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TRAVELERS]) WORKERS COMPENSATION
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ONE TOWER SQUARE
O TONER SQUARE EMPLOYERS LIABILITY POLICY

EXTENSION OF INFO PAGE-SCHEDULE WC 00 00 01 ( &)

POLICY NUMBER: UB-6N259033-22-14-G

INSURER: TRAVELERS PROPERTY CASUALTY COMPANY OF AMERICA

INSURED'S NAME: CHAMPLAIN COLLEGE INCORPORATED 13579-NC

RATE BUREAU ID: 911451999
EXP. MOD. EFFECTIVE DATE: 02-15-22
PREMIUM BASIS

ESTIMATED RATES ESTIMATED
TOTAL ANNUAL PER $100 OF ANNUAL
CLASSIFICATION CODE REMUNERATION REMUNERATION PREMIUM
LOCATION 001
FEIN 030220266 ENTITY CD 001 00
CHAMPLAIN COLLEGE
INCORPORATED
NC- NO BUSINESS LOCATION
COLLEGE: PROFESSIONAL 8868 112595.00 0.40 450
EMPLOYEES & CLERICAL
NC MANUAL PREMIUM $ 450
0.80% EMPL. LIAB. INCREASED LIMITS(9807) $ 4
TOTAL PREMIUM SUBJECT TO EXPERIENCE MOD. 454
EXPERIENCE MODIFICATION:0.65 MODIFIED PREMIUM 295
TOTAL ESTIMATED ANNUAL STANDARD PREMIUM 295
-4.60% PREMIUM DISCOUNT (0064) -14
TERRORISM(9740) 9
CAT (OTHER THAN CERT ACTS OF TERRORISM) (9741) 17
TOTAL ESTIMATED PREMIUM 307
TOTAL PREMIUM 307
DEPOSIT AMOUNT DUE 307
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NORTH CAROLINA AMENDED COVERAGE ENDORSEMENT

This endorsement applies only to the insurance provided by the policy because North Carolina is shown in ltem 3.A. of
the Information Page.

The Cancellation Condition of the policy is replaced by this Condition:
D. Cancellation and Nonrenewal

1. You may cancel this policy. If you cancel this policy, you must mail or deliver advance written notice to us
stating when the cancellation is to take effect.

2. We may cancel this policy.

(a)

(b)

If this policy has been in effect for fewer than 60 days and is not a renewal policy, we may cancel this
policy for any reason by giving you at least 30 days prior written notice of cancellation and the reasons for
cancellation by registered or certified mail, return receipt requested.

If this policy has been in effect for at least 60 days or is a renewal policy, we may not cancel this policy
without your prior written consent, except for any one of the following reasons:

(1) Nonpayment of premium in accordance with the policy terms.

(2) An act or omission by you or your representative that constitutes material misrepresentation or
nondisclosure of a material fact in obtaining the policy, continuing the policy, or presenting a claim
under the policy.

(3) Increased hazard or material change in the risk assumed that could not have been reasonably
contemplated by you and us at the time of assumption of the risk.

(4) Substantial breach of contractual duties, conditions, or warranties that materially affects the
insurability of the risk.

(5) A fraudulent act against us by you or your representative that materially affects the insurability of the
risk.

(6) Willful failure by you or your representative to institute reasonable loss control measures that
materially affect the insurability of the risk after written notice by us.

(7) Loss of facultative reinsurance or loss of or substantial changes in applicable reinsurance as
provided in G.S. 58-41-30.

(8) Your conviction of a crime arising out of acts that materially affect the insurability of the risk.

(9) A determination by the Commissioner that the continuation of this policy would place us in violation of
the laws of North Carolina.

(10) You fail to meet the requirements contained in our corporate charter, articles of incorporation, or
bylaws, when we are a company organized for the sole purpose of providing members of an
organization with insurance coverage in North Carolina.

(c) If we cancel for any of the reasons listed in paragraph (b), we must provide you with at least 15 days prior

written notice of cancellation stating the precise reason for cancellation. We may provide this notice by
registered or certified mail, return receipt requested, to you and any other person designated in the policy
to receive notice of cancellation at the addresses shown in the policy or, if not indicated in the policy, at
the last known addresses. Whenever notice of cancellation is given by registered or certified mail,
cancellation will not be effective unless and until that method is employed and completed. Notice of intent
to cancel given by registered or certified mail shall be conclusively presumed completed three days after
the notice is sent if, on the same day that notice is sent by registered or certified mail, the insurer also
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provides notice by first-class mail and by electronic means if available as defined in G.S. 58-2-255(a) to
the insured and any other person designated in the policy to receive notice. Any such supplemental notice
given by electronic means shall be effective for the limited purpose of establishing this conclusive
presumption. Notice of cancellation may also be given by any method permitted for service of process
pursuant to Rule 4 of the North Carolina Rules of Civil Procedure. Failure to send notice as provided in
this paragraph to any other person designated in the policy to receive notice of cancellation invalidates the
cancellation only as to that other person's interest.

(d) Cancellation for nonpayment of premium is not effective if the amount due is paid before the effective date
stated in the notice of cancellation.

We may refuse to renew this policy:

(a) If this policy is for a term of one year or less, we must provide you with notice of nonrenewal at least 45
days prior to the expiration date of the policy.

(b) If this policy is for a term of more than one year or for an indefinite term, then to nonrenew the policy at the
policy anniversary date we must provide you with notice of nonrenewal at least 45 days prior to the
anniversary date of the policy.

(c) The notice of nonrenewal must state the precise reason for nonrenewal. Failure to send this notice, as
provided in paragraphs 3 and 5, to any other person designated in the policy to receive this notice
invalidates the nonrenewal only as to that other person's interest.

(d) Any nonrenewal attempted or made that is not in compliance with paragraphs (a), (b) and (c) is not
effective. Paragraphs (a), (b) and (c) do not apply if you have obtained insurance elsewhere, have
accepted replacement coverage, or have requested or agreed to nonrenewal.

Whenever we lower coverage limits, raise deductibles, or raise premium rates for reasons within our exclusive
control and other than at your request, we will mail you written notice of the change at least 30 days in
advance of the effective date of the change. As used in this paragraph, the phrase, "reasons within our
exclusive control" does not mean experience modification changes, exposure changes, or loss cost rate
changes.

We must provide the notice required by paragraphs 3 and 4 by mail to you and any other person designated in
the policy to receive this notice at the addresses shown in the policy or, if not indicated in the policy, at the last
known addresses. Mailing copies of the notice by regular first-class mail satisfies the notice requirements of
paragraphs 3, 4 and 5.

We will also send copies of the notice required by this endorsement to the agent or broker of record, though
failure to send copies of the notice to the agent or broker of record will not invalidate a cancellation or
nonrenewal. Mailing copies of the notice by regular first-class mail to the agent or broker of record satisfies
the requirements of this paragraph. Notice of nonrenewal may also be given by any method permitted for
service of process pursuant to Rule 4 of the North Carolina Rules of Civil Procedure.

This endorsement changes the policy to which it is attached and is effective on the date issued unless otherwise

stated.

(The information below is required only when this endorsement is issued subsequent to preparation of the
policy.)

Endorsement Effective Policy No. Endorsement No.

Insured Premium

Insurance Company Countersigned by
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North Carolina Industrial Commission IC File #

Emp. Code #

REPORT TO WORK REPORT

Carrier Code #

Carrier File #

The Use Of This Form Is Required Under The Provisions of The Workers' Compensation Act

Employer FEIN

( )

Employee's Name Employer's Name Telephone Number
Address Employer's Address City State Zip
City State Zip Insurance Carrier
( ) ( )
Home Telephone Work Telephone Carrier's Address City State Zip
Om [OF / / ( ) ( )
Social Security Number Sex Date of Birth Carrier's Telephone Number Fax Number

Employer: The use of this form is not appropriate when an employee has returned to work on a trial return to work
basis pursuant to N.C. Gen. Stat § 97-32.1, in which case Form 28T must be used. By using this form you are
stating that this case is not a trial return to work and that one of the exclusions contained in NCIC Rule 404A(7)

applies .

Important Notice To Employee: Your disability compensation has been stopped because you have
returned to work. You are entitled to a trial return to work for a period not to exceed nine months, unless you have
been released by an authorized treating physician to unrestricted work, in which case your trial return to work may
be limited to 45 days. During your trial return to work, you may be entitled to partial disability compensation if,
because of your on-the-job injury, you earn less wages now than before your injury. If your trial return to work is
unsuccessful, you should complete form 28U in order to request that your compensation be reinstated.

THE EMPLOYER OR CARRIER/ADMINISTRATOR MUST COMPLETE THE FOLLOWING
WHEN EMPLOYEE RETURNS TO WORK OTHER THAN ON A TRIAL RETURN TO WORK BASIS.

SECTION A. COMPLETE THE FOLLOWING
1. Date of injury:

2. Date disability began:

3. Date returned to work:

SECTION B. COMPLETE IF EMPLOYEE RETURNED TO WORK FOR REDUCED WAGES:
Employee is being paid at the rate of $ weekly.

SECTION C. COMPLETE IF EMPLOYEE RETURNED TO WORK FOR A DIFFERENT EMPLOYER:

1. Name of that employer:

2. Address:
3. Telephone:
SIGNATURE OF EMPLOYER OR CARRIER/ADMINISTRATOR TITLE DATE

Employer: The original of this form shall be sent to the address below, and a copy sent to the employee and the employee's attorney of
record, if any. A Form 28B must be filed to report the amount and last date compensation and/or medical compensation were paid.

FORM 28 MAIL TO: NCIC - CLAIMS SECTION
2/01 4335 MAIL SERVICE CENTER
PAGE 1 OF 1 RALEIGH, NC 27699-4335

MAIN TELEPHONE: (919) 807-2500
OMBUDSMAN: (800) 688-8349

W3252C01



FORM 17 Revised 12/2020
N.C. WORKERS' COMPENSATION NOTICE TO INJURED WORKERS AND EMPLOYERS

All employees of this business, except specifically excluded executive officers, suffering work-related
injuries may be entitled to Workers' Compensation benefits from the employer or its insurance carrier.

IF YOU HAVE A WORK-RELATED INJURY OR AN OCCUPATIONAL DISEASE
The Employee Should:

¢ Report the injury or occupational disease to the Employer immediately.
¢ Give written notice to the Employer within 30 days.

¢ File a claim with the Industrial Commission on a Form 18 immediately, but no later than 2 years from injury date or occupational disease.
Give a copy to the Employer.

¢ If medical treatment and wage loss compensation are not promptly provided, call the insurance carrier/administrator_or request a hearing
before the Industrial Commission using a Form 33 Request for Hearing. Commission form s are available at website www.ic.nc.gov or by
calling the Help Line.

* Your employer's workers' compensation insurance carrier is THE TRAVELERS INSURANCE COMPANIES
* The insurance policy number is UB-6N259033-22-14-G

*  Your employer's workers' compensation insurance policy is valid from 02-15-22 until 02-15-23

For assistance: Call the Industrial Commission HELP LINE—(800) 688-8349.
The Employer Should:

¢ Provide all necessary medical services to the Employee.

¢ Report the injury to the carrier/administrator and file a Form 19 Report of Injury within 5 days with the Industrial Commission, if the
Employee misses more than 1 day from work or if cumulative medical costs exceed $4,000.00.

e Give a copy of your completed Form 19 to the Employee along with a copy of a blank Form 18 Notice of Accident.
Ensure that compensation is promptly paid as required under the Workers' Compensation Act.

NORTH CAROLINA INDUSTRIAL COMMISSION

NORTH CAROLINA 1235 MAIL SERVICE CENTER
INDUSTRIAL COMMISION RALEIGH, NORTH CAROLINA 27699-1235

Website: www.ic.nc.gov

TO EMPLOYER: THIS FORM MUST BE PROMINENTLY POSTED IF YOU HAVE WORKERS' COMPENSATION INSURANCE OR QUALIFY AS SELF-INSURED. (N.C. Gen.Stat.
§97-93).

W32P1L20



FORMA 17 Revisada 12/2020

AVISO DE COMPENSACION LABORAL A EMPLEADORES Y EMPLEADOS LESIONADOS

Todo empleado de este negocio que sufre lesiones relacionadas al trabajo puede tener derecho a beneficios de compensacion
laboral por parte del empleador o el portador de seguro del empleador, excepto oficiales ejecutivos expresamente excluidos.

SI USTED TIENE UNA LESION RELACIONADA CON EL TRABAJO O UNA ENFERMEDAD OCUPACIONAL

El Empleado debera:
+ Reportar inmediatamente su lesion o enfermedad ocupacional a su empleador.

* Notificar por escrito al empleador dentro de treinta (30) dias que ocurre la lesién o enfermedad ocupacional.

¢ Hacer inmediatamente un reclamo a la Comision Industrial usando la Forma 18, no mas tarde de (2) anos de ocurrir o desarrollar
su lesion o enfermedad ocupacional.

¢ Si el tratamiento médico o el pago de compensacién no es prontamente suministrado, llame a la compaiia de seguros/administrador
o requiera una audiencia ante la Comisién Industrial usando la Forma 33 Peticion que la Demanda sea Asignada a una Audiencia.

¢ Las formas de la Comision estan disponibles en la pagina web www.ic.nc.gov o llamando a la Linea de Ayuda.
* La compahia de seguros de compensacién para trabajadores de su empleador es THE TRAVELERS INSURANCE COMPANIES
e El nimero de la péliza de seguro es UB-6N259033-22-14-G

e La podliza de seguro de compensacion para trabajadores de su empleador es valida desde _ 02-15-22 hasta___02-15-23
Para asistencia: Llame a la Comisién Industrial LINEA DE AYUDA - (800) 688-8349.

El Empleador debera:
* Proveer todos los servicios médicos necesarios al empleado.

¢ Reportar la lesion a la compaiia de seguros/administrador y a la Comisién Industrial usando la Forma 19 Reporte de Accidente
dentro de cinco (5) dias, si su empleado falta mas de un (1) dia de trabajo o si los gastos de tratamientos médicos exceden los
$4,000.00.

¢ Proveer a su empleado una copia de la Forma 19 y una copia en blanco de la Forma 18 Aviso de Accidente.
« Pagar puntualmente compensacién al empleado de acuerdo con el Acta de Compensacion Laboral.

NORTH CAROLINA INDUSTRIAL COMMISSION

NORTH CAROLINA 1235 MAIL SERVICE CENTER

RALEIGH, NORTH CAROLINA 27699-1235

INDUSTRIAL COMMISSION Pagina Oficial en Espafiol: www.ic.nc.gov
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EMPLEADOR: ESTA FORMA DEBE ESTAR VISIBLEMENTE PUBLICADA S| USTED TIENE SEGURO DE COMPENSACION LABORAL O S| USTED CALIFICA PARA
ESTAR AUTOASEGURADO. (N.C. Gen . Stat. § 97-93).
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