NOTICE

TO EMPLOYEES

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

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

CORE STAFFING SERVICES INC

to provide benefits to you in case of injury or cccupational 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.

NQOTE: 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 NATIONAL CASUALTY COMPANY

Address 1100 Locust St Telephone (800)228-6700
City/Town Des Moines State—IA . Zip Code 50391-3000

Approved Medical Care Plan | | Yes [X] No
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NOTICE TO EMPLOYEES

THE COMMONWEALTH OF MASSACHUSETTS
DEPARTMENT OF INDUSTRIAL ACCIDENTS

IF YOU ARE INJURED ON THE JOB:

» Immediately notify your employer that you have been injured.

Employer HR/Workers’' Compensation Contact Phone Number

* Tell the medical provider that you have been injured at work and give the information below:

Insurance Carrier Address Phone Number
NATIONAL CASUALTY 1100 Locust St (800)228-6700
COMPANY Des Moines, [A 50391-3000

Employer Address

CORE STAFFING SERVICES INC 463 SEVENTH AVE STE 1800
NEW YORK, NY 10018

* If the employer fails to report the injury to the insurer, the employee may file an Employee’s
Claim (Form 110).

» Additional information regarding your rights and eligibility for benefits pursuant the Workers’
Compensation law may be obtained by contacting the Department of Industrial Accidents at
617.727.4900 or visiting www.mass.gov/dia.

IF MEDICAL TREATMENT IS NEEDED:
Injured workers may select their own medical provider. Medical treatment costs that are
reasonable, necessary, and related to the work injury will be paid by the above-named
insurer.

If medical facility information is provided below, the above-named insurer
has a preferred provider arrangement and the insurer has arranged for your

initial treatment at:
Medical Facility: Address:

Phone Number:

EMPLOYER: THIS NOTICE MUST BE FILLED OUT AND POSTED WHERE EMPLOYEES CAN READ IT PURSUANT M.G.L. €. 152, SECTIONS 21, 22, 30,
AND 75B (2}, EMPLOYERS MAY NOT RETALIATE, DISCRIMINATE {IN ACCORDANCE WITH ANY APPLICABLE STATE OR FEDERAL LAWS WHICH
INCLUDES IMMIGRATION STATUS), OR PROVIDE FALSE INFORMATION ABOUT THE WORKERS' COMPENSATION PROCESS TO THEIR
EMPLOYEES. THIS NOTICE MUST BE UPDATED, POSTED AND REDISTRIBUTED WHEN THERE ARE CHANGES TO THE INFORMATION. REVISED JUNE 2024
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== %= pennsylvania
2 DEPARTMENT OF LABOR & INDUSTRY

BUREAU OF WORKERS' COMPENSATION

REMEMBER: IT IS IMPORTANT
TO TELL YOUR 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: CORE STAFFING SERVICES INC

IF INSURED:
(Complete all applicable spaces)

Name of Insurance Company:

NATIONAL CASUALTY COMPANY

Date Posted:

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

Name of TPA (Claims administrator):
NATIONAL CASUALTY COMPANY

Address:

1100 Locust St
Des Moines, 1A 50391-3000

Address:

1100 Locust St
Des Moines, A 50391-3000

{600)228-6700

Telephone Number:

Insurer Code:

Telephone Number; (800)228-6700

IF SELF-INSURED:
(Complete all applicable spaces)

Name of person handling claims at

the self-insured:

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

Name of TPA (Claims administrator):

Address:

Address:

Telephone Number:

Insurer Code:

Any individua! filing misleading or Incomplete information knowingly and with the intent to defraud is in violation of Section 1102 of
the Pennsylvanla Workers’' Compensation Act, 77 P.5. §1039.2, and may also be subject to criminal and civil penalties under 18 Pa,

C.5.A, §4117 (relating to insurance fraud).

Claims Information Services
toll-free inside PA: B00.482,2383
local & outside PA: 717.772.4447

Employer Information
Services
717.772.3702

Telephone Number:

Hearing Impaired Email
PA Relay 7-1-1

Auxiliary aids and services are available upon request to individuals with disabilities.
Equal Opportunity Employer/Program

LIBC-500 REV 09-22

ra-li-bwe-helpline@pa.gov
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TENNESSEE WORKERS COMPENSATION INSURANCE
How to Report Work-Related Injuries

What should be done if injured at work?

Employee Employer
1. Immediately report the injury to the 1. Complete your company’s internal
employer representative named below. “Workplace Injury form” and netify your

worlkers’ compensation insurance
company immediately, even if you have
concerns about the validity of the claim,

2. Select a treating physician from a panel
provided by your employer.

3. If you have questions or problems, contact 2. Offer a panel of physicians to the
the employer representative or the Bureau of employee via Form C-42 available on the
Workers’ Cormpensation. Bureau’s website. in cases of emergency. calf an

ambulonce ond seovide this form as soon os the
injured empicyee has siohilized.

Prinied name and tile of the employer representotive to bie notfied in the event of v work-refated infury

Printed nome of an alternctive employer representative to be notified in the event of o work-reloted injuly

(800)228-6700

Telephone number of emiployer representotive to notify in event of a wark-relared injury
: P10y f Ly

1100 Locust St, Des Moines, IA 50391-3000

Address of emplover representative to notify in event of o work-related uijury

220 French Landing Dr, 1-B

Thege“”e%ee Bureau of B‘ Mc Nashviile, TN 37243-2667
Workers' Compensation is

available to help both Bureamgom(ms, 800 332 2667
employees and employers. COMPENSATION 615-532-4812 TTD: 800-332-2257

tn.gov/workerscomp

Workers’ Compensation low requires this notice to be posted in a conspicuous place at the work site at ail times.

(REV. 4/18) 8 Authorization No, 337545 RDA 10183
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Céomo informar de lesmnes | borales

cQué se debe hacer en cuso de lesion laboral?

Empleaco Empleador
1. Informe inmediatamente de la lesién al 1. Complete el formutario interno de su
representante del empleador indicado aqui empresa de “Lesién laboral” y notifique a
abajo. su aseguradora de compensacién a

trabajadores inmediatamente, incluso
aunque tenga dudas acerca de la validez
de la reclamacion.

2. Seleccione un médico tratante del panel
provisto por su empleador,

3. Sitiene alguna pregunta o problema, 2. Ofrezca un panel de médicos al
comuniquese con el representante de empleado a través del Formulario C-42,
empleadores de la Oficina de Compensacion disponible en el sitio web de la Agencia. &
aTra bajadores. casos de emergenaa, tlame g una ambudancio v

proporcione esie forinulario en cuenic el empleado
lesionado se haya estabilizodo.

Nombre en fetre de maolde y titulo del representonie del ermplecdor a ser notificada en cosa de Lna ledian inhora

Mombie en letra de molde del representonie del empleador afterno o ser notificado en caso de uno lesicn labarel

(800)228-6700

Niimero de teléfona del representante del empleador a ser natificado en coso de una lesion laboral

1100 Locust St, Des Moines, IA 50391-3000

Direccién del representante del empleador o ser notificado en case de uno lesion laboral

La Oficina de Compensacién 220 trench Landing Dr. 1-B

a Trabajadores de B‘ A‘! Nashville, TN 37243-2667
Tennessee esta disponible ﬂ ) c 800-332-2667
para ayudar a empleados y COMPIIORKERS 615-532-4812 [7D: 800-332-2257

empleadares. tn.gov/workerscomp

La Jey de Compensadidn a Trabajadores exige e se publigue este aviso en un lugar visible en el ceniro de trabujo en fodo momento,

LB-0922 (REV. 4/18)

3 Autorizacion No, 337545 RDA 10183
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AVISO PARA EMPLEADOS

COMMONWEALTH DE MASSACHUSETTS
DEPARTAMENTO DE ACCIDENTES INDUSTRIALES

SI USTED TIENE UN ACCIDENTE EN EL TRABAJO:

* Avise inmediatamente a su empleador que tuvo un accidente.

Contacto de RH del Empleador/Indemnizacion por Accidente Laboral Numere de Teléfono

* Avise al proveedor médico que usted tuvo un accidente en el trabajo y proporcione la siguiente informacion:

Compafila de Seguros Direccién NUmero de Teléfono
NATIONAL CASUALTY 1100 Locust &t (800)228-6700
COMPANY . Des Moines, IA 50391-3000

Empleador Direccién

CORE STAFFING SERVICES INC 463 SEVENTH AVE STE 1800
NEW YORK, NY 10018

» Si el empleador no informa el accidente a la compaiiia de seguros, el trabajador puede
presentar un Reclamo del Empleado (Form. 110).

¢ Puede contactar al Departamento de Accidentes Industriales a través del 617.727.4900 o
www.mass.gov/dia para obtener informacion adicional sobre sus derechos y elegibilidad
para los beneficios segin la ley de Indemnizacién por Accidentes de Trabajo.

Si SE REQUIERE TRATAMIENTO MEDICO:

Los trabajadores que resulten lesionados pueden elegir sus propios proveedores médicos.
Los costos por tratamientos médicos que sean razonables, necesarios y relativos al
accidente laboral seran pagados por la compafia aseguradora gue se menciona
anteriormente.

oo asionNBLISO 4 AQ PepIALlY

Si se incluye informacion de una institucién médica a continuacién, significa que la
compaiiia aseguradora mencionada tiene un acuerdo con un proveedor de preferencia
para que su tratamiento inicial se realice en:

Institucion Médica; Direccion:

Nimero de Teléfono:

EMPLEADOR: ESTE AVISO DEBE COMPLETARSE Y PUBLICARSE EN UN LUGAR EN EL QUE LOS EMPLEADOQS PUEDAN LEERLO, TAL COMO SE
ESTABLECE EN M.G.L. C. 152, SECCIONES 21, 22, 30 Y 75B (2}, LOS EMPLEADORES NO PODRAN TOMAR REPRESALIAS, DISCRIMINAR (SEGUN
L ESTABLECIDO PARA CUALQUIERA DE LAS LEYES ESTATALES O FEDERALES APLICABLES, INCLUYENDO LA CONDICION MIGRATORIA), NI
BRINDAR INFORMACION FALSA SOBRE EL PROCESO DE INDEMNIZACION POR ACCIDENTE LABORAL A SUS EMPLEADOS. ESTE AVISO DEBE
ACTUALIZARSE, PUBLICARSE Y DISTRIBUIRSE CADA VEZ QUE SE PRODUZCAN CAMBIOS EN LA INFORMACION, REVISADO EN JUNIO DE 2024



FORM 17 Revised 12/2020

N.C. <<O_N_Am_~m“ COMPENSATION NOTICE TO INJURED WORKERS AND m_s_u_..0<m_wm

AL oa_u_o<mmm of-this: Ucm_:mmm. except specifically: excluded executive: ozn_..hm_.mq m:mm_._:m work-related .
" injuries may be entitled to Workérs’ Compensation benefits: from the’ ma_u_o%mq oritsiinsurance carrier. -

IF YOU HAVE A WORK-RELATED INJURY OR AN OCCUPATIONAL Emmb.wm
The Employee Should:

s Report the injury or occupational disease to the Employer immediately.

» Give written notice to the Employer within 306 days.

s File a claim with the Industrial Commission on a Form 18 immediately, but no [ater than 2 years from injury date or occupational
disease. Give a copy to the Employer.

¢« If medical treatment and wage loss compensaiion are not promptly provided, call the insurance carrierfadministrator or request a
hearing before the Industrial Commission using a Form 33 Request for Hearing. Commission forms are available at website

www.ic.nc.gov or by calling the Help Line.
¢ Your employer's workers’ compensation insurance carrier is NATIONAL CASUALTY COMPANY

» The insurance policy number is WCC370025A
¢ Your employer’s workers’ compensation insurance policy is valid from 1/1/2026 untii 1/1/2027

For assistance: Call the Industrial Commission HELP LINE—(800) 688-8343.

The Emplover Should:

* Provide all :wnmmmmé medical services to the Employee.

* Report the injury to the carrier/administrator and file a Form 19 Report of Injury within 5 days with the Industrial Commission, if the
Employee misses more than 1 day from work or if cumulative medical costs exceed $4,000.00.

» Give a copy of your completed Form 19 to the Empicyee along with a copy of a blank Form 18 Notice of Accident.
Ensure that compensation is promptly paid as required under the Workers’ Compensation Act.

NORTH CAROLINA INDUSTRIAL COMMISSION

¥ NORTH CAROLINA 1235 MAIL SERVICE CEN
\ INDUSTRIAL COMMISSION RALEIGH, NORTH o>_~o_w_mw 27699-1235

Website: www.je.nc.gov

TO EMPLOYER: THIS FORM MUST BE PROMINENTLY POSTED IF YOU HAVE WORKERS' COMPENSATION INSURANCE OR QUALIFY AS SELF-INSURED. (N.C. Gen. Stat. §97-83).
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FORMA 17 Revisada 12/2020
AVISO DE COMPENSACION LABORAL A EMPLEADORES Y EMPLEADOS rmm_OZb,UOm

._.ono m..:u_mmno de este :mmon_o n_:m sufre lesiones: _.m_mo_o_._mn_mm al: ﬂ_.mcm._o ncmnm tener nm..mo:o a: Umzmﬁ_o_om,nm__,m,_no:._,_um:mmn_o:
“laboral por parte dél empleador.oel ﬁo:mn_o_. de seguro del empleador, excepto. oficiales. m_mn:ﬁ_<om expresamente excluidos.: .

SI USTED TIENE UNA LESION RELACIONADA CON EL TRABAJO O UNA ENFERMEDAD OCUPACIONAL
El Empleado debera:

s Reportar inmediatamente su lesion o enfermedad ocupacional a su empleador.
« Notificar por escrito al empleador dentro de treinta (30} dias que ocurre la lesion o enfermedad ocupacional.
¢ Hacer inmediatamente un reclamo a la Comision industrial usando la Forma 18, no mas tarde de (2) aios de ocurrir o desarrollar
su lesién o enfermedad ocupacional.
s Si el tratamiento médico o el pago de compensacién no es prontamente suministrado, llame a la compaiia de seguros/administrador

o requiera una audiencia ante la Comision Industrial usando la Forma 33 Peticion que la Demanda sea Asignada a una Audiencia.
Las formas de la Comisién estan disponibles en la pagina web www.jc,u¢.aov o [lamando a la Linea de Ayuda.

+ Lacompaiiia de seguros de compensacion para trabajadores de su empleador es NATIONAL CASUALTY COMPANY
e E!namero de la péliza de seguro es WCC370025A
o La pdliza de seguro de compensacion para trabajadores de su empleador es valida desde 1/1/2026  hasta 11172027

Para asistencia: Llame a la Comision Industrial LINEA DE AYUDA—(800) 688-8349.
El Empleador debera:

s Proveer todos los servicios médicos necesarios al empleado.

+ Reportar la lesion a la compaitia de seguros/administrador y a la Comisién Industrial usando la Forma 19 Reporte de Accidente dentro de cinco
{5) dias, si su empleado falta mas de un (1) dia de trabajo o si los gastos de tratamientos médicos exceden los $4,000.00.

s Proveer a su empleado una copia de la Forma 12 v una copia en blance de la Ferma 18 Aviso de Accidente.

« Pagar puntualmente compensacion al empleado de acuerdo con el Acta de Compensacion Laboral.

NORTH CAROLINA INDUSTRIAL COMMISSION

NORTH CAROLINA 1235 MAIL SERVICE CENTER

INDUSTRIAL COMMISSION RALEIGH, NORTH CARGLINA 27699-1235
Pagina Oficial en Espafol: www.jc.nc.dov

EMPLEADOR: ESTA FORMA DEBE ESTAR VISIBLEMENTE PUBLICADA Si USTED TIENE SEGURO DE COMPENSACION LABORAL O S USTED CALIFICA PARA ESTAR AUTOASEGURADO.
{N.C. Gen. Stat. § 97-93).
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(f’“ DEPARTMENT OF LABOR & INDUSTRY
BUREAU OF WORKERS' COMPENSATICN

REMEMBER: IT IS IMPORTANT
TO TELL YOUR 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: CORE STAFFING SERVICES INC Date Posted:

IF INSURED:
(Complete all applicable spaces)

Name of Insurance Company:

NATIONAL CASUALTY COMPANY

IF SOMEONE OTHER THAN INSURER 1S
HANDLING CLAIMS:
{Complete all applicable spaces)

Name of TPA (Claims administrator):
NATIONAL CASUALTY COMPANY

Address: Address: __-

1100 Locust St 1100 Locust St

Des Moines, 1A 50391-3000 Des Moines, |A 50391-3000

Telephone Number: (800)228-6700 Telephone Number: (800)228-6700

Insurer Code:

IF SELF-INSURED:
{Complete all zpplicable spaces)

IF SOMEONE OTHER THAN SELF-INSURER IS
HANDLING CLAIMS:
{Complete ali applicable spaces)

Name ef person handling claims at Name of TPA {Claims administrator):

the seff-insured:

Address: Address:

Telephene 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 ©a.
C.S.A. §4117 (relating to insurance fraud).

Emplayer Information Claims Information Services Hearing Impaired Email
Services toll-free inside PA: 800.482.2383 i 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
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| Workers’ Compensation Compliance Poster

South Carolina

February 20, 2014

Workers’ Compensation

We are operating under and
subject to the South Carolina
Workers’ Compensation Act

In case of accidental mjury or death to an
employee, the injured employee, or
someone acting in his or her behalf, must
give immediate notice to the employer or
general authorized agent. Failure to give
such immediate notice may be the cause of
serious delay in the payment of
compensation to the injured employee or
his or her dependents and may result in
failure to receive any compensation
benefits under the law.

Workers’ Compensation:

1. Pays 100% of your medical bills and
some other expenses.

2. Compensates you for 66 2/3% of your
salary, limited to the maximum wage set
by law, if you are unable to work for
more than seven (7) calendar days.

If you are injured on the job,
yvou should:

1. Notify your employer at once. You
cannot receive benefits unless your
employer knows you are injured.

2. Tell the doctor your employer sends
you to that you are covered by
workers’ compensation.

3. Notify the Workers’ Compensation
Provider listed on this poster or the
South Carolina Workers’
Compensation  Commission  at
803.737.5700 if you experience
undue delays or problems with your
claim.

South Carolina _
Workers” Compensation Commission:
P.O.Box 1715, 1333 Main Street, Suite 500
Columbia, SC. 29202-1715
803-737-5700
WWWIWCCSCOOV .

Workers’ Compensation
Provider Name

NATICNAL CASUALTY COMPANY

Mailing Address

1100 Locust St
Des Moines, IA 50391-3000

Claims Telephone Number

(800G)228-6700

wioaaaopBunsod Ag papiacid
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Como mformar de lesmnes laborales

;Qué se debe hacer en caso de lesion laboral?

Empleado Empleador
1. Informe inmediatamente de la lesién al 1. Complete el formularioc interno de su
representante del empleador indicado aqui empresa de “Lesion laboral” y notifique a
abajo. su aseguradora de compensacién a

trabajadores inmediatamente, incluso
aungue tenga dudas acerca de la validez
de la reclamacion.

2. Seleccione un médico tratante del panel
provisto por su empleador.,

3. Sitiene alguna pregunta o problema, 2, Ofrezca un panel de médicos al
comuniguese con el representante de empleado a través del Formulario C-42,
empleadores de la Oficina de Compensacion disponible en el sitio web de la Agencia. ¢x
a’ra bajadores. cosas de emergenaa, ilome o voe ambulancia y

proporcione este furmulanio en cuanto ef empleado
lesionada se hoyo estabilizodo,

Nombre en fetra de moide y titulo del representante del emplecdor a ser netificado en caso de uno lesion loboral

Nombre en letra de molde del representonte del empleadar afterna a ser notificado en caso de una lesion loboral

(800)228-6700

Nidmero de teléfono del representante del empleador o ser notificado en caso de una lesicin loboral

1100 Locust St, Des Moines, IA 50391-3000

Direccidn del representante del empleador o ser notificado en coso de uno lesion lohoral

220 French Landing Dr, 1-B

L.a Oficina de Compensacién - :
2 Trabajadores de B’A’c Nashville, TN 37243-2667
Tennessee esta disponible &\ ; 800-332-2667

ara ayudar a empleados sureau of WORKERS' ron. - -
P };m o] P y COMPENSAT ORI 615-532-4812 TTD: 800-332-2257
pieadores. tn.gov/workerscomp

La fey de Compensacion a Trabojadores exige que se publigue este aviso en un lugar visible en el centro de trabajo en todo momento.

LB-0922 (REV, 4/18) & Autorizacién No. 337545 RDA 10183
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TENNESSEE WORKERS’ COMPENSATION INSURANCE

How to Report Work-Related Injuries

What should be done if injured at work?

Ermployee Employer
1. Immediately report the injury to the 1. Complete your company's internal
employer representative named below. “Workplace Injury form" and notify your

workers’ compensation insurance
company immediately, even if you have
concerns about the validity of the claim.

2. Select a treating physician from a panel
provided by your employer.

3. If you have questions or problems, contact 2. Offer a panel of physicians to the
the employer representative or the Bureau of employee via Form C-42 available on the
Workers' Compensation. Bureau's website. in coses of emergency, coll an

ambulance and provide this form as soon os the
injured emplovee has stabilized,

Printed nome and title of the employer representative to be notified in the event of a work-related injury

Printed name of on aiternative employer representative to be notified in the event of a work-related injury

(800)228-6700

Telephone number of employer representative to notify in event of a work-related injury

1100 Locust St, Des Moines, IA 50391-3000

Address of employer represeniative to notify in event of ¢ work-related injur
/ ¥ Uiy

220 French Landing Dr. 1-8

The Tennessee Bureau of BWC Nashville, TN 37243-2667

Workers' Compensation is _ _ _
available to help both sureau o WORKERS’ 800 332 2667

employees and employers. COMPENSATION 615-532-4812 TTD): 800-332-2257

tn.gov/workerscomp

Workers’ Compensation law requires this notice to be posted in a conspicucus place ot the work site at off times.

(REV. 4/18) {f Authorization No. 337545 RDA 10183

o gnioNBUsog A papKdIg



COMPENSACION
A 1.OS TRABAJADORES

-ILLINOIS

WORKERS'

 COMPENSATION
COMMISSION 8

es un sistema de beneficios que por ley se provee a la mayorfa de trabajadores que se han enfermado o accidentado en el trabajo. Los
beneficios son pagados por lesiones que son causadas en parte o completamente por el trabajo del trabajador. Esto puede incluir el
agravante o una condicidn pre-existente, lesiones causadas por uso repetitivo de una parte del cuerpo, ataques cardiacos, o cualquier
otro problema fisico causado por el trabajo. Los beneficios son pagados sin importar la causa.

SI USTED SUFRE DE UNA LESION O ENFERMEDAD RELACIONADA AL
TRABAJO, USTED DEBE TOMAR LAS SIGUIENTES MEDIDAS:

1.

OBTENGA AYUDA MEDICA. Porley, su empleador debe pagar por todos los servicios médicos necesarios que se

requieran para aliviar los sintomas de lesion o enfermedad. Si es necesario, el empleador debe pagar por rehabilitacién fisica,
mental o profesional dentro de los Ifmites establecidos. El trabajador puede escoger dos doctores, cirujanos u Hospitales. Si el
empleador le notifica que tiene un programa de proveedor preferido (PPP) aprobado para la compensacién de trabajadores, el
PPP cuenta corno una de las dos opciones de proveedores.

NOTIFIQUE A SUEMPLEADOR. Usted debe notificar a su empieador del accidente o enfermedad dentro de

45 dfas, ya sea por escrito o verbalmente. Para evitar posibles demoras, es recomendable gue la nota incluya su nombre,
direccion, nimero telefénico, nimero de Seguro Social, y una breve descripeién de la lesién o enfermedad,

CONOZCA SUS DERECHOS. su empleador por ley debe reportar accidentes que resulten en més de tres dias de

ausencia al trabajo, a la Comision de Compensacién para Trabajadores. Una vez que el accidente es reportado, usted recibird un
manual que explica la ley, beneficios y procedimientos. Si necesita un manual, por favor llame a la Comisién o visite nuestra
red. ’

St usted tienc gue faltar al trabajo para recuperarse de la lesidn o enfermedad, usted tiene derecho a recibir pagos semanales y
atencién médica necesaria hasta que este capacitado para regresar a trabajar y gque ¢l trabajo este de acuerdo a sus capacidades.

Es contra la ley que el empleador moleste, despida o se niegue a reemplear o de alguna manera discrimine contra un trabajador
por gjercitar sus derechos de conformidad con las leyes que rigen el seguro de accidentes de trabajo de enfermedades
profesionales. St usted hace una demanda frandulenta, podrd ser castigado por la ley.

MANTENGASE DENTRO DEL LIMITE DE TIEMPO. Usualmente, las quejas deben ser presentadas

dentro de fos primeros tres afios del accidente o incapacidad de una enfermedad profesional, o dentro de dos afios del dlimo
pago de compensacién de trabajo, lo que sea mas reciente. Quejas por neumoconiosis, exposicidn radiolégica, asbestos, o
enfermedades similares tienen requerimientos especiales,

Los trabajadores accidentados lienen derecho para volver a abrir su caso dentro de 30 meses después que la Comisién haya
otorgado una decisién y la incapacidad haya incrementado, pero en casos resueltos por una suma global aprobada por la
Comisién no pueden volver a abrirse. Unicamente las decisiones aprobadas por la Comisién son obligatorias.

Para mas informacién, visite la Red de la Comisién de Compensacién para Trabajadores o llame a nuestras oficinas:

Chicago: 312/814-6500 Peorta: 312/814-6500 Springfield: 217/785-7087

Web site: www.iwce.il.gov Collinsville:  618/346-3450 Rockford:  312/814-6500 TDD (Sordo): 866/383-4370

LOS EMPLEADORES DEBEN EXHIBIR ESTE AVISO EN UN LUGAR VISIBLE
PARA TODOS LOS TRABAJADORES Y LLENAR LA INFORMA CION
REFERENTE A LA COMPANIA DE SEGUROS.

Nombre: NATIONAL CASUALTY COMPANY

1100 Locust St

Direccién de la Gompafiia: | pes Moines, IA_50391-3000

Teléfono de la Compaiifa: (800)228'6700

Fecha efectiva: 1/1/2026 Fecha de terminacién: | 1/1/2027

Numero de Péliza: WCC370025A FEIN del Empleador:

1CPN 172025 Impreso por la autoridad del Estado de Hllinals,
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WORKERS' |
COMPENSATION f 7 nuwors

WORKERS!

COMPENSATION
COMMISSION

is a system of benefits provided by law to most workers who have job-related injuries or illnesses. Benefits are paid for
injuries that are caused, in whole or in part, by an employee's work. This may include the aggravation of a pre-existing
condition, injuries brought on by the repetitive use of a part of the body, heart attacks, or any other physical problem caused
by work. Benefits are paid regardless of fault.

IF YOU HAVE A WORK-RELATED INJURY OR ILLNESS, TAKE THE FOLLOWING STEPS:

1. GET MEDICAL ASSISTANCE. By law, your employer must pay for all necessary medical services required to cure
or relieve the effects of the injury or illness. Where necessary, the employer must also pay for physical, mental, or
vocational rehabilitation, within prescribed limits. The employee may choose two physicians, surgeons, or hospitals. If
the employer notifies you that it has an approved Preferred Provider Program for workers® compensation, the PPP counts
as one of your two choices of providers.

2. NOTIFY YOUR EMPLOYER. You must notify your employer of the accidental injury or illness within 45 days,
either orally or in writing. To avoid possible delays, it is recommended the notice also include your name, address,
telephone number, Social Security number, and a brief description of the injury or illness.

3. LEARN YOUR RIGHTS. Your employer is required by law to report accidents that result in more than three lost
work days to the Workers” Compensation Commission. Once the accident is reported, you should receive a handbook that
explains the law, benefits, and procedures. If you need a handbook, please call the Commission or go to the Web site.

If you must lose time from work to recover from the injury or illness, you may be entitled to receive weekly payments and
necessary medical care until you are able to refurn to work that is reasonably available to you.

It is against the law for an employer to harass, discharge, refuse to rehire or in any way discriminate against an employee
for exercising his ot her rights under the Workers' Compensation or Occupational Diseases Acts, If you file a fraudulent
claim, you may be penalized under the law.

4. KEEP WITHIN THE TIME LIMITS. Generally, claims must be filed within three years of the injury or
disablement from an occupational disease, or within two years of the last workers' compensation payment, whichever is
later. Claims for pneurnoconiosis, radiological exposure, asbestosis, or similar diseases have special requirements.

Injured workers have the right to reopen their case within 30 months after an award is made if the disability increases, but
cases that are resolved by a lump-sum settlement contract approved by the Commission cannot be reopened. Only
settlements approved by the Commission are binding.

For more information, go to the Illinois Workers” Compensation Commission’s Web site or call any office:

Chicago: 312/814-6500 Collinsville: 618/346-3450 Peoria: 312/814-6500 Springfield: 217/785-7087
Web site; www.iwce.il.gov Rockford:  312/814-6500 TDD (Deal): 866/383-4370

BY LAW, EMPLOYERS MUST DISPLAY THIS NOTICE IN A PROMINENT PLACE
IN EACH WORKPLACE AND COMPLETE THE INFORMATION BELOW.

Party handing workors' | NATIONAL CASUALTY COMPANY
compensalion claims

. 1100 Locust 5t
Business address Des Moines, IA 50391-3000
Business phone (800)228-6700
Effective date 1/1/2026 Termination date | 1/1/2027
Policy number WCC370025A Employer's FEIN

TCPN 172025 Printed by the authority of the State of llinois.
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the name of an approved physician. Workers’
comp insurance may not pay the medical bills
if you don’t report your injury promptly to your
employer.

Notify the doctor and medical staff that
you were injured on the job so that bills may be
properly filed.

ﬂi; If you have any problems with your claim or
suffer excessive delays in treatment, contact
the State of Florida’s Division of Workers’
Compensation at 1-800-342-1741.

Employer Name: CORE STAFFING SERVICES INC
463 SEVENTH AVE STE 1800
NEW YORK, NY 10018

Insurance Co:  NATIONAL CASUALTY COMPANY

1100 Locust St

Des Moines, IA 50391-3000

&

Agent/Broker:

Policy Number: WCC370025A
Effective Date: 1/1/2026 Expiration Date: 1/1/2027

o.d
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' Notifique a su empleador inmediatamente para
obtener el nombre de un medico autorizado. Puede

que el seguro de compensacion por accidentes

de trabajo no pague sus cuentas médicas si usted
no reporta su accidente lo mas antes posible a su

empleador.

“n Notifique al medico y a su personal que usted se
lastimé en su lugar de empleo para que las cuentas

medi.cas sean debidamente remitidas.,

2w Si usted tiene algin problema con su reclamo
o si tiene demasiadas demoras en su tratamiento,
comuniquese con la Division de Compensacion por

Accidentes de Trabajo al 1-800-342-1741.

Employer Name: CORE STAFFING SERVICES ING

Insurance Co:
Agent/Broker:

Policy Number:
Effective Date:

463 SEVENTH AVE STE 1800
NEW YORK, NY 10018
NATIONAL CASUALTY COMPANY
1100 Locust St

Des Moines, |IA 50391-3000

&

WCC370025A ‘
1/1/2026 Expiration Date: 1/1/2027
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NOTICE TO EMPLOYEES CONCERNING ASSISTANCE AVAILABLE
IN THE WORKERS’ COMPENSATION SYSTEM FROM THE
OFFICE OF INJURED EMPLOYEE COUNSEL

Have you been injured on the job? As an injured employee in Texas, you have the right to free assistance
from the Office of Injured Employee no::mm_ (OIEC). OIEC is the state agency that assists unrepresented
injured employees with their claim in the workers’ compensation system.

You can contact OIEC by calling its toli-free telephone number: 1-866-393-6432.

More information about OQIEC and its Ombudsman Program is available at the agency’s website (www.oiec.texas.g¢

£

OMBUDSMAN PROGRAM

What Is An Ombudsman? An Ombudsman is ar employee of OIEC who can assist you if you have a dispute
with your employer’s insurance carrier. An Ombudsman’s assistance is free of charge. Each Ombudsman

has completed a comprehensive training program designed specifically to assist you with your dispute.

An Ombudsman can help you identify and develop the disputed issues in your case and attempt to resolve the
If the issues cannot be resolved, the Ombudsman can help you request a dispute resolution proceeding at th
v Texas Department of insurance, Division of Workers’ Compensation.

Once a proceeding is scheduled an Ombudsman can:
e Help vou prepare for the proceeding (Benefit Review Conference and/or Contested Case Hearing);
e Attend the proceeding with you and communicate on your behalf; and
e Assist you with an appeal or aresponse to an insurance carrier’s appeal, if necessary.

Figure 28 TAC §276.5(c) - September 2(



Fn El Sistema De Compensacion Para 1rabajaaores o raic
De La Oficina De Asesoria Pliblica Para El Empleado Lesionado

:Se ha lesionado en el trabajo? Como empleado lesionadc en Texas, usted tiene derecho a recibir asistencia
gratuita por parte de |a Oficina de Asesoria Pablica para el Empleado Lesionado (Office of Injured Employee
Counsel ~OIEC, por sunombrey siglas eninglés). OIECes la agencia estatal que asistea los empleados lesionados
gue no cuentan con representacion legat con su reclamacion en el sistema de compensacién para trabajadores.

Usted puede comunicarse con OIEC llamandoe a su nimero de teléfono gratuito: 1-866-393-6432.

Mas informacién sobre OIECy sobre el Programa de Ombudsman se encuentra disponible en ei sitio web
delaagencia (www.oiec.texas.gov).

Programa de Ombudsman

$Qué es un Ombudsman? Un Ombudsman es un empleado de OIEC que le puede asistir si usted tiene
una disputaconla aseguradora de su empleador. La asistencia por parte del Ombudsman-es gratuita.

Cada Ombudsman ha completado un extenso-programa de capacitacion, el cua! ha sido disenado
especificamente para asistirle a usted con su disputa.

Un Ombudsman puede ayudarie a identificar v desarrollar los asuntos en disputa en su caso e intentar resolverlos.
Silos asuntos no pueden ser resueitos, ei Ombudsman puede ayudarlea solicitar un procedimiento de resolucién
de disputas ante el Departamento de Seguros de Texas, Divisién de Compensacion para Trabajadores
(Texas Department of insurance, Division of Workers’ Compensation, por su nombre eninglés).

Una vez gue el procedimiento ha sido programado, el Ombudsman puede:
e Ayudarle a prepararse para el procedimiento (Conferencia para Revision de Beneficios [Benefit Review Conference,
por su nombre en inglés] y/o Audiencia para Disputar Beneficios [Contested Case Hearing, por su nombre en inglésl);

e Asistir al procedimiento con usted y hablar en sunombre;y
e Ayudarlo a usted conuna apelacion o con una respuesta a la apelacion de una aseguradora, sies necesario.

el

Titulo 28 del Codigo Administrativo de
Texas §276.5(c) - Septiembre de 2022
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NOTICE TO EMPLOYEES CONCERNING WORKERS’
COMPENSATION IN TEXAS

COVERAGE: [Name of employer] CORE STAFFING SERVICES INC
has workers’ compensation insurance coverage from [name of commercial insurance company]

NATIONAL CASUALTY COMPANY in the event of
work-related injury or occupational disease. This coverage is effective from [effective date of workers’ compensation
insurance policy] 1/1/2026 . Any injuries or occupational diseases which occur on or after that
date will be handled by [name of commercial insurance company] .

NATIONAL CASUALTY COMPANY - . An employee or

a person acting on the employee’s behalf, must notify the employer of an injury or occupational disease not later
than the 30th day after the date on which the injury occurs or the date the employee knew or should have known
of an occupational disease, unless the Texas Department of Insurance, Division of Workers’ Compensation (Division)
determines that good cause existed for failure to provide timely notice. Your emplovyer is required to provide you
with coverage information, in writing, when you are hired or whenever the mBU_o,\mﬂ becomes, or ceases to be,
covered by workers’ compensation insurance.

EMPLOYEE ASSISTANCE: The Division provides free information about how to file a workers’ compensation
claim. Division staff will answer any questions you may have about workers’ compensation and process any requests
for dispute resolution of a claim. You can obtain this assistance by contacting your local Division fieid office or by
calling 1-800-252-7031. The Office of Injured Employee Counsel (OIEC) also provides free assistance to injured
employees and will explain your rights and responsibilities under the Workers’ Compensation Act. You can obtain
OIEC’s assistance by contacting an OIEC customer service representative in your local Division field office or by calling
1-866-EZE-OIEC (1-866-393-6432).

SAFETY VIOLATIONS HOTLINE: The Division has a 24 hour toll-free telephone number for reporting
unsafe conditions in the workplace that may violate occupational health and safety laws. Employers are prohibited
by law from suspending, terminating, or discriminating against any employee because he or she in good faith reports
an alleged occupational health or safety violation. Contact the Division at 1-800-452-9595.

3IA0I]
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COBERTURA: [Name of the employer] CORE STAFFING SERVICES INC
tiene cobertura de seguros de compensacién para trabajadores con [name of the commercial insurance company]
NATIONAL CASUALTY COMPANY para protegerle en caso
de una lesidén o0 enfermedad ocupacional relacionada con el trabajo. Esta cobertura estd vigente desde [effective
date of workers’ compensation insurance policy] 1/1/2026 . Cualquier lesién o enfermedad
ocupacional que ocurra en o después de esta fecha serd manejada por [name of commercial insurance company]
NATIONAL CASUALTY COMPANY . Un empleado o una persona
que actie en nombre del empleado, debe notificar al empleador sobre una lesién o una enfermedad ocupacional a
no mas tardar de treinta (30) dias, a partir de la fecha en que ocurrié la lesion o en la fecha en la que el empleado
se enterd o deberia de haberse enterado de la enfermedad ocupacional, al menos gue el Departamento de
Seguros de Texas, Divisidn de Compensacién para Trabajadores (Texas Department of insurance, Division of
Workers” Compensation — TDI-DWC, por su nombre y siglas en inglés) (Divisién) determine que existio una buena
causa para que no se haya notificado al empleador dentro del tiempo sefialado. Su empleador tiene la obligacién
de proporcionarle a usted informacidn por escrito sobre la cobertura cuando usted es contratade o cuando su
empleador adquiere o deja de tener una cobertura de seguro de compensacidn para trabajadores.
ASISTENCIA AL EMPLEADO: La Divisién proporciona informacién gratuita sobre cémo presentar una
reclamacién de compensacion para trabajadores. El _omao:m_ de la Division contestara cualquier pregunta que usted
pueda tener sobre la compensacion para trabajadores y procesara cualquier solicitud de resolucién de disputas
relacionada con una reclamacion. Usted puede obtener este tipo de asistencia comunicandose con su oficina local
de la Division o llamando al teléfono 1-800-252-7031. La Oficina de Asesoria Publica para el Empleado Lesionado
(Office of Injured Employee Counsel — OIEC, por su nombre y siglas en inglés) también ofrece asistencia gratuita a los
empleados lesionados y ellos le explicarén cuales son sus derechos y responsabilidades bajo la Ley de Compensacién
para Trabajadores. Usted puede obtener la asistencia de OIEC comunicandose con un representante de servicio al
cliente de OIEC en su oficina local de la Divisién o llamando al 1-866-EZE-OIEC (1-866-393-6432).
LINEA DIRECTA PARA REPORTAR VIOLACIONES DE SEGURIDAD: La Divisién cuenta con
una linea gratuifa telefénica que esta en servicio las 24 horas del dia para reportar condiciones inseguras en el drea
de trabajo que podrian violar las leyes ocupacionales de salud y seguridad. La ley prohibe que los empleadores
suspendan, despidan o discriminen en contra de cualquier empleado porque él o ella de buena fe reporta una
alegada violacién ocupacional de salud o seguridad. Comuniquese con la Divisién al teléfono 1-800-452-9595.

Notice 6 (01/13) _ TEXAS DEPARTMENT OF INSURANCE, DIVISION OF WORKERS’ COMPENSATION Rule 110.101(e)(1)




