express Scripts at First M Last
888.786.9640.

Street Address or PO Box

Pharmacy Processing Steps
Step 1: Enter BIN number 003858

City State up

Step 2: Enter processor control WC Employer Name

Step 3: Enter the group number as it appears above

Step 4: Enter the injured worker’s nine-digit ID number

Step 5: Enter the injured worker’s first and last name F u t u e c o m

Step 6: Enter the injured worker’s date of injury ‘ p
32018 Matrix Healthcare Services, Ine | An Express Scripts Company All Rights Reserved. CRPIS06_ U245 EME36657 OT480160
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A&P

Acme Pharmacy
Albertson's
Albertson’'s/Acme
Albertson’s/Osco
Aibertson's/Sav-On
Amerisource Bergen
Anchor Pharmacies
Arrow

Aurora

Bartell Drugs
Bigg's

Bi-Lo

Bi-Mart

BJ's Wholesale Club
Brooks

Brookshire Brothers
Brookshire Grocery
Bruno

Carrs

Cash Wise
Coborn's

Costco

Cub

CvVs

D&wW

Dahl's

Dierbergs

Discount Drugmart
Doc's Drugs
Dominicks

L

Participating Retail Network Pharmacies

Drug Emporium
Drug Fair
Drug Town
Drug World
Eckerd
Econofoods
EPIC Pharmacy
Network
FamilyMeds
Farm Fresh
Farmer Jack
Food City
Food Lion
Fred's
Gemmel
Giant
Giant Eagle
Giant Foods
Hannaford
Harris Teeter
H-E-B
Hi-School Pharmacy
Hy-Vee
Jewel/Osco
Kash n Karry
Keltsch
Kerr
Kmart
Knight Brugs
Kroger
LeaderNet (PSAQ)

Longs Drug Store

Major Value

Marsh Drugs

Medic Discount

Medicap

Medistat

Meijer

Minyard

NCS HealthCare

Neighborcare

Network
Pharmaceuticals

Northeast Pharmacy
Services

Osco

P & C Food Markets

Pamida

Park Nicollet

Pathmark

Pavilions

Price Chopper

Publix

Quality Markets

Raley's

Randalls

Rite Aid

Rosauers

Rx Express

RXD

Safeway

Sam’s Club

02018 Marix Healthcare Services, Ine. | An Express Seripts Company. Al) Rights Reserved  CRIP1806 U243 TME40657 OT48H 60
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Sav-On
Save Mart
Schnucks
Scolari's
Sedano
Shaw's
Shop ‘N Save
Shopko
ShopRite
Snyder

Stop & Shop
Sun Mart
Super Fresh
Super Rx
Target/CVsS
Texas Oncology Srvs
The Pharm
Thrifty White
Times

Tom Thumb
Tops
Ukrop's
United Drugs
United Supermarkets
Vons
Waldbaums
Walgreens
Walmart
Wegmans
Weis

Winn Dixie
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myMat}fxx'

An Express Scripts Company

FutureComp Quick Reference Guide

Who is myMatrixx?

WORKERS' COMPENSATION

myMatrbx is an industry-leading pharmacy benefit manager for work-related
injury claims.Some features/ benefits of the FutureComp prescription program
include:

Contact Center:
Card requests, pharmacy assistance,
new claims, eligibility updates and

“+Availability toall employeesinjured at work

<+Access to a nationwide network of more than 70,000 pharmacies

<+Significant savings beyond fee schedule

“*Immediate claim adjudication

~+Contact center and pharmacy support, as well asavailability of a registered
pharmacist, 24 hoursa day, 7 daysa week

Core Components of the FutureComp Prescription Program

1) First Fill Program - Offers up toa 15-day supply of medicationto the
injured worker at the time of injury. The employer givestheemployee a
temporarylID card form, which providesa listing of participating pharmacies
and instructions to assist those pharmacies with processingany
medications.

2) Retall Program - Theinjured worker receives a prescription-drug 10 card

from myMatrixx based onthe eligibility provided by Medata. The cardis valid
only formedicationsrelated tothe workinjury, and theinjured worker may
use the card at any network pharmacy. The injured worker also receives a
courtesy phone callnotifying the injured worker the cardis in the mail and
encouragethe useof a network pharmacy.

3) Home Delivery - myMatrixx canfillup to a 90-day supply of medication for
injured workers through Home Delivery from the Express Scripts Pharmacy.
To requestthatan injured worker be contacted to convert to Home Delivery,
pleasecontact the Mail Conversion Center at 1.866.533.6227.

4) Formularyand Prlor Authorization - In consultation witha

myMatrixx clinical pharmacist, andin compliance of state regulations,
FutureCompselected the mostappropriate formulary(ies) for their
pharmacy program. The formulaty coverscertain medicationsbasedon the
acute, sub-acuteandchronic phasesof theclaimlifecycle. Note: Any state
with a mandated formulary willbe enforced onall applicable claims based
on claim'sstate of jurisdiction.

* Ifa medication is onthe formulary, it is not necessary to contact
myMatrixx in advance for approval,

* However, if a medication is noton the formulary and should require
authorizationfor a specific claim, myMatrixx will notify the adjuster/daims
examiner for appropriate approval.

22020 Matrix Healthcare Services, Inc | .
An Express Scripts Company. All Rights Resenved .
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medication approvals, etc.

24 hours a day, 7 days a week
1.800.945.5951

Mail Conversion Center:

Provides support transitioning
patients to the Express Scripts Home
Delivery pharmacy.

M-TR, 7:30 a.m. - 5:30 p.m., CDT
F,7:30 a.m. ~ 5:00 p.m., CDT
1866.533.6227

Clinical Pharmacist Support:
Provides support regardingformulary,
therany, and other drug-refated

Account Manager:

Provides support for all reporting and
program related inquires.

Michael Harley

813.521.4259
Account Executive:
Jason Storner

rnert XX,
314,692, 4167

RESEARCH:-DRIVEN SOLUTIONS.
PROVEN PHARMACY RESULTS.



myMat.r?xx

An Express Soripts Company

FutureComp Quick Reference Guide

FutureComp Billing Information

This information can be provided directlyto the patientor phammacy, inthe event thatthey
do not have the correct billing information. WORKERS' COMPENSATION

Bin Number - 003858
Control Number - WC
Rx Group Number -NX5A

Member Number -Claim Number For Injured worker questions:

DOl Field - Date of tnjury {in YYYYMMDD) Call the Contact Center

Note:If a claimnumberis not available {new claim} the patient's SSN can be used to 24 hours a day, 7 daysa week
1.800.945.5951

facilitate processing of the medication.

myPassport Authorization Tool
» Tosetupanew user with access, email accountmanagement@myMatrixc.com

« Ifyou forgetyour password, please utilize the forgot passwordlinkin the login page

Frequently Asked Questions
Q: Who can I contact If | have questions on drug to drug interactions, drug uses, or formulary
questions?

A: E-mail our Clinical Team at ConsultRx@express-scripts.com

Q: What s the processif | declde to reverse a decislon on a medication (e.g. if | deny the
medicatlon and later decide to accept It)?

A: Youshould contact the Contact Center at retailcard@express-scripts.com or
1.800.845.5951

Q: What if | need request assistance accessing the myPassport portal?
A: Contact the accountmanagement@mymatrixx.com

Q: How canlset up an Injured worker on Home Delivery?
A: Contact the Mail Order Conversion Depaniment at

WorkCompMCC@express-scripts.com or call 1.866.533.6227

Q: Who can the Injured worker reach out to If theyneed to chack the status of, or re-order
Home Delivery medlcations?
A: Call the Contact Center at 1.800.945.5951

Q: Who can I reach out to should I have a question or concern aboutthe Express Scripts
Pharmacy Program?
A: Contactyour Account Manager, Michael Harley at 813.521.4259

or mharl m TiXx.

Q: How dol obtaln transaction history fora patient?
A: Transaction historycan be exported via the transactions tab in the myPassport portal. You

may also email accountmanagement@myMatrixx.com
RESEARCH-DRIVEN SOLUTIONS.

Q: What If a patlent needs a new pharmacy card? PROVEN PHARMACY RESULTS.
A: Contact retailcard@express-scripts.com. Cards may also be requested viathe “Send Card”

feature on the eligibility tab in the myMatrixx portal

2020 Matrix Healthcare Services, Inc .
An Express Scripts Company. All Rights Reserved .
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FutureComp’

001 0101000006666660 ﬁ
e

FUTURECOMP

711 E MAIN ST STE 201
CHICOPEE, MA 01020
NX6

FutureComp-

myMatrbx
Prescription ID Card

RxBIN 003858 RxPCN WC
RxGrp NXS5A

Issuer 9151014609

(80840)

DOI 20170301

Name  JOHN Q SAMPLE
CLM#  STRAT-123456789

For Workers' Compensation Only

2019999999 - 000000001 CID PMM-CWK

JOHN Q SAMPLE

123 ANYSTREET

APT, 456

SOMETOWN, US 99999-9399

Your Workers' Compensation

Prescription ID Card

FutureComp has chosen myMatrixx, an Express
Scripts company to manage your Workers'
Compensation pharmacy program. Attached above is
your prescription 1D card that you can use immediately
at an in-network pharmacy for your work-related injury
or iliness. By using your prescription ID card at an
in-network pharmacy you won't pay up front or need to
submit reimbursement requests to FutureComp.

In-Network Pharmacies Located

Near You

Here is a partial list of in-network pharmacies located
close to the address we have on file for you. For
additional pharmacy locations, go to www.myMatrixx.com
and click on Pharmacy Search or call the customer care
number on the backside of your pharmacy card.

*This list is subject to change without notice

Pharmacy1Name Pharmacy2Name
Pharmacy1Addr1 Pharmacy2Addr1
Pharmacy1Addr2 Pharmacy2Addr2
P1City, S1 P2City, 82

myMatr?xx‘

An Express Scripts Campany

Intentionally left blank

Protection from Unsafe Drug

Interactions

It is important to fill your prescription through an in-network
pharmacy rather than receiving medication directly through
your doctor because it does not go through the customary

_safety checks provided at a pharmacy. A pharmacist

provides oversight and knows about all medications you
may be taking as well as your medical history. This can help
protect you against unsafe drug interactions.

Sign Up for Home Delivery

myMatrixx utilizes the Express Scripts Pharmacy to provide
home delivery of medications for greater convenience,
service and safety. The benefits of home delivery are:

s Get a 90-day supply conveniently by mail
» Delivered to your home with free standard shipping
e Easy refills online, phone or mail

To sign up for home delivery, call myMatrixx today at
800.945.5951.

Pharmacy3Name
Pharmacy3Addr1
Pharmacy3Addr2
P3City, 83
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FREQUENTLY ASKED QUESTIONS
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How Can We Help You ... Please Call Us.

The 10 Most Frequently Asked Questions

1. Does the injury information form need to be completed in its entirety?
There is minimal information that needs to be completed for a claim to begin the process and

receive a claim number. The adjuster will gather the remaining portion of information during
the investigation process.

2. How are lost wages calculated when an employee is out of work?

When an injured employee is totally disabled from working, their benefits will be based on 75%
of the gross (pre-tax, pre-benefits) average weekly wage for the 52 weeks prior to date of
injury. When paid, these wages are also exempt from taxes.

3. lam approved to receive claim reports, who do | call for them?
Loss run information or any customized report request should be directed to:

Sarah Depergola
Vice-President & MIS Systems Reporting FutureComp
Tel: 413-750-4273 / Fax: 413-739-9330
Email: Sarah.Depergola@usi.com

Sonja Cruz
Information Specialist FutureComp
Tel: 413-750-4321 / Fax: 413-739-9330
Email: Sonja.Cruz@usi.com

4. Is it all right to fax/email first reports of injury?
While the preferred method of reporting a claim is directly into the FutureComp claims system

via the web portal; yes, fax/email is an acceptable manner of reporting a claim to FutureComp.
The first report of injury needs to arrive in an expeditious manner allowing FutureComp to
begin the claims process. We would enter the claim on your behalf.
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5. What information is needed to pay a medical bill?

Two things are needed, an itemized bill and a medical report. If the bill is a balance forward or
there is no medical report attached, the bill is sent back to the provider requesting proper
information.

6. When mailing claims information or medical bills who should we send them to?
All information regarding workers’ compensation claims should be directed to FutureComp:

7. When are Indemnity/Medical/Expense reimbursements mailed?
Checks are mailed every Thursday.

8. Do injured employees get reimbursed for mileage?
Yes, the injured employee is paid the Federal mileage reimbursement rate that is in place at the
time.

9. How quickly does a new injury need to be reported?

All injuries need to be reported immediately. The sooner FutureComp receives the claims
information, the sooner we begin the investigation. The more time that lapses in the reporting
of a claim the less information can be gathered.

10. Are injured employees entitled to any benefit for permanent partial disability due to work
related injuries?
The amount of remuneration depends on type and extent of loss.

If there are any questions regarding your program, please do not hesitate to contact us.
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