
State of New Mexico Workers' Compensation Administration

WORKERS' COMPENSATION ACT
If You Are Injured At Work
Si Se Lastima En El Trabajo

1) Notice -- In most cases you must
tell your employer about the accident
within 15 days, using the Notice of
Accident Form.

2) You have the right to information and
assistance from an information specialist
known as an "Ombudsman" at the
Workers' Compensation Administration.

3) Claims information -- Contact
your employer's Claims Representative.

1) Aviso. -- En la mayoria de los casos
usted debe de avisarle a su empleador del
accidente dentro de los primeros 15 dias
usando las formas de Aviso de Accidente.

2) Usted tiene el derecho a informaci6n y
ayuda contachindose con un especialista
en informaci6n conocido como
"Ombudsman" en la Administraci6n
para la Compensaci6n a los Trabaj adores.

3) lnformaci6n acerca de Reclamaciones. --
Contictese con el representante de
reclamaciones de so compaflia.

Employer's Insurer/ Claims Representative:

Name:
Phone #:
Address:

CHURCH MUTUAL INSURANCE COMPANY

(800) 554-2642

3000 SCHUSTER LANE, PO BOX 357
MERRILL, WI 54452

Note: Employer must fill fin this insurer

YOUR RIGHTS
If you aro injured in a woik-related accident:

Your emloyer / insurer must pay all
reasonab 10 and necessary medilea costs.

You mayor may not have the right to choose you
health car-c providr. If your cmployor / insurer has
not given yo wiffen insti-uctions about wo chooses
first, call an omabudsman. ]In an emergency, get
emergency medical ewre first.

If you are off work for more than seven days, your
employer / insurer must pay wage benefits to partially
offset your lost wages.

If you suffer "permanent impairment," you may have
the right to receive partial wage benefits for a longer
period of time.

Omabudsmten are located at the following offices:
Albuquerque: Farmaington: Hobbs:
1-866-967-5667 1-800-568-7310 1-800-934-2450
1-505-841-6000 1-505-599-9746 1-575-397-3425

/ claims representative information.

5115DERECHOS
Si se lastima en ci trabajo:

Su empleador / asegurador dobe do pagar pot Los gastos
medicos necesarlos y razonables.

Es posiblo quo usted tenga, o no tenga, ei dorecho do
escoger el provoodor do servielos para la salud. Si su
omaptador asegurador no le ha dado fisftuccionos por
escrito do quien es 61 quo soleeciona primro, preguntele
o llame a an ombudsman. En una omoergencla,
obteaga asistoncia mddica do emergenicla primero.

Si ustod estA frora del trabajo por Naas de siete dhase
su empleadorasouao dobe do hacorleoun pago
compensatorlo do prestaciones para compensar
parcialmente la pdrdida do su salarlo.

Si usted sufre "daaio pormanonto," ustod puode toner
ci dorocho a recibir prestaciones parciales do salario
por on periodo do tiompto mods largo.

Las Cruces: Las Vegas:
1-800-870-6826 1-800-281-7889
1-575-524-6246 1-505-454-9251

Roswell: Sont. Fe:
1-866-311-8587 1-505-476-7381
1-575-623-3997

If Youu Need HELP Call:
Ask for an Ombudsman

Si Usted Necesita Ayuda Liame Al:
Prequnte por un Ombudsman

1- 86 6 -WO0 RXKMP( 1-866-967-5667)
Visit our website at: www.workerscomp.nmn.gov

For FREE copies of tlit poster and Notice ofAccident Formns call: 1-866-967-5667

USE A NOTICE OF ACCIDENT FORM TO REPORT YOUR ACCIDENT TO YOUR SUPERVISOR

EMPLOYER. You are required by law to post this poster where your employees can read it and to post
Notice of Accident forms with it. This poster without Notice of Accident forms does not comply with law.

You have other rights and duties under the law.
Now Mexico Workers' Coaeoswatino Adminislontion
2410 CenlroAvenue, A lbiquerqceNew Mexieo 87106
PO Bna 27198, Alhoquerqoo. N ow Mdexi Co 9 7)25-7198
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POST FORMS HERE

Thister plihed W91117.




