Workers' Compensation Policy

ENCHANTED Human Resources
FAIRIES™ 8/2024

MAGICAL FINE ART PORTRAITURE

POLICY

The Company is committed to providing a safe and healthy work environment for all team
members. As part of this commitment, we provide workers’ compensation benefits to all team
members who are injured or become ill as a result of their work activities.

Coverage

Workers' compensation benefits will be provided to all eligible team members in accordance with
state laws and regulations. Coverage includes medical expenses, lost wages, and other benefits
as outlined by the workers’ compensation laws.

Carrier Information

The Company’s workers’ compensation insurance carrier is Traveler’s Insurance Companies,
unless otherwise noted based on the team member's state of residence. All Workers’
Compensation Notices are included in “Schedule A” of this policy.

Reporting an Injury or lliness

Team members must report any work-related injuries or illnesses to their supervisor and/or
Human Resources immediately. Failure to reportan injury in a timely manner may resultin a delay
or denial of workers’ compensation benefits.

Medical Treatment

Team members must seek medical treatment from an authorized healthcare provider for any
work-related injury or illness. Failure to do so may impact eligibility for workers' compensation
benefits.

Return to Work

Team members who are injured and receiving workers' compensation benefits are expected to
to follow their healthcare provider’s treatment plan and make every effort to return to work as
soon as their healthcare provider's treatment plan as soon as medically possible. Modified duty
assignments may be provided when appropriate.

Job-Related Safety

Team members are expected to follow all safety guidelines and procedures to prevent workplace
injuries and illnesses. Failure to adhere to safety protocols may result in disciplinary action, up to
and including termination of employment.

Fraud
Any team member found to be engaging in fraudulent activities related to workers’ compensation
claims will be subject to to disciplinary action, up to and including termination of employment.

Confidentiality
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All workers' compensation claims will be handled with the utmost confidentiality. Team member
medical information related to workers' compensation claims will be shared only on a need-to-
know basis.

Compliance
All team members are expected to comply with this workers’ compensation policy. Non-
compliance may result in disciplinary action, up to and including termination of employment.

Policy Review
This workers' compensation policy will be reviewed periodically and updated as necessary to
ensure compliance with current laws and best practices.
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Schedule A
Workers’ Compensation Notices

Alabama

ENCHANTED FAIRIES STUDIO, LLC

STATE OF ALABAMA
WORKERS' COMPENSATION
INFORMATION

If you are injured on the job, or
contract an occupational disease,
notify your employer immediately.

Your employer will advise you of
the physician to see for authorized
medical treatment.

WORKERS' COMP INSURANCE

CARRIER tHE TRAVELERS INSURANCE COMPANIES

TELEPHONE NUMBER (s00) 238-6225

ASSISTANCE IS AVAILABLE UNDER THE ALABAMA WORKERS'
COMPENSATION LAW INCLUDING MEDIATION SERVICE.
FOR INFORMATION CALL:
1-800-528-5166
Department of Labor
Workers' Compensation Division
649 Monroe Street
Montgomery, AL 36131
CODE OF ALABAMA, 1975, § 25-5-290(d), REQUIRES THAT THIS NOTICE BE POSTED
IN ONE OR MORE CONSPICUOQUS PLACES IN YOUR BUSINESS.

WOo1P1U08 Page 1of 1
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Arizona

TO BE POSTED BY EMPLOYER

ISSUED TO: ENCHANTED FAIRIES STUDIO,

POLICY MUMBER UB-5W260614-23-42-3

LLC

NOTICE TO EMPLOYEES

RE: ARIZONA WORKERS' COMPENSATION LAW

All employees are hereby notified that this employer has complied with the provisions of the Arizona
Wiorkers' Compensation Law (Title 23, Chapter 6, Arizona Revised Statutes) as amended, and all the
rules and regulations of The Industrial Commission of Arizona made in pursuance thereof, and has
secured the payment of compensation to employees by insuring the payment of such compensation
with: THE TRAVELERS INSURAWCE COMPANIES.

All employees are hereby further notified that in the event they do not specfically reject the
provisions of the said compulsory law, they are deemed by the laws of Anzona to have accepted the
provisions of said law and to have elected to accept compensation under the terms thereof; and that
under the terms thereof employees have the right to reject the same by written notice thereof prior to
any injury sustained, and that the blanks and forms for such notice are available to all employees at the
office of this employer.

¥ & % ® % % % % = % * % * =

PARA SER COLOCADD POR EL PATROM NUMERO DE POLIZA UB-5W260614-23-42-G

AVISO A LOS EMPLEADOS
RE: LEY DE COMPENSACION PARA LOS TRABAJADORES DE ARIZONA

A todos los empleados se les notfica por este medio gue este patrdn ha cumplido con las
provisiones de la Ley de Compensaciin para los Trabajadores de Arizona (Titulo 23, Capitulo &,
Estatutos Enmendados de Arizona) tal como han sido emnmendados, y con todas las reglas y
ordenanzas de La Comision Industrial de Arizona hechas en cumplimiento de ésta, y ha asegurado el
pago de compensacién a los empleados garantizando el pago de dicha compensacion por medio de: THE
TRAVELERE INSURANCE COMPRNIES

Ademnas, a todos los empleados se les notifica por este medio que en caso de que especificamenta
ellos no rechazen las disposiciones de dicha ley obligatoria, se les considerara bajo las leyes de
Arizona de haber aceptado las provisiones de dicha ley v de haber escogido aceptar la compensacion
baje estos términos; también bajo estos t&rminos los empleados tienen el derecho de rechazar la
misma por medio de una notificacidn por escrito antes de gue sufran alguna lesion, todos los
formularios o formas en blanco para tal notificacion por escrito estaran disponibles para todos los
empleados en la oficina de este patran.

® & % ® & ¥ & ¥ ® ¥ ® ¥ * =

KEEP POSTED IN A CONSPICUOUS PLACE.
COLOQUESE EN LUGAR VISIBLE.

WOZP1A96
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Arizona (continued)

WORK EXPOSURE TO BODILY FLUIDS

NOTICE TO EMPLOYEES

Re: Human Immunodeficiency Virus (HIV),
Acquired Immune Deficiency Syndrome (AIDS) & Hepatitis C

Employees are notified that a claim may be made for a condition, infection, disease, or disability imeolving or
related to the Human Immunadeficiency Virus (HIV), Acquired Immune Deficiency Syndrome (AIDS), or Hepatitis
C within the provisions of the Arizona Workers' Compensation Law, and the rules of The Industrial Commission
of Arizona. Such a claim shall include the ccourrence of a significant exposure at work, which generally means
contact of an emplayee's ruptured or broken skin or mucous membrane with a person's blood, semen, vaginal
fluid, surgical fluid(s) or any other fluid{s) containing blood. AN EMPLOYEE MUST CONSULT A PHYSICIAN
TO SUPPORT A CLAIM. Claims cannot arise from sexual activity or illegal drug use.

Certain classes of employees may mare easily establish a caim related to HIV, AIDS, or Hepatitis C if they
meet the following requirements:

1. The employee’s regular course of employment invalves handling or exposure to blood, semen, vaginal
fluid, surgical fluidis) or any other fluid(s) containing blood. Included in this category are health care providers,
forensic laboratory workers, fire fighters, law enforcement officers, emergency medical technicians, paramedics
and carrectional officers.

2. NO LATER THAMN TEN (10) CALENDAR DAYS after a possible significant exposure which anses out of
and in the course of employment, the employee reports in writing to the employer the details of the exposure as
provided by Commission rules. Reparting forms are available at the office of this employer or from the Industrial
Commission of Arizona, B00 W. Washington, Phoenix, Arizona 85007, (602) 542-4661 or 2675 E. Broadway,
Tucson, Arizona B5716, (520) 628-53188. If an employee chooses not to complete the reporting form, that
employee may be at risk of losing a prima face claim.

3. NO LATER THAN TEM (10) CALENDAR DAYS after the possible significant exposure the employee
has blood drawn, and NO LATER THAN THIRTY (30) CALENDAR DAYS the blood is tested for HIV OR
HEPATITIS C by antibody testing and the test results are negative.

4. NO LATER THAN EIGHTEEN (18) MONTHS after the date of the possible significant exposure at work,
the employee is retested and the results of the test are HIV positive or the employee has been diagnosed as
paositive for the presence of HIV, or NO LATER THAN EVEN (7) MONTHS after the date of the possible signifi-
cant exposure at work, the employee is retested and the results of the test are positive for the presence of
Hepatitis C or the employee has been diagnosed as positive far the presence of Hepatitis C.

KEEP POSTED IN CONMSPICUOUS PLACE
NEXT TO WORKERS' COMPENSATION NOTICE TO EMPLOYEES

THIS MOTICE APPROVED BY THE INDUSTRIAL
COMMISSION OF ARIZONA FOR CARRIER USE

1CHA Form 0461501

WO2ZP4008
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Arizona (continued)

WORK EXPOSURE TO METHICILLIN-RESISTANT STAPHYLOCOCCUS
AUREUS (MRSA), SPINAL MENINGITIS, OR TUBERCULOSIS (TB)

Notice to Employees

Employees are notified that a claim may be made for a condition, infection, disease or disability invaolving or
related to MRSA, spinal meningitis, or TB within the provisions of the Arizona Workers' Compensation Law.
(AR.5. § 23-1043.04) Swch a claim shall include the occurrence of a significant exposure at work, which is
defined to mean an exposure in the course of employment to aerosolized MRSA, spinal meningitis or TB
bacteria. Significant exposure also includes exposure in the course of employment to MRSA through bodily fluids
or skin.

Certain classes of employees (as defined below) may more easily establish a claim related to MRSA, spinal
meningitis or TB by meeting the following requirements:

1. The employee's reqular course of employment invalves handling or exposure to MRSA, spinal meningitis
or TB. For purposes of establishing a claim under this section, "employee” is limited to firefighters, law
enforcement officers, comrection officers, probation officers, emergency medical technicians and para-
medics whao are not employed by a health care institution;

2. Mo later than thirty (30) calendar days after a possible significant exposure, the employee reports in writ-
ing to the employer the details of the exposure;

3. A diagnosis is made within the following time-frames:

a. For a claim invalving MRSA, the employee must be diagnosed with MRSA within fifteen (15) days
after the employee reports pursuant to ltem Mo, 2 above;

b. For a claim involving spinal meningitis, the employee must be diagnosed with spinal meningitis
within twao (2) to eighteen (18) days of the possible significant exposure; and

c. For a claim involving TB, the employee is diagnosed with TB within twelve (12) weeks of the possi-
ble significant exposure.

Expenses for post-exposure evaluation and follow-up, including reasonably required prophylactic treatment for
MRSA, spinal meningitis, and TB is considered a medical benefit under the Arizona Workers' Compensation Act
for any significant exposure that arises out of and in the course of employment if the employee files a claim for
the significant expasure or the employee reports in writing the details of the exposure. Providing post-exposure
evaluation and follow-up, including prophylactic treatment, does not, however, constitute acceptance of a claim
for a condition, infection, disease or disability invalving or related to a significant exposure.

Workers’ Compensation Policy
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Arkansas

Form AR-F ARKANSAS WORKERS' COMPENSATION
COMMISSION
2’1“1‘;‘:’:';3 pres 324 Spring Street, Little Rock, AR 72201
AWCC R -I - Mail: P.O. Box 950, Little Rock, AR 72203-0950
Updat:de Little Rock Office — 1-800-622-4472 | 501-682-3930
B16-14 Springdale Office — 1-800-852-5376 / 479-751-27390

WORKERS' COMPENSATION INSTRUCTIONS TO
EMPLOYERS & EMPLOYEES

All employees of this establishment entitled to benefits under the provisions of the Arkansas workers' compensation laws are hereby notified that
their employer has secured the payment of such compensation as may at any time be due employess or their dependents. This employer is
required by state law to provide workers' compensation coverage or this employer has waived the exclusion or exemption from the operation of the
workers' compensation laws, and the employer certifies by the display of this poster that workers' compensation coverage is now provided by a
workers' compensation insurance policy or by enroliment in the Arkansas Self-Insurance Program or by the Public Employee Claims Division of the
Arkansas Insurance Depantment.

EMPLOYER—Mame: ENCHANTED FAIRIES STUDIO, LLC

CARRIER—Name: THE TRAVELERS INSURANCE COMPANIES
Address: P.0. BOX 660456
DALLAS, TX 75266-0456
Telephone No. (800} 23B-6225
POLICY NUMBER: 5wW260614 EXPIRATION DATE: 03-15-25

IN CASE OF JOB-RELATED INJURIES OR OCCUPATIONAL DISEASES

The Employer Shall:

1. Provide all necessary medical, surgical and hospital treatment, as required by law, following the injury and for such additional time as ordered by
the Workers' Compensation Commission.

2. Provide compansation payments in accordance with the provisions of the law. The first installment of compensation becomes due on the 15th day
after the employer has notice of the injury or death, except in those cases where liability has been denied by the employer.

3. Provide prompt reporting of accidenis Lo appropriate parties.
4. Keep a record of all injuries received by their employees.

The Employee Shall:

The employes shall report the injury to the employer on Form N and to a person or at a place specified by the employer, unless the injury either
renders the employeo physically or mentally unable to do so, or the injury is made known to the employer immediately after it occurs. The
employer shall not be responsible for disability, medical, or other benefits prior to receipt of the employee’s notice of injury. All reporting
procedures specified by the employer must be reasonable and shall afford each employee reasonable notice of the reporting requirements. The
foregoing shall not apply when an employee requires emergency medical weatment outside the employer's normal business hours; however, in
that event, the employes shall cause a report of the injury to be made to the employer on the employer's nesxt reqular business day.

Failure to give such notice shall not bar any claim (1) if the employer had knowledge of the injury or death, (2) i the employee had no knowledge
that the condition or disease arose out of and in the course of employment, or (3) if the Commission excuses such failure on the grounds that for
some satisfactory reason such natice could not be given. Objection to failure to give notice must be made at or before the first hearing on the
claim.

Statutory Information:

Ark. Code Ann. §17-8-514(b) states: “Treatment or services furnished or prescribed by any physician other than the ones selected according 1o the
foregoing, except emergency reatmert, shall be at the claimant's expense.”

Ark. Code Ann. § 11-8-514(), however, indicates: When compensability is controverted, subsection (b) shall not apply if:

(1) The employes requests medical assistance in witing prior to seeking the same as a result of an alleged compensable injury; and

(2) The employer refuses to refer the employee to a medical provider within forty-eight {48) hours after such written request as provided above; and
{3) The alleged injury is later found to be a compensable injury; and

{4) The employer has not made a previous offer of medical treatment.

If you have any questions regarding your rights under the Arkansas workers' compensation laws, you may call an Arkansas Workers' Compensation
Commission legal advisor at our toll-free number listed above.

All employiers who come within the operation of the Arkansas workers' compensation laws and have complied with its provisions must post this notice
ina CONSPICUOUS place in or about their place or places of business.

WO3P1D15 P
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California

ENCHANTED FAIRIES STUDIO, LLC
ISSUE TO:

STATE OF CALIFORNIA — DEPARTMENT OF INDUSTRIAL RELATIONS

Division of Workers' Compensation
Notice to Employees - Injuries Caused By Work

¥ou may be entitled to workers' compensation benefits if you are injured or become il because of your job. Workers' compensation covers

most work-related physical or mental injuries and illnesses. An injury or illness can be caused by one event (such as hurting your back in a

fall) or by repeated exposures (such as hurting your wrist from doing the same motion over and owver).

Benefits. Workers' compensation benefits include:

*  Medical Care: Doctor visits, hospital services, physical therapy, lab tests, x-rays, medicines, medical equipment and travel costs that
are reasonably necessary to treat your injury. ¥ou should never see a bill. There are limits on chiropractic, physical therapy and
occupational therapy visits.

*  Temporary Disability (TD) Benefits: Payments if you lose wages while recovering. For most injuries, TD benefits may not be paid
for more than 104 weeks within five years from the date of injury.

*  Permanent Disability (PD) Benefits: Payments if you do not recover completely and your injury causes a permancnt loss of
physical or mental function that a doctor can measure.

*  Supplemental Job Displacement Benefit: A nontransferable voucher, if you are injured on or after 1/1/2004, your injury causos
permanent disability, and your employer does not offer you reqular, modified, or alternative wark.

¢ Death Benefits: Paid to your dependants if you die from a work-related injury or illness.

Naming Your Own Physician Before Injury or lliness (Predesignation). You may be able to choose the doctor who will treat you for a
Jjob injury or illness. If eligible, you must tell your employer, in writing, the name and address of your personal physician or medical group
before you are injured. You must obtain their agreement to treat you for your work injury. For instructions, see the written information about
workers' compensation that your employer is required 1o give to new employees.

If You Get Hurt:

1. Get Medical Care. If you need emergency care, call 917 for help immediately from the hospital, ambulance, fire department or police
department. If you need first aid, contact your employer.

2. Report Your Injury. Report the injury immediately to your supervisor or to an employer representative. Dont delay. There are time
limits. If you wait too long, you may lose your right o benefits. Your employer is required to provide you with a claim form within one
working day after leamning about your injury. W ithin one working day after you file a claim form, your employer or claims administrator
must authorize the provision of all treatment, up o ten thousand dollars, consistent with the applicable treatment guidelines, for your
alleged injury until the claim is accepted or rejected.

3. See Your Primary Treating Physician (PTP). This is the doctor with overall responsibility for treating your injury or illness.

* If you predesignated your personal physician or a medical group, you may see your personal physician or the medical group after
you ane injured.

* If your employer is using a medical provider network (MPN) or a health care organization (HCO). in most cases you will be
treated within the MPN or HCO unless you predesignated a personal physician or medical group. An MPN is a group of
physicians and health care providers who provide treatment to workers injured on the job. You should receive information from
your employer if you are covered by an HCO or a MPN. Contact your employer for mare information.

* If your employer is not using an MPN or HCO, in most cases the claims adminisirator can choose the doctor who first reats you
whan you are injured, unless you predesignated a personal physician or medical group.

4. Medical Provider Networks. Your employer may be using an MPN, which is a group of health care providers designated to provide
treatment to workers injured on the job. If you have predesignated a personal physician or medical group prior o your work injury,
then you may go there to receive treatmeant from your predesignated doctor. If you are treating with a non-MPN doctor for an existing
injury, you may be required to change to a doctor within the MPM. For more information, see the MPN contact information below:

MPN website: WIWW.MYWCINFO.COM

MPN Effective Date: __ 03-15-24 MPN Identification number _2493

If you need help locating an MPM physician, call your MPN access assistant at: ~_(800) 287-9682

If you have questions about the MPN or want to file a complaint against the MPN, call the MPN Contact Person at_(800) 287-9682
Discrimination. It is illegal for your employer to punish or fire you for having a work injury or iliness, for filing a claim, or testifying in
another person's workers' compensation case. If proven, you may receive lost wages, job reinstatement, increased benefits, and costs and
expenses up to limits set by the state.

Questions? Leamn more about workers' compensation by reading the information that your employer is required to give you at time of hire.
If you have questions, see your employer or the claims administrator (who handles workers' compensation claims for your employer):

TRAVELERS PROPERTY CASUALTY COMFANY OF AMERICA
Claims Adminisrator THE TRAVELERS INSURANCE COMPANTES Phone (800) 238-6225

W orkers' compensation insurer (Enter "self-insured” if appropriate)

You can also get free information from a State Division of W orkers' Compensation Information (DWC) & Assistance Officer. The nearest

Information & Assistance Officer can be found at location: or
by calling toll-free (B00) 736-7401. Learn more information about workers' compensation online: www.dwc.ca.gov and access a useful
booklet “Workers' Compensation in California: A Guidebook for Injured W orkers.”
False claims and false denials. Any person who makes or causes to be made any knowingly false or fraudulent material statement or
material representation for the purpose of obtaining or denying workers' compensation benefits or payments is guilty of a felony and may
be fined and imprisoned.

Your employer may not be liable for the payment of workers' compensation benefits for any injury that arises from your voluntary

participation in any off-duty, recreational, social, or athletic activity that is not part of your work-related duties.

DWC 7 (1/1/2018)
WO04P2K16
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Connecticut

NOTICE
TO EMPLOYEES

State of Connecticut Workers' Compensation Commission

Revised 10-01-2021

The Workers' Compensation Act (Connecticut General Statutes Chapter 568) requires your employer,
ENCHANTED FAIRIES STUDIO, LLC MO BUSIMESS LOCATION

CcT

to provide benefits to you in case of injury or occupational disease in the course of employment.

Section 31-294b of the Workers' Compensation Act states "Any employee who has sustained an
injury in the course of his employment shall immediately report the injury to his employer, or some
person representing his employer. If the employee fails to report the inmjury immediately, the
administrative law judge may reduce the award of compensation proportionately to any prejudice that
he finds the employer has sustained by reason of the failure, provided the burden of proof with respect
to such prejudice shall rest upon the employer.”

An injury report by the employee is NOT an official written notice of claim for workers” compensation
benefits; the Workers" Compensation Commission's Form 30C is necessary to satisfy this requirement.

NOTE: You must comply with P. A. 17-141 (see next box, below) when filing a compensation claim.

The INSURANCE COMPANY or SELF-INSURANCE ADMINISTRATOR is:
Mame THE TEAVELERS INSURANCE COMPANIES

Address 2.0. BOX 5008 Telephone (B00) 238-£225
City/Town HARTFORD State _cT Zip Code _06102-5008

Approved Medical Care Plan | | Yes | | No
The State of Connecticut Workers' Compensation Commission office for this workplace is located at:

Address 500 acvrinwm avENmE Telephone (860) S66-4154
City/Town HARTFORD State cT Zip Code 06105

Public Act 17-141 allows an employer the option to designate and post — "in the workplace location
where other labor law posters required by the Labor Department are prominently displayed™ and on the
Workers" Compensation Commission's website [wcc.state.ct.us] — a location where employees
must file claims for compensation.

If your employer has listed a location below, you MUST file your compensation claim there.
When filing your claim, you are also required — by law — to send it by certified mail.
If blank below, ask your employer where to file your claim.

Employer Name

Address Telephone
CitylTown State Zip Code

THIS NOTICE MUST BE IN TYPE OF NOT LESS THAN TEM J Any questions as to your rights under the
POINT BOLD-FACE AND POSTED IN A CONSPICUOUS Jlaw or the obligations of the employer or
FLACE IN EACH PLACE OF EMPLOYMEMNT. FAILURE TO J insurance company should be addressed
POST THIS NOTICE WILL SUBJECT THE EMPLOYER TO J to the employer, the insurance company, or

STATUTORY PEMALTY (Section 31-279 C.G.5.). the Workers' Compensation Commission
Date Posted: (1-B00-223-9675).
WoEP1J21
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Georgia

WC-BILL OF RIGHTS

GEORGIA STATE BOARD OF WORKERS' COMPENSATION

s required by law, O.CG A §34.0.81.1, this is & summary of yaur Aghts and resporsibilities. The Warkers' Compensation Law pravides you, as
a worker in the Siale of Geargia, wilh cerlain rights and resporsibiities should you be injured on the job. The Waorkers' Compensation Law
pravides you coverage for @ work-relsted injuny even if an injury coours on the first day on the job. In addition 1o rights, you akso hasve cestain

BILL OF RIGHTS FOR THE INJURED WORKER

respandibilitees, Your nghls and responsibilites are described below,

1.

The Siate Board of Workers' Compensation will provide you with infarmation regarding bow o e 2 claim and will ansser any olber gueslions
risgjarding your rights wnder thee L. IF you are callng inthe Allama anes the telephone number is (404) 8583818, outside this metra Atlamta ares
call 18008330682, or write the Stabe Boand of Workess' Compensation al- 270 Peachiree Strest, ROW, Atlanta, Georgia 303081268 o visil our

welisite: hilps (v shvae geargia.gou. A lawyer is not nesded 1o fle a ciaim with the Beard; hawever, if you think you nised a lavwyer and do not

Emploves's Rights
I you are imjured on he job, you may recehse medical rehabiitation
and income benefies. These berefits ane provided 1o help you
retum 1o work., Your dependents may also receve berefits i you
dlier a5 a1 reesull of & job relabed ijury.

our employer i requined 1o post a list of at less sic doclons ar the
ramie of the certified WCTICO that provides medical care, unless
the Board has gramed an exception. You may choose a doctar
fram the list and make one change o another doclor an the list
wilbowt the permision of your employer. Howeser, inoan
erRgEncy, yau may gel emporary medical care fram any doctar
unlil the: emengency S aver, then you must get reatment from a
dactor an the poshed lis.

Waour authorized doclor bilk, bospital bills, rehabiltation insoms
cases, physical therapy, prescriplions, and necessary el
expenses will be paid if mjury was caused by an accident on the
jobe. All injuries ooouring on of before June 30, 2013 shall be
enlilled 1o lfelime: medical benefits. IF your accident oooured an o
alter July 1, 2013 medical restment shall be limiled 1© & masimom
al 400 weeks from the socident date. I your injury & catastrophic
ifmabure you mey be entifed 10 #atime medical benefis

Yaou are enliled to weekly income bernefts i you have more than
sarper days of lost Bme dwe 1o an injury. Your first check should be
rmalied 1o you within 21 days alfter the frst day you missed wark, If
yau ane out more than 21 conseculivie days due 1o your injury, you
il e pavi for thes first week.

Mecidens are classified as being either calaswaphic o non.
calastrophic. Catasiraphic injuries are those involving amputations,
severe paralysis, severe head mjunes, severe burns, blindness, or
al & nature and Severity thal prevents the employes: rom beirg
able 1o pedorm his or her pior work and any work avaiable in
substantial rumbers within the mastional economy. In catastrophic
cases, you are ertithed Bo receme woe thinds of your average
weekly wage but not mare than $800 per week for & joberelab=d
irpury for &% lorg @5 you are wrable 1o rebum b work. You also ane
enlilled o receive medical and vocational rehabifation benefils
Frelp i reconvering fram your injury. I you need belp in this area call
the: Stabe Board of Workers' Compensation a1 (404) 656.08459.

In all cther cases {(non-calaswophic), you are enitled 1D receve
twathinds of your average weekly wage but nol more than $800
pir week for a job relsted injury. You will receve these weekly
berefits as long as you ane lotally disabled, but no lnger than 400
weeks. If you are nat warking and it is determined that pou hawe
besn capable of pedorming work with resricions  for 52
conseculive weeks of TH aggreqate weeks, your weekly inoomse
brerefits will be reduced o wo-thirds of your average weekly wage
Bl no more than $533.33 per week, not to exceed 350 weeks.
Whazn you ane shle 10 relumn o wark, but can only ot g lower
paying job a= & result af your ifury, you are entitled 10 & weskly
berehil af not more than £633.33 per week for no longer than 350
ek,

Waour dependents), in the event you die a5 a resull of an oncthe-
jobr socident, will receivie burial expenses up 1o $7.600 and wa-
thirds of your average weckly wage, bul nal mone than S800 per
week & widowed spouse with no children will be paid & maximum
al £3200000. Benefils continue witd heishe remaries ar apenly
cohahits with a person aof the apposite sex

N oyou do not receine berefits when due, the nsoranos
camieremployer must pay a penalky, which wil be added to your
paynenils.

0.

1.

12,

Employes’s bilities
“aou shauld lollow wrillen rules of safiety and other reasonable
palicies and procedures af te emplayer.
ou st repat army accident immediabely, but not e than
30 days after the accident, 10 your employes, your employers
regresertative, your foreman or immediate supervisor. Falune
b da S0 may resull in the loss af the benefits.
An emplayes has a continung chigation to cooperate with
medical prowiders in the cowrse of ther treatmen for wark
refsbed  injuries. You must scoepl reasonable  medical
tredlment and rehabiltalion serices when ordered by the
Stabe Board of Workers' Compensation or the Board may
suspend your benefits.
Mo compensation shall be allowed for an injury or diesth due 1o
the employes's wilkul misconduct.
‘o must nalify the insurance carteremployer of your sddess
when you mowe tooa new location. You should notify the
imsurance  camiedemployer when you are able 1o relomn o
fulltime or partlime work and repon the amount af your
weekly eamings because you may be entitled 10 Some noome
bBerefits seen though you Rave returned 1o ok
A dependent spouse of a deceased employes shall notify the
insurance  camieremployer wpon change of  address o
rEmarriage.
ou must atternpt a job appraved by the sulbarized reating
physician even if the pay is ower than the job you had when
yau wiere ijured. I you do not atkempl ke jab, your benefits
iy b Suspended.
I you believe you ae due benefits and your insurance
carierfemployer denies these benefis, you must fike & claim
wilhin ane year afler the dale of last suthorined medical
trealment o within two years of your kst payment of weekly
Berefits or you will lose your fighl 1o these benedits.
I your dependent(s) do nol receive  allowable  benefie
paymens, the dependentis) must Be & claim with the Stabe
Board of Workers' Compensation within ane year aller your
death or lose the right 1o these benefits.
Arry request for neimbursement b you for mileage or otber
expenses related 1o medical cae must be Submited 1o the
insurance carmer'employer within one year af the dsle the
ERPENSE WS incured.
I an employes unjustiiably refuses @ submil @ a doog test
fallring an on-the-ab irjury, there shall be & presumption that
the accident and injury were cawsed by alcobal or drogs. If the
presumplion is not owercomie by olber evidence, amy claim far
wrkers' compensation berefits would be denied.
“ou shall be guilty of & misdemeanor and upon comdction Shal
be punished by a fine of not more than $10,000.00 ar
imprEanmert, up ko 12 months, or both, for making fake or
miskeading statements when claiming benefits. Also, any false
stalemenls or false evidenos given under cath during the
course of amy adminisiratiee or appellate division heaing s
pErjury.

have your own personal laveper, you may contact the Lawyer Referal Serdce al (404) 82120077 or 1.000-334. 56865,

IF 0L HAVE QUESTIONS PLEASE CONTACT THE STATE BOARD OF WORKERS' COMPENSATION AT 404.6G65.3818 OR
180053306082 OR VISIT hipsiwess. shac geomgia.gow

WILLFLALLY MAKIMNG & FALSE STATEMENT FOR THE PURPOSE OF OBTAINING OR DENYIMG BENEFITS IS A CRIME SUBJECT T
PENALTIES OF UP TO £10,000.00 PER VIOLATION (0.C.GUA. §34-9-18 AND §14.9.19),

REVISION 0772023
W10P2G23

WC-BILL OF RIGHTS

Workers’ Compensation Policy
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Illinois

WORKERS'
COMPENSATION

Is a system of benefits provided by law to most workers who have job-related injuries or ilinesses. Benefits are
paid for injuries that are caused, in whole or in part. by an employee's work. This may include the aggravation of
a pre-existing condition, injuries brought on by the repetitive use of a part of the body, heart attacks, or any other
physical problem caused by work. Benefits are paid regardless of fault.

IF ¥YOU HAVE A WORK-RELATED INJURY OR ILLNESS, TAKE THE FOLLOWING STEPS:

1. GET MEDICAL ASSISTAMNCE. By law, your employer must pay for all necessary medical services required
to cure or relieve the effects of the injury or illness. Where necessary, the employer must also pay for physi-
cal, mental, or vocational rehabilitation, within prescribed limits. The employee may choose two physicians,
surgeons, or hospitals. If the employer notifies you that it has an approved Preferred Provider Program for
workers' compensation, the PPP counts as one of your two choices of providers.

2. NOTIFY YOUR EMPLOYER. You must notify your employer of the accidental injury or illness within 45
days, either orally or in wnting. To awoid possible delays, it is recommended the notice also include your
name, address, telephone number, Social Security number, and a brief description of the injury or illness.

3. LEARN YOUR RIGHTS. Your employer is required by law to report accidents that result in more than three
lost wark days to the Woarkers' Compensation Commission. Once the accident is reparted, you should re-
ceive a handbook that explains the law, benefits, and procedures. If you need a handbook, please call the
Commission or go to the Web site.

If wou must lose time from work to recover from the injury or illness, you may be entitled to receive weekly
payments and necessary medical care until you are able to return to work that is reasonably available to you.

It is against the law for an employer to harass, discharge, refuse to rehire or in any way discriminate against
an employee for exercising his or her rights under the Workers' Compensation or Qccupational Diseases
Acts. If you file a fraudulent claim, you may be penalized under the law.

4. KEEP WITHIN THE TIME LIMITS. Generally, claims must be filed within three years of the injury or dis-
ablement from an occupational disease, or within two years of the last workers' compensation payment,

whichever is later. Claims for pneumoconiosis, radiological exposure, asbestosis, or similar diseases have
special requirements.

Injured workers have the right to reopen their case within 30 months after an award is made if the disability
increases, but cases that are resolved by a lump-sum settlement contract approved by the Commission can-
naot be reopened. Only setilements approved by the Commission are binding.

For maore information, go to the llinois Warkers' Compensation Commission's Web site or call any office:

TolHree: B66/352-3033 Chicago: 312/814-6611 Peoria:  309671-3019  Sprngfeld:. 217/785-7087
Web site: waww iwccilgov  Collinsville: 618/3456-3450 Rockford: 815/087-7202 TDD (Deaf): 312/814-2959

BY LAW, EMPLOYERS MUST DISPLAY THIS NOTICE IN A PROMINENT PLACE
IN EACH WORKPLACE AND COMPLETE THE INFORMATION BELOW.
Party handling workers’ compensation claims
THE TRAVELERS ITHDEMNITY COMPANY OF CONNECTICUT
Business address| THE TRAVELERS INSURANCE COMPANIES
P.0O. BOX 660456
DALLAE, TX 75266-0456

Business phone | (BOD) 23B-6225

Effective date D3-15-24 Termination date 03-15-25
Palicy number UB-5SW260614-24-42-E Employer's FEIN 462445043
MCPN 11T Erinfed by the auatfanty of the State of Wi,

WizP1012

Workers’ Compensation Policy
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Indiana

lssped To: EMCHANTED FATRIES STUDIO, LLC

WORKERS' COMPENSATION NOTICE

Your employer is required to provide for payment of benefits under the Workers' Compensation
Act of the State of Indiana.

Any employee who is injured while at work should report the injury immediately to their
supervisor, employer, or designated representative.

The Workers' Compensation insurance carrier or the adminisirator for

ENCHAMTED FAIRIEE STUDIO, LLC

(name ol company]

is: THE TRAVELERSE IMSURANCE COMPAMIES

(name of insurance carrier or administrator)

[name of carrier/adminisirator]

P.0O. BOX 660456
(mailing address)

DALLAS, TX T5266-0456
[city, state, zip)

{(BDD) Z3IE-6225
(telephone number)

WC Supervisor

(contact person)

For more information about rights or procedures under the Indiana Workers' Compensation
system, call or write:

Workers' Compensation Board of Indiana
Ombudsman Division
402 W. Washington 5t., Rm W19
Indianapolis, [N 46204
(317) 232-3808
1-800-824-2667

Workers’ Compensation Policy
Page 12 of 31



Kansas

ENCHANTED FAIRIES STUDICO, LLC

This notice must be posted and maintained by the employer in one or more conspicuous places.
Workers Compensation Rights and Responsibilities

Your employer is subject to the Kansas Workers Compensation Law
which provides compensation for job-related injuries.
This notice applies to dates of accidents on or after April 25, 2013.
Este aviso aplica a las fechas de los accidentes a partir de Abril 25, 2013.

WHAT TO DO IF AN INJURY
OCCURS ON THE JOB

NOTIFY YOUR EMPLOYER IMMEDIATELY. Pe
KoSA. 4d:-620, a claim may be deried i an emplopes (il to notify
their ernplayer withn the earlest of the fallowing dales: (A} 20
calendar days rom 1he dale of accident or the dale of injury by
repetitive rauma; (B) if the employes & working foe the employer
against whom benefis are bieing sought and such employes speks
mesdical Irestment far any injury by accident or repetitive ravma, 20
calendar days from the date such medical treatment is soughl; or
(C1 if he employes no longes works: for the emplayer aganst whom
benefits are being soughl, 10 calendar days after the employess
last day of achual wark for the smployer.

Molice may be gwen arally or in owritng. Where nolice s
provided orally, f the emplayer has designated an individual ar
diepariment 1o whom notice must be given and such designation has
been communicated in weiling 10 the employee, notice b any other
individual or department shall be nsufficient under this section. if the
employer kas not designated an ndividual o depatment 1o wham
notice: must be given, notice must be provided 10 8 superesar o
TN,

Where notice = provided inowriting, notice mest be sent @ oa
sSupBrvisar of manager al the employes's pindpal localion of

The natice, whether provided orally o in weiting, shall include
ther time, date, place, person inued and particdars of such injury. It
sl be apparent fram the content of the notice tat the erpleyes i
claiming benefits under the workes compersalion act or has
suffered a workrelabed inpry.

BENEFITS. Benefils are paid by the employer's insurance
carrier or Selfl nsurance program. Benefits nclude medical
reatment, partial woge replacement for lost tme and additional
benefits if the njury resuls in permanent disability. fn erployer &
regjuired ba furnish all necessary medical treatment and has the ight
10 desiigrate the reating physician. i the employee seeks reatment
from a dockor not authorized by the employer, the employer or ks
insurance cartier & oonly liable up to S500.00 dollars for the
ursutherized medics] raalment.

QUE HACER S| UNA LESION
OCURRE EN EL TRABAJD

NOTIFIQUE A 5U EMPLEADOR INMEDIATAMENTE.

De acuerds con el aficule de ley BSA 44520, mn reclamo pusde
ser negada sioel empleads no notifica a sy empleadoe derto de
ares de las siguienbes fechas: (A) 20 dias a partir de la fecha del
accifienie o la fecha de la kesion debido a trauma por mavimienlos
repetitivas; (B) i @ empleado esté rabapnda con el empleador en
cortra disl cual se estan buscanda berehcos y dicha emplesdo
busca Iralamienls médica por cualquier leson por socodente o
trawna repetitnes, 20 dias & partic de la fecha que dicha tratamiento
medico ha sido cblenida; o (C) sioo empleado ya no rabaja para el
empleador en contra del cual Se est n buscando beneficios, 10 dias
despudss died Ulimo dia de trabajo para dicha empleador.

El aviso puede danse oralmente o por eschita. Donde el aviso se
da oralmente, =i el empleador ha designade o individeo o
departamenie @ quien el aviso e debe dar y 1al designacion ha sida
comunicada por escrilo al empleado, aviso a cualguier alro individuo
o deparamerto deberd ser nsuficiente bajp esta seccion. Sioel
empleador no ha designado a un individo o depadamento a quien
si dishe dar el avia, el aviso puede darse a un Supervisar o genente.

Donde e aviso se hace por escriln, el aviso diebe <o envisdo &
un superdsor o gerente de la oficine princpal de emplea del
trabagsdor.

El awiso, sea que se haga oralments o por escrilo, debe incluir
la hora, fecha, lugar, persona lesionada y detales de tal lesin. Debe
ser wisible a partir del contenida del sveo, que el emplesdo estd
reclamands benefidos bajo b ley de compersacian del rabagsdor o
gue: ha sufrido una lesion reacionada can el rabag.

BENEFICIOS. Lo benelicios son pagados por b compania
aseguradora del emplesdor o programa di Sequro progio. Los
beneficios induyen tralamisrts médico, resmplacoe de suelda parcal
por tierpoe perdide y beneficios adiconales Si la lesian resuka en
incapacidad permaneme. El empleador debe proporcionas odo el
ratamierino misdios necesaio y tiense © derecho de designar e
docior para dicho rstamienio. Sioe empleado beses ratamiento con
un dockor que no ha side aulorizado por el empleador, e emplesdor
o su comparila asequradora serdn responsables de pagar solamente
los primesas $500.00 ddkses pars ratamienio médioo no sulorizada.

WHERE TO GET HELP WITH YOUR CLAIM (DONDE CONSEGUIR AYUDA CON SU RECLAMO

THE TRAVELERE IMSURRMCE COMPANIES

i {BDD) Z3IB-H225

Employes's Irsurance Carrier (Compania fsequradora del Empleadory
THE TRAVELERS INSURANCE COMPANIES

PF.0O. BOX 660456

DALLAS, TK 75266-0456

Telephone  (Tekifono de l dseguradora)

Address (Direcciin de b Asequradaora)

For questions about Workers Compensation Law, contact (Para pregumas acerca de ka Ley de Compensaciin del Trabajadar):

KANSAS DEPARTMENT OF LABOR
Diision of Workers Compansation'Ombudsman

401 SW Topaks Bivd, Suile 2, Tapeka, KS 68603-1105

‘Wishisite: hitps:faweodol ks gowwe
E cmanil: KDOL woiks. gow
Phore: [B00) 3320353 or (705] 2964000

Parsans with impaired hearing or speech utilising a telecommunications device may access he above nembers) by wsing the Kansas Reday

Conteer al {BO0) 7846.3777.

wiwnw.dol.ks.gov

KANSAS DEPARTMENT OF LABOR

KANC 400 (Rew. 1-22)
W15P5C18
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Kentucky

COMMONWEALTH OF KENTUCKY
WORKERS COMPENSATION NOTICE

Employees of this business are covered by the Kentucky Workers Compensation Act (KRS
Chapter 342). Conspicuous posting of this Notice is required by law.

Employer Name: ENCHANTED FAIRIES STUDIO, LLC

Address: 6121 WEST PARE BLVD
PLANO TX 75093

Workers Compensation Carrier
(or third party administrator): THE TRAVELERS INSURANCE COMPANIES

Policy #: UB-5W260614-24-42-E effective 03-15-24 to o03-15-25

Address: P.0. BOX 4614
BUFFALO, NY 14240-4614

Telephone: (800) 238-6225  Contact Person CLAIM MANAGER

EMPLOYEES: If INJURED - NOTIFY your supervisor IMMEDIATELY; when possible Motice
should be in writing. FAILURE to notify your supervisor could result in denial of benefits.
OBTAIN MEDICAL CARE. Your employer must pay for ALL NECESSARY MEDICAL CARE to
treat a workplace injury. The employee may select the physician or medical facility to render
care. If the employer is enrolled in an approved Managed Care Plan employee selection of
physicians is LIMITED to the Approved Provider Network, except in certain emergencies. FOR
INJURIES REQUIRING CONTINUING CARE the EMPLOYEE MUST DESIGNATE A TREATING
PHYSICIAN, a form to do so will be furnished by your employer or its insurance carrier.

This employer IS [ ] ISNOT[_] participating in a Managed Care Plan for medical care. The
name of the Managed Care Plan is , its
representative is , phone number

DISABILITY BENEFITS to replace wages lost due to a workplace injury are payable under the
Workers Compensation Act after seven (7) days of disability. A CLAIM MUST BE filed with the
Department of Workers Claims WITHIN TWO YEARS of the date of injury, or last payment of
temporary total disability benefits.

NEED ASSISTANCE? Contact your employer's claim representative. If your questions about
workers compensation rights are not promptly answered call The Kentucky Department of
Workers Claims at 1-800-554-8601 to speak to an Ombudsman or Workers Compensation
Specialist.

EMPLOYER SUPERVISORS - NOTIFY MANAGEMENT IMMEDIATELY OF ALL INJURIES SO
THAT TIMELY REPORT CAN BE MADE AS REQUIRED BY LAW.

W16P1PO7
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Massachusetts

NOTICE
TO
EMPLOYEES

NOTICE
TO
EMPLOYEES

The Commonwealth of Massachusetts

DEPARTMENT OF INDUSTRIAL ACCIDENTS
LAFAYETTE CITY CENTER, 2 AVENUE DE LAFAYETTE, BOSTON, MA 02111
(617) 727-4900 - www.mass.gov/dia

As required by Massachusetts General Law, Chapter 152, Sections 21, 22 & 30, this will give you notice that
I [we) have provided for payment to our injured employees under the above mentioned chapter by
insuring with:

THE TRAVELERS INSURANCE COMPANIES
NAME OF INSURANCE COMPANY

P.O. BOY 4614
BUFFALO, MY 14240-4614

ADDRESS OF INSURANCE COMPANY

UB-SW2E0614-24-42-8 03-15-24 T( 03-15-35
POLICY NUMBER EFFECTIVE DATES
MARSH AMD MCLEMMAN AGCY Bléd WALNUT HILL LN 16TH FL

DALLAS, TX T5231-4388

NAME OF INSURANCE AGENT ADDRESS PHONE #

ENCHANTED FAIRTES STUDIO, LLO ﬁ BUSINESS LOCATION

EMPLOYER ADDRESS

EMPLOYER'S WORKERS COMPENSATION OFFICER (IF ANY) DATE
MEDICAL TREATMENT

The above named insurer is required in cases of personal injuries arising out of amd in the course of
employment to furnish adequate and reasonable hospital and medical services in accordance with the
provisions of the Workers' Compensation Act. A copy of the First Report of Injury musi be given io the
injured employee. The emplovee may select his or her own physician. The reasonable cost of the services
provwided by the treating physician will be paid by the insurer, if the treatment is necessary and reasonably
connected to the work related injury. In cases requiring hospital attention, employess are hereby notifled
that the insurer has arranged for such attention at the

NAME OF HOSPITAL ADDRESS
TO BE POSTED BY EMPLOYER

W20P1G15
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Michigan

MICHIGAM DEFARTMENT OF State of Michigan
LABOR AND ECONOMIC OPPORTUNITY Workers' Disability Compensation Agency

Employees - Know Your Rights!

Remember — It is important to report your injury to your employer.

Medical Care

ou are entited to reasonable and necessary medical care for work-related injuries or diseases.
Employers or their insurance carriers are required by law to provide these services. During the first 2B
days of treatment, your employer has the right to choose the physician. After 28 days you are free to
change physicians, but you must notify your employer of the change. If you receive treatment from a
phiysician of your choice, you shall obtain and promptly furnish a report to your employer.

If your employer refuses to provide medical care, you should contact Michigan's Workers® Disability
Compensation Agency at its tol-free telephone number: 1-888-396-5041.

ou should not receive a bill from a health care provider for treatment of a covered work-related injury or

illmess. If you do receive such a bill, you should contact your employer or the employer's insurance
carrier.

Wage Loss Benefits

fou are entitled to weekly workers' compensation benefits if you suffer a wage loss for more than seven
consecutive days. These benefits may be claimed as long as a disabdity and wage loss continue.
Generally, the benefit rate is 80% of your after-tax average weekly wage, subject to a maximum rate.

Vocational Rehabilitation

If you are unable to perform the work that you hawve done previously, you are entitled to vocational
rehabilitation. The number one goal is your return to work with youwr employer. If you cannot do this or
require assistance in finding a new job. vocational rehabilitation services can help.

To be completed by the employer

ENCHANTED FAIRIES STUDIO, LLC

Employer Mame

Emplmyer Cantact Persan and Telephons Numbier
THE TRAVELERE IMNSURANCE COMPANIES

Workers” Compensation insuance Camier Mame

If vou have questions, please call the
State of Michigan Workers' Disability Compensation Agency
Toll-free 1-888-396-5041
Additional information is on the agency's website at Attpdmichigan. gowiwdea.

EMPLOYER: PLEASE POST THIS NOTICE FOR YOUR EMPLOYEES TO SEE!

WC-PUB-005 (819) W21P1H19
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Michigan (continued)

E
O

Michigan Workers' Disability Compensation

Rights & Responsibilities
Each party invalved in the workers' compensation system has nights and respansibilties that belp ensure the successiul appication of the: law,
and ulimabely 2 safie return o wark for the employes.

MPLOYEES

Reepart all njuries to your supervisor immediatety!

Miast verkers are cowered under workers' compensatian from the
start af emplogment.

HBenelis mdude reasonable B necessary medcal care, wage
loss benelits, and vocational rehabiitabon services.

A compersable inpry is one that has arisen “out of and in the
course of employment” In other words, work must cause e
disabilty.

Workers' compensation is the “excluste remedy” for work
inpries, meaning that in most cases you cannot sue for other
damages

There is & T.day waiting pericd for wage Inss benedit penyments. o
thiz deabaliy lasis beyond one week, the worker = omidled o
benefis as of the mghth day after the mury. B a dissbiity
continues. for bao wessks ar longer, then the worker is onidled b
be paid compensation for the frst week of dsability fom the daie
of disablement. Pad medeal leawe may apply durng the 7-day
wailing period.

Thene is no waiting period for medical benclits; caverage begins
at the time of the nmury.

In mast cases, wage kss benefits are cakulabed by taking te
awerage of the highest 3% weeks of the st 52 weeks cfgﬂu::
wages prior b0 inury. Generally, you should receive BO% of the
alter-tax walue of this average

¥Your first check is due and payablke on the 148th day af disabiity.
However, a benefit check is not consdered ate” until 30 days
alter the dus date.

Weskly benelits continue: so as you are disabled, which
could be for the rest of iz Howewer, benefiis con be
redduced by up to 50% after age 65 at 5% poer year up o age 75,
or upon receipt of social secunty retrement benefits.

If you are only partially cisabled, you do have @ duty o seek
reasonably awaleble work, leking inlp consderation  those
Imiations (restrctions) fram the work-relsted personal injury or
disease.

If you hawve more than one job cowered under the Warker's
Disabifty Compensalian Act, you get oredi far all wages camed
n those jabs.

Medical Benefts: You ame enlited o al reasonabie and
necessary medical care including surgical, hospea, and dental
smvices, as well as ouiches, hearing apparatus, chirapractic
Arcsiment, and nursing cane. These serdces are prosided
rchetinibely as long as thens s a need related bo the ingury.
‘Choosing A Doctor: Duning the frst 28 days of reatment, the
amployer has the nght o choose the docior. sher that, you are
free o change dodors providing that you motity the employer and
nsuanoe company, preferably inowniting. You do not need
authorzation from e insurance company of the crmployer o be
medically realed, as long as the frestment s reasonabie and
necessary, and your claim s nod in dispute

Maintainang C: IE is = ty impartant that you maintn
regular contact with your employer § hout the treatment and
recowery prniod so that they are aware af your progress. Provide
your empkoyer with upcated wark status reports and disouss early
retum bo work options

Vocational Rehahilitation: f you hove @ work.rolaied mury o
diness which prevents you from being able o perform waork for
which you have previous baining o expenence, you ane entitied
i wocational rehabiitatian benefits. Vocational rehabiifation can
nduce a vanety of professianal seovioes designed 1o help njured
workers re-enier the workioroe. These serdces may include job
placoment asselnce, retainng support, or guidance in starling
your omn business. Wocational rehabiliation serdces ae ped for
ty the employerinsumnce camer, o 0 most cases you must
hawer an apen wikors'  compensabion clam o oreceiee
rehabiiation benefits.,

Wou may abko be ciginke for Family Medcal Leave Act (FMLA)
tencfits. If you hawve questions, you should contact the WS
Departmem of Labar.

EMPLOYERS

Stay in touch with your emplayees while they are off work!
Lok for appropriste Aght duty work options and accommadations
whien possible.

All public and mast private emplayers in Michigan are covered by
warkers' compensalion. Every emplayer subject [ the Act must
pravide proof of msanoe or be approved for sefserance 1o
ersure benelits can be paid to its warkers shauld they become
injured

Elgible pmpl are coversd under workers' compensation
fram the daie of emplayment.

There ane sowse penaties if an employer fails o provide
WOrkErs' COMpensation ooverage.

EMPLOYER REFORTING

Al elaims must be reported bo your msurance carrier.

Fam_ WE-100 must be filed with the Worksrs' Disabilicy
Compersation sqency (WDCA) and your inswance  comie
immedisiely upon the dissbility cxceeding 7 consecutive days,
denth ar specific loss. A copy af thes farm must alsa be given o
the employee.

You must ersure thal reasonable and  necessary  medical
treatmen & provided promptly

Yeou will need to prowide a wage history repart o the rsurance
carries in order ta calculate the cormect benefit amount.

Minors: The Act provides thet an ilegally employed minor s
entitied I douhke compensatian § mjured.

INSURANCE COMPANIES

Prompt and regular payment of benefits i required by b

Famm WG T01: Must be fled wath the WDCA when wage koss benelits begin, change or stap.
Faarm 'WiE-170; Must be fled with the WG 3 months pastinjury, and every 4 months after, % repart an vocational rehabilitation actity,

Form 'WE-107: Must be fled wich the WDCA T a clam & disputed

Medical sevices rendered are subject ta the State af Michigan Health Cane Serdoes Rules and Fee Schedule.
Injured workers are nol to be “balanoe billed” far charges over and above the fee schedule.
Benefits ane nat o be stopped for non-cooperstion with vocational rehabiftation; a heanng must be regueshed prior to stoppage:

For more information contact: State of Michigan Workers' Disability Compensation Agency
Tedll free: 1-888-396-5041, or visit our website at wwow.michigan.goviwdca

WC-PLUB-006 (819)

W21P2H19
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Minnesota

* Report any injury to your supervisor 3s socon as
possible, no matter how minor it may appear. You
may bose the right to workers' compensation
benefits if you do not make a timely report of the
injury to your employer. The time limit may be as
short as 14 days.

*  Provide your employer with as much information
as possible about your imjury.

* (Get any necessary medical treatment as soon as
possible. If you are not covered by a certified
managed care orgamization (CMCO). you may
treat with a doctor of your choice. Your employer
must notify you in writing if you are covered by a
CMCO.

*  Medical care for your work injury, as long as it is
reasonable and necessary.
*  Wage-loss benefits for part of your lost income.

* Compensation for permanent damage to or loss
of function of a body part.

*  The insurer must investigate your claim promptly.
If you have been disabled for more than three
calendar-days, the insurer must begin payment of
benefits or send you a denial of liability within 14
days after youwr employer knew you were off work
or had lost wages because of your claimed injury.

= If the insurer accepts your claim for wage-loss
benefits and you have been disabled for more
than three calendar-days: The insurer will notify
you amd must start paying wage-loss benefits
within the 14 days noted above. The insurer must
pay benefits on time. Wage-loss benefits are paid
at the same intervals as your work paychecks.

-

-

-

Workers’ compensation

If you are injured

Cooperate with all requests for information
Conceming your claim.

The law allows the workers' compensation insurer
to obtain medical information related to your work
injury without your authorization, but they must
send you written notification when they request
the information.

The insurer cannot obiain other medical records
unless you sign a written authorization.

Get written confirmation from youwr doctor about
any authorization to be off work. The note should
be as specific as possible.

Workers' compensation pays for

Vocational rehabilitation services if you cannot
return to your pre-injury job or to your pre-injury
employer due to your work injury.

Benefits to your spouse andior dependents if you
die as a result of a work injury.

What the insurer must do

If the insurer denies your claim for wage-loss
benefits and you have been disabled for mare
than three calendar-days: The insurer will send
notice to you within 14 days. The notice must
dlearly explain the facts and reasons why they
believe your injury or dlness did not result from
your work or why the cdaimed wage-loss benefits
are not related to your injury.

If you disagree with the denial, talk with the
insurance claims adjuster who is handling your
claim. f you are not satisfied and still disagree
with the denial, call the Minnesota Department
of Labor anmd Industry’s Workers®
Compensation Hotline at 1-800-342-5354.

Fraud
Collecting workers' compensation

theft. Call 1-8B8-372-8366 to
report  workers'  compensation

Insurer name and contact information
benefits you are not entitled to is THE TEAVELERE INSURANCE COMEFANIES
(B0} 23B-E2325

fraud.
m DEPARTMENT OF
LABOR AND INDUSTRY
(651) 284-5032 « 1-800-342-5354 « dii.workcompi@state. mn.us » www.dli.mn.gov
Posting required by lew in a location where employees can easily see this notice.
August 2007
W22P1H17 Page 1 of 1
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Missouri

DIVISION OF Missouri Division of Workers' Compensation
WDRKERST F.0. Bow 58, Jeffersan City, MO 65102
573-751-4231

COMPENSATION

Insurance Company, Third Party Administrator,
Service Company, or
Designated Individual If Self- Insured

— Employee Information
The Missour Division of Workers' Compensation (DWC) Mame THE TRAVELERS INSURANCE
administers programs for workers who have been injured on T COMPANIES
the job or exposed to an occupational disease arising out of
and in the course of employment. The Division's
Administrative Law Judges hawve the authority to approve
settlements or issue awards after a hearing relating to an
njured employee’s entitliement to benefits.

Steps to Take When Injured on the Job

1. Motify your employer immediately (written notice must be provided within 30 days of the accidentfor 30 days after
the diagmosis of any occupational disease or repetitive frauma) by contacting

Address B.O. BOX 660456,
DALLAS, TX T5266-0456

Fhone (800} 23B-6225

ETNGyEr rEprRsenaia I o numiber
*Failure to do 50 may jeapardize your ability to receive benefits
2. Ask your employer to provide medical treatment (your employeriinsurer is responsible for providing
medical treatment and paying the medical fees and charges unless you choose to treat with another
doctor at your own expense without your employerfinsurer's approwval).
3. Get more information about the benefits available under the Workers" Compensation Frogram or about the steps
you may take to get the benefits you need. Visit www.labor.mo.gow/DWC or call 800-775-COMP.
Benefits for Injured Employees
Medical Care:
The employer or insurer is required to provide medical treatment and care that is reasonably reguired to cure and relive
the effects of the injury. This includes all costs for authaorized medical treatment, prescription, and medical devices.
There is no deductible, and all costs are paid by the employer or its workers' compensation insurance company. If you
receive a bill, contact your employer or the insurance company immediately. The employeriinsurance has the
night to choose the healthcare provider or treating physician. you may select a different healthcare provided or treating
physician, but if you do so, it may be at your own expense.
Payment for Lost Wages:
= If a doctor says you are unable to work due tc-dy-::ur injuries or recovery from a surﬁ{er}'. you may be entitled to
temporary total disability (TTD) benefits. If a doctor says that you can perform light o modified duty work and
your employer offers you such work, you may not be eligible for TTD benefits. TTD benefits should be continued

until the doctor says you can return to work, or when your treatment is concluded because youwr condition has
reached "maximum medical improvement,” whichewver oocurs first.

= If you return to light or modified duty at less than full pay, you may be entitled to temporary partial disability
benefits.

Permanent Disability Benefits:

If the injury or illness results in & permanent disability, you may be entitled to receive either permanent partial or
permanent total disability benefits.

Survivor Benefits:

If a work-related injury causes an employee’s death, the surviving dependents may receive weekly death benefits paid
at 66 23 of the deceased employee's average weekly wage along with funeral expenses up to $5,000 from the
employerfinsurer. For additional information relating to survivor's benefits, including college scholarship opportunities
for surviving children, please visit wew. labor.mo.gow/DWE.

Additional Benefits for Occupational Diseases Due to Toxic Exposure - Permanent Total Disability andior
Death:

For Information relating to additional benefits  available, please refer to the Division's website at
wiwnw . labor. mo.gow/DWCE/Injured_Workersibenefits_awvailable.

**Make sure yaur data is lumed onand scan the QR Code with your smartphone's camera 1o go to the: D ivision af Workers
Campensation's ‘Wehsite for more informatian. IF yow are not redireced, pou may need to update your smariphone's aperating
system or downioad a QR Code reader app.

=25 [=
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New Jersey

PN
TRAVELERS

NOTICE

The undersigned employer hereby gives notice
that the payment of compensation to employees
and their dependents has been secured in
accordance with the provisions of the Employer's
Liability Insurance Law, Title 34, Chapter 15,
Article 5, Revised Statutes New Jersey, by insuring
with

THE CHARTER OAK FIRE INSURANCE COMPANY Insurance Company
for the period
Beginning _ os-:s-2 Ending o152
ENCHANTED FATRIES STUDIO, LLC
Employer

In accordance with the above cited law, notice of compliance must
be posted and maintained conspicuously in and about the
employer's workplaces.

Form 16 NJ A W29P1H95
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New York

STATE OF NEW YORK - WORKERS' COMPENSATION BOARD
ESTADO DE NUEVA ¥YORK - JUNTA DE COMPENSACION OBRERA

MOTICE OF COMPLIARCE
TO EMPLOYEES

IMPORTANT INFORMATION FOR EMPLOYEES WHOD ARE INJURED
OR SUFFER AN DCCUPATIOMAL DISEASE WHILE WORKING.

1. By posting this notice and information conceming your rights &< an
injursd worker, your employer = in complisnce wilh the Warkers'
Compensation Law.

2. I you do not notify your emplayer within 30 days of the date of your
injury your claim may be dealowed, 20 do So immediateby.

L You are erlitked o oblan any necessary medical tealment and
should do so imrmedialely.

4. You may choose any dodar, podialrist, chiropracior o psychalogist
refesred by @ medical doctor that accepts WY Stale Waorkers
Compensation patients and is Board sulharzed. However, i your
employer iS5 imeolved inoa cefliied preferred  prowider  arganization
(PPO) you must first be reated by a provider chosen by pour
employer ard your employer mest gise you s witlen stalement af
your righls coneerning Turtber medical care

B You should tell your doclor to fle copes of medical repons
conceming your claim with the ‘Workers' Compensation Board  and
with yaur employers insurance company, which is indicsted at the
battam af thes farm.

B ou may be entitled 1o bost lime benefits i your wockrelated injury
keeps you fram work Tor mons than <ewen days, compels you 1o work
ol lower wages of results in permanent disshilly 1o any pat of your
body. You may be entiled o rebabiltation serdcoes i§ you nesd help
returming o wark.

7. *ou should naot pay army medical providers directhy. They should send
thisir bills ko your employer's insurance carier. I there is 8 dispote,
thee provider must wait untl the Board makes a decision before it
atlernpes o collect payment fram you, F you do not pursoe your
claim or the Board nubes that your injury is not work-related, you may
b respansible for the paymem of the bilks.

B You are entiled to be represerted by an attorney or lioensed
representative, but it is not reguired. IF you do hire a representative
da nal pay himfber directy. Ay fee will be set by the Board and wil
b derducted fram your award.

B M you hawe difficuty in chitaining a claim farm or nesd help in flling @
oul, o il you henve any alber guestions o problems sbout a job.
related  injury, cortact any offior of the Workers' Compensation
Baard

NYS Workers' Compensation Board
Centralized Mailing
PO Box 5205
Binghamton, N'Y 13902-5205

Customer Service Line: 877-632-4996

AVIE0 DE CUNMPLIMIENTD
AEMPLEADOS

INFORMACION IMPORTANTE PARA EMPLEADOS QUE SEAN
LESIONADOS O SUFRAN UNA ENFERMEDAD OCUPACIONAL
MIENTRAS TRABAJAN.

. Su patrano estd cumplienda ks Ley de Compensacion Obrera cuando

desphegs este comunicada concerniente 3 sus derechos como
trabapador lesionada.

. Si sted no notifica & su patrona dentra del Ermine de 30 dias de

haber sufrido su lesidn su reclamacion podia ser desestimads, poe
o notfique inmedialamente.

. Usted liene derecho & recibic coalguier tratamiento midion necesario

relacioresdo con 2y lesian y debe gestiorado nmediaamente.

. Para @l ralamierio de oualguier lesion o enfemedad relacionada can

el wabao, wsted peede escoger  cualquier  medico,  podiatra,
guiropractico o psicologo (Sioes referido por o médico atorieado)
U st audorizdo y aceple pacientes de s Joma de Compersacian
Obrera. Sin embargo, Sisu patrong estd sulorizado a paricpar en una
organizacion cerlificada de proveedores preferidos  (PPO),  wsted
dherberd oblen er ratamienta inical para cuakjuier kesion o enfermedad
relacicnada con el rabajo de b cormespondiente entidad. Palronas que
paticipen en cualguiera de eslos programas establecidos por ey
estan ohligados a provesr a sus empleados nolificacion escrila
eaplicanda sus derechos y obligsciones bajo el programa 2 gue st
acogido.

. Usted deberd reguenr de su Medico gue radiqee copias de ks

infames rmédicas de su caso en B Junta de Compensacion Obrera y
en la compatis die seguros de so patrono, que se indics sl final de
=it farma.

. Usted tene derecho a compensacion s sy lesion reladonada con el

Irabajo le impide rabajar por mas de si ete dias, i obligs a rabajar &
suekio mas bajo & resula en incapscdad permanente die oualguisr
parte de su cuerpa. Usted posde lener derecho a servicos de
rehabiitaciin si necesita ayuda para regresar al irabajo.

. No pague a ningun proveedar meédioo drectamente por ratamiento de

su lesitn o enfermedsd relsciansda con @l rabajo. Elos deben srviar
sus facturas al asequradar de Su palrondg. Sioel casa es cueshonada,
&l proveedar deberd esperar hasta gue la Juma decida o caso, anles
e imiciar gestion de cobro algura contra wsted. Siousted no ramita Su
camn o by Junta falla gue Su lesion o enfermedsd no est@ relacionada
con o rabajo, usted podr @ ser responsable de pago de las fscuras,

. Ko = obiigatoic el estar representade en nmguno de (oS

procedimientos de b Junta, pero es un derecho que usied bene, el
estar representado por abogada 6 por representante fcenciado si
usted asl o desea. Sioes represertada, no pague alabogada o al
alabogado o al represemante icencisdo. Cuando la Jumla decida su
camn, los honorarios seran delsrminadas por la Junta y descortadas
e s berweficios.

. S0 tiene dificullad en corsegur un fomulario de redamacidn o

mecesila  ayuda para lenwlo o tiens dudas sobre  cualguies
Slsscion  redacienads con ena lesion o enfernedad
comunicuese cor ks oficing mas cercana de la Junla.

CHAIR/PRESIDENTE
Workers' Compensation Board

Warkers' Compersation benelits, when due, will be paid by (Los beneficios de Compensscon chrera, cuanda debidos, Seran pagados por):

Mame, address and telephone number of oensed nsurance camier, sulbanized groug self.

insures ar main alfice of suthanzed sell-inserer
EMCHANTED FAIRTES STUDIO, LLC
THE TRAVELERS INSURANCE COMPAMIES
OME TOWER SQUARE

HARTFORD, CT 06183

(BD0) 238B-6225

For insurance Carmers OMLY: Polcy Mo SW260614
Policy in Force froen 03-15-23 3 03-15-24

Mame of employer (Nomiire del patrono)

THIS NOTICE MUST BE POSTED
CONSPICUDUSLY IN AND ABOUT THE
EMPLOYER'S PLACE OR PLACES OF
BUSINESS.

Falure by an employer o post this
notice in and abaut the amploye’s place
o places of business may mesull in
a 5260 penalty for each siolkstion

Warkers' Compermsion Bosrd
Proscribred of By £ harman
Stabn New Fork

C-105 {8-17)

. ek . gov

WIiP117
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North Carolina

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-5W260614-24-42-F
» Your employer's workers' compensation insurance policy is valid from 03-15-24 until 03-15-25

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.

» 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.qov

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
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Oklahoma

CC-Form-1A Oklahoma Workers' Compensation Notice and
Instruction to Employers and Employees

All emplopees of this emplayer wha are emitied to benefits of the Adminisirative Warkers' Compensation Act are herehy notfied that ths
employer has compled with al rules of the Workers' Compensation Commission and that tes emplager has secured paymend of compensation
for all emplayees and their dependents n acoordance wath the Acl. Al employees are further notibed this employer wil fumsh frst aid, medical,
=urgical, hospital, optometnc, podistic, chiropracic and nursing services, medicne, crulches and other apparabes as may be reasanably
necessary N cannection with the injury reconed by the emplayes, as well as payments of compensation b any injured employes o the
amployee’s dependents as provided inthe Act.

Any employee who has suffered a compensable injury covered by the Administrative Waorkers' Compensation Act is entitied 1o wocasonal
rehabilitaton services, ncluding retraining and job placement, if, a5 a result of the ey, the employee is unable to perform wark for which

i persan has previous rainng o experienoe.

The Oklahoma Workers' Compensa.
tion Commission has a Counselor
Divisson to  prowide information  to
mjured waorkers, employers, and other
nterested persons.

Medistion is avalable to help resolve
oEfain warkers' compensation
disputes. For  information, call the
Courselor Division al 408-522-5308 or|
In-State Tall Free A56:281-3612.

Employes’s Responsibilities In Case of Work Related Injury

If acadentaly inpumd or affected by cumulstie rauma or an ooccupational disease arising out of and in the course of employment, howeeer
slight, the employer should nobify the employer immedistely.  ths employer = a partnership, notce shal be given b any pariner. IF s
amployer = & corporation, nobice shall be ghven to any agent or officer of the corporatian upon whom legal process may be served. Malice
shal alsa be given 1o the parson in charge of business at the location of operations where the inury ocoumed. Unbess oral or weitien notce
= given (o the employer wichin thiry (30) days, the claim for compensation mary be farever bared

The employee may fie & claim for compensaton with the WORKERS' COMPENSATION COMMISSION for an aoccidental injrey, death,
cumulative Frauma or cooupational dissase or iliness oocowmng ON OR AFTER February 1, 2074, Farms #o file a compersabon claim
shauld be fumished by this employer and alsa are avalable from the Workers' Compensation Commission. The forms are posted on the
Commissian's website, waw wooak.goy.

A claim for compensation must be filed with the Commissian within the ime spedfied by law, or be forever bared. Based an law effective
May 28 20719, a daim for compensaton far any acodental injury must be ded wih e Commisson wibn one (1) year of the dyie of ouey
ar, if the pmployee has recered benefits under Titke 85 A for the injury, six {B) manths from the dabe of the last ssuanoe of such benelits: a
death daim must be filed within tea (2] years of the daie of death; a daim for compensatian for occupational dscese o diness must be
filled within tao (2] years of the last murious exposune; and a claim for compensation far cumulative ouma must be filled within one (1)
yoar of the date: of mjury.

Claims for comg ion for injury, death, cumulative trauma or occupational disease or iliness occurring BEFORE
February 1, 2014 may be filed with the WORKERS' COMPENSATION COURT OF EXISTING CLAIMS and are subject 1o different
natice of mjury requirements and claims filling deadlines than these for acddental injury, death, cumulative rauma or
occupational disease or illness occurring on or after February 1, 2014, Failure to comply with applicable notice requirements
and deadlines may operate 1o forever bar the claim - Contact the WORKERS' COMPENSATION COURT OF EXISTING CLAIMS for
additional information.

Signature of Employer
THE TRAVELERS INS COMPANIES, HARTFORD, CT Q6183
Insurer Mame and Address
03-15-25

Daie of Expration of Insuranoe Policy (Mot applcable to employers
authonzed o sell-nsure)

Employer's Responsibilities
Ther employer must provide employees with mmediate fisst aid, medical, surgcal, hospital, opiomewic, podatric, chingractic, and nursing
serdces, medicne, cnaches and ather apparatus as may be reasonably necessary in connection with te inuny recesed by the employee. This
applies 1o care far all inuries and ilmesses ansing oot of and inthe course of employment, regardiess af their charscher. Within en (10) days
after ther dabe of receipt of nobice or nostedge of death or mury that resuls in the loss of ime beyond the shit or medical attenton away from the
work sibe, the employer or the employer's representative MUST send & report thereof o the Warkers' Compersation Commission via Elecirane
Data Inferchange as specified in Commssion nles. .

No agresment by any employes b pay any potion of the premium paid by the employer o a carier or @ benel fund ar department

by the employer for the purpose of praviding compensatian or medical sevices and supplies as requined by e workers'
compensation laws, shall be vald, Any employer who makes a deduction for such purposes from the pay of any employes entidied
bencfits under the: wirkers' compersaton laws shall be guilty af @ misdemeanar.

Mo agreement by any employee b wave workers' compensation nghes and bencfits shall be valid.
funy person who commits workers' compensation fraud, upon conviction, shall be guilty of a felony
punishable by imprisonment, a fine ar bath.

Waorkers' Comg fon Commission
1915 North Stiles fwenue
Oklahoma City, Oklshoma T1106-4818

Tele. 4055328308 (OKC)  910-208.3732 (TU) In-State Toll Free 8852613612
Wb Site wanm woc

Rew. 11 .21 |'I'I1i:|1|1|i|:E|'r||.u‘I.I:|eI d and masintained by the employer in one or more conspicuous places on the work preme |
W35P3A21
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South Carolina

| Jo | abegq

GZEY-BEEZ (008)

Jaqunp auoydaja)l swien

£8T90 1D ‘OUOJLAVH
HYVNDS WEMOL ENO

ssaJppy buijiepy

ANWd
HOD HONVHENSNI XINHZOHd FHL

awep Japinold
uonesuadwod ,SIHHUOM

wepp
InoA yum swajgoud o sAeEp snpun
dusuadxe nok §i 00LSLEL'E08

1e UOISSIWIWOD uones
-uadwo)) SIyIop BUIjOJED LINOS
ay} Jo Jzisod siy) uo pajs)| Japiaoid
uonesuadwo) siaiop Ul AjloN E
‘uonesuadwod siaxiom Ag
paJaA02 24 NOA Jey) 0} NOA Spuas
JI2Aodwa oA Jopop Yy IPL T
"paunfur s1e noA smouy Jakojdws
INOA SSIJUN S}Yauaq A3 JoulEd
noA "2ouo je Jjakoldwsa anoA AnonN L

pInoys nok
‘qol ay3 uo painful aze nok j|

uonesuadwo?) SN0
BUIjOIR) YINOS

SLXLdGEM

‘sAep Jepuajed
(/) U2AS UBY] 3JOW 10} MJOom 0}
2|qeun 2ie noA JI ‘me| Aq 19s 2bem
wnwixew ay} 0y paywi ‘Aiefes snoA
Jo %4E/7 99 1o} nok sajesuadwon °Z

"S25UAXD L0 ILOS pue
S|ig [ed1paw Jnok Jo o500L SAed L

:uonesuadwo?) ,SIMIoMN

‘MB| 3L} JSpun
sjyouaq uonesuadwod Aue 2aRd3l
o} ainpiej ul ynsas Aew pue sjuspuad
-ap Jay Jo siy Jo 3=fodwa  pasniun
a2y} o) uonesuadwod jo juswded ay)
ul Aejap sSNouas Jo IsNed ayY) 3q Aew
2o1j0u eipawwl yons aa16 o3 aunjie
‘wabe pazuoyine |esausb Jo Jakodwa
2y} o} aoigou Iepawwn a6 1snw
‘leyaq 43y Jo siy ur Bunoe sucawos
1o ‘zafojdwsa pasnlul sy ‘safodwa ue
0} yesp Jo Ainlul [eyuspiooe Jo ased u|

19y uonesuadwo?) ,s1JoM
euljoJe) yinos ay) o} 10algns
pue Japun Bunesado ale 3

Workers’ Compensation Policy

Page 25 of 31



Tennessee

1.

TENNESSEE WORKERS' COMPENSATION INSURANCE

POSTING NOTICE
How to Report Work-Related Injuries

What should be done if injured at work?

Employee
Immediately report the injury to the
employer representative named below.

Select a treating physician from a panel
provided by your employer.

If you have questions or problems, contact
the employer representative or the Bureau
of Workers' Compensation.

. Complete

. Offer a panel

Employer

your company's internal
"Workplace Injury form" and notify your
workers' compensation insurance
company immediately, even if you have
concerns about the validity of the claim.

of physicians to the
employee via Form C-42 available on the
Bureau's website. in cases of emergency, call

an ambulance and provide this form as soon as the
injured employee has stabilized.

Frinted name and title of the employer representative to be notified in the event of a work-related injury

Printed name of an alternative employer representative to be notified in the event of a work-related injury

Telephone number of employer representative to notify in event of a work-related injury

Address of employer representative to notify in event of a work-related injury

The Tennessee Bureau of
Workers' Compensation is

available to help both
employees and employers.

Bureau OFf WOR KE RS1
COMPENSATION

220 French Landing Dr. 1-B
Mashville, TN 37243-2667

800-332-2667

615-532-4810 TTD: 800-332-2257
tn.gov/workerscomp

Workers' Compensation law reqguires this notice to be posted in a conspicuous place at the work site at all times.

(REV. 4/18)
w41P1D18

Authorization Mo. 337545

RDA 10183
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Utah

WORKERS' COMPENSATION NOTICE

ENCHANTED FAIRIES STUDIO, LLC
Employer:

has complied with the provisions of the Workers' Compensation Act (§34A-2-101. Utah Code Annotated), the Utah Occupational Disease
Act (§34A-3-101, Utah Code Annotated). and the rules of the Labor Commission by insuring the liability to pay the compensation and other

benefits provided by said Acts through:

Insurance Company: THE TRAVELERS INSURANCE COMPANIES
Policy Number: UB-5W260614-24-42-E

Address for the above insurance company:P-0. BOX 660456 DALLAS, TX 75266-0456

Telephone number:_(800) 238-6225

[ ] Check here if the employer has been authorized by the Division of Industrial Accidents to selfsinsure and directly
pay workers' compensation benefits.

WORKERS' COMPENSATION

Workers' Compensation is insurance which pays medical expenses and helps offset lost wages for employees with
work-related injuries or illnesses. If you have an on-the-job injury or occupational disease, it may pay for: hospital and
medical bills, time lost from work, permanent loss of body function, prosthetic devices, and burial and dependent

benefits in case of death.
HOW TO REPORT AN ACCIDENT

1. Report the injury, no matter how slight, immediately
to your supervisor. You may lose your rights if your
injury is not reported within 180 days of the injury or
work-related illness.

2. Ask your employer where you should go for
treatment. If your employer has a first-aid room or
company designated doctor, go there promptly for
treatment. If not, go to a doctor of your choice.

3. Tell the doctor HOW, WHEN and WHERE the
accident happened. The doctor will fill out a
physician's initial report form. A copy of the report is
given to you and copies of the report are sent to the
insurance company and the Labor Commission
within seven (7) days of your doctor visit.

4. Your employer shall fill out the employer's first
report of injury form. A copy of this report is sent to
the insurance company within seven (7) days of the
accident. The insurance company will report the

HOW TO START COMPENSATION

Ask your employer which insurance company pays
workers' compensation benefits for the company.

Ask your employer to report the accident to the
insurance company and give you the claim number.

Call the insurance company and ask them to start
your  workers' compensation  benefits.  The
insurance company will require the employer's
report, the physician's report, and may ask you to fill
out a request for compensation. Cooperate with the
adjuster's investigation of the injury.

Ask your doctor to send medical reports to the
insurance company, including the work status
statement.

REHABILITATION

If you cannot return to work, you may be eligible for a
rehabilitation program. Contact the insurance company
listed above or the Utah State Office of Rehabilitation.

injury to the Labor Commission.

FRAUD STATEMENT: "Any person who knowingly presents false or fraudulent underwriting information,
files or causes to be filed a false or fraudulent claim for disability compensation or medical benefits, or
submits a false or fraudulent report or billing for health care fees or other professional services is guilty
of a crime and may be subject to fines and confinement in state prison."”

UTAH
s LABOR COMMISSION

Industrial Accidents Division

160 East 300 South 3rd Floor P.O. Box 146610 Salt Lake City, Utah 84114-6610
Office: (801)-530-6800 Fax: (801)-530-6804 Toll Free: (800)-530-5090 www.laborcommission.utah.gov

If you want copy of an Employee's Guide to Workers' Compensation booklet or have questions, contact the Labor
Commission or go to the webpage at www.laborcommission.utah.gov.

MNote: This notice must be posted and kept continuously in public and conspicuous places in the office, shop or place of
business of the employer as per §34A-2-204 and §34A-2-104.5, Utah Code Annotated.

W43P2J19 Rev 10/2019
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Virginia

Farm WWC1
ENCHANTED FAIRTES ETUDIO, LLC

WORKERS' COMPENSATION
NOTICE

The employees of this business are covered by the Virginia Workers' Compensation Act. In case of injury by
accident or notice of an occupational disease:

THE EMPLOYEE SHOULD:

1. Immediately give notice to the employer, in writing, of the injury or occupational disease and the
date of accident or motice of the occupational disease.

2. Promptly give to the employer and to the Virginia Workers' Compensation Commission notice of
any claim for compensation for the perniod of disability beyond the seventh day after the accident.
In case of fatal injuries. notice must be given by one or more dependents of the deceased or by a
person in their behalf.

3. In case of failure to reach an agreement with the employer in regard to compensation under the
act, file application with the Commission for a hearing within two years of the date of accidental
inury or first communication of the diagnosis of an ocoupational disease.

d. If medical treatment is anticipated for more than two years from the date of the accident and no
award has been entered, the employee should file a claim with the Commission within two years
from the date of the accident.

MOTE: The employer's report of accident is not the filing of a claim for the employee.

THE EMPLOYER SHOULD:

1. At the time of the accident, give the employee the names of at least three physicians from which
the employee may select the treating physician.

2. Report the injury to the Commission through your carrier or directly to the Commission.

3. Accurately determine the employee’s average weekly wage, including overtime, meals, uniforms,
etc.

Questions may be answered by contacting the Commission. A booklet explaining the Workers' Compensation Act
is available without cost from:

THE VIRGINIA WORKERS COMPEMSATION COMMISSION

333 E. Franklin 5t
Richmaond, Wirginia 23219

1-877-664-2066
wownw workcomp.virginia.gov

Ewvery employer within the operation of the Virginia Workers' Compensation Act MUST POST THIS NOTICE 1M A
COMSPICUOUS PLACE in his place of business.

W45P1A18
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West Virginia

NOTICE TO EMPLOYEES

Notice is hereby given that the undersigned employer has
secured the payment of compensation under the provisions of
the West Virginia Workers' Compensation Law.

The Worker's Compensation insurance carrier/administrator

for

ENCHANTED FAIRTES STUDIO, LLC )
IS:

(employer name)

THE TRAVELERE INEURANCE COMPANIEES

(name of carrier/fadministrator)

P.O. BOX 4614

(mailing address)

BUFFALO, NY 14240-4614
(city, state, zip)

(800) 238-6225
(telephone number)

(Name of employer contact person)

This notice must be posted and maintained conspicuously in
and about the employer's workplace as required by West
Virginia law.

West Virginia law requires that you notify your employer
immediately upon sustaining a workplace injury.

WATP1GO7 Page 1 of 1

Workers’ Compensation Policy
Page 31 of 31



