-if, whan your disability begins,:you are employed or are
unemployed for four weeks or less, use the WHITE claim form

L " (Form DB-450), which you may obiain from your er_ngi'ayer,
Ie his or her insurance carner, your health provider or any office of
TRy the Workers' Compensation:Board, and serid it to yotrr employar

) or the Instrance carrier named below, _ , _

& -If, when your disability-begins, you have been unemployed

& maore than four weeks, use the GREEN claim form (Form DB-
155 ] 300, which you maj obtair from any Unemploymient Insurarnice
%3 Office, yourhealth provider, or ariy office of the Workers' Comipen-
o sation éo’ard'. Send completed claim form: to the Workers' Com-
' d. pensation Board, Disability Benefits Bureau, - Albany, New York
9044 N .

B ]ﬁEBM: Before filing your claim, your health provider must

Ed cofmplefe: the "Health Care Provider's Statement” on the ciaim

= tarm, showing your period of disability. o

& 4. You dre enlitled to be treated by any physician, chiropractor,

K dentist, nurse-midwife, podiatrist or psychiologist of your choice.

E However, unlike worker's compensation, your medical bills: will

) not be paid unless your employer and/or union provides for the
By payment of such bills under a Disahility Benefits Plan or Agreement.

S 5. it you are ili ‘or injured during the time you are receiving
i% Unemploymient Insurance Benefits, file a claim for Disability

Beniefits as soon as you sustain ine injury ot illness, by following

= the instructions. outlined above.

B4 6. if you are oul of work in excess df seven: days. your employer
O " s requited fo send you a Disabilify Benefits Statement of Rights
kg {Form DB-271). = L . T

'_ 7. Other’ information about Disability Beriefits inay beé obtained
1% by writing or calling the riearest Workers' Compensation Board
B Office. : b i

&

B S WL\ W AR ST SN SUNANSAS A AW WA  AW D O  2T AT A RO
I3t " - AT il
= STATE OF NEW YORK %
%: WORKERS' COMPENSATION BOARD __
i . ESTADO DE NUEVA YORK — LA JUNTA DE COMPENSACION OBRERA < %
2 NOTICE OF COMPLIANCE ~ AVISO DE CUMPLIMIENTO 2
5 DISABILITY BENEFITS LAW LEY DE BENEFICIOS POR INCAPACIDAD ' ;,%
> TO EMPLOYEES A LOS EMPLEADOS ol
= . . . . L . - : . 1
£ 1. if you are uhable to work because of an iliness or injury not 1. Si no puéde usted trabajar debido a enfermedad o lesidn no 5
D work-related, you may be eniitled to receive weakly bensfits relacionada con el trabajo, podria {enar derecho a. recibir 2=
5 from your'employer, or his or her insurance company, or from beneficios semanales de su patr6i o de la compaitia de seguros o
i the Special Fund for Disability. Beniefits. . de él/ella.o del Fondo Especial para Beneficios por Incapacidad. 3
i, 2. To claim bensfits you must file.a claim form, within 30 days 2. Para reclamar beneficios usted debe presentar una forma de B |
] from the first date of your disability, but it no event more than rec?amacra_n' deniro de 30 dias a_partir de la primera 1acha B
‘ :j‘ " 26 weeks from such date. : ‘ de SU mc_g‘gg_c:aa'a,_“pero‘.en_ mingun caso mas de 26 semanas )
% 3. Use.one of the following claim forms: de dicha Techa; ' i)

. Use una de 1as siguientes formas de reclamacion: =~
-Si, cuando comience su incapacidad usted estd eripleado o
ha estade desempleado por cuatfo semarias o mernos, use la

farma de reclamacion BLANCA (Form DB-450), la cual puede i
obtener de su patrdn o de |2 compartia de seduros de élielld; |2
0 de su proveedor de cuidados de salid, o bien de cailquier all
oficina de la Junta de Compensacién Obrefs, y enviela a. su =1
patrori o a la compania de seguros nombrada abajo. b
-8l cuapndo. comience -su incapacidad, usted ha estado
desempleado mds de cualro semanas, use la torma de v
reclamacidn VERDE: [Forin DB-300). la cual puede obtener en |
cualquier Oficina.de Seguro de Desempleo, de su proveedor ;?je. g I

salud; o bien de clalquigr oficina de ia Junia de Comperisacion

£AL-
Obrera. Envielaforma de reciamacion; debidamentederminada,a B
Workers' Compenisation Boaid, Disability Benefits Bureals, Al- X
bany, New York 12241 : . ald
IMPORTANTE: Antes de prasentar usted su reclamacién, es =
" necesariy que su proveedor de salud complete 4 declaracion 2
del- médica"Health Care Provider's Statement” en |a forma. de |

reciamacih, indicando el perigdo de su incapacidad.

)

4. Usted tiene derecho a ser tratado por cualquier médico, ",C: .
quirdpractico, dentista, enfermera-patera, podiaira o psicologe Al
que usted slija. Pero, contrario a la compensacidn obrera, sus ol
cuentas médicas ho seran pagadas a menos que sy pation wo Pt
Unian proporcione pago de tales cuentas médicas:bajo un Plan k3t
o Canvenig de Beneficios por Incapacidad, o {@

5..8i estuviera usted enfermo o lesionado durante el tiempo, que i

eslé recibiendo beneficios del Seguro de Desempieo, presente
una reclamacion para Beneficios por lncapacidad, siguiendo
las instricciones arriba descritas, tan proito como sifra fa lesion

T

&

a,

1)

0 13 enfermedad, ) ) 2 |
6.. Si usted. esta desempleado por mas de siete dias, st patron it

esta obligado mandarle a usted la Declaracion de Derechos

&\

2 . . : oohigada man a4 = | Lecaracl ; §
Y WORKER'S COMPENSATION BOARD OFFICES 7. & Berlelicios Fot Incapacidad (Form DB-27). i Bt
5 Alany, 12241 - 100 Broadway - Menands - (518) 4746581 - Quras anformaciones relalivas a Beneficios por Incapacidad . i
£ Binghamton, 13901 - State Office'Bidg. - 44 Hawley S, (607) 721-8353 Pu-e“?’f‘.gb-'f?’-ﬁfs_‘? mgb'.e“d" o '.-'-??‘S’éd.q a1a oficina mas IS
2 Buffala, 14204 - State Office Bldg. - 125 Mair, St » (716) 847-3178 cercana de la Junta de Compensacién Obrara. |
5 Hempstead, 14850 = 175 Fulton Avenue - (516) 560-7745 : < ‘ =
2 New Yark City, 11248-0005 - 180 Livingsion St. - Brooklyn - (718) 802-6964 . : . ' 2
2 Rochaster, 14814+ 130 Main Street West - (585} 238-8300 S A otlints /2. < Cu Ll %
(5] Syracuse, 13202% State Office Bldg. - East Washington St. - (315) 4284465 ‘ e il :?:' [
£ . . Robert R. Snashall ' K
) Chairman (Presidenie) 52
) ~ £
g The undersigned empioyer is in compliance with, the provisions of the Disability Benefits Law (El patron abajo firmante esta en K
B conformidad corn las disposiciones de la Ley d¢é Beneficios por Incapacidad). . . {

% paid by (Los Beneficios por Incapacidad, cuando debidos, seran pagados por):

Disability Benefits, when due;, will be

B[ LINCOLN LIFE & ANNUITY OF NY

5 85 ALLEN ST., STE 210

i ROCHESTER = NY 14608

.- gieggvne_;ﬂorn()l/O:L/_‘.ZOIG T 01/01/201B
(Polizs Na'y '

THE WORKERS' COMPENSATION BOARD EMPLOYS AND SERVES
THE HANDICAPPED WITHOUT DISCRIGINATION.

LA JUNTA DE COMPENSACION OBRERA EMPLEA Y SIRVE A

WAL,

l

;:: PEASONAS INCAPACITADAS SIN DISTINCION

= ,f‘ . '

= DB-120 (6/ Fraacnbeg

5 - bact by Cha

- 0 (6 95) Workmry' (.‘.zrnp-ﬂ'l’llm Board
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Thé benefits provided are (Los beneficios provistos son) i
x |Statutory | Under a Plari. or Agreement ¥
] {Estatutarios) {Bajo un Plan o Convenio) i
Classies) of employees covered (Clase{s] de empieados amparadosy i
i 3 Lo : =13
ALL ELIGIBLE- 1B
i
Name of employer (Nombre del patron) '5;
ARUP LABORATORIES INC 4
, : 5
BY . 2
THIS NOTICE MUST BE POSTED CONSPICUOUSLY IN AND :j(é

ABOUT THE EMPLOYER'S PLACE OR PLACES OF BUSINESS,

5
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