Is your non-subscribing employer in compliance with
Texas Department of Insurance, Division of Workers’
Compensation requirements?

Please review the attached information with your client
as the fine has increased to a possible, maximum fine of
$25,000 PER DAY if the Employer is not in compliance.

Confirmation that the client has been notified:

Agent Signature

Date




Updated Texas Nonsubscriber Forms and Notices
Required by the
Division of Workers’ Compensation

Forms and notices used by Texas nonsubseribers were updated recently to reflect the new administration
by the Texas Depariment of Insurance (TDI), Division of Workers’ Compensation (DWC) — formerly
admiristered by the Texas Workers’ Compensafion Commission. The mandatory dafe o begin using the -
revised DWC forms s May 1, 2006, although nonsubscribers may begin using the new forms
immediately. The new forms and their uses are listed below:

New Name Previously Use

PWG Form-5 TWCC B Notice fo State of Texas: Notifies the DWC I
a business chooses te become a nonsubscrlber.
This form must be filed initially within 10 days
sfter potifying the insurance caner of
cancellation and annually on the anniversary
date of the original filing.

DWC Form- TWCC 205 Lists additional business locations of a8
205 nonsubsacriber. Used in conjunction with DWC
Form-& above.

DWC Notice § | TWCC Notice & Notice o Emplovees and Workplace

DWE Notice 5s | TWCC Notice 5s | Posters: Notifies employees of employers
nonsubgorber status. This notice must be
posted in the workplace in English, Spanish and
other language comman fe the workplace within
15 days of the employer dropping or canceling
insurance coverage, Written notice must also
be distribuled to all Texas employees using this
samme Janguage.

DWC Form-7 | TWCCT Lost Time/OD/Death Claim Notice: Reports
PWGC Form-Ts | TWCC 7 Supp. all fatalities, oooupational diseases and on-the-
job injuries resulting in more than one days
absence from work for the injured employee.
Must be filed no later than the 7" day of the
mionth following the reported incident,

These forms and notices can be found on the TD! webstte at it/ /e . state. e us/wo/ forms/index. himi

The new Texas workers' comp laws now make faliure to comply with the above requirements an
administrative violation carrying a penalty up to $25,000 per day per nocurrence, with each day of
noncomphiance consiituting a separate violation,



HOW TEXAS EMPLOYERS CAN BECOME NON-SUBSCRIBERS

L Review Directit_ms and Complete the attached DWCC 5 form

WHEN: 1. This action should be taken at least 3¢ days before the date
on which the Employer wants to commence Non-Subscriber status or
2. No later than 10 days affer the Employer notifies their Workers
Compensation carrier o terminate coverage.

HOW: Send DWCC form 5 by Certified Mail/Return Receipt to:

Texas Department of Insurance
Division of Workers Compensation
7551 Metro Center Drive
Suite 100
Austin, Texas 78744

NOTE: Until the Employer completes the DWCC § nolice requirement, m;uz'ed
employees rees will remain eligible for Workers Compensation benefits, Eligibility is_net
dependent upon employer having purchased Wotkers Compensation coverage or not.

i Notify the Insurance Carrier that you are cancelmg or not renewing your
policy.

WHEN:  Not later than the renewal date of the policy or the date on which you wish fo
: officially become a Non-Subscriber

HOW: With a written request.

Hi. Notify all current employees that you are no longer a subscriber to
Workers Comp and OBTAIN a signed “ACKNOWLEDGMENT
DOCUMENT™.

WHEN:  No later than the 15" day following the EFFECTIVE DATE on which
coverage will be CANCELED (or NON-RENEWED)

HOW: Post {in two visible locations (ie HR office & by time clocks) the foliowing
official notice:

NOTICE OF NO WORKERS’ COMP which includes: NOTICE OF TOLL FREE
NUMBER FOR REPORTING WORKPLACE VIOLATIONS.
Must be posted in English and Span:sh

HOW: Use a special ACKNOWLEDGMENT DOCUMENT (EDH1) conf irming the
employees’ awareness of NO WORKERS® COMP INSURANCE and
having seen the posted nhotices.



g:‘?:e ;;31‘::0 FORI-S by cartified mell o personat EMPLOYER N OT]CE OF

TEXAS DEPARTMENT OF INSURANCE, NO COVERAGE OR

B e o e ey N TERMINATION OF COVERAGE
Austin, Texas 78744

INSTRUCTIONS

WHO MUST FILE: Alt employers {including former sole proprietors who have formied corporations which have only one emplioyee) must file
2 DWE FORM-5 with the Texas Department of Insurance, Division of Workers' Compensation unless the employer:

a.  has workers' compengation insurance; ¢ s asellinisured political subdivision; or
h. s a certified selHnsurer; d.  oniy employs employeas who are exempt from coverage under the

Texas Workers' Compeansation Act.
WHEN TO FILE: See reverse side of form.
NO COVERAGE OR TERMINATION OF COVERAGE
1. Check one of the following:

£ The below named smployer ELEGTS NOT to obtaln workars” compensation insurance coverage, purstiant fo the Texas Workers'
Compensation Act, Texas Labor Code, Section 406.004.

1 The below ramed employer has TERMINATED workers' compensafion ihsurance coverage, effective date
of Polloy Number and has notified the insurance
Caompany on (date} . pursuat to the Texas Workers' Compensalion Act, Texas Labor Code, Section 408.007,
Mofice has been (will be) provided to employees on the following date: . -

_EMPLOYER INFORMATION (PLEASE TYPE OR PRINT:)
2. Employer Business Name 3, Federat Tax [D Number

4. Emp]oyer-Busmess Malling Address

5. Description of Business Cperafions, Ideniify type and nature of businass.

6, Name, Federal Tax D Number and Address of gach Business Locstion coverad by this repord, i different from the above. To identify
addiional locations, submit a DWC FORM 205,

Mame

Address
City State Zig Federal Tax 1D Number

Name
Address

S— Federst Tax ID Number

City State Zip

DIVISION DATE STAMP HERE:
PERSON PROVIDING THIS INFORMATION

7. Mama

8. Title

& Signature 10. Date

SSURSR 11T T7117 ——




INSTRUCTIONS FOR
EMPLOYER NOTICE OF NO COVERAGE OR TERMINATION OF COVERAGE

The following employers are required to file a DWC FORM-5 with the Texas Department of Insurance, Division of Workers'
Compensation:

1. Employers who elect not to be covered by workers' compensation insurance rmust file 2 DWC FORM-5 by the earlier of:
a. 30 days after hiring an employee wha is subject to coverage under the Texas Workers” Compensation Agt; or
b. 30 days after receipt of a Diviston request for filing of 2 DWC FORM-§;

2. Employers principally located outside Texas must file 2 DWC FORM-5 within 10 days after receipt of a Division

recusst for information regarding coverage status; or

3. Employers who cance! their workers' cormpensation insurance roust file a DWGC FORM-5 within 10 days after nofifying
thelr insurance carrier of cancellation untess the employer:
a, purchases a new policy; or
b, becomes a cerlifled self-insurer.

If an employer chooses to cance their insurance, coverage must be extended until the "effective date” of withdrawat {L.e., the
fater of 30 days after filing the DWG FORM-5 with the Division OR the policy cancellation date), during which time the employer
is obligated to pay accrued premiums. The employer is not required to extend coverage beyond the end of the policy period.

ANNUAL FILING: Employers must fiie a new DWC FORM-8 annuafly on the anniversary date of the original filing.

APPLICATIONS/EXEMPTIONS: An employer who is: (1) covered by workers' compensation insurance; (2) a certified self-
insurer; (3) a self-insured pofiical subdivision; or (4) whose oniy employees are axempt from coverage under the Texas
Workers' Compensation Act {e.g. domestic werkers, certain farm and ranch workers) Is not required o file 2 DWC FORM-5.

POSTING AND NOTICE REQUIREMENTS

An employer must post the following notice In the workplace in English, Spanish and other language comman to the workplace
in the print type specified by Workers” Compensation Rules whenever the employer: {1 ) alects not o be covered by workers'
compensation insurance; (2) cancels or terminates workers' compensafion insurance; {3) withdraws from self-insurance; or (4)
whose workers’ compensation coverage is cancelied by the insurance company. This notice must alse he provided to each
mployse: ‘

atthe time of hirlhg; ‘

when an employer eledcts not to be covered by workers' compensation insurance;

within 15 days of when an employer notifies the insurance carrier that the employer is dropping coverage
without maintaining continuous coverage under a new policy; of

d. within 15 days of when an employer's workers' compensation policy is canceled by the insurance company.

NOTICE TO EMPLOYEES CONCERNING WORKERS' COMPENSATION IN TEXAS

coUe

COVERAGE: { Y has elected not fo obtaln workers' compensation insurance coverage.
Narmg of Employer

As an employee of a non-covered employer, you are not eligible to receive workers' compensation henefits under the Texas
Workers' Compensation Act, However, a non-covered employer can and may provide other benefits to injured employees. You
should contact your employer regarding the availability of other benefits or compensation for & worlerelated injury or liness. In
addition, you may have rights under the cormmon law of Texas should you suffer an on the job injury or iiness. Your employer is
required to provide you with coverage information, in wilting, when you are hired or whenever the employer bacomes, or ceases
to be, vovered by workers' compensation Insurance. -

-SAFETY HOTLINE: The Division has established a 24 hour toli-free telephione number for reporling unsafe conditions i the
workplace that may violate ooeupational health and safely laws. Employers are prohibited by taw from suspending, terminaling,
or discriminating against any employee because he or she i good falth reports an alleged cccupational health or safety
violation. Contact the Workers' Health & Safety at 1-800-452-8585.

Eailure to file a DWC FORM-5 or to post or provide the required nofices may subject the employer

ST

DWE FORM-5 (Rov. 10/85) Page % DIVISION OF WORKERS' COMPENSATION




Lﬁrimary Employer's Business Name/insured Federal Tax (D No, Enrrent Paiicy No. DWG tse Qnly {Microfilm}

LOCATIONS OF EMPLOYERS' BUSINESS(ES)

Opwe FORM-5 = DWC FORM-20

Please list additional locations, subsidiaries, andfor separate enfities of the primiary employer for attachment o forms DwWe
FORM-5, DWC FORM-20 and DWC FORM-20A. [f filing this form with a DWC FORM-204, indicate If the fisted fecetlion is an
addition or delelion to the existing policy.

Please Type

Name Check One: a2 ADD It DELETE
Address- Effective Date
City State Zip Federal Tax I Number
Name Check One:  BHADD 0 DELETE
Address Effactive Date
- Clty State Zip Federal Tax 1D Number
Name Check One: 11 ADD i DELETE
' Address Effective Date
City State Zip Fedaral Tax 1D Number
Name Check Cna: nADD o DELETE
Address Effective Date
City State Zip Federal Tax 1D Number
Name Check One: T ADD B DELETE
Address Effective Date
City State Zip Federal Tax 112 Number
Mame Check One: ﬁ ADD o DELETE
Address Effective Daig
City State Zip Federal Tax iD Number
Name Check One: &1 ADD D BELETE
Address Effective Date
City State Zip : Eederal Tax [D Number :

S— 1T




NON-COVERED EMPLOYER:

Texas Workers' Compensation Rule 110.101(e}3) requires employers who elect not to
be covered by workers' compensation, or who cancel or ierminate coverage to advise
their employees that they have elected not to be covered.

Notices in English, Spaniéh and any other language common io the employer's
employee population must be posted and:

(1) Prominently displayed in the employer’s personnel
office, if any,;

(2} Located about the workplace In such a way thal each
employes is likely to see the nofice on a regular
basis;

{3) Printed with a fitle in at least 30 point bold type,
subject in at least 20 point bold type, and text in
at least 19 point normal fype; and

{4) Contain the exact words as prescribed in Rule
110.101{e)3).

The notice on the reverse side meets the asbove requirements. Fallure to post or o
nrovide nofice as required in the rule is a violation of the Act and Division rules. The
violator may be subject to administrative penalties.

DO NOT POST THIS SIDE

Mrtica 5 (Rev. 10/08} TEXAS DEPARTMENT OF INSURANCE, BIVISION OF WORKERS® COMPENSATION Fule 110,101
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INSTRUCTIONS FOR COMPLETING THE NON-COVERED REPORT
: OF OCCUPATIONAL INJURY OR ILLNESS (BWC FORW7)
All on-he-Job injuries resuliing in more than ona day fost fime, all sreupational diseases of which the employer kas knowledge {regardiess of lost time), and all
fayalities oecltring during the calendar month rust be reported. i no such Injurles, diseases or fatalilies have ostured during the calendar month, ne repott is
vaquired. Lost ime haging the day afier the day of the Injury. For example, an employes injured on 1-1-92 who returns to work on 1-4-82 would have a lost ime of
2 days slhee the day of the injury does not coant, aor toes the day the smployes rafurned.

tise as many supplarental sheets as needed (form can be reproduced). The firat sheet must have il Employer as well as injury Date completed.  Subsegquent
shests must have the Employer's Busiriess Name, Federal Employer ideritficetion Number, and Injusy Data completed.

The completed farm must be personally delivered of mafled not later than the seventh day of the following monih to the:
Texas Department of Inturanse
Division Workers' Gompensation
7551 Weiro Center Drive, Stile 100
Ausiin, Texas 78744
Month - Enter the calendar month. Year - Enter the calendar year,

Employer Data
ITEM: INSTRUCTIONS: .
L Employar's Business Name - Use smployer DEA {Doing Business As). if employer does not have a DBA, use other business name.

2. Eaderal Employer D No, - (FEIN) Oblain this number from financial or lax account records, | the employer hag mare then one FEIN, use a separale
DWE FORM-7 for each separate FEIN, .

3. Telephone Number - Business telephione number of the individual completing the report.

4. Employer's Business Maifing Address - Give the sireet address and post office box number (i applicablie).

5, Clty, County, State, ZIp - Name of County must ke included.

8. Employer's Representative - Print or type name and tile of individuat compléling the report.

7. Employer's Representative’s Signature - Signature of Employar’s Representalive certifying fha information provided on the form is correct,

8. Employer's Sic-Digit NAICS Codes With Employient - List aff G-diglt NAICS Cotles which the employer uses with the FEIN specified in block 1
only. if unknown, consull Texas Workforce CommEssion Forrm C-3, Emplover's Ouarlery Report, block 5, for this information. Give the highest
employment figure for each MAICS Gode for the menth of the repont, Employment means ol employses on your payroil whether full-ime, pari-time,
temporary, or psrmanent. Use a sepatate sheel for information that does not 1l In the block,*

njury Data .

9, Empioyes's Neme - Ligt the full name of the individual whio sufferad an Injury, cccupational disease, or fatalify.

10, Date of infuryllliness - Enfer the date ihe injury occurred o the date the employer first had knowiedge of the occupationa| disease.

11, Erployss §-Diglt NAICS - List the 6-diglt NAICS Code of the activity that the employee was engaged in atthe time of the injuryfliness. The code listed
must ba one of the B-digit NAICS Cotle numbers reported by the employer in hock 8. IF NAICS Codes are unknown, constlt Texas Workioroe
Commission (TWC) Form -3, Emplover's Quartery Report, block §, for this information.**

12, Equipment - List equipment {if any} Involved In the injury. ' ‘

13, Nature of INJAI - Enter 1he type of Injurylliness, For example: out, bum, bruise, fracturs, spralf, stratn, chemical bumn, dermatitls, ashestosis, siicosis.
Use most serious congition if multiple infuties.

14, Baody Part{s} Affacted - List the most serdousty Injured pari(s). for example: haed, hand, torso, leg, back, ankle, wiist, ungs, skin, eyes.

18. Social Security Number - Bnter the Employes's Soctal Security Number.

18. _ Sex - Check appropriate Hlock. Informadion as fo the sex of the empioyes will be malntained for nen-discriminatory statistical use,

17.  DOR-DATE OF BIRTH - Enter month, day and year.

18. Rase/Ethnic 1dentflcation - Check appropriste black. Informetion s to the race/ethnidly of the Employes will be malnsined for non-diseriminatory
statistical use.

NOTE: "HISPANIC, white not = race identification. s included as a separate racefethnic sategory. Do not inciude Hispanic under "white” or "black.”

18. Cause of Ijury - Give the most probable cause of Injuryfiness. Exampls; Overexerfior: dus fo ifing or pushing; caught bebween; slip; wip; fall.

20, Location of inJury - Check block A I infury ocgurred at primary business location. Check block B if injury occurred at onesita job lovation. Gheck biock
© ¥ injury ocoured while traveling between wark locaions.

21. Occupaiion -~ Ligt the type of work the injured individual was engaged in at the ime of the injuryfiiness. For example: carpenler, pipe fiter,

22, Descripiion of Incldent - Give a short narralive of how the incldent occutted. For example, "While painting house, fell off ladder and fractured arm.

23. 1. ost Time - I the employes lost more than one day after the dale of tho injury bt kess {han 8 days, check » { Day - 7 Days. if the empicvee [ost 8 or
more days check the B Days or More block.

24, Otcupationa) Disease - If employee suffered an Ocoupational Disease, check "YES", i not, check "NO."

25. Fatality - Did the injuryfiliness result in the death of the emploves? If yes, check “YES” and list data of death. 1f no, check “NOG.”

28. DO NOT WRITE IN THIS BLOCK. 1T 1S RESERVED FOR TWEC USE ONLY.

** For companies thet do nof report to TWC, NAIGS cods cah be found in the Nt Hoan industry Classification System

Ished by the Nationsi Technical information Service, 5285 Port Royat Read, Springhsid, Virginia 22181, e-mall: info@ntis. fedworid.gov,

publ
DWC FORM-7 {Rev.10/05} P=ge 1 ' ll! l' “ |||\ “‘ ll |l |l BIVISION OF WORKERS' COMPENSATION



DWC FORM - 7
(Non-covered Employer's Report of Occupational Injury or lliness)

Certain non-covered employers, described below, are required to file reports with DWC using DWC FORM-
7, Non-covered Employer's Report of Occupational injury or Hiness. Employers must fist on the DWC
FORM-7 all fatalities, all occupational diseases of which the employer had knowledge (even if there s no
lost time) and all on-the-job injuries resulting in more then one day's absence from work for the injured
employee. The completed DWC FORM-7 reporting all such injuries that have occurred during a calendar
month must be filed no later than the 7th day of the following month.

Non-govered employers are required to file this form if they have more thah 4 employees*®

* All employees are counted for these requirements unless they are domestic workers, or casual workers
engaged in employment incidental to a personal residence, or are certain farm and ranch workers, or are
workers covered by a method of compensation established under federal law.

The DWC FORM -7 is considered filed when personally delivered or postmarked. Send the DWC FORM-7
and the DWC FORM-7 Supplementat to the Texas Department of insurance, Division of Workers'
Compensation, Customer Services, 7551 Metro Center Drive, Suite 100, Austin, Texas 78744,

{Rule 160.2 Non-Subscribing Employer’s Repart of Injury)

SN 1171171 —



TEXAS DEPARTMENT OF ISLRANCE NON-COVERED EMPLOYER'S REPORT OF

DIVISION OF WORKERS' COMPENSATION

Custoor Sercss | OCCUPATIONAL INJURY OR ILLNESS

Austin, Taxas 78744 REPORT FOR MONTH OF: YEAR:
EMPLOYER DATA

1.Employars Business Namsa 2, Federsl Employer D No. 3. Telephone No, B MAICS CODES [Employment

NAKCS Codes  NAICS Employment

F Employers Business Malling Addrass {Sireel or #.0. Box}

& Chy County State Zig
8. Employer's Reprasentative (PriotType Name and Tdls of Persan 7. Employers Representative's Signature .
Compleating Fom)
Last First M | certify the information provided s corect Date {m-d-y)
INJURY DATA
. 10. Date of Injusylliness | §1. Employse 6 Dight 12, Equipment 13. Nature of iNJILL 14, Body Pasfis) Affacted
a Employap’s Nane {m-dy} NAIGS code
Last Flst il
15, Snclal Securdy Number 18, Sax 47, D08 {m-d-y} %2, Doscription of Incident 23, Lost Time
Ou De [ > 0ay-7 bays
I8, RacelEthric identification ’ [ & tays or More
L3 white (not of Hispanic origin} s’ Hispanic E] sstan o BacHic standar 24, omﬁ:umnc#mwg_ugua
D Black tpot of Hispanle origin} mu American indlan or Atastain Nalive YES O
18, Cause of injury 26, Location of Injury {ses Instructions) 128 DWEG UBE ONLY ) 25, Fatality
A e [1c []yEs [NG
21, Employees Ozoupation 21a. Hourly Wage Data {mdhyl
ACL A BOD SECE TRERAT ’ AGEL
> 10, Date of Injuryliness | 1. Employee @ DIgit 72, Equipment 13, Nature of NJHLL 14, Body Pan(s) Affected
m Employee’s Name fin-d-v NAICE cods
Last Flist Wi
15, Segial Socuriyy Humber 186, Sex . D0B [mowy) | 22. Description of Incident 3. Lost Time
Huz Dﬂ 0 51 Day -7 days
18, Raceltihnle Kentification ) L1 spays or More
L] vehite [not of Hispanle origin] o Rispamic Im| Asian or Pacific Islander 24, Ovcupationzl Disease
| Biack {not of Hispanic origin || Amarican indlan o Alaskan Native T ves e ]
19, Cause of jury 26. Loeation of Injury {see Instructions] 28. DWL USE ONLY 25, Fatality
Cia Oy i : Byes Hwo
Z1. Employee’s Otcupation 21z, Hously Wage ' Date fm-d)
oG NAT BOD SRCE ACCDT ADS
I s B ~

g vile S

U 1] —



EMPLOYER DATA [ Bmpleyer's Business Name

2, Federal Employer 30 No.

REFORT FOR MONTH OF:

INJURY DATA
', 10, Date of Injuyllness |11 Employee § Dight 12. Equipmant 3. Nature of INJILL 14, Body Pari{s) Affected
ﬁ Employee's Name netiy) NAICE cada
Last First M
15, Sooial Sacurlty Number 16. Sex 17. D08 (nedey) 22, Deseription of Invident 23. Ltost Fime
Ciw D= ‘ ) > pay-7bays
18. Raceltthnic KentHicntlon g 8 Days or More
3 white {not of Hispanic origin} | Hispanic | Askan or Baoliic Isiandar 24, Oceupalionat Disease
LT st gt of Hispanic orighn T3 American indian or Alsskan Ratlve Cives [Ino
8. Cause of Injury 26, Location of Infury {see Insfructions) 6. DIWC USE ONLY 25, Fataliy
Ea Oy Oc Oves Bwo
M. Employee’s Oceupation 21z, Hourly Wage Date meduy}
[aled -:.]E. B0 E £
L . . 16, Date of Injusyiingss | 1. Employes & Digit 12, Equipaant T3, Mature of INJILL 14. Body Part(s} Affected
E Employas's Name {rrrd-y} NAICE catfs
Last First 5]
45, Soclal Saenurity Namhber 1B. Sex 17. BOB {m-d-y} 22, Desoription of Ingident 23. Lost Time -
Ou DOF O =1 Day -7 Days
18 HaalEtmis Wentiicalion D 8 Days orMore
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