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ESTADO DE NUEVA YORK

STATE OF NEW YORK

WORKERS' COMPENSATION BOARD JUNTA DE COMPENSACION OBRERA
NOTICE OF COMPLIANCE AVISO DE CUMPLIMIENTO
DISABILITY BENEFITS LAW LEY DE BENEFICIOS POR
TO EMPLOYEES INCAPACIDAD A LOS EMPLEADOS

1. If you are unable to work because of an iliness or injury nol 1. Si usied no puede lrabajar debido a enfermedad o lesién no

work-relaled, you may be enlilled to receive weekly benefils relacionada con el lrabajo, podria lener derecho a _recibir

. beneficios semenales de su pairdn o de la compatia de seguros
from your employer, of his or her insurance company, or from  de élfella o del Fondo Especial parg Benelicios por incapacidad
5 usled de

the Special Fund for Disability Benefils. 2. Para reclamar bengficio d e preseniar una forma de
2. To claim benefils you must fle a claim formwithin 30 days [egamacion, deniro de 30 dins a parl e 1a primera fecha de
from the first date of your disabifity, but in no evenl more than ‘|’ |nacaa ‘E pero en ningun ¢aso mas de 26 semanas de
26 weeks from such dale., 3. Use una ge las siguientes formas de reclamacitn:
3. Use one of the following claim forms: -8i, cyando comience dsu Incapacidad usted esla emJ)Ieado 0
-If, when your disability begins, you are employed or are ha estado desempleado por ciralro semanas o mends, use la

ungmployed for four weeks or less, use claim form DB-450, L‘g'gﬁ ggﬂgﬁg"&:ﬁ'ﬁ%ﬁ%miEBd:gg)'Jraogtaaé gﬂgﬂ;%bé%"sﬂﬂ
which you may obtain from your employer, his of her roveedor de cuidados de salud, o bien de cualquier oficina de

insurance carsier, your health provider or any office of the aJun;%id%CompensacL%\hOD‘;era y enviela a su patrén o
Workers' Compensalion Board, and send it to your employer QM e seguros nombreda abajo.

or e nurance carir named beio. 3 chando oifnce s incspanid, tntod e sotade,
-If, when your disabilty begins, you have been unemployed redamaugn (I_-Igrrn DB-300), Ia cual puede oblener en
more than four weeks, use claim Form DB-300, which you Gualquier Oficina 5533?”008 Desempleo, de su proveed

may obtain from any Unemployment Insurance Office, your dc%r?]%}gggggé?,“ggrg}‘a? ‘#&i{aolgcf‘gfm%aég rgg;arr?aecién,

health provider, or any office of the Workers' Compensalion ehidamenie lerminada, a Warkers: Com e:lzsaéion Board,
Board. Send completed claim form o the Workers' isability Benefils Buraau, Albany, New York 12241,

or

Compensalion Board, Disability Benefils Bureau, Albany, 0 : Anles de presental usled su reclamacion, es

New York 12241, |MPORYANT; Before filing your claim, your dej édicog'

health provider must complele the "Heallh Care Provider's o relamacion, ingican oelrgenudo

e su a
. - - ¢ a.
Stalement” on the claim form, showing your period of 4 HSteX }fc’}%o‘fé&%“ ,glglsg,‘,'l err}raedr%-gg'n%‘r'gfcﬂ’zglg radologéicg

disabilily. que usted elila. Pero, conlrario ala compensacion obrera,

ecesano que su praveedor de salud complete la declaracion
no g Yo i’i‘ Ta g Pl

e Providers ?lalerp:nl“)ae dIa 2 lorma

logo
U

4. You are entiled lo be trealed by any physicianchiropraclor, —uentas médicas no seran pagadas a menos qsl@ su palron ylo

denlist, nurse-midwile, podialist or psychologist of your 832.?&2%95:%%?1%%&3&3&3,5ﬁ‘cggg’gdgﬁf“cas

ajo un Plan o

choice. However, unlike workers' compensation, your medical  Sfesluvi ausl%% ;’2 E:lu&o doe Iq\’;wnadodtggnle el “gm&g geu

bils will nol be paid unless your employer andfor union esl neclgendo equro de Desemple

g
empleg n
provide for ihe payment of such bils under a ODisabiity HN& reclamadt‘mgara Beneficios por lncapacudaé). Sijiends Ias

Benefits Plan or Agreemenit. ’e",f ;‘,‘,%‘gg;‘ﬁ? il
5. If you are ill or injured during the lime you are receiving 5. Si%siuvig[a L(I’sl
Unemployment Insurance Benefits, file a claim for Disability 32‘8 rr:gan?:cig
Benefits as soon as you sustain Ihe injury or illness, by [as instrucclones arriba descritas, tan pronlo como sulta la
following the instructions oullined above. lestén o la enfermedad.
6. If you are oul of work in excess of seven days, your employer 6.5i uasled esta desempleado I:smr mas de siele dias, su &ano

is required to send you a Disability Benefils Stalement of gselne%?;!ii :ggralﬁgaviaﬂgdlad (Egl%aggnzﬁ Derecha

Rights (Form DB-271). el . 7.0lras informaciones relaliva a Benelicigs por h}ca acidad
7. Other informalion aboul Disabilly Benefils may be oblained pueden oblenerse escriien o o llamando ala oficina mas

by waing or caling the nearest Workers' Compensation cercana de la Junla de Compensacion Obrera.
Board Office.

* COMPENSATION ICES
Albany, 12241 - 100 Broadway-Menends - (866) 760-5157
Binghamlon, 13901 - Slale Office Bidg. -44 Hawday S1.- (865} 802-3604

Brookiyn, 11201 - 111 Livingslon St.- Brooklyn - {800} 877-1373

Bulfalo, 14202 - 359 Frankfin Street - (868} 211-0845 S @M
Hauppauge, 11788 - 220 Rabro Drive - Suite 100 - (866) 681-5354 b

Hempstead, 11550 - 175 Fulton Avenue - (866) 805-3630

New York, 10027 - 215 W.1261h St. - Manhaltan - (800} 877-1373 ROBERT E. BELOTEN

Peekskill, 10566 - 41 North Division St. - (868) 746-0552 CHAIRIPRESIDENTE

Queens, 11432 - 168-46 81st Ave, - Jamalca - (800) 877-1373

Rochesier, 14614 - 130 Main Street Wesl - (866) 211-0644

Syracuse, 13203 935 James SL.- (866) 802-3730 winwebh. state.ny.us

a desciitas, tan pronto como sufrala lesion o la

q enfermo icnado, dyrante el tiem, ]
%eneﬁatgls &'gegu%%elﬁes}am Iég. &ggeunle
n para Beneficios por Incapacidag, siguiend

[+]

n

The undersigned emplayet 1s in compliance wilth he provisions of the Disability Benefits Law (El patron abao firmante esla en conformidad con fas
disposicionas de la lay de Beneficios par Incapacidad).
Disabilty Benelils, when due, will be pald by (Los Beneficlos por tncapacided, cuando debidos, seran pagados por).

THE WORKERS' COMPENSATION BOARD EMPLOYS AND SERVES
PEOPLE WITH DISABILITIES VATHOUT DISCRIMINATION

STANDARD SECURITY LIFE INSURANCE The benefils provided are {Los beneficios provisios son)
COMPANY OF NEW YORK [ x | statutory | [ Jundera Pian or Agreement |
485 MADISON AVENUE
NEW YORK, NY 10022 Class{es) of employces convered (Clese(s) de empleados amparatdoes)
Egech've: . I;Lor;\ 10/1/2018 o 10/31/2017 ALL ELIGIBLE UNDER DSL LAW
n Vigor Desds, {Hasla
Setcr Mo, R16598-000 )
{Poliza No.) Name of employer (Nombre del Palron)

LA JUNTA DE COMPENSACION OBRERA EMPLEAY By_JACK BYRNE FORD & MERCURY INC
SIRVE A PERSONAS INCAPACITAS SIN DISCRIMAR.
Prescribed by Chale THIS NOTICE MUST BE POSTED CONSPIGUOUSLY IN AND
DB-120 (8-09}) Warkers' Compensation Board ABOUT THE EMPLOYER'S PLACE OR PLACES OF BUSINESS.

State of New York
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