FILING A CLAIM

Submitting Applications for Resolution of
Injury Claim and Occupational Disease Claim

Kentucky Department of Workers’ Claims



After successfully logging in to LMS and selecting the Submit a Filing
button, click on the dropdown list under the File a New Claim heading.
The type of application you are directed to depends on the nature of
the injury or occupational disease selected from this list.




Because “Strain or Tear” was selected we are taken to an Application
for Resolution of Injury Claim and are prompted to enter basic
information about the plaintift.

=

fForm101/FilciNa P ~ & G e | File 101 - KY DWC LMS x

Application for Resolution of Injury Claim

Plaintiff Information

& MyClai

Title First Name * Middle Last Name = Suffix
hd M B Lyon: ~
& o - & id yons &
Select the type of ID* SSN*
@® Social Security Number O Green Card # 333221111
Birth Date ® mmvddinyy Gender *
10/18/1950 ® Female O Male O Undisclosed
Address *
308 Maple St

(] Outside of United States

Postal Code * City/Town ™ State
40601 FRANKFORT ™ KY

Occupation *
BOOKKEEPERS ACCOUNTING & AUDITING CLERKS

11:55 AM
4/4/2016



Step 2 asks for contact information for the defendant or employer

=

101/FileiNa P - & ¢ i3 | File 101 - KY DWC LMS x

File Edit View Favorites Tools Help

o—

Application for Resolution of Injury Claim
& My Claims

Defendant/Employer Information
[ Notifications

Business Name *

ABC Tax Services

Address *
400 5 Main St

Postal Code * City/Town * State
40601 FRANKFORT v| KY

Add Defendant
Cancel Save & Exit Back

s m e 8 SN ST




Proceeding to the next screen prompts the user to enter Insurance
Carrier information. If this information is not available, simply check No
Insurance Information Available and proceed to the next screen.

Application for Resolution of Injury Claim
Insurance Carrier Information

[ No Insurance Information Available

Business Name




The next screen collects information about the injury and any medical
treatment provided.
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File Edit View Favorites Tools Help

Application for Resolution of Injury Claim
Nature of Injury

Date and Location of accident/ injury:

Date of Injury ™ mevadivrry
yarmns

Postal Code
a0801

& Plaintin

Description of Injury: *
elldown stairs and infured right knee and left shoulder

M. Lyons told her boss at the time

Describe medical treatment. f any:

ACL repaie of right knee, rotator cuf repair of ket shauder

Name physician,




The next step collects information about whether an interpreter is
needed, whether or not the injured worker is deceased, and other
claims that may have been filed previously.

|
Application for Resolution of Injury Claim ﬁ

Other Information and Prior Claims

Will an interpreter be needed for the formal hearing?

Injured worker is deceased?*

you pr

Please list up to three (3] of your previous filings




If the user selects the add previous claim button, a window will open
prompting the user to enter information about that claim.




The prior claim information is now shown below. If there are no other
prior claims, the user can proceed to the next step.

Application for Resolution of Injury Claim

Other Information and Prior Claims




Additional employment information is collected in step 6 in addition to
whether or not the plaintiff is alleging a safety violation.
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Application for Resolution of Injury Claim
-

Other Employment Information
(™ Motifications

Was there concurrent employment at the time of injury? *
® No Yes
Has the plaintiff worked since the injury? =
No ® Yes

Please provide the name and address of current employer and description of job currently being performed:
Current Employer Name *

Mabel’s Bookkeeping Service

Postal Code * City/Town * State
40601 FRANKFORT ™~ KY

Are you alleging a violation of a safety rule/regulation pursuant to KRS 342.165?*

18 No. Yes

Cancel Save & Exit Back m




In the final step of the application the user attests to their identity and
the accuracy of the application and application attachments. An
electronic signature is required to complete the submission process.
After these items have been completed, the user may preview and
print a copy of the application by clicking Preview Document and may
submit their application to DWC by clicking the Finish button.

Application for Resolution of Injury Claim

Attestations

& lunderstand that any person who knawingly and with intent to defraud any insurance company or other person files a statement or claim
containing any materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a
fraudulent insurance act, which is a crime. *

& Plaintiff herein being duly sworn, states that the statements in this application and in Forms 104, 105, and 106, to be separately filed, are true.
By entering your name below, you are confirming the accuracy of this form to the best of your knowledge:

This form prepared and submitted by: *




Form 101

Filed:

KENTUCKY DEPARTMENT OF WORKERS' CLAIMS Vi S

Application for Resolution of Injury Claim

Claim No.

Tory b o
T

-

Social Security Number/Green Card
W/ ¥
Birth Date Gender
L L

Maling Address

FRANCHORT, Y 40401
Cry/State/Potal Code:

[0 Ovside Unied States

UNITED STATES

Country

WO0GEIPERS ACCOMTING & ALDITING (L
Occupation

AIC Tan Services

Defendantnployer (businest name)

49 5 i 5t

258 W Maln St Sulte 9

LEXINGTON, CY 48547
City State Postal Code:

Additional Defendant Name

Mailng Address

City/State Postal Code

Reason for Joinder:

Additional Otber Defendant

Mailing Address

Ciey/State Postal Code
Reason fot Joinder.

Completed Application for

Resolution of Injury
(Rendered as PDF)

Vs

L Dusrcollnian

. Date and Iocation of ccidentinjury:

Dateof jury

Location of njury (City State Postal Code)

E| Plaintif states that he/she was injurcd within the scope aad course of employment with defendant employer
o0 (he above daie and af the above location.

. Describe how the accidentinjury occurred:

Aell down tairs and Injured PLERE kaed a6 Left Phoulder

Couse of Injury: FALL, SLIP OR TRIP ON STAIRS

. Body pa nured: RATIPLE KoY PuITS

4 Whenandby

5. Lyons tald her bess. at the tine of the injury whe called the amsulasce to transport As. Lyons to the

wmrgency roon

5. Describe medical trestment, if any:
AL repale of Figet knee; rotstor cuff resalr of left shoulder

6. Name d add ) of physicsn whose eporwll e povided
Harry Lockstadt 10
7 Willanl (Yes/No) %
1f yes, n whi
1 Depeadents
Injured worker s deceased? (Yes/ Noj %
If deceased, de o fos Iwerk injory
chimmt, Form F in additen to th Reselation of Clain.
9, Have filed for or st [ Yes/No)_ "0
11 yes, please provide the following informaion:
Clain Nomber _ Dateoflnjory _ NoweofisjryDisesse _____ AwadvBenells
199480001 SANI4 | laceration 1 inden flnger rtled

1ot Kenlucky claim, lease

Cament Employer Name e Sainapeg farwca
Cament Employer City "voRt
Current Employer Sute ™ Postal Code ‘%'

KRS MLIES? (Yes/Noj__ M

i y
1Fyes, subenit form SVE within 15 days afler filing the Application for Resolution of Claim,

Atiestations:

m. - ncwlaaly sad with latent 1 defioud v b " ——
sasement o maserially ls, for the purpose of misheading, information
concerming amy [ ",

int staies that i Form 104, 105, and 106 1o be
separntly fled, are true.
y 1 his orm 0 the best o

v b Ry o Shomey

This form prepared and subemitied by Relationship 1o injured worker:

Frow




To file an Application for Resolution of Occupational Disease Claim,
we return to the Submit a File screen and select a nature that is
consistent with the need to file an Occupational Disease Claim such
as Black Lung.

Mation for Expedited Medical Dedision

Motion to Substitute Party and Continue Benefits.




Step one of the Application for Resolution of Occupational Disease
Claim collects plaintiff contact information
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Application for Resolution of Occupational Disease Claim [
[ sewtor f

Plaintiff Information

Title FirstName* Middle LastName * Suffix
| Phillip Harper ]
Select the type of ID* ssn*
® Social Security Mumber O Green Card # 555443322
Birth Date * mmisdivyy Gender*
10/24/1954 O Female ® Male O Undisclased
Address*
231503kt

[0 Outside of United States

Pastal Code* City/Town* state
41501 PIKEVILLE I~ K
Occupation *

MINING MACHINE OPERATORS =]



Step 2 asks for contact information for the defendant or employer.
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File Edit View Favorites Tools Help

Welcome, noma ~ n

Application for Resolution of Occupational Disease Claim
£ MyClaims [ sep2az |

Defendant/Employer Information

[V nNotifications

Business Name *

Dexter Mining Services

Address *
Rt3Box 79

Postal Code * City/Town * State
41501 PIKEVILLE had Ky

‘Add Defendant
Cancel Save & Exit Back



Proceeding to the next screen prompts the user to enter Insurance
Carrier information. If this information is not available, simply check No
Insurance Information Available and proceed to the next screen.
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File Edit View Favorites Tools Help
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Application for Resolution of Occupational Disease Claim [
Insurance Carrier Information

1 NoInsurance Information Available

Business Name.

BRICKSTREET MUTUAL INS

Address



Step 4 requests information about the nature of the disease.

https://kyworkersclaims.uat.Ims ky.gov/Form102/File/68 O ~ @& &

File Edit View Favorites Tools Help

Nature of Occupational Disease

&2 MyClaims Date and Location of Last Exposure:

Date of Last Exposure *

W Notific 6/9/2015

County (in which injury/fatality occured) *

Pike

Postal Code * City/Town* State:
41501 PIKEVILLE v/ KY

[ Plaintiff states that he/she became affected by reason of a disease arising out of and in the course of his/her employment.

Identify the occupational disease claimed: *

black lung

Nature of the work in which the plaintiff was engaged at the time of exposure:

roof bolt machine operator

When and by what means did the plaintiff give notice of i disease to the ployer?

employer notified via certified mail 10/20/2015 when diagnosed

Name and address of physician, whose report will be provided:
Glen Baker MD



The next step collects information about whether an interpreter is
needed, whether or not the injured worker is deceased, and other
claims that may have been filed previously.
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Application for Resolution of Occupational Disease Claim

Other Information and Prior Claims
&2 MyClai Will an interpreter be needed for the formal hearing? *

(M Notificatio ® No O Yes

Injured worker is deceased? *

Have you previously filed for or received worker's compensation benefits in Kentucky? *
) No ® Yes

Please list up to three (3) of your previous filings

Claim Number Date of Injury Nature of Injury or Disease Awards/Benefits Action

199411490 4/17/1994 Black Lung £25000.00 RIB award n

=+ Add Previous Claim

If you have previously filed for or received worker's compensation benefits outside of Kentucky, please provide the state(s) in which you were
awarded benefits

Cancel Save & Exit Back 3



Step 6 collects further employment information including retraining
benefit elections, work history, and safety violations.

Application for Resolution of Occupational Disease Claim
Other Employment Information

Are you currently engaged in the severance or processing of coal? *

Was there eoncurrent employment at the time of injury?*

Has the plaintiff worked since the injury?*




In the final step of the application the user attests to their identity and
the accuracy of the application and application attachments. An
electronic signature is required to complete the submission process.
After these items have been completed, the user may preview and
print a copy of the application by clicking Preview Document and may
submit their application to DWC by clicking the Finish button.
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Application for Resolution of Occupational Disease Claim |:

Attestations

purpose of misleading, i

This form prepared and submitted by *
Norma Ray Sutton
Iy entaring e name s the Sekd 0w, Yox e povicing Your slctroeic signatre)
Relationshipto injured worker:*
attorrey

o | s || Y D

Ol R Bl W Soame oo ]



Thank You

Questions?

Contact:
LaborKYWCLMS.TechnicalSupport@ky.qov




