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Thank you for placing your Workers' Compensation insurance through CIA Managing
General Agency.  The carrier for your policy is 

Claims will be handled through Anchor Claims Management (ACM).

CIA is providing masters of the required posting, publications, and forms which should
be duplicated, completed when applicable, copied, and distributed per the
instructions on the back of the masters.  We have also included recommended
guidelines for claims reporting.  Please familiarize yourself with these forms and
guidelines in order to assist us with the proper handling of your claims.  If you should
have questions, please contact your Anchor Claims Management representative. 

REPORTING GUIDELINES:

Anchor Risk Management claims reporting guidelines
Oklahoma reporting guidelines
Supervisor's accident investigation report

POSTING NOTICES:

Form 1A
Forma 1A

CLAIM FORMS: 

Employer's First Report Of Injury Or Illness  
Employer's Wage Statement 

ATTENTION WORKERS' COMPENSATION POLICYHOLDERS!

Claims Kit 



GUIDELINES FOR CLAIMS REPORTING

When an accident (or alleged accident) occurs:

1. See that the injured employee receives prompt medical attention.

2. Obtain pertinent information about the claim.
* To assist you with this, we suggest that you have the supervisor fill
out a Supervisor's Accident Investigation Report.

3. Immediately submit an injury report online at:

                https://www.combinedgroup.com/acm/first_report

Alternatively, you may complete the enclosed form and mail or fax to:
ANCHOR CLAIMS MANAGEMENT

P.O. BOX 819045
DALLAS, TX
75381-9045

FAX  1-800-275-3194

4. Send in signed arbitration agreement by mail or fax.
5. Accidents resulting in death or severe injury should be reported

immediately by telephone.  Call toll free 1-800-275-3193.

6. After we have received the accident report, you will be contacted to
assist us in the investigation of the claim.

Following the investigation, we will commence benefits if it is a
compensable claim.  We ask that you contact us immediately if you
obtain any new information regarding the claim.

7.

8. On lost-time cases, call us the day the employee returns to work.

9. Submit all medical bills and reports to ACM.  If the bill falls below the
S.I.R, we will complete a bill review and advise you of the recommended
payment.

10. If you should have any questions concerning a claim, do not hesitate to
call us at 1-800-275-3193 between 8:00 A.M. and 5:00 P.M. Monday
through Friday.
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GUIDELINES AND SUGGESTIONS FOR IMPLEMENTING EMPLOYER'S RESPONSIBILITY
UNDER THE OKLAHOMA WORKERS' COMPENSATION ACT

I. Employer's Responsibility for Prompt Claim Reporting - Employer's Reporting of
Occupational Injury or Disease

A. Submit an original Employer's First Notice of Injury Report to Anchor Claims
Management, Inc. (ACM) immediately.  This must be typed or printed in ink.

B. In case of death, heart attack, spine fracture or other serious injuries, call ACM
Claims Department and submit an Employer's First Notice of Injury Report to ACM
immediately.

If at all possible we encourage the use of our FAX machine to expedite the arrival.
Our FAX number is 1-800-275-3194.

C. Keep a copy of the Employer's First Report of Injury  for your records.

D. ACM will file:

A copy of the Employer's First Notice of Injury Report with the Oklahoma Workers'
Compensation Bureau within 14 days of the injury if the claim is a lost time case.

E. Complete proper wage information on the fifth line down from the top of the
Employer's First Notice of Injury, showing the average weekly wage (AWW) of the
employee on the original copy of the Employer's First Notice of Injury Report.
Average Weekly Wage is based on the prior 52 weeks of gross income from the
date of the accident.

F. There is a 3 day waiting period before compensation is paid.  ACM should pay or
deny compensation no later than 60 days from the date that the injury was reported
to you.  We have a reasonable amount of time to investigate a questionable claim.

G. Return to work status:

If the employee has not lost any time or has returned to work, notify ACM by the
following:
1. Complete line 7 on the Employer's First Notice of Injury Report by answering

yes or no and then fill in the date of return to work.
2. If the employee has returned to work after the employer has sent the First

Report, call ACM Claims Department at 1-800-275-3193 and advise us of
return to work date, type of duty, and pay rate of the employee.
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II. Employer's Responsibility for Medical Treatment

A. Medical Control is given to the employee, but if an injured employee seeks medical
treatment, he should treat with the physician that is used by your company.
Although we do not have Medical Control in Oklahoma, you should set up a
physician or medical clinic of your choice.  The employer can control many small
claims in this manner.

B. ACM may at any time require a medical evaluation by a physician of their choice.

C. Once the employee chooses a physicain, he cannot change again unless he pays
for it himself.  ACM would pick up only $500 of his second choice.

III. Employer's Notice of Dispute

A. Form 3 - This form is used by an employee when he files a dispute with the
Oklahoma Workers' Compensation Court.  In most cases, when the employer
receives this form, the employee has obtained legal counsel.

B. Keep a copy for your records and immediately submit to ACM.  Call ACM Claims
Department and inform us of this form.  ACM must obtain legal counsel and answer
this claim with the Workers' Compensation Court within 20 days.

IV. Employer's Responsibility to Return Employees to Work - Modified Job Program

The employer should try to provide a job for the injured employee in the form of light duty
if released to do so by the attending physician.
A. Light duty jobs save your claim dollars since the employer can terminate

compensation by notifying the employee that light duty is available during the
healing of the injured employee.

B. The created or modified job is a very important tool in returning employees to work
and therefore reducing the overall exposure of the claim.

C. Please call your Oklahoma Claims Adjuster concerning any specific return to work
problems.

SummaryV.

As an ACM subscriber, it is imperative that we receive your full cooperation in
administering and complying with the Oklahoma Workers' Compensation Court.  We need
your assistance to ensure that all proper forms are filled out completely and timely.  If you
should have any questions concerning any of your Oklahoma Workers' Compensation
needs, please feel free to contact your ACM representatives at 1-800-275-3193.

Please direct all correspondence to: ANCHOR CLAIMS MANAGEMENT
P.O. BOX 819045
DALLAS, TX 75381-9045



SUPERVISOR'S ACCIDENT INVESTIGATION REPORT

Employee Name
Date of birth: Sex Wage SSN

Date of work injury Exact time of injury Where did this happen?,

A. What Happened?

B. Why Did It Happen?

C. What Should Be Done to prevent repeat of similar incident? (To be completed by the
injured employees immediate supervisor .... Manager should suggest any additional action).

Continued on back

Department/Shift: Occupation: How Long on Job?

List witnesses, addresses and phone numbers, including any persons that may have
knowledge of the injury or incident, if known.
Name Address Ph.#
Name Address Ph.#
Name Address Ph.#
Did you take the employee to the doctor? Yes No
Did the employee go to a doctor on own? Yes No
Did the employee lose any work time due to the alleged injury i.e. unable to report to work for the
next regular shift? Yes No
List attending physician and or Hospital, if known.
Doctor Name Address Ph.#
Hospital Name   Address  Ph.#
How long is the employee expected to be off work, if any?
Has the employee returned to work? Yes No

***Send this form to your  company's main office, Manager, Risk Manager, or designee within 24 hours.***

(as of date of this report)

work related or on-the-job incident/injury

Employee Address Phone No. (work) Phone No. (home)

Describe what took place or what caused you to make this investigation.

Get all the facts by studying the job and the situation involved. Question by use of
WHY, WHAT, WHERE, WHEN, WHO, AND HOW. (Do not use words, like "careless", "not alert" state why such acts or
inattention were involved in the first place)

Number each action. Determine which items need additional attention (people, equipment, material). Do not use
words/phrases like "cautioned" "Told to be careful".

incl. street address or department/location the employee was in at the time.

ACINVRPT



D. What Have You Done Thus Far?

E. How Will This Improve Operations?

Date

Date

Investigated By: Title Date Ph.#

Employee signature

Name of company nurse, if any Ph.#

Reviewing Dept. or Area Manager: Date

Date this report was completed

Date this report was forwarded to the company manager or front office

Name of the injured employees immediate supervisor Ph.#

Use the same action numbers as above. Take recommended action,
depending on your authority. Follow-up: Was action effective? Insert work
order numbers.

ACINRPT2
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WAGE SCHEDULE

EMPLOYER: FILE NO.

INJURED EMPLOYEE:
Job Classification Hourly Wage

Please complete this form, indicating the earnings of for
a period of 52 weeks immediately preceeding .  If employee has worked less than
52 weeks then cover entire period of employment.

ANCHOR CLAIMS MANAGEMENT
P. O. Box 819045 
Dallas, TX 75381-9045

SIGNATURE POSITION

DATE IMPORTANT: PLEASE FILL ALL COLUMNS

PLEASE RETURN THIS COMPLETED FORM IMMEDIATELY TO:

NO COMPENSATION CAN BE PAID TO INJURED EMPLOYEE UNTIL THIS INFORMATION IS RECEIVED.

WEEK GROSS WEEK GROSSDAYS EMPL. DAYS PLANT DAYS EMPL. DAYS PLANTWEEK WEEK
WAGES WORKED WAGES WORKEDENDING WORKED ENDING WORKED

1 27

2 28

3 29

4 30

315

326

7 33

348

9 35

10 36

11 37

12 38

3913

4014

4115

16 42

17 43

4418

19 45

4620

21 47

22 48

23 49

24 50

25 51

26 52

TOTALS TOTALS

WAGSCH
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