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Scope of Litigation Management System

The Litigation Management System (LMS) to provides a simple,
online tool for initiating and managing workers’ compensation
claims. LMS is a paperless alternative for attorneys, or those
representing themselves, to initiate workers’ compensation claims
and submit litigation-related documents.

Court reporters are able to submit depositions and hearing
transcripts.

Other parties to a claim, such as insurance carriers, employers,
medical providers, and claimants, can use LMS to view claim
details and monitor activity.




Supported Browsers

About Internet Explarer

We recommend the following Web browsers for [l BRIk
navigating LMS: Microsoft® Internet Explorer, Explorer1
Mozilla Firefox, Google Chrome, or Apple '
Safari. Please ensure the version you
have is up to date.

If you are using IE10 or higher and still encounter
problems, please verify that your browser is not

w“" operating in Compatibility Mode. To verify this, click
the gear icon and then select Compatibility View

If problems continue, contact LMS support at
LaborKYWCLMS.TechnicalSupport@ky.gov.

About Internet Explorer



Hours of Operation and System Maintenance .
Proposed change to 803 KAR 25:010 I.

Section 3. LMS Filings. (1) A document submitted electronically
shall be deemed filed on the date filing is completed within the time frames set
forth in paragraph (a) of this subsection. The filing party shall receive an
electronic notification of the time and date filed.

(a) Pleadings, motions, orders or other documents may be filed
utilizing the LMS at any time the LMS is available. Periods of unavailability
shall be pre-announced by the department. Inability to file during periods that
were previously announced shall not constitute an excuse for a failure to file
during a period.

LMS will be “down” for maintenance by the Commonwealth Office of
Technology (COT). When the DWC is informed by COT that the system is
going to be taken down the DWC will provide notice that the system will be
unavailable.
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Technical Failure/Effect I.

803 KAR 25:010

(15) "Technical failure":

(a) Means a failure of the Department of Workers’ Claims’ hardware,
software, and telecommunications facility that results in the impossibility for an
external user to submit a filing electronically; and

(b) Does not include malfunctioning of an external user’s equipment.

(10) "Jurisdictional deadline" means a deadline set by statute or administrative
regulation that the Department of Workers’ Claims shall not extend or change.

Section 4. Technical Difficulty: Litigation Management System Unavailability. (1)
Jurisdictional Deadlines. A jurisdictional deadline shall not be extended. A
technical failure, including a failure of LMS, shall not excuse a failure to comply
with a jurisdictional deadline. The filing party shall insure that a document is
timely filed to comply with jurisdictional deadlines and, if necessary to comply
with those deadlines, the filing party shall file the document conventionally
accompanied by a certification of the necessity to do so in order to meet a
jurisdictional deadline.



(2) Technical Failures.

(a) If a filing party experiences a technical failure, the
document may be filed conventionally, if it is accompanied by a
certification, signed by the filing party, with a certification the filing
party has attempted to file the document electronically at least twice,

7 I.

with those unsuccessful attempts occurring at least one (1) hour apart.

The commissioner may require the document to be accompanied by a
disc or CD-ROM that contains the document in PDF format.

(b) A filing party is prejudiced due to a technical failure as
defined by Section 1(15) of this administrative regulation, or a filing
party who cannot file a time-sensitive document electronically due to
unforeseen technical difficulties, other than a one filed under a
jurisdictional deadline, may seek relief from an administrative law
judge. Parties may also enter into an agreed order deeming a
document, other than one (1) filed under a jurisdictional deadline,
timely
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Below is the landing screen which appears at logon.
Information on the Claims a user is associated to are listed and
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clicking on the claim number for each case will take the user to
the claim detail screen for that claim. A user can also click the
submit a filing button or the add a claim button to complete

those tasks.

Ky OV An Official Website of the Commanwealth of Kentucky

Litigation
Management

System My Claims

&d LM Group Claims Show 10 |v| entries

B Notifications

ﬂ' Admin 2099- TEST ACCOUNT V5 GO GO GADGET ARMS
ASDFASKLDF SDFLKASDF V5 ASDKFAL

RILEY KING V5 BUBBA SHRIMP AND MORE & KEM

Welcome, dfsfd -

51 Submit a Filing

Search:

Injury JE Body Part AL

HON ROBERT L n
SWISHER

LOWER ARM JEFFV.LAYS0N n
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By clicking on the notifications tab on the blue menu on the left side of

the screen, a user can see any drafts of forms they have saved and
notifications of filings in cases to which they are associated. Clicking
on the link under document name opens the document.

Drepartment of Workers' Claims &

Ky - r](}\. An Official Website of the Commonweslth of Kentucky

Litigation
Management
System My Notifications

LMS Group Clai
= rofpEme My Drafts

Drafts will expire 14 days from the last saved date.

(W Notifications

a Admin

Show| 10 [v] entries Search:

Draft Id Name of Form g Date Draft Updated

42197 APPLICATION FOR RESOLUTION OF INJURY CLAIM

Showing 1 to 1 of 1 entries

Filing Notifications

I Unseen Only
Show| 10 [v|  entries Search:

Seen/Unseen Document Name Claim Number Claimant DateFiled I

] MEDICAL WANER AMD COMNSENT FORM

= MEDICAL WAMNER AND COMNSENT FORM



The claim detail screen shown here contains vital information about - I.
the claim that can be accessed using tabs near the middle of your

screen. Here we see the document tab that lists electronic copies of

all documents filed in the case.

Ky . qo\, An Official Website of the Commonwealth of Kentucky

Litigation
Management

System Claim #: 209900001

&3 LMS Group Claims
TEST ACCOUNT VS GO GO GADGET ARMS

g Notifications Judge 661 -ROBERT L. SWISHER
Y 2/1/2017

Insurance Carrier Information

a Sal 1 05 - PROOF TIME
46 - RUPTURE
99 - WHOLE BODY

Participants Participants {cont'd) Accident Insurance

Search:

Document Mame

MEDICAL WANER AMND COMNSEMT FORM

MEDICAL WAIVER AND CONSENT FORM
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The participants tab displays all participants involved in all styles of a

claim and a description of all involvements.

Documents Participants Participants (cont'd) Accident Insurance

A GO GO GADGET ARMS : Defendant

SFIFTHST

FRAMKFORT
KY
40401

Country UNITED STATES

% TEST ACCOUNT : Plaintiff
»  WINSTON CHURCHILL : Plaintiff Attorney

w BOOTSY COLLINS : Defendant Attorney
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The participants (cont’d) tab allows a user to view claim, appeal, and

medical dispute litigations for a claim. The participants specific to each
claim and their role can be viewed here.

enits) Participants Participants (cont'd) Accident Insurance

Name Role

TEST ACCOUNT Plaintiff
GO GO GADGET ARMS Defendant

winston churchill Plaintiff Attorney

Bootsy Collins Defendant Attorney
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The accident tab provides details about the claimant and the accident.

Participants Participants (cont'd) Accident Insurance

Claimant: Test Account

Injured Worker Injured Worker

Accident/Injury ription Marrative They fell 5
Mature RUPTURE Dat £
( TERRORISM Date of Death Living

Male
40601 Unknown
IRVINGTOM, KY C Gaffer
Feb-13-2017




AS)
The insurance tab shows insurance carriers and policy numbers I.
connected to the claim.

Documents Participants Participants (cont'd) Arcident Insurance

Carrier/Policy Number i ¥ Cancel Date

811999
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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.

Choose the type of document you wish to file.

File a Mew Claim
SiaetTiing 3 mew Slatm sy plzil

Fth 3t el ymur i fory s dlomane. The

Mature of Injury *

‘Cantinue toForm

Apresmests are not being submitted electronically at this time. Please selact fatality or the nature of the injury / occupational diseass to creste an agresment document. Once completed, plesse print and mail 2 copy to the Department of Workers' Claims, 857 Chamberfain S, Frankdort, KY 40601 Thank you!

File an Agreement
Eagh your spreamans oo by pizieg tha rature of yaurnjo

f your [fary of S anS 2hen continun oo fomm, f you re Tiacia clalm, acd ¥ o pour My Claln gt and pabmit a0 agreamact 2o S clalre fia

Emplayes/plzintiff is decazead

Maturs of Injury *

‘Continue toForm

File 3 Mation to Reopen

!:l'le Other Documents

Sabaciec docomas Ty sl e s, withoct itk ing 1 chalm b yous Ty Clalma pape

p——
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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 plaintiff.

Application for Resolution of Injury Claim

Plaintiff Information

First Name * Last Mame *

O Green Card £

Birth Date™ mm/ddAyyy Gender *

O Female O Male ® Undisclosed

[0 Outside of United States

Postal Code ™

Occupation™

Cancel Save & Exit m



PAY)
Step 2 asks for contact information for the defendant or employer.

Application for Resolution of Injury Claim

Defendant/Employer Information

Business Mame*

Postal Code® City/Town*

Cancel Save & Exit Back m




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

[ Mo Insurance Information Available

Business Mame

Postal Code*

Cancel Save & Exit Back m



31

This screen collects information about the injury and any medical
treatment provided.

Application for Resolution of Injury Claim

Nature of Injury

Diate.and Locst

Dizte af Injury

Postal Code” City/Town *

O Plaintiff states that he'she was injured within the scope and course of employment with defendznt employer on the sbowe date and 2t the above kocation.

Diescription of Injury: *

Cause of Injury * Bady Fart Injured *
i

Whe=n and by what mesns did the plaintif# zhe notice of injury $o the smployer?

Diescribe madical tragtment, if any:

Mame snd address of physician, whose repartwill be provided:
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The next step collects information about whether an interpreter is I.
needed, whether or not the injured worker is deceased, and other
claims that may have been filed previously. If the time limit for filing a
claim is close, a supplemental filing containing this information can be
submitted as soon as the attorney receives information on the prior
claim.

Application for Resolution of Injury Claim

Other Information and Prior Claims

Will an interpreter be needed for the formal hearing? *
® No O Yes

Injured worker is deceased? *
® MNo O Yes

Havwve you previously filed for or received worker's compensation benefits in Kentucky? *
® Mo O Yes

If not a Kentucky claim, please provide the state in which you were awarded benefits:

Cancel Save & Exit Back m
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If the user selects the add previous claim button, a window will open

prompting the entry of information about that claim. Provide any
available information about previous claims here.

Add Previous Claim

Claim Mumber *

Date of Injury

*  mm/dd/ Y'Y

Mature of Injury or Disease *

Awards/Benefits *
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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

Will an interpreter be needed for the formal hearing? *
® Mo O Yes

Injured worker is deceased? *
® Mo O Yes

Have you previously filed for or received worker's compensation benefits in Kentucky? *
O Mo ® Yes

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

Claim Number Date of Injury MNature of Injury or Disease

Stubbed Toe

If not 2 Kentucky claim, please provide the state in which you were awarded benefits:

Cancel Save & Exit Back m
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Additional employment information and whether or not the plaintiff is

alleging a safety violation is collected in step 6.

Application for Resolution of Injury Claim

Other Employment Information

Was there concurrent employment at the time of injury?*
® No O Yes
Has the plaintiff worked since the injury?*
® No O Yes
Are you alleging a violation of a safety rule/regulation pursuant to KRS 342.1657*

® No O Yes

Cancel Save & Exit Back




In the final step of the application process the user attests to their > I.
identity and the accuracy of the application and 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

[0 lunderstand that any person who knowingly 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: *

{by entering your name in the field abowe, you are providing your electronic signature)

ship to injured worker: *




Form 101

KENTUCKY DEPARTMENT OF WORKERS' CLAIMS
Application for Resolution of Injury Claim

Rary B Lyons
Plaintiff

.z
Social Security Number Green Card

10/20/2950 F
Birth Date Gender

M8 Raple St
Mailing Address

FRANCHORT, KY 406R
City StatePostal Code

[0 Ouwside United States

UNITED STATES
Country

ACCOUNTING & ALOTTING CLE

ABC Tax Sarv

DefendantEmployer (business fame)

00 5 ain 5t
Mailing Address

FAUNKFRT, KY 42601
City'StatePostal Code

o
Insurance Carier

258 W wala 5t Suite
Mailing Address

LEXINGTON, K 48547

City State Postal Code

Additional Defendant Name
.\-ri_r\g Address

Cly/Siate Postal Code

Reason for Joinder.

‘Additional Orber Defendant
Mailing Address

City/State Postal Code

Reason for Joinder.

Example - Completed
Application for Resolution of
Injury
(Rendered as PDF)

L Nature of Injury
Date and location of ccidentinjury:

32172085 FRANCORT, Y 48681

Date of Injury Location of Injury (City State Postal Code)

E Plaintiff states that he/she was injured within the scope and course of employment with defendant employer

o the above date and at the above location.

Describe how the acsidentinjury occurres
Fell down stairs and Injured Flght knee and left sheulder

Couse of Injury: FALL, SLIF OR TP 0N STafes
Body part injured: WATIPLE BCDY PARTS

When and by what meas did the plaintfgive potice of njury 1o he employer?

Ms. Lyons tald her boss at the tine OF the injury whe called the smulance to transport M. Lyons to the

amsrgency roce

Describe medical tratment, i any
ACL repair of right knee; rotator cuff resair of left cheulder

Name and address (cty/staic/pasial code) of physician whose seport will be provided:
arry Lockstast 10

Will an Interpreter be needed for the formal hearing? (Yes / No) %

1Fyes, in which lungunge? _

Dependents

Injured worker is deceased? (Yes [ No) 40

1F decensed, dependent information is required for a deceased worker. If work injury resulted
claimant, aitach/providelupload Form F in additien 1o the Application for Resolution of Claim.
Have you previously filed for or received workers' compensation benefits in Kentucky? (Yes / No)

If yes, please provide the following information:

Claim Number Date of Injury Nature of Injury/Disease. Awards/Benefits

1854 S/1/1984 [ laceration & index finger settled

If not a Kentucky claim, please provide the stale in which you were awarded benefits:

10. Was there concurrent employment ai the time ol injury? (Yes /No) ™
11, Name and address of concurrent employer

Concument Employer Name

Concurrent Employer City

Concoment Employer Stale Postal Code
12. Has the plaintilf worked since the injury? (Yes / No) Y™

13, Mame and adiress of current employer and description of job currealy being performed:

Cument Employer Name Mels Bossepng Sarics

Curvent Employer City PRAWPORT

Curvent Employer State Postal Code 424!
14 Are you alleging s violation of » safety rule/regulation pursusnt to KRS 311687 (Yes / No)
I yes, submit form SVE within 15 days afler filing the Application for Resolution of Claim,
Atiestations:
= 1 understand that any person who knowingly and with intent to defraud mny insurance company or other person fles
statement or claim containing any materially false information or conceals, for the purpose of misleading, information

concerning any fact material thereto commits 8 fraudulent insurance act, which is s crime.

E Plaintiff herein being duly sworn, states that the stalements in this application and in Form 104, 105, and 106 10 be
separately filed, are true.

By entering your mame below, you s confiming the accuracy of this form 10 the best of your knowhedge,

o b Ry S sy
This form prepared and submined by Relationship 10 injured worker:

Plaintiff Signature
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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. The next slides cover the differences between filing an
Occupational Disease Claim and an Injury Claim.

Choose the type of document you wish to file.

File aNew Claim

Start filing a new claim by picking the nature of your injury or disease. Then click next. This will direct you to the appropriate form for vour particular claim.

Nature of Injury *

Continue to Form

M




Step 4 requests information about the nature of the disease.

Application for Resolution of Occupational Disease Claim
Nature of Occupational Disease

Drate and Location of Last Exposure:

Date of Last Expasure *

County (inwhich injury/fatality occured) *

Postal Code™ City/Town™
™
[ 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: *
Mature of the work in which the plaintiff was engaged at the time of exposure:

When and by what means did the plaintiff give notice of occupational disease to the employer?

Mame and address of physician, whose report will be provided:

Cancel

Save & Exit

= -
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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

Areyou applying for retraining incentive benefit? *
O Mo O Yes
Arevyou currently engaged in the severance or processing of coal?*
O Mo O Yes
Areyou currently working in the industry in which the |ast exposure occurred?*
O Mo O Yes
Was there concurrent employment at the time of injury? *
O Mo O Yes
Has the plaintiff worked since the injury? *
O Mo O Yes
Arevyou alleging a violation of a safety rule/regulation pursuant to KRS 342.14657 °

O Mo O Yes

Cancel Save & Exit Back m
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To file a Hearing Loss Application, return to the submit a document
screen and select “Hearing Loss or Impairment (Traumatic Only)” from
the Nature of Injury drop down under File a New Claim. The next
slides explore the differences between filing a Hearing Loss Claim and
an Injury Claim.

Choose the type of document you wish to file.

File aNew Claim

Start filing a new claim by picking the nature of your injury or disease. Then click nestt. This will direct you ta the appropriate form for your particular claim.

Mature of Injury *

HEARING LOSS OR IMPAIRMENT (TRAUMATIC ONLY) ﬂ

Continue to Form




Step 4 of the application differs from the previous 2 applications. The 4,
user is asked to provide information about their hearing loss

Application for Resolution of Hearing Loss Claim

Nature of Occupational Hearing Loss

Date and Location of Exposure/Accident:
Date of Injury * mmvsdd

Postal Code ™ City/Town *
[V

[1 Plaintiff states that he/she was injured within the scope and course of employment with defendant
employer on the above date and at the abowve location.

Describe the nature of the Occupational hearing loss: *

Cause of Hearing Loss *

Motice to employer
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To file a Pre-Litigation Medical Dispute, select “Pre-Litigation Medical

Dispute” from the submit a filing page.

Choose the type of document you wish to file.

FileaNew Claim

Start filing & new claim by picking the nature of your injury or dizease. Then click next. This will direct you to the approprizte form for your particular claim.

Nature of Injury *

Continue to Form

Agreements are not being submitted electronically at this time. Please select fatality or the nature of the injury / occupational disease to create an agreement document. Once completed, please print and mail a copy to the Department of Workers' Claims, 657 Chamberlain Ave.,

Frankfort, KY 40601. Thank you!

File an Agreement

Beginyour agreement form by picking the nature of your injury or disease, and then continue to the form. If you have filed a claim, add it to your "My Claim' list and submit an agreement to the claim file.

[0 Employes/plaintiff is deceased

Nature of Injury *

File a Motion to Reopen

Motion to Reopen Maotion to Reopen (Medical Dispute)

File Other Documents
Selected documents may be filed here, without first adding 2 claim to your "My Claims’ page.
Maotion for Expedited Medical Determination Application for Resolution - Interlocutory Relief

Motion to Substitute Party and Continue Benefits Pre-Litigation Medical Dispute




44
File a “Motion for Expedited Medical Determination” from the submit a

filing screen by clicking on the button denoted by the green arrow
below.

Choose the type of document you wish to file.

File a New Claim

Start filing & new claim by picking the nature of your injury or disease. Then click next. Thiswill direct you to the appropriste form for your particular claim.

Nature of Injury *

Continue to Form

Agreements are not being submitted electronically at this time. Please select fatality or the nature of the injury / occupational disease to create an agreement document. Once completed, please print and mail a copy to the Department of Workers' Claims, 657 Chamberlain Ave.,
Frankfort, KY 40601. Thank you!

File an Agreement

Begin your agreement form by picking the nature of your injury or disease, and then continue to the form. If you have filed a claim, add it to your "My Claim’ list and submit an agreement to the dlaim file.

[ Employese/plaintiff is deceased

MNature of Injury *

Continue to Form

File a Motion to Reopen

Motion to Reopen IMotion to Reopen (Medical Dispute)

File Other Documents

Selected documents may be filed here, without first adding a claim to your My Claims’ page.

Motion for Expedited Medical Determination Application for Resolution - Interlocutory Relief

Maotion to Substitute Party and Continue Benefits Pre-Litigation Medical Dispute
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Click the “Application for Resolution — Interlocutory Relief” as

indicated by the grey arrow below to file an application for interlocutory
relief.

Choose the type of document you wish to file.

File a New Claim

Start filing & new claim by picking the nature of your injury or disease. Then click next. Thiswill direct you to the appropriste form for your particular claim.

Nature of Injury *

Continue to Form

Agreements are not being submitted electronically at this time. Please select fatality or the nature of the injury / occupational disease to create an agreement document. Once completed, please print and mail a copy to the Department of Workers' Claims, 657 Chamberlain Ave.,
Frankfort, KY 40601. Thank you!

File an Agreement

Begin your agreement form by picking the nature of your injury or disease, and then continue to the form. If you have filed a claim, add it to your "My Claim’ list and submit an agreement to the dlaim file.

[ Employese/plaintiff is deceased

MNature of Injury *

Continue to Form

File a Motion to Reopen

Motion to Reopen IMotion to Reopen (Medical Dispute)

File Other Documents

Selected documents may be filed here, without first adding a claim to your My Claims’ page.

Motion for Expedited Medical Determination Application for Resolution - Interlocutory Relief

Maotion to Substitute Party and Continue Benefits Pre-Litigation Medical Dispute
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Click “Motion to Substitute Party and Continue Benefits” as denoted
by the grey arrow below.

Choose the type of document you wish to file.

File a New Claim

Start filing & new claim by picking the nature of your injury or disease. Then click next. Thiswill direct you to the appropriste form for your particular claim.

Nature of Injury *

Continue to Form

Agreements are not being submitted electronically at this time. Please select fatality or the nature of the injury / occupational disease to create an agreement document. Once completed, please print and mail a copy to the Department of Workers' Claims, 657 Chamberlain Ave.,

Frankfort, KY 40601. Thank you!

File an Agreement

Begin your agreement form by picking the nature of your injury or disease, and then continue to the form. If you have filed a claim, add it to your "My Claim’ list and submit an agreement to the dlaim file.

[ Employese/plaintiff is deceased

MNature of Injury *

File a Motion to Reopen

Motion to Reopen IMotion to Reopen (Medical Dispute)

File Other Documents

Selected documents may be filed here, without first adding 2 claim to your My Claims’ page
Motion for Expedited Medical Determination Application for Resolution - Interlocutory Relief

Maotion to Substitute Party and Col Pre-Litigation Medical Dispute
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The next section pertains to filings after a user is associated to a I.
claim. These filings are done by clicking on the file document button in
the claim detail screen as shown by the green arrow below.

Claim #: 202000001 ‘

INJURED SALLY V5 NATIONAL COMPUTER SYSTEMS
OBERT L. SWISHER

7/4/2015

SUBMITTED FOR ALJ DECISION

LACERATION

LOWER ARM

Daocuments Participants Participants (cont'd) Accident Insurance

Document Name

NOTICE OF REPRESENTATION
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To file a Form 104, select Application Attachment from the available
document categories, then select Plaintiff’'s Employment History (Form
104) as the document type.

File Document

Select a document category:

APPLICATION ATTACHMENT

Select a document type:

PLAINTIFF'S EMPLOYMENT HISTORY (FORM 104)
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Form 106 is not a web form, it accepts PDF attachments. Click next to

proceed.

File Document

Proceed to upload your document on the next step.
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By clicking the Select a File button below, you will be prompted to

select a file from your computer to attach to the Form 106. THE FILE
MUST BE IN PDF FORMAT AND MAY NOT BE MORE THAN 20 MB
IN SIZE.

File Document

Select a Document to upload. The document must be a PDF or .jpg, and its size
must be less than 20MBE.

Select a File |
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Once the file has been attached, clicking the Finish button will submit

the document to DWC.

File Document

Select a Document to upload. The document must be a PDF or .jpg, and its size
must be less than 20MB.

Select a File Obb576_10420326e31d4d?060c43c4619748a1f.pdf




52
To file a Form 105, select Application Attachment from the available

document categories, then select Plaintiff’'s Chronological Medical
History (Form 105) as the document type.

File Document

Select a document category:

APPLICATION ATTACHMENT

Select a document type:

PLAINTIFF'S CHRONOLOGICAL MEDICAL HISTORY (FORM 105)
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To file a Form 106, select Application Attachment from the available

document categories, then select Medical Waiver and Consent Form
(Form 106) as the document type.

File Document

Select a document category:

APPLICATION ATTACHMENT

Select a document type:

MEDICAL WAIVER AND CONSENT FORM (FORM 106)
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To file a Notice of Representation, either of the options below can be I.
selected from the landing screen in LMS.

My Claims QRgiCIeE

i

You aren't associated with any claims.
Please add an existing claim. «
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The add a claim button will bring up the add a claim window where a

claim and access number can be entered.

Add a Claim X

To join as a party or representative to a claim you must be a named party and have an Access
Number.
Claim Number *

2020998467

e S p—
Access Number 123 45|

You can also file a new claim, submitting all documentation electronically.
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If the party you need to associate with is not listed in the parties drop

down, click the “None of These.”

Add aClaim

Select your party *

MNone of these




If you are counsel for a party listed on this screen, select your party > I.
and click Continue to Form to file the Notice of Representation (NOR)
form.

If you are associating to this claim as counsel for an existing party, you must file a notice of
representation. Please select which party you represent, if any:

®hvALCAMNO PROTECTION LLC
OKALAMAZOO TIGER HOUSING
COFUMNKMASTER FLEX

CHAMDY MANNY

CHAMDY MARMY
CBOB THE BUILDER
O Mone of these

Continue to Form




The notice of representation form will populate with the information
provided by the attorney at registration and ask for an electronic
signature.

Form NOR
Attorney Name and Address

Enter your name and address as parties should address filings.

First Mame or Mame of your Organization © Last Mame

tes| * har

Address*

14 oak

Pastal Code * City/Town ™

40801 FRAMEFORT

Electranic Signature *

59
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The list below allows for the designation of the manner of service.

Parties can be served by mail, email, LMS, in person or not served at
all.

Form NOR

Presented To

_ ﬂ WALCANO PROTECTIOM LLC

FALAMATCHOD TIGER HOUSING

n

FUMKEMASTER FLEX

0

WINSTON CHURCHILL

0

BOE THE BUILDER

(]

HAMNDHY MAMNY

n

HAMNDHY MAMNY

0

BOE THE BUILDER

i




On this screen, you can confirm the service chosen and if you choose’"
preview and save a copy of your notice. Clicking the finish button
submits the form to DWC. The following slide shows an example of a
system generated Notice of Representation.

Form NOR

Presented To

Served by mail GEORGE CLINTCMN

Served by email BILL BILLINGSLEY

UMINSURED EMPLOYERS FUMNDy

Served via LMS

Mot served UNINSURED EMPLOYERS FUND

ROYCTE O ROLLES




IMMOMWEALTH OF KENT
CEPARTMENT OF WORKERS

CLAIM NO. 2020-00006
BEFORE:

GEORGE CLINTON PLAINTIFFIEMFLOYEE

NOTICE OF REPRESENTATION

BILL BILLINGSLEY DEFEMDANT/EMPLOYER(S)

Comes tes har and gives notice of representation on behalf

of BILL BILLINGSLEY in the above referenced claim. All relevant
comespondence and pleadings should be served on counsel in the following
fashion:

tes har
14 cak

Frankfort, K 40601

Respecifully submitied,
Is! tes har
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Once a claim has been successfully associated to, it will appear on
your landing page under “My Claims.” By clicking on the claim
number, you will be able to view details about the claim.

My Claims

Show 10 - entries

Claim # Style Injury Date |5 BodyPart ALJ

2020-00004 GARTHEBROOKSWVSMATIONAL COMPUTER SYSTEMS INC 2/8/2016 EYE(S) NSA

Showing 1 to 1 of 1 entries Previous Mext

: I.




To file a Notice of Claim Denial or Acceptance (Form 111), select
Other Pleadings from the available document categories, then select
Notice of Claim Denial or Acceptance (Form 111) as the document
type.

File Document

Select a document category:

COTHER PLEADINGS

Select a document type:

NOTICE OF CLAIM DENIAL OR ACCEPTANCE (FORM 111)

64



Form 111 is a web form that accepts information from a user and > I.
generates a PDF document that can be filed with the DWC. Below is

the first screen with the claim accepted option selected. The next slide

shows available options when the claim denied option is selected.

Form 111 - Notice of Claim Denial or Acceptance

Step 1 of 4

Crefendant filing this form * Insurance Carrier *

D Fendant C Arrier

® This claim is accepted as compensable in its entirety

(O This claim is denied

Cancel Save & Exit m
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Form 111 - Notice of Claim Denial or Acceptance

Step1of 4

Defendant filing this form * Insurance Carrier *

D. Fendant C Arrier

() This claim is accepted as compensable in its entirety

This claim is denied
e or all that apply): *
[0 There is a dispute concerning the amount of compensation owed to the plaintiff
[ Plaintiff was not employed by defendant on the date of alleged injury

O Plaintiff's last injurious exposure to the risks of the occupational dis
the employment of this defendant

O The alleged injury did not arise out of and in the course of employment
[ Plaintiff has not contracted the occupational disease alleged

O The plaintiff did not give due and timely notice to employer of the injury
[0 The claim is barred by limitations

[ Other reason for denial

Cancel Say




Step 2 of Form 111 shows employer admission options.

Form 111 - Notice of Claim Denial or Acceptance

Step 2af 4

The following are admitted by the employer (select all that apphy):
I Plaintiff's alleged work event was covered under the Workers' Compensation Act.

& The wark event occurred on

Plaintiff returned towaorlc

Plaintiff continues towark for this employer.

O Mo
[0 Temparary total disability income benefits were paid as the result of the injury.

Medical expenses have been paid as the result of this injury.

Cancel ave & Exit Back m

67
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Special answers and summaries are entered in Step 3.

Form 111 - Motice of Claim Denial or Acceptance

pecial An: - The Defendant/Employer for i ecial answers asserts the following as a bar to recovery inwhole or part
in accaord with S AR on & 1. (select all that apply):

KRS 342.035(3), unreasonable failure to follow medical advice;

KRS !

KRS 342.3146(7) or KRS 342335, false statement on employment application;

395, voluntary rejection of KRS Chapter 3

&1003), voluntary intoxication or self-infliction of injury;

KRS 342.710(5), refusal to accept rehabilitation services; or

Running of periods of limitations or repose under KRS 342,185, 342.2 , 342.316, or other
applicable statute;

1 Injury resulted from “horseplay™;

Provide a brief summanry of the basis for each special answer listed:




An attestation of form accuracy and an electronic signature are > I.
required to complete Step 4. Here you may preview and save or print

a copy of your form in PDF format. Selecting finish will submit your

document to DWC. An example of a completed Form 111 is shown on

the next slide.

Form 111 - Notice of Claim Denial or Acceptance

Step 4 of &

By entering my full name below, | attest that this form is accurate and complete to the best of my knowledge.

Signature * Title

Submitter Address:

Email Address:

Cancel Save & Exit Back m




Motice of Claim Demazl or Acceptance

Form 111

EENTUCEKY DEPARTMENT OF WOREKERS" CLATMS

Notice of Claim Denial or Acceptance

Before ALJ: HOM ROEERT L. IWISZHER

Claim ™o, zecseseas

FUMKEMASTER FLEX

KALAMATOD TDGER HOUSING Defendant/ Fimployer

Comes the defendant, ©- Fendant , as insured by €. Arrier . and in response to the Application for

Fesohition of Claim, states as follows:

This claim 15 aceepied as compensable in it enfivety.

This claim is demied for the following reasons:

&
&)
(=}

[y

k]
(=
&)
- @

There 1= a dispute concermmg the amowunt of conpensation owed to the plantff
Plaintiff was not enployved by defendant on the date of allezed ingury.

Plamtiff = last mjurious exposure to the nsks of the occupationszl disease alleped did not ocour 1o the
employment of this defendant

The plamtiff did not grve due and tmsly nofice to employer of the alleped occupatonazl dizease.
The allezed injuwy did not adse out of and m the course of eamployiment.
Plaintiff has not confracted the occupatonal disease alleged.

The plammnnff did not grve due and timely notice to emplover of the 1ury.

The clain 1s barred by hndtations.

Other reason for derual

The following are adnutted by the employer:

Plamiiff s alleped wodk event was covered under the Werkers” Congpensation Act.

The work event occwmred on  2/5/2008

Date

Plamtiff reported the work event on  4/5/2818

Drate




Plaintiff retormed to work for this conployer and does doet not comtizme to work for this
amployar.

Tumporary tol disability incopye benedits were peid as the st of the njory.

Bfgdical eopenses have besn paid as the resmlt of thiz Doy

Special Anzerer: The DefendextFomployer for it special answers assarts the following as a bar to recovery i whole
or part in accordance with 503 KAR 25:010 Sectom 6 (2Hd)1.:

al * ERS 342 035(3F), unrsascnable failurs to follow medical advice;
EES 342 165, safoty violaton, nesd to submit a Form SWC within 15 days:;
ERS 342 316&T) or KRE 342337, false smatenvent on smployment applicaiion;
ERS 342 305, volntary mejection of KRS Chaprer 342;
ERS 342.613F), vwoluntary inhraication or self-inflicton of mjury;
ERS 342 T10(5), refazal to accspt rehabilitation sarvices; or

o or - X » 2. 270, 3 \, O
i f pesiods of limdtations or mep mnder KRS 342 183, 342270, 342 316, or other
applicable statos;

I=jory rusmited from “homasplyy™:
Oher

Protvide a briaf snemnary of the basis for sach wpecial answor livtod-

SeE aAUTached

Nodice: Any persom whe knowinsly and with imcent to deframd anoiber persom, filez a sisftement or clamm coniaimmg any
mscerially falze informarios or concealz, for the porpose of mideading, informsdos concerning any fact material o che
acbon commuits a frawdulese act, which iz 5 crime.

Baing duly swom. the nodersizned states that the raemsents in this foom are tme aad comect o the bewt of ey koowledge and
balinf This tha 5 dayr of _ July 20 18 |

faf D. Fendant
ALy For ODeferdant

Sigmammre
25 sdlfskdf laxington, Kentucky &8585
Addres:

[E36) A2T_@arsl
Phome Number




Asserting a Safety
Violation

Kentucky Department of Workers’ Claims

Kentucky
8‘97_4 '\9%{5
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To submit a document to an established claim in LMS through the I.
claim detail screen by clicking on the file document button.

Claim #: 202000001

INJURED SALLY W5 MATIONAL COMPUTER SYSTEMS
Insurance Carrier Information
HOM ROBERT L. SWISHER
7/4/2015
SUBMITTED FOR ALIDECISION
LACERATION

LOWER ARM
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To file an SVE, select Safety Violations from the available document

categories, then select SVE Safety Violation Raised Against the

Claimant as the document type. The following slide shows the SVE
form.

File Document

Select a document category:

SAFETY VIOLATIONS

Select a document type:

SVE SAFETY VIOLATION RAISED AGAINST THE CLAIMANT




Form SVE - Safety Violation Raised against the Claimant

For the alleged safety violation to KRS 342,145, state the safety rule(s), regulation(s), or statute(s) the
employee is alleged to have failed to follow or obey *

If it is to be alleged the employee intentionally failed to use a safety appliance furnished by the emplover,
state the safety appliance

State the facts as to how the alleged failure by the employee to use a safety appliance furnished by the
employer or to obey a safety rule, regulation, statute or order caused, in any degree, the accident to occur

The following attachments should be submitted, if applicable and available:

Accident report

D5HA, M5HA ar other report of investigation

Any safety manual, employee handboaok or ather document provided ta the
employee by the employer relative to the use of the subject safety appliance,
rule, regulation, statute or order

Mexdimum of 5 attachments

By entering you name below, you are confirming under penalty of perjury the accuracy of this form®

Cancel Save & Exit Mext
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To file an SVC, select Safety Violations from the available document

categories, then select SVC Safety Violation Raised Against the
Employer as the document type. The following slide shows the SVC

form.
File Document

Select a document category:

SAFETY VIOLATIOMNS

Select a document type:

SVCSAFETY VIOLATION RAISED AGAINST THE EMPLOYER




Form SVC - Safety Violation Raised against the Employer

For the alleged safety violation to KRS 342,145, state the safety rule(s), regulation(s), or statute(s) alleged to
have been violated by the employer *

State the facts as to how the alleged failure of the emplover to comply with the rule(s), regulation(s) or
statute(s) referred to in answers to the previous section caused or contributed to, in any degree, the

accident to ocour: *

The following attachments should be submitted, if applicable and
available:

s Accident report
» O5HA MSHA or other report of investigation
» Citation for safety penalty by a2 government agency

Mezdimum of 5 attachments

This form prepared and submitted by: * Submitter is: *
| ( Plaintiff
(" Plaintiff's Attorney
(b entering your name in the field abowve, you are providing your
electronic signature}

Cancel Save & Exit




Assoclating to a Claim/
Business Groups

Kentucky Department Of Workers’ Claims




LMS allows law firms and other organizations to set up business
groups. Establishing a group allows members to view claims to which
they are Is associated and assign claims for work purposes.

« Group creation and management is handled by Site Administrators.
Site Administrators are responsible for the upkeep of the business
group including case assignment, adding and removing group
members, and associating the group to claims.

» For attorney groups, the site administrator should be a managing
partner of the firm with a bar ID.

* Once the group is established, the Site Administrator may
designate up to five other Site Administrators to assist with
managing the group.



: I.

Other organizations can also set up LMS groups using the “Other”
role. Attorneys can be added to an LMS “Other” Group by
accepting the invitation sent by the site admin but will not be able to
file pleadings. Users already in the system as attorneys cannot be
added to an “Other” group.

Court reporters cannot be added to LMS groups.

A user (email address) can only be associated with one group at
any given time. Should a user need to be in more than one
business group, they will need to use a separate email account for
each group they wish to be a part of.

If you have additional questions or need assistance with business
group creation and management, please email:


mailto:LaborKYWCLMS.TechnicalSupport@ky.gov

" I
After logging into LMS, to create a group, click on the downward-
pointing arrow next to your name in the upper right corner of the
screen. Select My LMS Group.

Department of Workers” Claims G

Welcome, Banjo~

& My Profile

‘ 285 My LMS Group m

= Sign Out
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If the user is registered as an attorney, they will be prompted to create
an LMS Group for attorneys or a law firm.

LMS Group Creation

The logged in user will become the Site Administrator to manage claims and users for the LMS
group. Please select the appropriate type of group you are registering from the list.

The Site Administrator will have the permissions to alter business/entity profile information,
add users, remove users, create additional Site Administrators for the business.

* Attorney Group/Law Firm




Users will next be prompted to enter contact information, a FEIN or
Tax ID number, and information about the person responsible for the
group. A user in the attorney role is required to provide a Bar ID.

LMS Group Creation

City/Town *

Phone *

FEIMN/Tax 1D * Confirm FEIN/Tax 1D *

Managing Partner Information:
Title First Mame * Fiddle Last Mame *

-

Bar ID Confirm Bar 1D




84

The final step of creating an LMS Group is to accept the terms and
conditions and click finish.

LMS Group Creation

LITIGATION MANAGEMENT 5YSTEM TERMS AND COMDITIONS

Terms and Conditions as of January 1, 2016

These terms and conditions pertain to the Kentu ; ]
indicatin it to the follow s 2nd o 1 to ¥y ; on to termination of

5 25 well 2s to other penalties.
SUBMITTING FILINGS VIA LMS

& Timeof Filing A record submitted to DWC via LM3 is considered filed anly when it is loaded onto the DW(C's servers. Thus, a record submitted at 1 M. /1, but loaded onto the W

carvare at &0 2 m nndae 2 e coneidered filed an daw 2 Yoeowill recsive confirmatinn of 2 curcecefil tranc at thie Hima nf filing

Check this box to accept the Terms and Conditions *




The final step of creating an LMS Group is to accept the terms and
conditions and click finish. Note the new icon in the left menu called

Admin. Administration of your LMS group happens there.

Litigation

Management

System

&3 s Group Clims Thank you for registering your LMS Group!
You are now the Site Admin for your group. If you would like to add/invite users, please select the ‘Admin
option from the left navigation menu and select the 'User Administration'tab.

(V] Natificaions

£ Adni
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On the LMS Group Administration page, the Site Administrator can I.
Invite users to the group by clicking the invite user button.

System LMS Group Administration

LMS User
Group Administration

(¥ Notifications Assaciated Users M

Role

D LMS Group Claims

First Name Email

£ Admin

Dubble ceperich@captechconsulting.com Site Admin

Invitations

Response
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Entering an email address triggers an invitation email to be sent to the

address provided.

Add User X

Please provide the email address of the user you would like to invite to join your group. The
user will be sent the invitation to join. If the email address provided is not registered with
LMS, the user will complete a registration and be added to your group once they complete the
registration.

Email *

Confirm Email *

Add User / Send Invite
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This is what an LMS Group invitation email looks like. We are
currently working on clarifying the language so attorney support staff
are not discouraged from registering.

no-reply@ky.gov
to me |~
Hello,

You have been invited by tessa sdlked to join sdkfsdflj (LMS Group) in the
Kentuc tigation Management System. If you are a Kentucky Attorney, you
it the URL link below to register in the Litigation Management 5

and join this LMS group:

hitps:/kyworkersclaims. uat. Ims kv gowviAccount/Register

If you are not a Kentucky Attorney, you should decline this invitation by visiting
the URL link below:

hitps:fkyworkersclaims uat Ims kv gowinvitation/Decline/4

Please contact the Department of Workers' Claims at
LaborkYWCLMS. TechnicalSupport@ky gov if you have any questions.

Thank you.

Please do not reply to this email
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If you are a site administrator, you will be able to toggle back and forth I.
between claims the group is associated to and claims assigned

individually to the site administrator. From the LMS Group Claims
screen, the administrator will be able to assign claims to members of

the group.

oo (D (D

Show 10 ﬂ entries

Claim# Style Injury Date [ Body Part ALl AssignedTo

202000003  FUNKMASTERFLEXVSKALAMAZOOTIGERHOUSING ~ 2/1/2016  EAR(S) Total deafnessofoneear  N/A  Unassigned




Motion to Reopen/
Medical Disputes

Kentucky Department Of Workers’ Claims

Kentucky
57, Ao
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From the “Submit a Filing” page, click on the “Motion to Reopen” button

to file a motion to reopen.

Choose the type of document you wish to file.

ur Injury or d mase. Than clcicrmes Thivw/)l directyou o the xpproprists form for your particular daim.

Arresments are not being submitted electronically at this time. Plegce select fatality or the nature of the injury / cocupational diseaes to creste an qpresment document. Once completed, please print and mail 2 copy to the Department of Wioroers' Clzims, 857 Chamberizin Sse, Franicfort, KY 40601 Thank vou!
File an Agreement
gt your g A form By piciing tha raturs of yourinjory or AR, 3nc hen cartin 10 T WfaTm. f you e Tieda clalm. ack B toyser My Ciain [t and 2bmit an apreamacttotha o fi

Employee/plantiff is decaased

Maturs of Injury *

File 3 Motion to Reopen

File Other Documents

SAHCHNC dOCLTATIE Ty Safl e b, WithOCE At a0 Ing 8 A b you ey Caim G,

Miotion for Expedited Medical Determination
MMotion to Substifrte Party and Continue Benefits




Step one requests plaintiff information.

Maotion to Recpen

Plaintiff Information

Selmct the typaof ID T Grean Carg 27

Socizl Security Mumber Crmap Cord &

Owtsice of United States

Pastal Code”
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Step 2 collects defendant/employer information.

Motion to Reopen

Defendant/Employer Information

Business Mame *
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Step 3 collects carrier information.

Motion to Reopen

Insurance Carrier Information

Mo Insurance Infarmation &vailable

Business Mame

Postzl Code *
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Step 4 collects information about the nature of injury.

Motion to Reopen
Nature of Injury

Diate of Injury/Last Exposure ™

Cause of Injury ™ Body Part Injured ™ Mature of Injury *




Step 5 collects information about the reason(s) for reopening.

Maotion to Reopen

Claim Information

What claim number do youwant to reopen? *

Plaintiff/Employee in this claim: = Defendant/Employer in this claim: =

What grounds for reopening apply? (check all that apply)

Change of disability shown by objective medical evidence

Fraud

Mistake

Mewly discovered evidence

Conforming the award to employee's work status for injuries after 12-12-96
Reducing a permanent total disability award when employee returns to work

Have you previoushy filed a motion to reopen this claim? *

Yes
Mo

MOTE: Pursuant to KRS 342 125(3) no party may file a motion to reopen within one (1) year of amy previous motion to reopen by the same party.
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Step 6 provides the opportunity to attach any relevant documents.

Motion to Reopen

Step Sof

Attachments

Which of the following documents are attached in support of this motion (check all that apphy)?

Cance




Step 7 collects information for the certificate of service.
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Step 8 collects an electronic signature and contact information

from the filer.

Motion to Reopen

Attestation

By providi rctronic signature, | attest that the statements above and in an attached Form 104 are true and accurate to the best of my knowledee.

Electronic signature ™

Postal Code

Emailaddress:




To file a Motion to Reopen on a Medical Dispute, click on the
“Motion to Reopen(Medical Dispute” from the “Submit a Filing” page.

Choose the type of document you wish to file.

Filea New Claim

Startfiltpanswcalmicy pioking th matummct your fery ordlanaan. Than clci ncct Trigwill diractyou o theaggecpriate form for your particaar daim

Maturs of Injury *

Apresments are not being submitted electronically at this teme. Please select fatality or the nature of the injury / cocupational disease tocreste an azreement document. Once completed, plesse print and mail 2 copy to the Department of Worsers' Claims, 857 Chambertain Ave. Frantfort, KY 40601 Thank you!

File an Agreement

Eagivyzus spraamans farm sy s tha rafure of yeur Injary or Smaan. 7 s cestnue i e fam, ¢ you mren Ties s dialm 3o B peur by Ol Tt ans aoemitas sras mant i kv g fi
Employeeplaimtiff is caomasad

MNaturs of Injury *

File 2 Mation to Reopen

File Other Documents

Salacincl docurmais may el led here, without firat acd ing o claim ba you - Ty Qalma’ gape.

Mation for Expecited Medical Determination Agplication for Recoiution - Interlonutory Relisf
Moticn in Substitrbe Party and Continue Bansfitz Pre-Litigation Medical Dispute




Step 1 collects basic plaintiff information.

Motion to Reopen / Medical Dispute

Plaintiff Information

Title First Mame ™ Middle Last Mame *

Select the type of ID° Green Card 7
Social Security Mumber Grean Card #

Birth Date™ mmdssn Gender *
Female

Cwutside of United States

Postal Code ™ CityTown ™

Oorupation *

Cancel Save & Exit m
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Step 2 collects Defendant/Employer information.

Motion to Reopen / Medical Dispute

Step 2af 10

Defendant/Employer Information

Busingess Mame”

Address *

Postal Code™
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Step 3 collects carrier information.

Motion to Reopen / Medical Dispute

Step Tof 10

Insurance Carrier Information

Mo Insurance Information Available

Business Mame

Address

Fostal Code™
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Step 4 collects information about the nature of the injury.

Motion to Reopen/ Medical Dispute

Stepd of 10

Mature of Injury

Digte of INjury ™ mmddiny

Causeof Injury Body Part Injured ~ Matureof Injury ™
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Step 4 is where medical provider information is entered. Entry of
at least one provider is required. The next screen shows the pop-
up where medical provider details are entered28Button@*

Motionto Reopen/ Medical Dispute

Step5of10

Medical Providers
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Add Medical Provider

Business Mams *

City/Town *
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Step 6 collects information specifically about the medical dispute.

Motion to Reopen / Medical Dispute

Step 6 of 10

Applicant Info
dentify which party is applying for the medical dispute: *

Has a workers' compensation claim been filad with the Department of Workers' Claims? ™
Mo Yes

Has z utilizztion review been completed? *
Mo A3
The dates on which each disputed statement for services first received by the employer, insurance carrier, or any agent thereof is as follows:

Description Date Received

The nature of this dispute can briefly been described 2= follows (Please indude all facts necessary for relief sought and attach copies of any supporting medical documentation):

Has an award or settlement previously been entered on this claim?~

Cancel 3ave & Exit Back




Step 7 collects information about the reason(s) for reopening.

Maotion to Reopen / Medical Dispute

Claim Information

What claim number doyou want to reopen?~

Flaintiff Employee in this claim: * Defendant/Employer in this claim: *

‘What grounds for reopening apply? (check all that apply)

Change of disability shown by objective medical evidence

Fraud

Mistake

Mewly discovered evidence

Conforming the award to emplovee's work status for injuries after 12-12-94
Reducing 2 permanent total disability award when employee returns to work

Explain:

Have you previously filed 2 motion to reopen this claim?~

Vs
Mo

MOTE: Pursuant to KRS 342 125(3) no party may file a motion to reopen within one [ 1) year of any previous motion to recpen by the same party.




Relevant documents can be uploaded in step 8. If you are filing
a Medical dispute reopening, please do not attach a motion
to reopen here.

Motion to Reopen / Medical Dispute

Upload Documents

The following documents are attachad:
Copy of the finzl utilization review decision
Physicizn opinion supporting utilization review decision
Medical bill audit, if amy
Copies for disputed statements for services

Supparting medical documentation

For recpening a claim to contest this medical treatment, the following additional items are attached:
otion to Reopen
Affidavit(s)
Medical report
Current medical release Form 106 signed and witnessed

A copy of the Opinion and Award, Settlement, Agreed Order or Agreed Resolution sought to be responded

B Attach File

Madmum of 5 sttachments




Step 9 requests certificate of service information.




Step 10 collects additional submission info and an electronic
signature.

Motion to Reopen / Medical Dispute
@ |

Submission Info

Postal Code*

A copy of this file bes bean sant to the following recipients:
Tdgsdfs fdfmdfd [emplopes]




Settlement Agreements

Kentucky Department of Workers’ Claims




h I .

Please Note that we are only accepting settlement agreements
on paper at this time.

A solution is in the works and will be implemented soon but for
now, keep sending in your settlement agreements on paper!

You can use the process described in the next few slides to fill
out a settlement agreement form that can be printed and sent
In to DWC.



To file a settlement agreement, select the nature of injury under the
“File an Agreement” section of the submit a filing page and click
“Continue to Form

Choose the type of document you wish to file.

File a New Claim

Start filing & new clsim by picking the nature of your injury or disease. Then click next. Thiswill direct you to the appropriste form for your particular clsim

Nature of Injury *

‘Continue to Form

Agreements are not being submitted electronically at this time. Please select fatality or the nature of the injury f occupational disease to create an agreement document. Once completed, please print and mail a copy to the Department of Workers' Claims, 657 Chamberlain Ave.,

Frankfort, KY 40601. Thank you!

File an Agreement

Begin your agresment form by picking the nature of your injury or diseas, and then continue to the form. If you have filed a claim, add it to your "My Claim’ list and submit an agreement to the dlaim file.

[ Employes/plaintiff is deceased

Nature of Injury *

‘Continue to Form

File a Motion to Reopen

Motion to Reopen Motion to Reopen (Medical Dispute)

File Other Documents
Selected documents may be filed here, without first adding a claim to your My Claims’ page

Motion for Expedited Medical Determination Application for Resolution - Interlocutory Relief
Motion to Substitute Party and Continue Benefits Pre-Litigation Medical Dispute




Step 1 of the form collects personal information from the plaintiff.

AGREEMENT AS TO COMPENSATION

Plaintiff Information

Title First Name * Middle Last Mame *
[v]

Select the typeof ID *
® Sacial Security Mumber © Green Card #

Birth Date® mm/dd/yyyy Gender *

O Female © Male ® Undisclosed

Address*

[ Dutside of United States

Postal Code ™

Occupation™

Cancel Save & Exit m
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Step 2 collects defendant information.

AGREEMENT AS TO COMPENSATION

Defendant/Employer Information

Business Mame*

Cancel Save & Exit Back m
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Step 3 prompts the user for insurance information if any.

AGREEMENT ASTO COMPENSATION
Insurance Carrier Information

{J Mo Insurance Information Available

Business Mame

Postal Code ™ City/Town*

Cancel Save & Exit Back m




Step 4 requires information of the nature of injury.

AGREEMENT ASTO COMPENSATION

Nature of Injury

Date of Injury *  mm/dd/yyyy

Where did the injury occur?

Postal Code ™ City/Town*

Description

Cause of Injury * Mature of Injury * Body Part Injured *
v ENUCLEATION (REMOVAL OF ORC|V|

Cancel Save & Exit
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Step 5 collects medical information — expenses and impairments.

AGREEMENT AS TO COMPENSATION
Medical Information

Medical expenses paid *

g
5

Date of last medical payment mm/ddiypyy

Medical expenses unpaid or contested

What range of impairments were considered in reaching a settlement? (may be M/A)

Impairment Percentage Date Given

Diagnosis:

Cancel

Save & Exit

Back m
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Clicking the “Add New Impairment” button pops open the screen I.
below where information for each impairment can be entered.

Add New Impairment

Impairment

Date Given  mm/ddAnyyy

Physician
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Step 6 collects work and wage information about the plaintiff.

AGREEMENT ASTO COMPENSATION

Work Information

Diges: plaint i amployes qualify for increased berefits under K

Wages upon returning toowork: *

Past-injury return-to-wark date: sty ®

fwoark performed sfter injury:

wark parformed st time of settiemant:
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Benefit and Settlement Information is collected in Step 7. The popup
screens for Disability Payment, Benefit Calculation and Settlement

Term Entry are shown on the next 3 slides.

AGREEMEMNT AS TO COMPENSATION

Benefit and Settlement Information
Amount snd duration of temporany totsl disability paid to date:
End Date
o+ Add Dissbility Paymeni
Far esch lump sum ar perisdic incoms benefit agresd to, show wour caloulstion below:
Type Start Date Fayment Amcuni
+ Add Berefit Caloulation

Tatsl of Luma Sum and Income Benefits

ers inchuded in the settlement?

T yma attach copy of moet curTent mecical meport or CITIcs ot Trom trasting physichn)

Wiiver of vocstionsl rehabilitstion

If settiement terms prowide for 2 lump sum representing weekhy benefits less than 3100, does claimant hawe sdeguate source of income during disability?

O Yes @ No




Add New Disability Payment

End Date™ mm

Amount per Week *
¢

B

#of weeks ™

Taotal *

¢
g

134



Add New Benefit Calculation

Payment Schedule *

N

Responsible Party *

Payment Freguency
[

Beginning Date  mm/dd/yy

Payment Rate ™

Impairment Rating *

Grid Factor *

Multipher *

Payment Amount

$
Mumber of weeks (for
periadic income benefit)

Present value (for lump
sum payments)
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Add New Settlement Term

Beginning Date mm/ddfmyy

Payment Amount

¢
g

Payment Frequency

V]

MHumber of Payments

Total value
¢

B

136
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Step 8 allows the user to add any additional information they may

have regarding the settlement.

AGREEMENT ASTO COMPENSATION

Other Information

If additional information is pertinent to settlement, explain, [Attach additional pages if necessary)
Other responsible parties against whom further procesdings are reserved:

[ AttachFile

Madmum of 5 attachments

Cancel Save & Fuit Back m
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Step 9 prompts the user to attest to whether or not they are

represented by counsel.

AGREEMENT AS TO COMPENSATION

PreAttestations

Represented By Attorney

O |, the claimant, am represented by an attorney.

® |, the claimant, understand that | have a right to obtain an attorney of my choice to review
this agreement, and by signing below | acknowledge that | have waived that right. By
waiving that right, | understand | will be held to the same standard as an attorney and this
agreement will be enforecable as if represented by an attorney.

Cancel Save & Exit Back




The final step collects information about parties and capturing an . I.
electronic signature attesting to the accuracy of the information

contained in the form. The user may view and save a copy of the

completed form by clicking “Preview Document. ” Clicking the finish

button will submit the document to the Department of Worker’s
Claims.

AGREEMENT ASTO COMPENSATION

Attestations

Attarney or reprasantative of dsimant
m

Attorney or reprasentative of employer

Orther particpating partiss:

MNama

= canfirming under panaity of perjury the scouracy of this form. That it socurstaby reprasents the spresment sntersd into by the parties sbowvs.




b I .

Submitting Motions,
Notices and Briefs

Kentucky Department of Workers’ Claims

Kentucky
57, Ao



Document submission is a huge benefit of the LMS system. Using thilé11 I.
feature allows almost instantaneous feedback. Submitting a document

to a claim in the system allows the document to be displayed

immediately under the documents tab on the claim detail screen.

Alternatively, once an ALJ issues an order, it can be immediately
reviewed on the LMS system.

By filing documents electronically, resource usage and postage are
reduced.
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Submit a document to an established claim in LMS through the claim

detail screen by clicking on the file document button. All of the
documents in this portion of the presentation are submitted in this way.

Claim #: 202000001

Style IMJURED SALLY WS MATIONAL COMPUTER SYSTEMS
Insurance Carrier Information
HOM ROBERT L. SWISHER

7/4/2013

SUBMITTED FOR ALJ DECISION
LACERATION
LOWER ARM
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To file a motion for extension of time select “Motion” from the available I.
document categories and “Extension of Time” from document types.

File Document

Select a document category:

MOTION

Select a document type:

EXTENSION OF TIME
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On the next screen the user will enter the date they are requesting for

extension and their role in the claim.

File Document

Filing Description: Extension of time up to and including this date:

Party Role

ALJ - Administrative Law Judge




145
By clicking the Select a File button below, the user will be prompted to

select a file from their computer to attach to the Motion for Extension
of Time. Please note that the file must be in PDF or .jpg format and
may not be more than 20 MB in size. Once the file has been attached,
clicking the Finish button will submit the document to DWC.

File Document

Select a Document to upload. The document must be a2 PDF or jpg, and its size

must be less than 20MB.

Select aFile Obb576_10420326e31d4d9080c4 3046197483 1 pdf

Back Finish




146
To file a Medical Report, select Other Pleadings from the available

document categories, then select Notice of Medical Report Filed as
the document type. Please note that medical report submissions
are limited by statute to two per claim.

File Document

Select a document category:

COTHER PLEADINGS

Select a document type:

MOTICE OF MEDICAL REPORT FILED
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Enter the name of the report into the first field of this window and

choose the appropriate party role.

File Document

Filing Description: Please indicate doctor report being filed:

Party Raole

F - Plaintiff e
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By clicking the Select a File button below, you will be prompted to

select a file from your computer to attach to the Notice of Medical
Report Filed. Please note that the file must be in PDF or .jpg format
and may not be more than 20 MB in size. Once the file has been
attached, clicking the Finish button will submit the document to DWC.

File Document

Select a Document to upload. The document must be a2 PDF or jpg, and its size

must be less than 20MB.

Select aFile Obb576_10420326e31d4d9080c4 3046197483 1 pdf

Back Finish
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To file a brief select “Other Pleadings” from the available document

categories. Select “Brief” from the available document types.

File Document

Select a document category:

OTHER PLEADINGS

Select a document type:

BRIEF
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Next the user is prompted to indicate the type of brief being filed and

supply their role in the claim.

File Document

Filing Description: Please indicate, "initial” "amended" or "supplemental™:

Party Role
P - Plaintiff




By clicking the Select a File button below, you will be prompted to o
select the Brief file from your computer to attach. Please note that the
file must be in PDF or .jpg format and may not be more than 20 MB in
size. Once the file has been attached, clicking the Finish button will

submit the document to DWC.

File Document

Select a Document to upload. The document must be a2 PDF or jpg, and its size

must be less than 20MB.

Select aFile Obb576_10420326e31d4d9080c4 3046197483 1 pdf

Back Finish




Appealing to the Workers'’

Compensation Board — Notices,
Motions, and Briefs

Kentucky Department of Workers’ Claims

Keﬁtucky

& 2
5748y 5HED A
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To file a Notice of Appeal to the Workers’ Compensation Board, select

“Appeals — Other Filings” from document type.

File Document

Select a document category:

APPEALS - OTHER FILINGS

Select a document type:

MOTICE OF APPEALTO WCE
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The next screen prompts the user for the date of the next work day

and their role in the case.

File Document

Next Work Day

7/8/2016

Petitioner/Respondent

Petitioner




By clicking the Select a File button below, you will be prompted to >
select the Notice file from your computer to attach. Please note that
the file must be in PDF or .jpg format and may not be more than 20
MB in size. Once the file has been attached, clicking the Finish button

will submit the document to DWC.

File Document

Select a Document to upload. The document must be a2 PDF or jpg, and its size

must be less than 20MB.

Select aFile Obb576_10420326e31d4d9080c4 3046197483 1 pdf

Back Finish
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To file a Motion to Hold Appeal in Abeyance select “Appeals — Motions

to WCB” from the available document categories and “Abeyance —
Motion to Hold Appeal in Abeyance” from the available document

types.

File Document

Select a document category:

APPEALS - MOTIONS TOWCE

Select a document type:

ABEYAMNCE - MOTION TO HOLD APPEAL IN ABEYANCE
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The next screen requires the user to select their role in the claim.

File Document

Party Role
PT - Petitioner




By clicking the Select a File button below, you will be prompted to o
select the Motion file from your computer to attach. Please note that
the file must be in PDF or .jpg format and may not be more than 20
MB in size. Once the file has been attached, clicking the Finish button

will submit the document to DWC.

File Document

Select a Document to upload. The document must be a2 PDF or jpg, and its size

must be less than 20MB.

Select aFile Obb576_10420326e31d4d9080c4 3046197483 1 pdf

Back Finish
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To file a Brief to the Workers’ Compensation Board, select the

“Appeals — Briefs to WCB” document category and the “Brief for
Petitioner’ document type.

File Document

Select a document category:

APPEALS - BRIEFS TOWCE

Select adocument type:

BRIEF FOR PETITIONER
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The user must next identify their role in the claim.

File Document

Party Role
PT - Petitioner
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By clicking the Select a File button below, you will be prompted to

select the Brief file from your computer to attach. Please note that the
file must be in PDF or .jpg format and may not be more than 20 MB in
size. Once the file has been attached, clicking the Finish button will
submit the document to DWC.

File Document

Select a Document to upload. The document must be a2 PDF or jpg, and its size

must be less than 20MB.

Select aFile Obb576_10420326e31d4d9080c4 3046197483 1 pdf

Back Finish




THANK YOU!

EMAIL:
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